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Abstract 

Title 

Improving Transitional Care in Rural Health Using a Standardized Discharge Time-Out Process 

 

Problem 

The process for transitioning patients from hospital to home is complex and fraught with 

opportunity for error.  Increasingly, hospitals are tasked with regulatory, safety, and public 

expectation burdens to ensure that safe, effective transitions from hospital are well-planned, 

well-communicated and collaborative.  

 

Purpose 

Transitional care processes are well documented in large, academic medical centers. Little 

evidence exists within the rural healthcare community. We sought to determine if the 

implementation of a discharge time-out could improve patient satisfaction and identify and 

correct errors prior to discharge. 

 

Methods 

Using Meleis’ Theory of Transitions, a standardized discharge time-out process was 

implemented and delivered collaboratively by RNs and pharmacists. Teach-back methodology 

was used to validate patient or caregiver knowledge. 

 

Interventions 

Modeled after a surgical time-out, a time-out was performed within 30 minutes of discharge 

instructions to validate discharge plans 

 

Results 

Implementation of the planned process was affected mid-project by implementation of COVID-

19 visitation and care delivery restrictions. Patient satisfaction was positively affected by the 

process. Near miss medication errors and need for medication education were identified and 

corrected prior to discharge.  

 

Conclusion 

Little is known about the efficacy of TCM in rural health care settings, but the importance of 

safe, effective transitions within this vulnerable population is critical to achieve the Triple Aim. 

Statistically significant improvements in patient satisfaction related to discharge readiness, error 

identification and educational gaps provides additive information that supports the need for 

standardized processes to transition patient’s safety from hospital to home.  As seen in this 

project, nurses are critical to the success of any suggested process as the front-line caregivers in 

or out of a pandemic. 
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Introduction  

The process for transitioning patients from hospital to home is complex and fraught with 

opportunity for error.  Advances in technology and medical science have led to Americans living 

longer despite chronic conditions that historically have limited life expectancy. Inpatient 

admissions are often short and reserved for acute episodes, resulting in patients discharged with 

lingering illness requiring ongoing care in an outpatient or home setting. Increasingly, hospitals 

are tasked with regulatory, safety, and public expectation burdens to ensure that safe, effective 

transitions from hospital are well-planned, well-communicated and collaborative. Transitional 

care is a structured framework for ensuring patients progress safely from acute settings to home 

with an appropriate, understood and agreed upon plan of care in place. 

 In 2010, The American Recovery and Reinvestment Act (ACA) was enacted and signed 

by President Obama (Centers for Medicare and Medicaid Services (CMS, 2015).  Included 

within this law, the concept of value-based purchasing (VBP) was introduced. This new pay-for-

performance strategy allowed CMS to withhold or reclaim revenue funds if designated quality 

measures did not meet pre-defined benchmarks (CMS, 2015).  Central to VBP were metrics for 

patient experience, which encompasses both quality outcomes and patient satisfaction, both of 

which are affected by poor transitions.  

 Through the development of the Hospital Consumer Assessment of Healthcare Provider 

Services (HCAHPS) and the Medicare star rating system, CMS endorsed a standardized survey 

methodology to measure patient perception of care for public reporting. The 32-question survey 

of Medicare inpatients, defined as beneficiaries admitted to the hospital through a physician 

order based on medical necessity, elicits responses ranging from environmental concerns to 

communication with nurses and physicians. Observation status patients, meaning those who are 
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merely being observed and not formally admitted, are excluded from the HCAHPS survey 

(CMS, 2015). 

The HCAHPS survey rates patient satisfaction using the Likert Scale with responses 

ranging from one to ten, with ten being very satisfied or yes/no responses (HCAHPS Fact Sheet, 

2017). The Hospital Compare website published by CMS, publicly reports quality of care 

data for over 4000 Medicare-certified hospitals as well as the Veterans Administration (Hospital 

Compare, 2017). Consumers can use Hospital Compare data reported as star ratings (1= worst; 5 

= best) to make decisions on where to purchase their health care services. To capture more 

comprehensive data, many hospitals also use a third-party vendor to elicit responses for all 

inpatients regardless of payor to monitor patient satisfaction, such as Press Ganey.  Press Ganey 

uses the Likert Scale as well, with scores ranging from one (worst) to five (best) (Press Ganey, 

2017). Questions specific to transition from hospital to home for both surveys are grouped within 

a discharge domain and are designed to elicit a patient’s perception of preparation and 

understanding of what to expect when leaving the hospital (Figure 1, Appendix A).  

HCAHPS Press Ganey 

Staff talked about help at 

home 

Extent felt ready for 

discharge 

Staff talked about 
symptoms to look for at 

home 

Speed of discharge 
process 

Overall discharge domain Instructions for care at 

home 

 Overall discharge domain 

  Figure 1 – Discharge domain patient satisfaction questions. 

While patient perception of readiness for discharge is an important element of transitional 

care, medical errors at this critical discharge juncture without solid, redundant processes in place 
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can also occur. Medical errors are defined as patient harm caused by omission or commission of 

medical care. Near miss medical errors are good catches that are identified and mitigated prior to 

reaching a patient. Preventable medical errors have been estimated to cause 20% of hospital 

readmissions (Agency for Healthcare Research & Quality, 2019). The well-publicized Institute 

of Medicine (1999) To Err is Human illuminated medical errors, estimated that 44,000 to 98,000 

people die each year from preventable medical harm, a statistic often likened to a jumbo jet 

crashing every day (Institute of Medicine, 1999).  

Since the initial publication of the IOM report, healthcare organizations, governmental 

entities and the public have worked exhaustively to prevent harm and improve safety within the 

American healthcare system. However, errors still occur.  The State of Pennsylvania, which has 

mandatory reporting of errors, found that errors occur most at transitions, are within the elderly 

population and are predominantly medication related (da Silva, et al., 2016). Failure to assure the 

accuracy of prescribed medications through a robust reconciliation process prior to discharge can 

lead to error. Studies have found that medication errors due to inadequate medication 

reconciliation account for approximately 28% of post-hospital errors leading to costly 

readmissions and avoidable healthcare costs (Tsilimingras, et al., 2015).  

 In addition to medication errors, it is estimated that more than 40% of patients are 

discharged without a complete workup, relying on comprehensive discharge follow up plans to 

ensure adequate diagnosis and treatment (AHRQ, 2019). Another 65% have incomplete 

understanding of their discharge plans (CMS, 2015). Standardized, nurse-driven processes have 

been shown effective in minimizing gaps in care, addressing knowledge deficit related to future 

care and disease processes, and identifying errors (Gao, et al., 2018; Weis, 2007; Weis, 2010). 
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 Currently, VBP rules including payment penalties for poor patient satisfaction, hospital 

readmission, and quality of care apply only to acute care hospitals. However, approximately 60 

million (19 percent) of Americans live in rural areas.  Rural America is defined by the United 

States Census Bureau as “any population, housing, or territory not in an urban area” (United 

States Census Bureau, 2017).  To meet the needs of Americans not living within urban or 

suburban areas, Congress created critical access hospitals (CAHs). In order to qualify for critical 

access status, a hospital must have less than 25 acute care beds, be located more than 35 miles 

from another hospital, maintain an average annual length of stay less than 96 hours, and provide 

24/7 emergency services. Hospitals that meet CAH criteria are awarded higher reimbursement 

based on actual costs rather than a diagnosis-based payment structure (Stratis Health, 2018).   

CAH leaders have long recognized that payment methods could change at any time and 

VBP payment structures could be applied similarly, ultimately decreasing overall reimbursement 

for these critical providers. As such, many CAH leaders have chosen to implement evidence-

based practices to meet published metrics in anticipation of payment rule changes, including 

efforts to improve transitions.  

Interdisciplinary teamwork and collaboration to improve outcomes is also a critical pillar 

within the healthcare delivery system. Xyrichis and Ream (2008) describe teamwork in a 

healthcare setting as “a set of interrelated knowledge, skills and attitudes that facilitate 

coordinated, adaptive performance, supporting one’s teammates, objectives, and mission” 

(Xyrichis and Ream, 2008). When engaged teams work together to focus on patient-centered 

goals, communication, patient decision-making, and participation in improvement of delivery 

systems is optimized. Quality improvement projects often flounder when leaders fail to fully 

engage staff in the process resulting in resistance, apathy, and unsustainability of any effort 
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(White et al., 2017). Staff satisfaction is an important predictor of the success of any project and 

thus, should be assessed to mitigate factors that can compromise performance and outcomes.  

Background and Significance 

Magruder Hospital is a CAH in Ottawa County, Ohio. Located on the shores of Lake 

Erie, the hospital provides emergency, surgical, oncology, and inpatient needs for the 

community, of which 25.4 percent are older than 65 years of age (US Census Bureau, 

2017).  Medicare is the predominant payor (> 60% in 2018). The top three diagnoses both in the 

emergency department and inpatient settings include pulmonary conditions (COPD), heart 

failure, and cardiac abnormalities. The average length of stay for an inpatient at Magruder 

Hospital is 70 hours (< 3 days), with the majority being discharged independently to the 

community (Magruder Hospital, 2018).   

Overall patient satisfaction is high at Magruder, with sustained likelihood to recommend 

the hospital top box scores above the 90th percentile for all similar-sized hospitals as measured 

by HCAHPS and Press Ganey. Top box scores are defined as patients who rate their experience 

as extremely satisfied (9-10 for HCAHPS, 5 for Press Ganey). However, both Press Ganey and 

HCAHPS scores eliciting patient satisfaction specific to discharge readiness and effective 

transitions are consistently lower than other satisfaction metrics and below the hospital mean 

goal of 93 (Figure 2)  (Hospital Compare, 2019; Magruder Hospital Press Ganey, 2020). 

Recognizing the impact preparation for transitions has on preventing deteriorating health status, 

costly readmissions, and overall poor outcomes, the hospital has made improving these scores a 

priority.   
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HCAHPS 2019 Mean Press Ganey 2019 Mean 

Staff talked about help at 

home 

86.1 Extent felt ready for 

discharge 

86.7 

Staff talked about symptoms 

to look for at home 

88.7 Speed of discharge process 82.7 

Overall discharge domain 88 Instructions for care at home 88 

HOSPITAL GOAL: 93  Overall discharge domain 85.8 

Figure 2 – HCAHPS & Press Ganey discharge questions with Magruder 2019 mean scores. 

The National Quality Forum (NQF) produced a whitepaper on the significance of patient 

reported outcomes (PROs) (National Quality Forum, 2013). PROs are defined as “any report of 

the status of a patient’s (or person’s) health condition, health behavior, or experience with 

healthcare that comes directly from the patient, without interpretation of the patient’s response 

by a clinician or anyone else” (NQF,2013). This white paper provides guidance on how to 

achieve performance improvement and accountability through use of these metrics that are tied 

to evidence-based processes and structures. The NQF framework includes identification of the 

problem, determination if the outcome is meaningful and amenable to change and assess whether 

patient reported outcomes is the best way to measure (NQF, 2013). Answering these three 

questions in the affirmative, efforts to improve discharge satisfaction will be a key strategy of 

this project. 

