
1 | P a g e  
 

 

 

 

 

 

 

Enhancing Interdisciplinary Communication on Weekends to 

Improve Discharge Rates and Reduce Length of Stay at a 

Suburban Academic Medical Center 

 

American College of Physicians Certificate in Physician Leadership 

Capstone Project 

 

 

 

 

Charles L. Kast, MD, FACP 
Associate Chief, Division of Hospital Medicine 

Associate Medical Director 
North Shore University Hospital, Manhasset, New York 

Northwell Health System 
  



2 | P a g e  
 

Project Definition and Scope 

 

The Impetus for Change: The COVID-19 Surge and Lessons Learned 

 The initial COVID-19 surge in March and April 2020 in the New York-metropolitan area was an 

unprecedented crisis, presenting innumerable clinical, operational, and logistical challenges. Caring for 

patients at the epicenter of the initial wave of infections that would sweep across the entirety of our 

nation and beyond, our health care system and its supporting infrastructure was stretched to the limits. 

With the rapid rise in the number of cases, it quickly became evident that increasing hospital bed 

capacity would be a necessity to meet the needs of our community. New York State ultimately would 

mandate that each hospital would need to increase its occupancy by at least 50% from its baseline levels 

to accommodate the impending surge of hospitalizations.1 

 North Shore University Hospital is a quaternary care academic institution located just outside of 

New York City, and is one of the two major academic health centers within the Northwell Health System. 

Our 800-bed institution provides comprehensive inpatient care with a focus on complex surgery, 

advanced cardiac procedures, and Women’s Health. A Level 1 trauma center, our emergency 

department evaluates over 90,000 patients per year, and our inpatient teams discharge approximately 

33,000 patients from our medical and surgical units annually. 

 During the initial COVID-19 surge, in order to accommodate increasing inpatient volumes of 

patients afflicted with the virus, our hospital created additional bed capacity via multiple strategies. 

Some of the strategies included: a) suspension of a number of our surgical programs, b) postponement 

of elective procedures, c) engagement in patient load balancing practices with other hospitals within the 

Health System, and d) creation of new patient care areas in non-traditional settings, including our 

hospital’s auditorium and a neighboring skilled nursing facility. In addition, our care teams were asked to 

assume non-traditional roles and, in some cases, expand our scope of practice to new populations of 

patients. As a result of these interventions, among many others, we were ultimately able to meet the 

needs of our COVID patient population.2 

 After the first surge passed, our hospital’s leadership team actively sought to create systems and 

processes that could be leveraged in the event of a second surge, reflecting back on challenges and 

successes from our experiences in the Spring of 2020. After gaining insight from the various disciplines 

involved in the care of our patients during the initial surge, it became clear that providing care in non-

traditional settings carried challenges and inherent risks (both for patients and our care teams), and 

maintaining our ability to provide advanced care, such as our specialized surgical programs, would be a 

priority in order to serve the needs of our entire community. As a result, the goal would be to create 

additional bed capacity not by expanding our physical footprint to non-traditional care areas, but by 

improving our internal efficiencies, including a reduction in inpatient length of stay, to organically 

increase capacity. 

 An additional critical lesson learned during our first surge was centered around the importance 

of interdisciplinary communication. Dealing with a complex clinical condition, effective and timely 

communication between care teams was vital to our successes. Social distancing requirements made it 

difficult for our care teams to discuss patients in the traditional sense. Interdisciplinary rounds (IDRs), for 



3 | P a g e  
 

example, which were historically held as in-person huddles on each patient ward, could not be safely 

performed. As such, seeing the importance of maintaining our collaborative efforts, our teams quickly 

migrated to a “virtual” approach to communication. Using new technologies for communication, 

“remote IDRs” quickly became the standard for the majority of our accountable care units. As our teams 

gained comfort with the new workflows, it became apparent that this new modality for communication 

may actually be more efficient than traditional in-person rounds, and, at the same time, allow for new 

participants to join the conversations remotely, including hospital throughput leaders. 

