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KEY DRIVER DIAGRAM
Project Name:  Complete Discharge Summary for Colorectal Patients      Project Leader: Andrea Bischoff, MD.

SMART AIM

KEY DRIVERS INTERVENTIONS (Reliability Level)

We will increase the 
percentage of colorectal 
inpatients who will leave 

the hospital with a 
COMPLETE* 
DISCHARGE 

SUMMARY from 0% to 
85% by September 30th, 

2013.

Dedicated / Prioritized “Nurse 
Practitioner  Discharge 
Summary Work Time”

Reliable “Follow-up 
Scheduling System”

Effective and Complete “Intra-team 
Communication on Discharge Plan” 

(i.e. between APN/ Unit RN/ MD)

Adequate Colorectal Nurse 
Practitioner staff Buy-In

During morning rounds, discharge 
summary instructions should also 
be reviewed by the doctor for each 
patient with the nurse practitioner, 
during daily rounds discharge plan 
should be discussed with unit RN 

(LOR 3)

Poster with definition of complete 
discharge summary example is 

created and available for all nurse 
practitioners (LOR 1)

Accurate understanding of a 
“Complete Discharge Summary”

Revision Date:  _6_-_23_-_2013_

Copyright © 2008 Cincinnati Children’s Hospital Medical Center; all rights reserved.

GLOBAL AIM
All colorectal center patients will 
leave CCHMC with a complete 
and accurate understanding of 
their discharge instruction and 
future plan of care. 

Power Point with case scenarios as 
examples of correct indication for 

admission and discharge 
diagnosis is created and available 
for all nurse practitioners (LOR 1)

Discharge checklist is created for 
families and bedside nurse

 (LOR 1)

Activated “Families/ Patients 
Understanding the Plan of 

Care”
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Process Name:  
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-Verify that the 
correct attending 
is written in the 

discharge 
summary

- Write the correct 
indication for 

admission

- Discharge 
instructions 

(procedure-related) 
will be given and 

reviewed with 
patient.

- Plan of care 
(condition-related 
will be handed out 
and reviewed with  

patient. 

- Discharge 
summary is 

correctly 
documented.

- Medications 
are correctly 

displayed and 
verified with 
the family.  

- Appointments 
should be 
scheduled 

prior to 
discharge. 

- Appointments 
needs to be 
verified and 

relayed to the 
family.

- Daily correct 
update in the 

discharge 
summary for 

relevant 
information:

i.e. new surgical 
procedure

- Surgeons must 
verify with the OR 

at the final time 
out if the 

procedure “stated” 
was the correct 
one performed 

and change it in 
EPIC, if 

appropriate. 

- Correct any 
prepopulated line 

that is not 
accurate

- Wrong attending 
(attending on call) 
is pre-populated 

as patient’s 
attending. 

- Incorrect 
diagnosis is 
selected for 
admission. 

- NP 
documenting 
the discharge 
summary does 
not understand 

or know  the 
accurate 

admission 
diagnosis.

- No plan of 
care written.

- No clear 
instructions 

given.
- No checking 

about family 
understanding 

of the 
instructions.

- High variation 
based on 

bedside nurse 
and day of 
discharge 
(Sunday) 

- Discharge 
summary was 

filled 
incorrectly or 
incomplete 
(after visit 

summary is 
prepopulated 

from the 
discharge 
summary).

- Medication 
reconciliation 
was not done 

properly. 

- Bedside nurse 
contacts 

NP/resident to 
schedule an 

appointment but 
does not get a 

proper response, 
therefore,  
family is 

instructed to call 
the colorectal 
center after 
discharge to 
schedule an 
appointment. 

- No updates.
- Inaccurate 

updates are 
added to chart.

- Conflicting 
clinical 

decisions were 
given to NP 
(fellow vs. 
attending).

- During final 
time out in the 

operating 
room, the 

correct 
surgical 

procedure was 
not recorded 
or changed in 

EPIC.

- NP is in a 
hurry and does 
not double 
check record.

- Previously 
filled lines are 
not checked 
for accuracy.

Instructions and  
plan of care 

written and given 
to the family

Patient is ready for 
discharge, medication 
reconciliation is done, 

and after visit 
summary is 

prepopulated

Future 
appointments 
are scheduled 

To type text inside this form, please click on 
the border of the box  then begin typing.

Patient is 
admitted

Nurse practitioner 
starts discharge 
summary (up to 

12 h after 
admission)

Surgical 
procedure 

pre-populated 
from EPIC 

Daily 
updates 

are made

- No PCP 
or wrong 
PCP on 

file.