To date, Magruder Hospital does not track medication reconciliation or other errors, or 

knowledge deficits at discharge. Recent internal reviews by a clinical pharmacist and addition of 

a team of hospitalists to provide inpatient care has identified an opportunity to improve the 

reconciliation process prior to discharge to assure medication list accuracy. Shortening length of 

stay and predominant observation status patients has encouraged the hospital to review 
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thoroughness of discharge instructions, how they are delivered and whether understanding is 

validated. Currently there is no standardized process or tool in place to guide discharge practices, 

medication reconciliation, or patient education thus providing an opportunity for a nurse-driven 

intervention to improve transitions from the hospital to the community. Similarly, pharmacist/ 

patient interaction is inconsistent despite evidence that pharmacy involvement in medication 

reconciliation and education is a key component for mitigation of errors and facilitation of 

patient education (Patel, et al., 2019).   

Intervention  

The hospital proposes to introduce a time-out and checklist at discharge to validate 

patient understanding of the discharge plan of care, ensure accurate medication lists, address 

knowledge deficits and assess for any outstanding care needs post hospitalization. The idea of 

the time-out was first introduced into the medical community by the World Health Organization 

(WHO) in 2007, through the creation of the surgical checklist (Appendix B). The goal of the 

WHO checklist was to create redundancies, safety checks, and two-way communication to 

ultimately decrease adverse events within the surgical theater. Initially implemented in eight 

hospitals internationally, the WHO checklist inclusive of the time-out realized a reduced rate of 

complications and mortality by one-third across the study population (WHO). Based on these 

findings the WHO checklist has become the standard of care worldwide for invasive procedures 

(World Health Organization, 2014).  

The success of the WHO checklist and time-out process has led nursing researchers to 

apply similar methodology within transitional care (Trembly, 2013). Final discharge of a patient 

from institutional settings are complex and is often tempered by incomplete communication, 

limited patient understanding, and dynamic timeframes.  Meleis Theory of Transitions (2000), 
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focuses on patient preparation and knowledge to promote healthy transitions and is the 

theoretical framework chosen for project implementation (Meleis, A., Sawyer, L., et al., 2000). 

Meleis’ transitions theory serves to assist people to manage key transition, defined as a a 

“passage or movement from one state, condition, or place to another” (Meleis, 2010). Transitions 

often require an individual to acquire new knowledge, adjust behavior, or assume new roles 

while oftentimes experiencing a crisis. Such transitions require effective understanding and 

effective management of the situation, which can be supported by nursing therapeutics. 

Two-way communication is a key component of safe transitions as well as the time-out 

process (Weiss et al., 2007). For communication to be effective, there must be understanding of 

the content by both parties. Medications, disease processes and medical jargon is complex and 

often misunderstood by the average layperson. Transitions can be particularly vulnerable. 

Healthcare workers tend to speak in a language that is known and comfortable to medical 

professionals, often forgetting that the message being delivered is not completely understood by 

the recipient. Miscommunication or lack of understanding can lead to medical errors or 

insufficient follow up plans of care. Tamura-Lis (2013) estimates that more than one-third of all 

adults or 89 million Americans, lack adequate health literacy to understand and manage their 

healthcare needs, limiting their comprehension of post-discharge plans of care (Tamura-Lis, 

2013).  

 Teach-back is an evidence-based communication style that has been shown to be 

effective in decreasing knowledge deficits at transitions. The methodology has been endorsed as 

key to patient safety by The Institute for Healthcare Improvement (IHI), The Agency for 

Healthcare Research and Quality (AHRQ), and multiple other patient safety organizations. 

Teach-back forces a patient to state back in their own words what their individual care plan, 
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medications and follow up entails (Tamura-Lis, 2013). This allows clinicians to assess the 

adequacy of understanding and affords the ability to clarify and further educate patients prior to 

discharge.  Teach-back methodology using a standardized checklist and time out are key 

components of this project, seeking to validate patient, or in the presence of impaired cognition, 

caregiver understanding of discharge instructions (Tamura-Lis, 2013). 

 Staff satisfaction and engagement in any improvement project is critical to its’ success. 

Traditionally, the nursing and pharmacy staff have been committed to patient-centered care and 

quality outcomes at Magruder Hospital. Assessment of their level of satisfaction with the 

proposed process will be crucial to determine sustainability of any improvement efforts realized. 

Process measure related to completion of the form, compliance with eligible patients, and time to 

complete will also be assessed to identify any process variations or gaps. 

Project Aim 

Recognizing the short length of stay, the predominantly elderly population returning to 

the community, unknown medication or other discharge error rates and unacceptable readiness 

for discharge scores suggesting knowledge deficits, Magruder Hospital seeks to implement an 

evidence-based transitional care model (TCM) through enhancements in the discharge planning 

process, specifically, a nurse-driven discharge time-out and checklist.  The key aims of the 

project are to: 

1)  Determine if time-out process and tool can show improved patient satisfaction  

  related  to discharge readiness questions.  

2)  Mitigate medical errors prior to reaching the patient (near-miss).  

3)  Identify additional educational needs.  

4)  Discern staff views related to use of such a process/tool; and  

5) Monitor compliance with tool, process, and time to complete. 
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The clinical question the hospital will seek to answer is, for medical/surgical patients in a 

rural healthcare setting, can implementation of a discharge time-out versus current discharge 

practices improve readiness for discharge satisfaction scores (inpatient only and identify and 

correct errors(all patients) prior to discharge within three months of implementation.  

Literature Review  

Search Criteria 

With the above aims in mind,  a robust review of the literature was completed to identify 

supportive evidence that standardized discharge processes can decrease preventable medical 

errors and enhance a patient’s perceived readiness for discharge. A review of literature related to 

transitional care, error reduction, teach-back methodology, and discharge processes was 

conducted through the Jacksonville University Library, personal journal archives, and nursing 

textbooks. Databases searched included CINAHL, WORLDCAT, EBSCOHost, and Nursing and 

Allied Health.  The initial search for transitional care yielded 22,338 results.  The search was 

narrowed using the keywords discharge time-out, education, outcomes, readiness, teach-back, 

patient reported outcomes, checklist, errors, and transition. Inclusion criteria was limited to 

peer-reviewed, full text journals from 2012-2019. When seminal work was identified through the 

original search, the time frame was expanded to include the years 2000-2011. Ultimately 22 

studies were included in this review. 

It is appropriate to review the available literature within the applicable framework of the 

IHI’s Triple Aim. The domains within the Triple Aim include improving the patient experience, 

caring for populations, and reducing the cost of healthcare on a per capita basis (Institute for 

Healthcare Improvement, 2017). Patient experience and error reduction efforts fall squarely 

within the intent of the Triple Aim.  
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Improving Satisfaction: Readiness for Discharge  

The first domain of the Triple Aim is improving the patient experience. This aim not only 

includes the goal of enhancing patient satisfaction but incorporates all six domains identified by 

the IHI in Crossing the Quality Chasm: Building a Safer Healthcare System for the 21st Century: 

safe, effective, timely, efficient, equitable and patient-centered care (National Academy of 

Medicine, 2001). The ultimate measure of patient-centered care lies squarely within patient 

satisfaction or experience, and for purposes of this project specifically, readiness for discharge. 

Marianne Weiss, DNS, is arguably the premier nursing researcher as it relates to 

transitions of care and discharge readiness. Much of the literature identified as pertinent to this 

project were either authored by Weiss or referenced her work. Drawing from Meleis’ theory of 

transition, Weiss and her colleagues first sought to identify predictors and outcomes of patient 

perception of readiness for discharge on an adult inpatient medical/surgical unit (Weiss et al., 

2007).  

The chosen tool for the first study authored was the RN Readiness for Hospital Discharge 

Scale (RN-RHDS). As background, the RN-RHDS is a 21-point questionnaire that focuses on 

personal status, knowledge, perceived coping ability, and expected support (Weiss et al., 2007). 

Analyzing patient demographics, hospitalization characteristics, and nursing interventions prior 

to hospital discharge, investigators correlated patient perceived readiness for discharge four 

hours prior to leaving the hospital using the RN-RHDS and again at three weeks post-discharge 

using the Post-Discharge Coping Difficulty Scale (PDCDS) (Weiss et al., 2007).  

 Living arrangements, discharge education including nurse’s skill in delivery and post 

discharge coordination accounted for 51% of the variance in the RN-RHDS score, while age and 

discharge readiness accounted for 16% of post discharge coping ability. Concluding that the 
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quality and delivery of patient education at discharge is the biggest predictor of patient readiness 

for discharge satisfaction, the authors suggest that process improvement efforts should be 

focused on discharge planning, teaching, delivery, and measuring clinical outcomes (Weiss et al., 

2017). 

A subsequent study by Weiss (2017) supported earlier findings that the quality of 

discharge education content and delivery is positively associated with patient perception of 

discharge readiness (Weiss, Sawin, et al., 2017). Exploring sequential relationships of parent’s 

perception of the quality of discharge teaching and readiness for discharge in correlation with 

nurse perception of readiness, the 2007 study was replicated in a pediatric environment. Again, 

collecting data at discharge using the RN-RHDS and at three weeks using the PDCDS, then 

comparing to readmission rates and subsequent emergency department visits (within 30 days of 

discharge from acute care), similar results were realized. The quality of teaching rather than the 

content was positively associated with parent perception (B = .54) and nurse assessment (B = 

.16) of readiness for discharge. Similarly, when nurses and parents perceived that they and the 

child were not ready for discharge based on the RN-RHDS, readmission rates increased, and 

coping ability decreased. Replication would be beneficial in other pediatric or adult 

environments to generalize the conclusion that the quality of patient education and understanding 

of post discharge care may contribute to improved satisfaction (Weiss et al., 2017). 

 Schmocker et al., (2015) studied the corresponding effects of a comprehensive discharge 

planning process to prepare the patient and family for return to the community to readiness for 

discharge patient satisfaction using the HCAHPS tool. An additional correlation assessed 

was between perceived discharge (readiness) preparation and 30-day readmission rates 

(Schmocker et al., 2015). 
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 A total of 318 patients were included in the study. There was no significant correlation 

between patient perception of readiness for discharge and readmission (p = .09, α = .05). 

Likewise, there was no correlation between readiness scores and duration of the inpatient 

encounter. However, a significant finding between perceived discharge readiness and overall 

satisfaction was identified (p = .001). Ultimately, the authors concluded within this limited study, 

comprehensive discharge planning that supports readiness for discharge can positively affect the 

overall patient experience albeit with minimal effect on actual readmission rates (Schmocker, et 

al., 2015).  

Seeking to further explore patient perspectives about discharge processes, Zakzesky et 

al., used Meleis’ theory to determine factors that influenced satisfaction with transitions and 

corresponding nursing therapeutic interventions (Zakzesky, Klink, and McAndrew, et al., 2015).  