Historical Perspective 

Total inpatient volume at our institution increased in 2019 as compared to 2018, and is 

anticipated to further increase in the future. An increased number of surgical cases on our campus, 

increased cardiac catheterization volume, and increased number of inpatient transfers accepted from 

outside facilities are contributing factors to our expanding patient population. New clinical program 

development, such as our Liver Transplant program, advanced Congestive Heart Failure service, and 

comprehensive Neurosurgical program, has increased inpatient volumes. The medical complexities of 

these patient populations are also associated with longer inpatient lengths of stay, which decreases 

overall bed turnover. Our hospital’s case mix index (CMI), in both its surgical and medical populations, 

continues to increase, reflecting a higher overall acuity of our patient population; our medical and 

surgical CMI is the highest of all hospitals within our Health System. 

Despite increasing patient volumes and higher patient acuity, overall length of stay for our 

hospitalized patients remained relatively flat in 2019 as compared to 2018, and there was no significant 

addition to our acute medical bed footprint. As a result of higher inpatient volumes without expanding 

bed capacity, delays in bed assignment for newly admitted patients, either from the Emergency 

Department or post-operatively after elective surgery, increased in 2019 as compared to 2018. In 2019, 

the number of patients admitted through the Emergency Department who had to wait 24 hours or 

longer for an inpatient bed assignment was 1,084, an increase of 322 patients from the year prior. It is 

felt that longer ED “bedhold” times may contribute to a poorer patient experience and complicates care 

delivery. 

Excess days, defined as the difference between actual and expected length of stay for a given 

condition, are a marker of efficiency of care. Length of stay in excess of that which is necessary to 

provide appropriate care may impose unnecessary harm to patients by increasing the risk of nosocomial 

complications. The association between longer length of stay and adverse patient outcomes has been 

documented extensively in the medical literature.3-5 Overall, in 2019, our institution had an elevated 

number of excess days per case and overall length of stay for its medical/surgical inpatients as 

compared to other hospitals within the Health System. Our higher-than-expected length of stay for our 

patients was one contributing factor to inpatient overcrowding. 

An area of opportunity that has been previously identified as a contributing factor to our 

increased length of stay is our hospital’s weekend discharge rate. For the year 2019, 81.9% of all 

medical/surgical/telemetry discharges occurred during weekdays, and only 18.1% of all discharges were 

accounted for on the weekends. During the same time period, multiple other high acuity care centers 

within the Northwell Health System were able to maintain a weekend discharge rate of greater than 

20%, in association with fewer excess days per case than our institution. 



4 | P a g e  
 

In 2018, our hospital averaged 550 medical/surgical/telemetry weekend discharges per month; 

in 2019, the number decreased to 526 cases per month despite increased overall inpatient volumes. 

These data suggest that our weekend discharge efficiency had decreased year-over-year. 

In addition, in 2019, patients admitted to the hospital on Fridays, Saturdays, or Sundays 

averaged 1.5 excess days per case, as opposed to those admitted Monday through Thursday, who 

averaged 0.9 excess days per case. This difference based on day of week of admission has been 

attributed to the relative inefficiencies and decreased availability of testing and services on the 

weekends as compared to weekdays. This phenomenon has been described in the medical literature 

and appears to be pervasive not just within our Health System, but on a more global level as well.6 

As a result of lower numbers of discharges on the weekends as compared to weekdays, the 

number of patients holding in the ED awaiting bed assignment is usually highest on Monday mornings. 

Mondays also tend to be the day of the week with the highest OR volumes and highest number of 

transfer requests. These competing priorities further compound bed assignment delays and potentially 

delays in care. 

Despite the challenges alluded to above, there have been some bright spots in regards to 

improving patient flow on our campus. Since the implementation of structured IDRs at our institution, 

coupled with the adoption of multiple accountable care units, multiple units have shown incremental 

improvements in excess days per case, as well as quality indicators (i.e., CLABSI/CAUTI rates, mortality, 

readmission index) and patient satisfaction scores. For example, in 2019, an interdisciplinary initiative 

aimed at early (i.e., prior to 2 PM) weekday discharges was successful on several medical/telemetry 

units; the process was aimed at early identification of discharges and interdisciplinary communication 

around the discharge process.  