- If no PCP is 
listed 

(International 
patients)  the 

family will also 
receive  a 

copy of the 
Discharge 
Summary

Discharge 
summary 

sent to PCP
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TEST 1
What: Correct indication for 
admission and discharge diagnosis 
(after case scenarios)
Who: 1st colorectal inpatient 
discharged on 6/17/2013
Where: A4S
From: 6/16/2013
To: 6/17/2013
Who executes: Nurse Practitioners
RESULTS: Adopt and ramp

TEST 2
What: Correct indication for 
admission and discharge diagnosis
Who (population): 5 colorectal 
inpatients discharged following the 
fist successful one
Where: A4S
When:From: 6/17/2013 To: 
6/26/2013
Who executes: Nurse Practitioners
RESULTS:

TEST 3
What: 
Who (population): 
Where: 
When:From: _____To:________
Who executes:
RESULTS:

TEST 4
What: 
Who (population): 
Where: 
When:From: _____To:________
Who executes:
RESULTS:

Do

StudyAct

Plan

Do

StudyAct

Plan

Do

StudyAct

Plan

Do

StudyAct

Plan

PDSA Ramp Planning Tool
Testing Teaching Tools for Nurse Practitioners
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TEST 1
What: Discharge checklist
Who: 1 patient (Bedside nurse and 
Family/patient)
Where: A4S
When:From: 6/17/2013 
To:6/17/2013
Who executes: Bedside nurse and 
Family with NP observing
RESULTS: Adapt and ramp

TEST 2
What: Discharge checklist
Who: 5 patients(Bedside nurse 
and Family/patient)
Where: A4S
When:From: 6/24/2013 
To:________
Who executes: Bedside nurse 
and Family with NP observing
RESULTS:

TEST 3
What: 
Who (population): 
Where: 
When:From: _____To:________
Who executes:
RESULTS:

TEST 4
What: 
Who (population): 
Where: 
When:From: _____To:________
Who executes:
RESULTS:

Do

StudyAct

Plan

Do

StudyAct

Plan

Do

StudyAct

Plan

Do

StudyAct

Plan

PDSA Ramp Planning Tool
Testing Discharge Checklist for Families/Patients and Bedside nurses
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(Correct Indication for Admission)

Objective for this 
series of tests

Evaluate if teaching nurse practitioners was an effective and reliable way to obtain an accurate 
indication diagnosis for admission in the discharge summary. 

Overall Population Colorectal inpatient / Nurse Practitioners

TEST CYCLE 1 Start Date: 05/28/2013 End Date: 5/31/2013

Test Population 1st  patient discharged at A4S between 05/29/2013 – 5/31/2013

Plan All nurse practitioners received written instructions on how to write the indication for admission 
on 05/21/2013 and Dr Bischoff confirmed that they received and understood the instructions. 

Prediction Indication diagnosis for admission will be correct on the first patient discharged at A4S between 
05/29/2013 – 5/31/2013

Do First patient discharged on 05/29/2013 was evaluated (indication diagnosis for admission). 

Study The indication diagnosis for admission was incorrect. 

Act Adapt

TEST CYCLE 2 Start Date: 06/17/2013 End Date: 06/17/2013

Test Population 1st patient discharged at A4S on 06/17/2013

Plan All nurse practitioners received written case scenarios to illustrate correct indication for 
admission and correct discharge diagnosis. They also receive percentages on how often this 
information was incorrect in the last 21 discharge summaries. 

Prediction First patient discharged on 06/17/2013 will have correct indication diagnosis for admission and 
correct discharge diagnosis. 

Do First patient discharged on 6/17/2013 was evaluated. 

Study The indication for admission and the discharge diagnosis were correct

Act Adopt 
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(Discharge Checklist for Family and Bedside Nurse)

Objective for this 
series of tests

Evaluate if by using two discharge checklists (one for family/patient and one for the bedside nurse) we 
achieve a correct and accurate discharge summary. 

Overall Population Colorectal Inpatients at A4S

TEST CYCLE 1 Start Date: 6/17/2013 End Date: 6/17/2013

Test Population 1st  patient discharged at A4S on 6/17/2013 

Plan Family will have a discharge checklist and bedside nurse will have a discharge checklist

Prediction Correct discharge summary and instructions will be given to the family. Family will understand 
instructions and be able to teach them back. 

Do Dr Bischoff will observe the discharge process to assure that both checklists are used and that the family 
understood instructions and was able to teach them back. 

Study The discharge summary was correct BUT there were complains from the bedside nurses on some items 
in their discharge checklist. Family understood and was able to teach instructions back. 

Act ADAPT (remove some items of the bedside nurse checklist)

TEST CYCLE 2 Start Date: 6/24/2013 End Date: 7/03/2013

Test Population 5 patients discharged at A4S between  6/24/2013  - 7/03/2013

Plan Family will have a discharge checklist and bedside nurse will have a modified discharge checklist.

Prediction Correct discharge summary and instructions will be given to the family. Family will understand 
instructions and be able to teach them back. 

Do Nurse practitioners (when Dr Bischoff is not available) will observe the discharge process to assure that 
both checklists are used and that the family understood instructions and was able to teach them back. 

Study

Act
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05/21/2013 – Written Instructions
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06/16/2013 – Power Point with Case Scenarios and Statistics
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06/17/2013 – Checklists version 1
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06/17/2013 – Checklists version 2
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06/18/2013 – Daily emails when indicated



I2S2 16

Learnings/Challenges

• Importance of planning well the tests and evaluating 
the results immediately. 

• Importance of keeping the data collection accurate 
and updated. 

• Finding extra time is always a challenge. 
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Next Steps

• Ramp on 2 tests:
– Discharge checklists for families/patients and bedside 

nurses
– Correct indication for admission and discharge diagnosis

• Create long-term follow up handouts condition 
specific
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