Interviewing fourteen patients prior to discharge using a convenience sample, key themes were 

identified and categorized as both bridges and barriers. The bridges to a positive discharge 

experience included frequent communication, social support, and patient motivation. 

Interestingly, the identified barriers were similar, specific to communication. Although a limited 

study with few participants, this work adds to the body of knowledge that places an emphasis on 

the nurse’s role in discharge planning and supports the importance of patient participation in 

discharge planning (Zakesky et al., 2015). 

Coffey et al., (2017) performed a systemic review of nine studies to identify transitional 

care interventions that support a nurse-driven process (Coffey et al., 2017). The components 

varied within each study, but encompassed at least some of the elements of TCM, with nursing at 

the core. Overall, the evidence largely supported a positive relationship between TCM and a 

reduction in preventable hospital readmissions with a corresponding increase in patient 
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satisfaction. The authors concluded that TCM not only affects clinical outcomes, but those with 

nursing evidence-based interventions such as care coordination and comprehensive discharge 

planning, were most effective (Coffey et al., 2017). 

Despite an abundance of studies supporting transitional care and formal processes to 

improve discharge readiness, no uniform definition exists to illustrate what this term means. 

Conducting a thorough literature review to develop a conceptual framework and operational 

definition, Glavin et al., (2017) attempted to clarify what exactly readiness for discharge means 

(Glavin, Wills, and Coffey, 2017).  Consistent attributes identified within the literature that 

suggest correlation to readiness for discharge include physical stability, adequate support in the 

home, psychological/cognitive ability of the patient, and a firm understanding of post-discharge 

treatment plans. This review supports processes that maintain patient dignity, autonomy, safety, 

and security contribute to an operational definition that can be used to develop and measure 

outcomes to improve hospital transitions, ultimately improving satisfaction and decreasing 

avoidable readmissions. Acknowledged limitations are the ever-changing dynamic of discharge 

practices and regulatory changes (Glavin et al., 2017).  

Improving Satisfaction: Process-Driven Studies 

The cost of care for chronic conditions among Americans is estimated to exceed $44 

million annually (Dharmarajan et al., 2017). Medicare beneficiaries alone account for roughly 

$17 million annually of the overall amount (Reardon, 2013).  Evidence-based processes to 

improve such transitions are worthy of review and consideration. 

There is little disagreement among healthcare providers that medication reconciliation is 

one of the most challenging processes encountered daily.  While difficult, correct medication 

information and prescribing is crucial to patient outcomes.  Exploring a collaborative approach 
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between nursing and pharmacy to minimize errors and reduce avoidable heart failure 

readmissions, Almkuist (2018) conducted a quasi-experimental/quality improvement project to 

assess effectiveness (Almkuist, 2018). Using a 24-bed medical-renal unit, a 38-bed medical-

surgical unit, and a 29-bed medical cardiac unit within the rural southwestern United States, the 

project included pharmacist medication reconciliation and education at discharge and enhanced 

pharmacist/physician/nurse communication. The primary outcome measure was the difference in 

30-day heart failure readmissions post project compared to the same period the prior year. 

Overall, a slight decrease in heart failure readmissions was recognized post-implementation 

(17.3% to 16.8%). This study was limited by a short intervention period and no information on 

sustainability. Similarly, the team did not assess any impact on error reduction; however, given 

the importance of correct medication reconciliation and the probable positive effect on 

readmission rates, a longer, larger replication study could yield further evidence to support this 

process (Almkuist, 2018). 

 With a goal of informing best practice guidelines for nurses to better understand their role 

in promoting safe transitions, Dusek et al., (2015) questioned four main concepts.  First, what 

effective assessment and management strategies are available to support safe transition, ensure 

care coordination, and achieve optimal outcomes?  Second, what safety monitoring strategies 

exist that can be considered to optimize outcomes? Third, what educational resources and tools 

do nurses and providers need to effectively transition patients from hospital to home? Finally, are 

there certain identifiable organizational characteristics that can support nurses and providers in 

their efforts related to transitions? (Dusek, 2015). To answer these questions, a systemic review 

of twelve studies that met inclusion criteria were analyzed. Active patient involvement in 

planning, goal setting and learning were three key characteristics identified to attain safe 
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discharges. The ability to self-manage at home is a necessary characteristic to mitigate the risk of 

readmission. Finally, nurse driven standardized tools are effective in assessment of readmission 

risk, and prepare patients for discharge, and mitigate avoidable errors (Dusek, 2015). 

 Dusek concluded that many of the reviewed studies highlighted the role of nursing in care 

transitions but without providing specific interventions. Patient involvement in the process is 

critical to improve outcomes, minimize readmissions and enhance patient perception of readiness 

for discharge. Despite these generalizations, the authors are supportive of additional studies that 

outline specific nurse-led interventions to assess efficacy. The proposed intervention study of a 

structured discharge time-out using teach-back to validate comprehension can add to this body of 

evidence (Dusek, 2015).  

Models of standardized discharge processes in Magnet hospitals was the focus of a 

survey conducted by Bobay, et al., (2015) in thirty-two Magnet hospitals. Sixty-two nursing 

units participated in this descriptive web-based survey.  Respondents (56%) included fourteen 

academic medical centers and eighteen community hospitals; medical units (39%), surgical units 

(10.9%); and mixed medical surgical units (42.2%). The mean length of stay was 4.76 days and 

readmission rates ranged from 8-20%.  Of organizations surveyed, 90.5% were using some form 

of process to reduce readmissions (Bobay, et al., 2015).  

Lack of standardization was identified in all categories surveyed.  While discharge 

rounding was conducted in 82.2% of units, clinician attendance was not consistent (nursing 

84.4%; medicine 48.4%; and pharmacy 43.8%). Physicians were more likely to be in attendance 

in academic medical centers (n = 23, 82.1%) versus community hospitals (n = 8, 22.2%).  

Pharmacy representation was the next highest contributor (n = 17, 60.7% – academic; n = 11, 

30.6% – community). The most common finding was a lack of patient and family interaction 
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during the discharge planning process (n = 19, 29.7% - academic; n = 16, 25% - community), a 

key indicator for successful readmission reduction and error mitigation efforts identified in 

transitional care literature (Bobay, et al., 2015).   

Discharge Tools 

 After review of pertinent studies analyzing the effect of comprehensive discharge 

planning on successful transitional care, it was abundantly clear no single tool or process is 

supported as a standardized method. The search then focused on what tools are available that 

warrant further study and could possibly impact the desired outcomes. Many tools have been 

used to assess the efficacy of standardization to mitigate post-discharge errors; however, few 

have been trialed to improve satisfaction. The specific tools identified are discharge checklists, 

discharge time-out, or a combination of both.  The literature identified below is categorized by 

effect analyzed. 

Focus: Adverse Event Mitigation 

 Identifying medication errors at discharge was found to be a theme in many of the studies 

reviewed. The high-risk process of medication reconciliation, especially in an elderly population 

requires focus and redundancy. Using a multidisciplinary time-out process at discharge was 

found to significantly reduce medication errors (Beardsley et al., 2013). Studying a standardized 

process in general medical patients at a large tertiary care center, comparison of error rates was 

reviewed both pre- and post-intervention. Retrospective chart review identified at least one 

prescribing error in 49 of the discharge charts reviewed (34.5%; n = 142). None were corrected 

prior to discharge. Post-implementation errors decreased to only one error identified in 17 

discharge charts reviewed (13%, p = < 0.001), which was corrected before reaching the patient. 

The one error occurred on a day when the clinical pharmacist was not present, suggesting the 
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need of a multidisciplinary team. The tool used was published in the article, which contains each 

of the high-risk discharge processes discussed previously and could be helpful for development 

of the criteria for this project (Beardsley et al., 2013). 

 Using the backdrop of the WHO surgical safety checklist, a tool was developed to 

improve the critical transition from hospital to home (Drake, McBride, and Bergin, et al., 2017). 

The acute medical discharge checklist (AMDC) addresses post-discharge care coordination, 

equipment needs, medications, and communication with patients, families, and receiving 

facilities/providers. The tool is begun on hospital day one and reassessed both one to two days 

prior to anticipated discharge and at the time of discharge. On the day of discharge a “pause” is 

conducted between two licensed providers to formally review the tool for completion. This pause 

takes roughly two minutes to complete with a focus on identifying errors and omissions. During 

the six-month intervention period, 1,064 patients were discharged to the community.  Sixteen 

patients were excluded due to various reasons such as leaving against medical advice. Of the 

total day of discharge time-outs, 851 were completed fully resulting in an 80% compliance rate.  

At seven months post-implementation, the compliance rate fell to 73%.  With renewed focus, 

rates rose to 81% over the next six months. Ultimately, 167 safety concerns were identified, and 

errors avoided. The predominate error type were near-miss medication errors. While this study 

failed to define what constituted a safety concern other than medication errors, this 

multidisciplinary approach is certainly worth considering as this project continues (Drake et al., 

2017).  

Conducting a physician-driven process, Sidhu et al., (2016) proposed a verbal time-out 

process during medical team rounding at a larger tertiary care center using the pneumonic 

DDEMAP (Sidhu, Miller, Stewart, and Rogers, 2016). Components of the time-out include (D) 
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diagnosis, (D) destination, (E) equipment, (M) medications, (A) follow-up appointments, (P) 

pending diagnostic studies post discharge. The team consisted of attending physicians, medical 

students, interns, and residents. The time-out was completed on the day of or day prior to 

discharge. During one week of the study period, 59 responses (73% of patients) indicated that a 

time-out had been performed, with an average time of less than five minutes (78%). Most 

importantly, 79% of the time-outs performed identified significant changes to the plan, primarily 

medication changes (50%). Post-intervention, the team ranked the discharge-time out process 

and tool as four or higher on a scale of five as being useful to mitigate discharge errors (90%).  

The elements of this tool provide a great basis for covering the critical discharge needs and is 

worthy of consideration of replication with the slight change of a multidisciplinary team (Sidhu 

et al., 2016).  

Ruggiero, et al., (2015) found success with a nurse driven time-out procedure for 

improving medication reconciliation and decreasing errors (Ruggiero, Smith, Copeland, and 

Boxer, 2015). Using the DMAIC model of process improvement (define, measure, analyze, 

improve, control), the time-out checklist was performed prior to discharge by the primary nurse 

and a charge nurse. Prior to implementation, 77.9% of records reviewed retrospectively had 

medication errors that were not reconciled.  Post-implementation, and sustained for 20 months, 

the discrepancy rate decreased to at or below 20% (p ≤ 0.002). Limiting this study was the 

compliance rate for using the time-out process, averaging about 50% over the life of the project. 

When pondering replication of a similar study, adherence to the process would be a concern, 

although, this nurse-driven protocol appears to result in higher error capture rates than a 

physician-driven protocol (Ruggiero, et al., 2015).  
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Providing additional support for the efficacy of a discharge time-out checklist, Gao, et al., 

(2018) implemented a standard process to mitigate preventable medical errors that can occur at 

transitions (Gao, et al., 2018). The simple form was structured like the WHO time-out and could 

be completed by two licensed providers – primarily nursing, physician assistants, and medical 

residents. The categories included any remaining tubes, lines, or drains; home care plans; follow-

up appointments; symptoms to look for and whom to call if they occurred; and medication 

education and reconciliation. The primary difference in this project is the necessity of patient or 

family involvement via teach-back methodology. The questions are structured to elicit answers 

from patients or caregivers to ascertain their knowledge and comfort level, additional educational 

needs, and identify any safety catches or near misses. 

Conducting the intervention in a 28-bed general medicine unit in an urban tertiary care 

hospital, a total of 429 patients were eligible. During a six-month period, 190 patients 

participated in the time out, with compliance increasing over the course of the study (20% versus 

52.5%). The main barrier identified was scheduling physician time for participation. When 

conducted, 28.9% identified additional education needs, most commonly related to medication 

(60%). Medication clarification was needed in eighteen instances, requiring a slight delay in 

discharge. One good catch related to line removal occurred. The estimated average time to 

complete the process was 10.9 minutes. A post-implementation survey using the Likert Scale (1-

5) of nurses and physicians resulted in overall satisfaction with the process (RN – mean 4.2, SD 

= 0.7; MD – mean 4.3, SD = 0.6), with nurses believing that safety was enhanced more than 

physicians colleagues (RN - mean 4.3, SD = 3.7; MD mean 3.1, SD = 1.0) (Gao et al., 2018).  

The Gao project provides limited generalizable information, having been performed in a 

singular unit, with inconsistent measuring of time to complete, and participation of physicians. 
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Despite these weaknesses, the team at Magruder Hospital has chosen to replicate a variation of 

this study to determine if this tool can positively impact discharge readiness satisfaction scores 

and error mitigation. The combination of a standardized tool and the teach-back methodology 

were the cornerstone of the discharge time-out process implemented by Gao.  Asking key 

questions using teach back methodology, this checklist appears to closely mimic the gaps 

identified by the proposed study site.  

Focus: Patient Experience (Satisfaction) 

 One of the key outcome metrics for this project is patient satisfaction. Literature that 

measures a discharge time-out as it relates to satisfaction was difficult to find, supporting the 

need for a study to expand the body of evidence as it relates to transitional care processes.  The 

literature search identified one study (Gabriel et al., 2017) with the specific metric of patient 

satisfaction and an additional outcome measure of discharge order to actual time of discharge  

 For their study, Gabriel et al., a randomized control trial was conducted on a medical unit 

primarily serving sickle cell patients to determine if use of a daily discharge goals checklist 

could enhance satisfaction and affect time to discharge. Participants were randomly assigned to 

an intervention team, or control team and included consenting adults >18 years of age without 

cognitive impairment and a minimum length of stay of 72 hours. A total of 65 patients were 

included in the study (intervention n = 36; control n = 29). No statistical significance between the 

groups was found with either outcome measure. Recognizing the lack of positive findings, the 

need for further research is certainly warranted, given the small n size (Gabriel et al., 2017).  

Synthesis 

While no consistent process, tool, or definition has been identified to improve readiness 

for discharge satisfaction scores or to mitigate discharge process errors, the evidence supports 
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further study to identify best practices. Glavin’s operational definition suggests that any 

discharge process should include a patient’s physical stability/ability, considerations for support 

at home, the psychological and cognitive ability of the patient, and a firm understanding of the 

discharge and post-discharge plan (Glavin, 2017).   

Several studies identify the importance of including the elements identified by Glavin to 

improve readiness for discharge scores. A structured, team approach has resulted in evidence of 

improved satisfaction scores, while marginally decreasing readmission rates (Coffey, 2017; 

Schmocker, 2015; and Weiss, 2007).  Other studies have shown a positive effect on 30-day 

readmission rates using a multi-disciplinary approach, although no singular design was agreed 

upon (Almkuist, 2018; Bobay, 2015; and Dusek, 2015). 

A discharge time-out has been shown to affect both readmission and patient satisfaction 

rates although the latter less so (Beardsley, 2013; Drake, 2017; Gao, 2018; Ruggerio, 2015; and 

Sidhu, 2016).  An additional finding of time-out implementation is a decrease in adverse events 

and good catch near miss events, mostly related to medication reconciliation (Almkuist, 2018; 

Gabriel, 2017; and Sidhu, 2016. Again, no consistent tool or process has been studied enough to 

provide definitive evidence, and minimal studies have directly tied a tool or pause to improved 

satisfaction. Similarly, no studies conducted in rural or CAHs were identified. Nurse driven 

processes seem to provide better compliance rates than physician-driven processes (Gao, 2018; 

Ruggerieo, 2015; and Sidhu, 2016). Overall, the evidence available supports further study of 

processes and tools to continue to assess readiness for discharge impact and promote 

consistency.  
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Framework 

Meleis’ mid-range theory of transitions has been applied and studied within nursing 

practice for over two decades (Bohnar, 2017). The Transition Theory (TT) focuses on the 

assumption that people are most vulnerable for poor outcomes when transitioning from one 

environment to the next and it is at this juncture where nursing can most impact. Meleis 

describes these events as ‘health-illness transitions” defined as a change in health status, role, 

abilities, or expectations. The transition requires the patient to acquire new knowledge or alter 

behavior based on acute changes in health.  Comprehension of these changes is often challenged 

by the overall stress of the situation (Meleis, 2010). 

The type, time, and consequences of transitions need to be considered when using this 

theory as a framework for a project that requires nursing therapeutics or interventions for 

success. Meleis supports several reasons why nurses are critical to transitions. In hospital 

settings, nurses spend the preponderance of their clinical time caring for individuals with life-

changing or altering events, understandably creating a trusting, nurturing relationship with 

patients. The opportunity to teach with every intervention during a hospital stay rests primarily 

with nursing, and when practiced consistently, better prepares the individual to transition to the 

next level of care (Figure 3).   

Critical to successful transitions is readiness for discharge which includes functional 

ability, physical stability, preparedness, ability to manage at home, coping skills, access to 

healthcare and community resources and education about medications and expectations for 

future care (Meleis, 2010). The key elements of the TT fit squarely within the key aims of this 

project. A nurse-driven discharge time-out process supports patients during the vulnerable events 

related to a health-illness transition. 
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Figure 3 – Adapted Meleis Transition Theory framework. 

Improvement Model 

To implement a comprehensive, evidence-based transitional care model supported by the 

TT, the project utilized the Plan, Do, Study, Act (PDSA) model as outlined by the IHI 

Improvement Charter (IHI, 2018).  The PDSA model allows for a clear framework to guide 

process development using evidence-based principles. The PDSA model tasks the team to 

identify a problem by monitoring specific measures. Once a root cause or a theory of a root cause 

of a problem is identified, the process begins through a series of questions, activities, analysis, 

and actions.  In the planning stage, the teams ask what the objective of the improvement is; what 

are the anticipated results; and what is the plan for testing (who, what, where, when). In the “do” 

phase, small testing of process change is performed and results, observations, and unexpected 

problems are documented. In the study phase, data is analyzed and compared to predictive results 

along with reviewing lessons learned. Finally, in the act phase, modifications are made to the 

process and next steps determined. The cycle repeats to determine the best process to address the 
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objective ( Sherwood, G., and Barnsteiner, J. ( 2017). Several cycles are often needed until the 

right formula is found for optimal success.  By determining these parameters in advance, 

designing, and redesigning work following periods of evaluation, and measuring outcomes, this 

process will allow flexibility to adjust for flawed or inadequate processes (Figure 4). The PDSA 

improvement cycle will be conducted weekly with the team to determine if any process 

adjustments are required. 

 

Figure 4 - PDSA Improvement Cycle (IHI, 2018) 

Project Tools 

Permission was received from the designers of the Gao et al., (2018) tool used at Cornell 

University for replication in the proposed project (Appendix C). The tool used in the Gao project 

was completed by the RN in conjunction with a resident or physician assistant and including the 

patient and significant other/caregiver. Within 30 minutes of the RN delivering discharge 

instructions, the team would return to the patient room and complete the time-out. Key elements 

of the checklist were to assess the presence of any remaining IV lines, tubes, drains, catheters or 
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Plan

(Project)

Do

(Implement)

Study

(Weekly assessment of 
findings)

Act (accept/adapt/abandon)



IMPROVING TRANSITIONAL CARE 32 

during the hospitalization. Any additional educational, medication reconciliation, or follow up 

needs identified were addressed prior to final discharge.  

Key outcomes in the Gao project were to assess for any discharge planning errors, needs 

that required reinforcement, accuracy of medication reconciliation, and compliance with the tool. 

Patient satisfaction was not assessed as a primary outcome as proposed in the current study. 

Following an extensive discussion with Paul Martin, MD, Cornell project leader, regarding the 

design and  process, barriers, and outcomes, as well as conversations with the Magruder team, 

the proposed project implementation varied slightly as did the outcome metrics.  Following 

validity testing (Appendix D), the original tool used in Gao was revised slightly to meet local 

needs and desired outcomes.  

The proposed process remained the same except for supplementing a pharmacist in place 

of the resident or physician assistant based on available skill mix. An RN would deliver 

discharge instructions to the patient and/or significant other and coordinate the time-out with the 

pharmacist. In an effort not to delay discharge further, the goal was set to have the time-out 

completed within 30 minutes of discharge instructions as a final check prior to leaving, 

consistent with Gao. The revisions to the tool were minor but included providing examples 

within each checkpoint for staff clarity, adding dressings to the tube, lines section due to the 

large number of wound care patient within the population, and the addition of a question related 

to having all necessary prescriptions provided during the discharge instruction conversation. 

(Appendix E).  

Gao also utilized an anonymous satisfaction survey to gauge staff engagement and 

opinions about the discharge time-out process and tool (Appendix F). Validity testing was 

conducted and did not identify the need for changes thus, permission was requested and granted 



IMPROVING TRANSITIONAL CARE 33 

for use of the tool that will be administered following conclusion of the primary time-out data 

collection (Appendix G).  

Project Setting and Implementation 

The project was conducted on a 25-bed combined medical/surgical unit located in a CAH 

in rural Ohio. The subjects for this study were all eligible patients on the medical-surgical unit 

that are discharged to the community Monday through Friday only during the study period. 

Participants are limited to patients over the age of 18 years. A total of 17 registered nurses and 

four pharmacists were responsible for implementing the discharge time-out checklist. The 

hospital utilizes an all RN, primary care nursing model with a ratio of no more than 1:4. The RNs 

involved were the primary nurses delivering care throughout the patient stay, eighty percent of 

which are  BSN prepared. Two of the pharmacists are doctoral prepared, while the other two 

were seasoned and credentialed inpatient pharmacists. Two utilization review professionals, one 

an RN and one an LPN, validated that appropriate patients received the intervention.  

The implementation process was planned for a three-month period from February to May 

2020, followed by an assessment of staff satisfaction with the process and opinions on 

contribution to transitional safety improvements. Design and implementation meetings were held 

with the key stakeholders who agreed to the proposed project. The project had stakeholder buy-

in at Magruder Hospital. The former Chief Nursing Officer (CNO) was the student project lead 

and the current CNO, Chief Executive Officer (CEO), and Chief Operating Officer (COO) 

agreed with and supported the project. The Director of Medical-Surgical Unit, clinical 

coordinator,  hospitalist Medical Director, Quality Director, Director of Pharmacy, clinical 

pharmacist, and charge nurses were included in the design and contributed to the overall concept. 
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The clinical coordinator and clinical pharmacist drove compliance with the process in 

conjunction with the bedside RNs.  

Education was developed and delivered by the student project leader. The education 

consisted of a power point presentation providing an overview of transitional care, current 

hospital metrics and need for improvement related to patient satisfaction, the proposed project, 

synthesis of the literature review supporting the project, and the concept of teach-back 

methodology. Project aims were clearly defined. The process was outlined and approximately 

one hour in each session was spent reviewing examples of completed discharge time-out forms, 

answering questions, overcoming objections, and detailing the timeline for implementation. Each 

participant received an individualized instruction manual with the educational materials, 

frequently asked questions, and sample forms/scenarios. RNs, who were the primary drivers of 

compliance required in person education that was deemed mandatory; however, had minimal 

attendance. The coordinator, an MSN prepared nurse who was the on-site project lead, provided 

one to one education in a train the trainer fashion for those who did not attend the in-person 

sessions. Reinforcement and clarification of the process was conducted during daily huddles by 

the clinical coordinator.   

The pharmacist team received identical information via Webex and had 100% 

participation. They also received project manuals with the educational materials, frequently 

asked questions, and sample forms/scenarios. Like the RN staff, daily huddles led by the clinical 

pharmacist reinforced the process and training. All training occurred during normal working 

hours and required minimal additional labor costs for the hospital. Likewise, the implementation 

of the project occurred within the existing discharge processes. Using the PDSA improvement 

model, weekly conference calls were held during the project to assess barriers, successes and any 
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mid-stream modifications that may needed to occur. Minimal costs were incurred for supplies 

(Appendix H).  

The original process for implementation of the discharge time-out process and 

management of completed forms is detailed in Figure 5. As detailed above, the process called for 

the primary RN to deliver discharge instructions and education based on physician orders and 

nursing assessment of knowledge deficit identified throughout the hospital stay using the nursing 

process. Within 30 minutes and coordinated by the primary nurse in advance, the time-out would 

occur and include the patient/significant other and pharmacist in this face-to-face interaction to 

validate understanding of the plan of care, review medications, and assess for any further 

educational or transitional car gaps. 

   

Figure 5 – Original process, used through week 6 of project. 

However, at week six of the implementation, COVID-19 restrictions on patient facing 

interactions were enacted, resulting in a need to adjust the delivery methods (Figure 6). Hospital 

policy restricted face-to-face interaction to only necessary contact for clinical care or in the event 

of an emergency. Pharmacists were deemed by the hospital to be non-essential for in-person 

contact except in emergent situations. The process shifted to allow remote pharmacist 

participation. In this new process, a pharmacist would review the final discharge medication list, 

coordinate any changes/corrections with the physician, and provide educational materials for the 
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RN to discuss during the discharge instruction phase. RNs continued with the time-out process 

within 30 minutes of instructions to validate knowledge, check for errors, and review final 

medication lists. Pharmacists remained available by phone during the time-out phase to answer 

any questions or clarify further medication lists. Visitor restrictions were also implemented at 

this time, hindering significant other knowledge validation in the event of cognitively impaired 

patients. RNs would attempt to reach key contacts by phone to discuss discharge instructions and 

validate knowledge.  

 

 

   

  
 
 Figure 6 – Modified process post COVID--19 restrictions, implemented week 7. 

 

 Due to the phase B changes, and additional question was added to the staff satisfaction 

survey to assess opinions on communication between team members with the modified 

workflow.  Upon the conclusion of the project, a Survey Monkey link was sent to the 17 RNs 

and 4 pharmacists who participated in the project to solicit opinions related to the process and 
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Ethical Considerations 

 

Magruder Hospital does not have an Institutional Review Board (IRB) and agreed to 

adhere to the decision of the Jacksonville University IRB.  Exempt status was sought as a quality 

improvement project.  Exempt status is appropriate when the project poses minimal risk to the 

subjects and will not affect the rights of the participants. No individually identifiable data was 

available to the project leader. Individually identifiable data was only visible to the staff at the 

hospital completing the checklist and the utilization review nurses who validated appropriateness 

of patient eligibility by comparing tools completed to the prior day’s discharge census. All forms 

were redacted prior to sending to the project leader. The original, redacted forms were secured in 

a locked drawer within the unit directors secure office and destroyed upon project completion. 

Weekly, the director uploaded the redacted forms to a secure drop box for the project leader’s 

retrieval and collation of data.  Consent was not sought for either the discharge time-out or staff 

survey, as consent would be the only document tying participants to the quality improvement 

project. 

Exempt status was approved as a quality improvement project prior to implementation. 

At week 6, compliance was found to be lessening due to pharmacist patient-facing restrictions 

because of the COVID-19 pandemic. Magruder Hospital expressed a desire to continue the 

project through a modified delivery method. An IRB amendment was sought and granted by 

Jacksonville University IRB (Appendix I). 

Project Data Management and Analysis Plan 

Evaluation of the effects of implementation occurred at many different levels and 

correlated with the Triple Aim.  Data analyzed included both outcome and process measures to 

comprehensively review the effectiveness of the tool and is broken down by both phases (a = pre 
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– COVID-19; b = post – COVID-19).  Outcome measure 1 (Appendix J) included pre and post 

implementation review of both Press Ganey (four questions) and HCAHPs (three questions) data 

related to the discharge questions for January through March 2019 and 2020, respectively. 

Scores are reported monthly by a third-party vendor (Press Ganey) and analyzed using Chi 

square.  

Outcome measure 2 (Appendix K) captured near miss or actual errors or educational gaps 

identified using the discharge tool, broken down by inpatient and observation status as well as 

phase A and phase B. The number and type of errors and educational gaps were identified 

monthly and compared to the total number of time-outs and elements completed to determine a 

rate of adverse event mitigation. Fischer’s Exact was used to determine any significant 

improvement in error rates that occurred over time and educational needs identified.  

Process metrics included the time to complete the tool (Appendix L), and compliance 

with both elements and use of the tool (Appendix M).  Staff satisfaction was measured by 

anonymous survey using the Likert Scale (1= least satisfied; 5 = most satisfied). 

The hospital averages 40 discharges per month. Each of these metrics were reported 

monthly and by phase to determine any improvements over the life of the project.  All data was 

analyzed using SPSS software and in consultation with the Jacksonville University statistician.   

Sustainability 

The patient satisfaction scores, error identification, and additional education required 

statistics will be added to the Medical/Surgical Unit quality dashboard. This unit-based 

dashboard is reported monthly to the medical staff through the General Medical and 

Therapeutics Committee, quarterly to the Safety Council, Quality Improvement Committee, and 

Medical Executive Committee, and annually to the Board of Trustees. Likewise, staff 
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satisfaction scores will be discussed at department meetings to elicit further feedback on 

improvements in the process from the front-line caregiver’s perspective. The department 

directors have the overall responsibility to ensure completion with each inpatient discharge. If 

findings of the project do not support the intended improvements, consideration will be given for 

modification of the time-out process and checklist or elimination altogether.  

Timeline 

1. Education week of February 10-13, 2020. 

2. Implementation of checklist process February 18, 2020. 

3. Weekly calls to identify needs for changes in the process and share preliminary results. 

4. Project termination May 1, 2020. 

5. Staff survey week of May 5, 2020.  

Findings 

The project was implemented on February 18, 2020, and concluded on May 1, 2020, for a 

total of eleven weeks.  At week 6, participation began waning. Using the PDSA methodology, it 

was quickly recognized that COVID-19 was playing a significant role in the current delivery 

process. Following IRB amendment approval, a new process using an RN driven time-out with 

remote access to a pharmacist if needed was implemented at week 7.  Pre and post COVID-19 

workflow were designated phase A and B, respectively.  In Phase B, pharmacist medication 

reconciliation review continued remotely and was completed prior to the discharge instructions 

being prepared to verify correct lists.  Medication education instructions that normally would 

have been completed at discharge by a pharmacist were given to the RN who in turn provided 

education to the patient.    
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Process Metrics 

A combined phase total of 135 patients met criteria for performance of the discharge 

time-out. The process was completed 77% of the time (n = 104) (Figure 7).  No significant 

difference was observed in compliance between phase A (80%, n = 62) and phase B (72%, n = 

42; p = .69).  Throughout the project eligible patients were predominantly in observation status 

(n = 81) versus inpatients (n = 23) which was in alignment with historical patient data from the 

facility. When a time-out was performed, the documents were completed fully and in compliance 

with instructions. The median time to complete a time-out was 10 minutes in both phases of the 

project.  

 

Figure 74 – Completed Time-Outs versus Eligible Time-Outs – All Phases by Patient Status 

 In phase A, a total of 62 time-outs were performed. The RN initiated and participated in 

the time-out 100% of the time, while a pharmacist participated 71% of the time (n = 44). The 

main barrier identified by the team for full participation was scheduling of the time-out. Many 

iterations of scheduling processes were attempted; however, no good solution was identified 

prior to phase B changes.  When a pharmacist was not available, the RNs continued with the 

time-out process through week five. At week six, four time-out forms were not completed with 

reason cited – “pharmacist not available due to COVID-19.”  The process was officially changed 

in week seven to include remote pharmacist intervention. In phase B, 42 time-outs were initiated 
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and performed by the RN 100% of the time with zero pharmacist in-person participation. The 

difference between the phases for active participation by a pharmacist was statistically 

significant (p = < .0001) as expected.  

Outcome Metric - Patient Satisfaction 

 Because of the low number of survey responses by month, results for both Press Ganey 

and HCAHPS were compared for the eleven-week study to 2019 data for the same timeframe 

rather than monthly. HCAHPS scores reflect Medicare only inpatient satisfaction while Press 

Ganey are all eligible inpatients for the same time frame regardless of payor. Top box (most 

satisfied) mean scores are calculated by a third-party vendor, with analysis of significance 

performed by the Jacksonville University statistician using the Wilcoxon Rank Sum Test.  

 Each of the questions within the HCAHPS discharge domain realized significant 

improvement during the project period (Figure 8). HCAHPS question one inquires whether staff 

talked about help at home. A significant increase in mean score was found from 2019 (n = 18; 

mean 86.1) to 2020 (n = 13; mean 86.6, p = < .0001) with implementation of the discharge time-

out. Question two which asks if information was provided related to symptoms to look for post-

discharge also resulted in significant improvement over 2019 scores (2019 - n = 18; mean 88.7; 

2020 – n = 13; mean 90.2; p = < .0001). Overall HCAHPS discharge domain (question three) 

improvement was significant during the study period (2019 – n = 18; mean 88; 2020 – n = 12; 

mean 88.4; p = < .0001).      
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  Figure 8 – HCAHPS mean comparison February – April  2019 to 2020, respectively. 

 

 Press Ganey questions are slightly different but elicited similar overall significant 

improvement during the project period as compared to the same timeframe in 2019 (Figure 9).  

Question one asks the patient to rate the extent believed ready for discharge. Top box respondent 

means in 2020 (n = 28; mean 91.3) revealed significant improvement over 2019 (n = 30; mean 

86.7; p = <.0001).  Question two ponders satisfaction related to speed of the discharge process, 

which despite the addition of the discharge time-out, demonstrated significant improvement 

(2019 – n = 29; mean 82.7; 2020 – n = 17; mean 87.6; p = < .03). Question three – instructions 

for care at home - was the only question not to show significant improvement (2019 – n = 27; 

mean 88; 2020 – n = 8; mean 88.6; p = .808). The low number of responses to the question may 

have contributed to the lack of significance as the mean did show an incremental improvement 

during the project time. The overall domain score was significantly improved (p = .0009) from 

the 2019 results.  
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  Figure 9 –Press Ganey mean comparison February – April  2019 to 2020, respectively. 

Outcome Metric - Error Identification and Education Gaps 

For observation patients only, there were no errors observed during both phases in the 

tubes, lines, catheters, drains, symptoms, home care, or post discharge instructions categories. In 

phase A, one error was identified for follow-up instructions (physician appointment scheduled 

not scheduled) and two errors in medication reconciliation related to medication dosage, which 

were all corrected prior to discharge. There were no errors were identified in follow-up or 

medication reconciliation during phase B. Fischer’s Exact test was used for analysis and 

identified statistical significance between the phases for error identification during medication 

reconciliation (n = 2,  p = >.05) and follow up instructions (n = 1,  p = >.05). Education related to 

medication use, signs, and symptoms to look for, and dosing was the most frequent variable 

identified in the observation population in phase A.  The need for additional education related to 

medications was decreased significantly in phase B (phase A (32.71%) to phase B (10.71%; p = 

.047)). 
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In the inpatient population, there were no errors identified int the tubes, lines, catheters, 

drains, home care, follow up or post discharge instructions categories in either phase. There were 

four errors in medication reconciliation during phase A and none in phase B, but the difference 

did not reach statistical significance (p = .27).  Education was required only minimally in phase 

A, and again only in relation to medication use, and not at all in phase B for the inpatient 

population.  All p values were non-significant. Thus, a total of six near-miss medication related 

errors were identified in all phases, all patient status types and corrected prior to discharge. 

Education regarding medications was the predominate gap identified in phase A, declining 

significantly in phase B. 

The staff satisfaction survey had little RN participation (35%, n = 7). Pharmacists 

participated at a 50% rate (n = 2). One participant listed themself as “other” for a total of 10 

respondents (50%).  Results were analyzed using descriptive statistics (Figures 10 & 11). Sixty 

percent of the respondents agreed that the time-out was easy to perform (n = 6), while 20% (n = 

2) had no opinion and 20% (n = 2) disagreed. RNs were more likely to agree with ease of use 

versus pharmacists (mean = 3.57 versus 3.0). Sixty percent (n = 6) agreed that communication 

was improved with the patient and family members, again with RNs rating more favorably (RN 

mean = 3.57 versus pharmacist mean = 3.0).  Eighty percent (n = 8) agreed that the timeout 

improved safety; however, safety improvements was viewed more favorably by pharmacists (RN 

mean = 3.57, pharmacist mean= 4).  Sixty percent agreed or strongly agreed that team 

communication was improved (n = 1 strongly; n = 5 agreed) and was again viewed more 

favorably by pharmacists (RN mean = 3.43; pharmacist mean = 4). When asked if team 

communication continued in a positive manner in phase B, 80% (n = 8) answered in the 

affirmative.  
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Narrative comments were allowed and three received. One participant who described 

him/herself as “other” simply stated to eliminate the checklist. One RN replied that better buy in 

from all team members would improve commitment to the project. The third response, also an 

RN indicated that if “we are educating our patients throughout their stay using teach back, 

checklist would be redundant and unnecessary.”    

  

Figure 10– Staff Satisfaction Survey Percentage Results by Question 

 

  

Figure 11 – Mean RN and Registered Pharmacist (RPH) Satisfaction Scores by Question 
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Discussion 

The clinical question this project attempted to answer was whether a standardized 

discharge time-out tool and process could positively impact patient satisfaction scores related to 

discharge readiness and identify and eliminate preventable medical errors prior to reaching the 

patient. In doing so, it was recognized that ease of use of the tool and workflow integration 

would support compliance and staff satisfaction. The unanticipated disruption of the COVID-19 

19 pandemic altered the process mid-project. To inform practice and care delivery in a post 

COVID-19 world, a modified process continued and yielded interesting and innovative results.  

Patient Satisfaction 

Like Schmocker (2015), this project yielded a positive correlation between a standardized 

process and improved satisfaction scores within the HCAHPS and Press Ganey discharge 

domains. All but one question within the discharge domains (instructions for care at home) 

produced significantly improved satisfaction scores despite process variations, COVID-19 

restrictions, and lack of consistent pharmacy involvement. It is unclear, with additional education 

and focus on discharge planning why “instructions for care at home did not improve but may be 

related to significantly lower response rate than the other questions. The process variations 

within this project which shifted the delivery from a team approach to a nurse-driven process 

was identified in the literature as effective (Almkuist, 2018; Duesk, 2015) and is supported by 

the improvement in patient satisfaction and readiness scores achieved here. Further exploration 

into nurse driven processes is warranted to add to the body of evidence supporting the need for 

nursing interventions for effective transitions. In all, the findings answered the clinical question 

in the affirmative that a standardized process can impact safe, timely, and effective transitions 

from hospital to home in the rural health population.  
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Error Reduction & Education 

 Medication reconciliation is complex and fraught with the opportunity for error, so it is 

no surprise that this was the most frequent error found during the time-out process (n = 6). This 

finding is consistent with Drake (2017) who found that 167 near-miss medication errors were 

identified using a standardized discharge checklist in a much larger study and Gao (2018) who 

found 60% of errors identified were medication related. The six errors identified in the current 

project included changes to the medication list itself due to either addition or omission of 

medications and clarification of doses. The errors were found predominantly within in the 

inpatient population during phase A by the pharmacist during the time-out suggesting two things. 

First, inpatients generally have a longer length of stay and more complex medication lists that 

change frequently. Alternately, observation patients generally experience a shorter length of stay, 

are discharged more quickly, and are the higher volume of patients for this facility.  These 

variables may contribute to more thorough and timelier pharmacist review for expedited 

observation discharges, rendering the inpatient reviews a lower priority. Second, with the in-

person requirement during phase A, the pharmacist may not have had time to review the 

inpatient medication list until the actual time-out, allowing for errors in the original, complex 

discharge instructions.  

 More importantly, without the discharge time-out process validating discharge 

instructions, patients would have left with a wrong dose of Metoprolol, duplicate anti-

inflammatory medications, and incorrect prescriptions.  In addition, while not errors, the time-out 

identified other medication related needs such as prescriptions for home meds or the option of a 

lower cost inhaler.  In phase B, no errors were identified related to medication, suggesting 

elimination of scheduling conflicts allowed for full pharmacist review of the medication list prior 
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to the discharge instructions being provided by the RN and the subsequent time-out. Finally, and 

anecdotally, the unit coordinator indicated that RNs and pharmacists had elevated awareness 

because of the time-out process and may have been more thorough in the initial discharge 

instructions, yielding fewer errors identified during the time-out. Therefore, while there were 

minimal statistically significant errors identified, the use of this standardized process may 

support improved outcomes in a broader range of patients and can contribute to the body of 

evidence for TCM. 

 Recalling that the Meleis Theory of Transitions focuses on preparation and patient 

knowledge to promote healthy transitions, assuring and validating patient knowledge as it relates 

to medication use, misuse, and side effects is critical. Health literacy which was found to be 

lacking by Tamura-Lis (2013) in nearly one-third of American adults contributes to inadequate 

understanding of managing post-discharge care. Again, and not surprisingly, this project found 

knowledge gaps related to medication use the most frequently cited deficit, consistent with the 

findings in Gao (2018).  Predominantly in phase A and with observation patients, additional 

education was needed related to how to take medications (with or without food), side effects and 

medication interactions. During phase A, the pharmacist provided all the additional education 

during the discharge time-out.  Interestingly, in phase B, no additional education was needed, 

possibly due to educational needs being anticipated by the pharmacist and provided prior to 

discharge since physical presence was not possible. An RN comment on the satisfaction survey 

supports this thought process, indicating that when education and teach-back are performed 

throughout the hospital stay, the need for additional education at the time-out becomes 

redundant. The change of process for COVID-19 restrictions may have had the unintended 

outcome of more thorough teaching throughout a patient’s hospitalization.  
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Compliance and Staff Satisfaction 

 Compliance with performance of the time-out was consistent with other studies reviewed 

(Drake, 2017; Gao, 2018; Ruggiero, 2015; and Sidhu, 2016). While compliance in this project 

drifted slightly with the implementation of COVID-19 visitor and staff restrictions, there was no 

statistical significance between the phases.  The satisfaction survey indicated that the process 

was easy to complete (60% agree) and that its improved safety (80% agreed), which may have 

contributed to the overall compliance. Additionally, 60% of those surveyed did not believe that 

the time-out delayed the discharge time, although a few patients (n = 3) chose not to wait for the 

pharmacist after discharge instructions had been given to participate in the time-out. In those 

instances, the RN reviewed the time-out tool with the patient and significant other to identify any 

further needs. Overall, the idea of a discharge time-out seems plausible from a workflow 

perspective when initiated and driven by the RN.  In a post-COVID-19 world, further study with 

a strictly RN driven process with remote pharmacist involvement may provide further evidence 

of the efficacy of a discharge time-out to improve outcomes. 

Comparison to Gao 

 Recall that this project intended to replicate the process and checklist used in Gao et al., 

(2018), but in a rural population. With minimal changes to the checklist and process (Gao used a 

physician instead of a pharmacist), it is important to compare findings between the projects to 

assess for supportive evidence.  Gao did not measure patient satisfaction. Gao found increasing 

compliance with the actual time-out process over the life of the project while the current project 

saw decreasing compliance over time. In view of the delivery method changes and outside 

influence of COVID-19, this is understandable. Both projects found the process to be RN driven, 
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with scheduling of the other discipline challenging and inconsistent. Both projects identified near 

miss medication errors and medication knowledge deficit as the most frequent finding. Both had 

similar time to complete metrics. Staff satisfaction followed similar patterns, although the 

response rate in the current study was lower and may have affected the results.  Overall, RNs 

were more satisfied with the ease of the process and more likely to agree that the benefits 

outweighed the challenges of the time-out process than their counterparts. With that in mind, it is 

fair to say that the two projects yielded similar results with minimal process variations and 

support the use and further exploration of standardized nurse driven discharge workflows to 

identify educational needs and near miss medication errors.  

Limitation and Recommendations for Further Study 

 There are several limitations within this project, some anticipated at the beginning, and 

some that evolved throughout the lifespan. Recalling that the original intent of the project was an 

RN delivering discharge instructions, followed by an RN and pharmacist in tandem validating 

knowledge, medication lists, post discharge plans and any follow up care. The pharmacist was 

decidedly integral to the process as designed. Prior to the COVID-19 restrictions and without a 

clinical pharmacist assigned to the unit, scheduling the time-out challenged all caregivers. This 

supports the need for further exploration of nurse driven processes as an alternative to continue 

to inform practice by assessing new workflows and innovative options for care delivery.  

 The necessary changes because of the COVID-19 pandemic proved especially 

challenging. Unanticipated restrictions on pharmacist/patient physical interaction, visitor 

restrictions, and staff confusion related to the process as changes were evolving more likely than 

not contributed to overall compliance and adherence to the designed protocols. It is unknown 

how long restrictions will remain in place for COVID-19 so other options should be considered. 



IMPROVING TRANSITIONAL CARE 51 

The inability to have the pharmacist physically present is significant to the original clinical 

question; however, remote participation proved possible. That said, the original intent was not 

fully assessed, so useable information related to the efficacy of a pharmacist/RN team for time-

out performance is limited. What was identified was the concept that the time-out could still be 

performed, but with remote pharmacist availability. This supports a nurse driven process and 

warrants further exploration. One such option to consider is the conveyance of discharge 

instructions to significant others of cognitively impaired patients or those with visitation 

restrictions in a new way (telehealth) or place (designated discharge areas) as the Magruder RNs 

innovatively tried during the project..    

 Compounding the process changes was the limited time in each phase for the study, 

providing smaller n numbers than originally anticipated. Rather than assessing 104 patients total, 

the participants were divided into two phases yielding smaller n numbers for each phase. A 

longer study period in phase B with higher n numbers may produce more informative results 

related to patient satisfaction within the discharge domains, medication errors, and educational 

needs.   

 Limited participation in mandatory education by the RN staff may have stifled active 

engagement. While the RN staff continued to drive the process, it was clear in the first few 

weeks that full comprehension of intent and goals was not realized. Following 1:1 education by 

the coordinator, more clarity was achieved as well as commitment to the project. It is 

recommended that any project mandate education prior to implementation. Similarly, limited 

involvement of the RN staff on the satisfaction survey yielded incomplete information on the 

overall process, ease of use, and opportunities for improvement. As commented in the staff 

survey, the project required better buy in of all disciplines for full assessment of efficacy. 
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 This is the only study identified within the rural health community. It was performed on 

one unit and interrupted by a global pandemic.  It is unknown if other CAHs or rural community 

hospitals would yield similar findings within disparate populations or under different 

circumstances. Repeat studies within rural health could be informative to nursing practice.  

Conclusion  

Implementation of effective time-out processes in large systems may not appropriately 

allow for the limited resources, socioeconomic factors, and access to care issues faced within 

rural communities, but can help illuminate opportunities and inform practice.  Little is known 

about the efficacy of TCM in rural health care settings, but the importance of safe, effective 

transitions within this vulnerable population is critical to achieve the Triple Aim. This project 

was able to provide statistically significant data related to medication error mitigation, discharge 

readiness and satisfaction, and educational needs. The evidence generated contributes to the 

nursing repository of knowledge in supporting the need for a standardized process to transition 

patients safely from hospital to home.  Ongoing intervention studies in rural health, focusing on 

varying elements of the discharge process are needed to develop further evidence related to 

transitions, especially as care delivery methods and restrictions continue to evolve in a post 

COVID-19 world. Nursing inquiry into innovative solutions to assure safe transitions is essential 

to guide practice, develop processes and ensure patient safety. 
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APPENDIX A 

Discharge Domain Survey Questions 

 

 

HCAHPS    

Staff talked about 

help when you left 

Yes No  

Staff talked about 

symptoms to look 

for 

Yes No  

Domain (combined)    

Press Ganey    

Extent felt ready for 

discharge 

1 (worst) 5 (best – top box)  

Speed of discharge 

process 

1 (worst) 5 (best – top box)  

Received 

instructions for care 

at home 

1 (worst) 5 (best – top box)  

Domain (combined)    

 

Adapted from HCAHPS Online (2020) and Press Ganey (2020).  
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Appendix B 

World Health Organization Surgical Safety Checklist 

 

 

 

 

 
 

World Health Organization (2009) 
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Appendix C 

Original Gao Discharge Time-Out Tool 

 

 

 

 
 

 

 

 

Reproduced with permission. Gao et al., (2018).  
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APPENDIX D 

Test of Tool Validity – Gao Checklist 

 

Criteria Operational Definitions Score 

1=Not Acceptable (major 

modifications needed) 
2=Below Expectations 

(some modifications 

needed) 
3=Meets Expectations (no 

modifications needed but 

could be improved with 

minor changes) 
4=Exceeds Expectations 

(no modifications needed) 

Questions 

NOT meeting 

standard 

(List question 

number) and 

need to be 

revised. 

Please use the 

comments and 

suggestions 

section to 

recommend 

revisions. 1 2 3 4 

Clarity • The questions are direct and 

specific.  

• Only one question is asked at 
a time. 

• The participants can 

understand what is being 

asked. 

• There are no double-barreled 
questions (two questions in 

one). 

  x   

Wordiness • Questions are concise. 

• There are no unnecessary 

words 

  x   

Negative 

Wording 
• Questions are asked using the 

affirmative (e.g., Instead of 
asking, “Which methods are 

not used?”, the researcher 

asks, “Which methods are 
used?”) 

  x   

Overlapping 

Responses 
• No response covers more than 

one choice.  

• All possibilities are 

considered. 

• There are no ambiguous 

questions. 

  x   

Balance • The questions are unbiased 
and do not lead the 

participants to a response. The 

questions are asked using a 
neutral tone. 

  x   
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Use of Jargon • The terms used are 

understandable by the target 
population. 

• There are no clichés or 

hyperbole in the wording of 

the questions. 

 x   Magruder team 
suggests adding 

examples of 

each checkpoint 

for clarity. 

Appropriateness 

of Responses 

Listed 

• The choices listed allow 

participants to respond 
appropriately.  

• The responses apply to all 

situations or offer a way for 

those to respond with unique 
situations. 

  x   

Use of Technical 

Language 
• The use of technical language 

is minimal and appropriate. 

• All acronyms are defined. 

  x   

Application to 

Praxis 
• The questions asked related to 

the daily practices or expertise 

of the potential participants. 

  x   

Measure of 

Construct: 

 

• The survey adequately 

measures this construct 
“Readiness for Discharge” 

 x   Magruder team 
wished to add 

question related 

having all 
applicable 

prescriptions. 

 

Permission to use and credit for Jacksonville University: Jacquelyn White and Marilyn K. 

Simon: http://www.dissertationrecipes.com/  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

http://www.dissertationrecipes.com/


IMPROVING TRANSITIONAL CARE 64 

APPENDIX E 

Modified Magruder Discharge Time-Out Tool 

 

 

 

Place Patient Sticker Here 

(Redact prior to sending) 

RN/Role: Discharge Instructions Time: 

Pharmacist: Start Time: 

Physician: Finish Time: 

Discharge Date: Interpreter (Y/N): 

LOS:                                 Inpatient or Obs 

                                             (Circle One) 

Caregiver: 

Verified to Census by UR: 

Discharge time-outs result in any changes to the discharge summary or medication list? □ No or □Yes –  

Please Describe______________________________________________________ 

________________________________________________________________________________ 

If timeout not completed, please add patient sticker and √ one of the following reasons: 

 

 

 

 

 

 

 

 

 

Checkpoints Questions Safety Issue (Good 

Catch Identified)  

Additional 

Educational 

Needs 

Identified 

Additional Education 

Provided By: 

  Briefly Describe Yes/No RN/Pharm/Both 

Tubes, Lines, Drains, 

Dressings 

√ Do you have any IV lines, tubes, 

catheters, or dressings still in place? 

   

Home Care Instructions √ Tell me about your home care plans for 

after you are discharged? (Ex: daily wts., 

dsg changes) 

   

Follow Up √ Tell me about your follow up 

appointment (Ex: PCP, Wound Care, 

Anticoag, Specialists) 

   

Symptoms / Problems √ Tell me about which symptoms you 

need to look for (Ex: Med side effects, 

SOB, fever) 

   

Post D/C Assistance √ Who will you call with any of the 

above symptoms? 

   

Medications √ Tell me about any changes in your 

medications and what side effects to look 

for (Ex: Meds started, stopped, changed) 

   

Scripts √ Do you have all medications you need 

at home (or Rx to obtain them if not 

meds to beds) 

   

o RN/Pharm Not Available 
o Discharged to Facility (not to home)  
o Cognitive Impairment/No Caregiver Available 
o Other 
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APPENDIX F 

STAFF SATISFACTION TOOL 

 

 

 

Discharge Timeout Staff Participant Survey1 

Circle one:  RN  Pharmacists 

 

 
 

 

Any suggestions for improvement? 

 
1 Adapted from Haynes AB et al. Changes in safety attitude and relationship to decreased postoperative 

morbidity and mortality following implementation of a checklist-based surgical safety intervention. BMJ 
Qual Saf. 2011 Jan;20(1):102-7. Used with permission by P. Martin, MD., Cornell University (2018). 
 

 

 

 

 
Strongly 

Agree 
Agree Neutral Disagree 

Strongly 

Disagree 

1. Overall, the discharge timeout was easy to 
perform. 

     

2. Having a discharge timeout significantly 
delayed the discharge process for many 
patients. 

     

3. Having a discharge timeout improved the 
safety of the discharge process. 

     

4. Communication with the patient was 
enhanced by having a discharge timeout. 

     

5. Communication between nursing and 
provider (MD/PA) was enhanced by having 
a discharge timeout. 

     

6. If I or a family member were a patient being 
discharged from the hospital, I would want 
my team to perform a discharge timeout. 

     

7. Weighing potential benefits for patient 
safety against logistical challenges and time, 
the discharge timeout should be made a 
part of standard practice. 

     

8. Following the changes to the process 
because of COVID-19, pharmacy and 
nursing continued to work together to 
assure accurate medication reconciliation 
and education. (Yes or No) 

     

http://www.ncbi.nlm.nih.gov/pubmed/?term=Changes+in+safety+attitude+and+relationship+to+decreased+postoperative+morbidity+and+mortality+following+implementation+of+a+checklist-based+surgical+safety+intervention
http://www.ncbi.nlm.nih.gov/pubmed/?term=Changes+in+safety+attitude+and+relationship+to+decreased+postoperative+morbidity+and+mortality+following+implementation+of+a+checklist-based+surgical+safety+intervention
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APPENDIX G 

Test of Tool Validity – Staff Satisfaction Tool 

 

 

Criteria Operational Definitions Score 

1=Not Acceptable (major 

modifications needed) 

2=Below Expectations (some 

modifications needed) 
3=Meets Expectations (no 

modifications needed but 

could be improved with minor 
changes) 

4=Exceeds Expectations (no 

modifications needed) 

Questions NOT 

meeting 

standard 

(List question 

number) and 

need to be 

revised. 

Please use the 

comments and 

suggestions 

section to 

recommend 

revisions. 
1 2 3 4 

Clarity • The questions are direct and 

specific.  

• Only one question is asked at a 

time. 

• The participants can understand 
what is being asked. 

• There are no double-barreled 

questions (two questions in one). 

   x  

Wordiness • Questions are concise. 

• There are no unnecessary words 

   x  

Negative 

Wording 
• Questions are asked using the 

affirmative (e.g., Instead of 

asking, “Which methods are not 
used?”, the researcher asks, 

“Which methods are used?”) 

   x  

Overlapping 

Responses 
• No response covers more than one 

choice.  

• All possibilities are considered. 

• There are no ambiguous 

questions. 

   x  

Balance • The questions are unbiased and do 
not lead the participants to a 

response. The questions are asked 

using a neutral tone. 

   x  

Use of Jargon • The terms used are 
understandable by the target 

population. 

• There are no clichés or hyperbole 

in the wording of the questions. 

   x  

Appropriateness 

of Responses 

Listed 

• The choices listed allow 

participants to respond 
appropriately.  

   x  



IMPROVING TRANSITIONAL CARE 67 

• The responses apply to all 

situations or offer a way for those 
to respond with unique situations. 

Use of Technical 

Language 
• The use of technical language is 

minimal and appropriate. 

• All acronyms are defined. 

   x  

Application to 

Praxis 
• The questions asked related to the 

daily practices or expertise of the 

potential participants. 

   x  

Measure of 

Construct: 

 

• The survey adequately measures 

this construct “”Staff 
satisfaction.” 

   x Magruder team 
wished to add 

question related 

having all 
applicable 

prescriptions. 
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APPENDIX H 

Projected Costs of Project 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Item Frequency Estimated Cost 

Paper supplies (Discharge tool, copies of training 

materials) 

Once $40.00 

Training 

RNs @ 30.00/hour x 15 

Pharmacist @ 28.00 x 5 

Once  

$450.00 

$140.00 

Total  $630.00 
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APPENDIX I 

Jacksonville University IRB Approvals 

 

January 27, 2020 Institutional Review Board 

JU FWA #00020200 
 

MEMORANDUM OF APPROVAL-QUALITY 

IMPROVEMENT (QI) 
 

TO: Ms. Lori Koethe, Project Lead 

CC: Dr. Mary Vanderhoef, Co-Project Lead, and Dr. Shiva Gautam, Statistician 

FROM: Dr. Claribel Torres-Lugo, Research Compliance Administrator, Office 

of Research and Sponsored Programs (ORSP) 

RE: IRB Decision: Improving Transitional Care Using a Standardized Discharge 

Tool, JU 

  IRB # 2020-002. 

The Jacksonville University’s Institutional Review Board (IRB) reviewed and approved 

your project as a Quality Improvement (QI) initiative. The project met the following QI 

criteria: (a) it intends to improve or assess internal practices, programs, or systems at a 

local setting, and (b) it is not designed to contribute to generalizable knowledge, 

meaning that the results of the study may not be transferred outside of the program, 

processes or systems being studied. The proposed QI activity does not meet the Office of 

Human Subjects Research Protections (OHSRP) definition of Research or Human 

Subjects Research, as noted in the code of federal regulations (45 CFR 46.102). 

Consequently, this study does not require further IRB oversight. However, please be 

advised that any changes to the project must be reviewed by the IRB before 

implementation of the proposed change. A Revision/Amendment Form is required for 

consideration of any change. Also, Federal Regulations require that Project Leaders 

promptly report, in writing, any unanticipated problems or adverse events involving 

risks to research subjects or others. 

If you submitted a proposed consent and or any recruitment materials (e.g., email scripts, 

flyers) with your QI application, the approved stamped documents are posted in IRBNet. 

Only the stamped version of these documents may be used in recruiting subjects. 

If you have questions, please contact the Office of Research and Sponsored Programs at 

juirb@ju.edu or (904) 256-7151. 

Institutional Review Board 

JU FWA #00020200 

mailto:juirb@ju.edu
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April 2, 2020 
 

MEMORANDUM OF APPROVAL 
 

 

TO: Ms. Lori Koethe, Project Lead 

CC: Dr. Mary Vanderhoef, Responsible Project Lead 

FROM: Dr. Claribel Torres-Lugo, Research Compliance Administrator, 

Office of Research and Sponsored Programs (ORSP) 

RE: IRB Decision: Improving Transitional Care Using a Standardized Discharge 

Time- 

  Out Process, JU IRB # 2020-002.

  

The Jacksonville University Institutional Review Board (JU IRB) approved the 

following Amendment Request: 

☒ Change in protocol (design, methods, procedures, etc.) – Summary: The initial process 

approved for this project was the RN and pharmacist jointly entering the patient room to 

participate in the discharge time – out and provide in-person counseling and medication 

reconciliation corrections.  

The facility would like to continue the project. The proposed change is to deliver the 

discharge time-out with the RN in physical presence of patient. Pharmacist reviews 

med reconciliation documents for accuracy remotely, provides written documentation 

for RN to perform education to patient when a gap is identified, and pharmacist 

continues to facilitate any changes to medication reconciliation and prescriptions.   

(RE: COVID-19). 

 

The Jacksonville University’s Institutional Review Board (IRB) approved your original 

project as a Quality Improvement (QI) initiative on January 27, 2020. This IRB approval 

has no expiration due date, but a project status update will be required by January 27, 

2021. If you submitted a proposed consent and or any recruitment materials (e.g., email 

scripts, flyers) with your application, the revised stamped documents are attached to this 

approval notice. Only the stamped version of these documents may be used in consenting 

or recruiting subjects. 

Please be advised that any change in the protocol for this project must be reviewed and approved 

by the IRB prior to implementation of the proposed change. A Revision/Amendment Form is 

required for consideration of any change. In addition, Federal Regulations require that the 

Principal Investigator promptly report, in writing, any unanticipated problems or adverse events 

involving risks to research subjects or others. If you have questions, please contact the Office of 

Research and Sponsored Programs at juirb@ju.edu or (904) 256-7151. 

 

 

 

mailto:juirb@ju.edu
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APPENDIX J 

Outcome 1 

Patient Satisfaction Data Tool 

 

 
Patient Satisfaction (data comes from 3rd party) 

 

HCAHPS (Medicare only inpatients discharged home by month Feb – April 2019 and Feb – April 2020) by 

discharge date (Small Hospital Database)  

 

Discharge Domain 

 

Question 1: Staff talk about help when you left  

Top Box Mean 

 

Question 2: Staff talk about symptoms to look for 

Top Box Mean 

 

Question 3: Discharge domain (combination of above) 

Top Box Mean 

 

 

Press Ganey (All inpatients discharged home by month Feb – April 2019 and Feb – April 2020) by discharge 

date. (Small Hospital Database n = 651)  

 

Question 1: Extent felt ready for discharge 

Top Box Mean 
 

Question 2: Speed of discharge process 

Top Box Mean 

 

Question 3: Instructions for care at home 

Top Box Mean 

 

Question 4: Discharge domain (combination of questions 1-3) 

Top Box Mean 
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APPENDIX K 

Outcome 2 

Errors Identified 

 

 

Errors Identified During Time-Out (Observation Patients Only) 

 

Tool Number = Eligible Discharge Time-Out (any time-out that meets observation eligibility 

criteria and is completed) 

 

Month:  Month form completed (1-3) 

Phase:  a = original proposed process pre-COVID-19  

  b = revised process post COVID-19- restriction initiation 

 

Elements: 0 = no error identified 

  1 = error identified 

  2 = education provided 

 

Errors Identified During Time-Out (Inpatients Only) 

 

Tool Number = Eligible Discharge Time-Out (any time-out that meets inpatient eligibility 

criteria and is at least partially completed) 

 

Month:  Month form completed (1-3) 

Phase:  a = original proposed process pre-COVID-19  

  b = revised process post COVID-19- restriction initiation 

 

Elements: 0 = no error identified 

  1 = error identified 

  2 = education provided 
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APPENDIX L 

Process 1 

Time to Complete 

 

 

Time to Complete Form 

 

Tool Number = Eligible Discharge Time-Out (any time-out that meets eligibility criteria and is at 

least partially completed) 

 

Month:   Month form completed (1-3) 

Phase:  a = original proposed process pre-COVID-19  

  b = revised process post COVID-19 restriction initiation 

 

Remaining Columns 

 

  1 = time to complete (1-5 min; 6-10 min; 11-15 min; > 15min 

  2 = not documented  
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APPENDIX M 

Process 2 

Compliance with Tool 

 

 

 

 

Tool Number = Tool number of eligible forms 

 

Month:  Month form completed (1-3) 

Phase:  a = original proposed process pre-COVID-19  

  b = revised process post COVID-19 restriction initiation 

 

Tool Completion (overall) 

  a = Complete 

  b = Partially complete 

  c = incomplete 

  d = ineligible 

 

Remaining Columns (elements) 

  x = complete 

  o = incomplete 

  z = illegible 
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ABBREVIATIONS 

 

ACA   Affordable Care Act 

AHRQ   Agency for Healthcare Research and Quality 

AMDC  Acute medical discharge checklist 

CAH   Critical Access Hospital 

CEO   Chief Executive Officer 

CNO   Chief Nursing Officer 

CMS   Centers for Medicare and Medicaid Services 

COO   Chief Operating Officer 

DMAIC  Define, measure, analyze, improve, control 

ED   Emergency Department 

Flex Grant  Medicare Rural Hospital Flexibility Grant 

HCAHPS  Hospital Consumer Assessment of Healthcare Provider Services 

IHI   Institute for Healthcare Improvement 

Inpt   Inpatient status 

IRB   Institutional Review Board 

LOS   Length of Stay 

NQF   National Quality Forum 

MBQIP  Medicare Beneficiary Quality Improvement Project 

OBS   Observation status 

PDCDS  Post-discharge coping difficulty scale 

PDSA   Plan, Do, Study, Act 

PRO   Patient reported outcome (s) 

RN   Registered Nurse 

RN-RHDS  RN readiness for hospital discharge scale 

RPH   Registered Pharmacist 

TCM   Transitional Care Medicine 

TT   Meleis’ Transition Theory 

WHO   World Health Organization 

VBP    Value Based Purchasing 

 

 