The primary interdisciplinary care team for our medical patients, comprised of a hospitalist 

leader, a group of advanced clinical providers, case management, and nursing leadership, are seen as 

the key players on our accountable care units, each with a defined role during interdisciplinary rounds. 

However, interdisciplinary rounds are noticeably absent on the weekends, owed to a number of factors, 

namely centered around differences in staffing models and higher patient-to-provider care ratios.  

Project Definition 

 Anticipating the increased need for bed capacity in the event of a surge in inpatient medical 

census due to the COVID-19 pandemic, while also noting the opportunities around improving patient 

throughput within our institution, my project aimed to increase medical bed capacity by creating and 

implementing an interdisciplinary initiative centered around structured communication in an effort to 

improve weekend discharge rates and reduce overall length of stay. My hope was to bring best practices 

from our robust Monday through Friday processes and implement similar processes on the weekends, 

while also quantifying the impact on patient flow and throughput. 

Scope 

 This initiative was designed for implementation at my home institution. A decision was made to 

limit the scope of the intervention to seven medical and telemetry units, for the following reasons:  
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 a) these units, as opposed to our surgical units, had experience with structured interdisciplinary 

 rounds and had strong weekday processes already in place,  

 b) historically, our medicine and telemetry units have a higher number of excess days than our 

 surgical units, and would benefit the most from the intervention, and  

 c) the majority of bedholds in the ED are a result of decreased bed availability on medical and 

 telemetry units.  

 Although targeted at selected units, the hope was that the change in workflows and 

expectations specific to our “weekend care model” could result in culture change throughout the 

entirety of the hospital and serve as a backbone to develop and launch other initiatives aimed at 

improving patient care seven days per week. 

 The scope of the intervention as it relates to personnel involved was truly interdisciplinary. 

Collaboration between hospital medicine, our medicine advanced clinical providers (ACPs), care 

coordination, and nursing would be at the crux of the intervention, but support from hospital 

administration, patient logistics, and procedural/testing areas would also be of importance. Although 

only scaled for implementation on seven medical/telemetry units, the impact would hopefully be felt 

throughout the entirety of the institution, as the benefits of increased bed turnover on our targeted 

units would be shared by all services within the hospital, including the emergency department and 

intensive care units. 
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Methodology 

 

Step 1: Recruit Key Stakeholders and Identify the Need 

 The discharge process for medical patients is inherently complex and requires collaboration 

between multiple disciplines in order to ensure a safe and timely result. The success of our weekday 

care model, with strong and consistent interdisciplinary communication at its forefront, has been 

contingent on a shared mental model of care and willingness for collaboration. 

 In order to transplant our weekday successes to the weekend, it became quickly apparent that 

buy-in from the disciplines at the center of our discharge process would be necessary. A senior leader 

from our ACPs, care coordination, and nursing, as well as myself representing our hospital medicine 

physicians, convened in early May 2020 to discuss the topic of weekend discharges. A presentation was 

prepared that outlined some of the global lessons learned from the initial COVID-19 surge, including an 

increased emphasis on providing high level of care seven days per week and the use of remote 

communication. The challenges faced during the first surge, including providing care in atypical settings 

and increased patient-to-provider care ratios, were also discussed, and it was agreed upon that 

increasing care efficiency and streamlining communication could help mitigate these obstacles. Many of 

the metrics described above, including length of stay, excess days per case, and weekend discharge 

rates were discussed in a transparent fashion. The timing of this kick-off meeting, soon after the 

sustained descent of our inpatient COVID volume, was a key factor in recruiting leaders to collaborate in 

this process and set the stage for a successful cascading of goals to our frontline colleagues; the 

message resonated strongly with each leader. 

Step 2: Understand Current Best Practices, Workflows and Barriers to Find Common Ground 

 With the four key disciplines identified, and a leader for each recruited to assist in the 

development of a novel weekend process, we soon convened a meeting with additional representatives 

from each of those disciplines to further describe our charge, as well as elicit important input that would 

be critical to the design of our intervention. A group of approximately 12 individuals from the four key 

disciplines assembled remotely in mid-May 2020. We used this opportunity to once again reflect upon 

the challenges faced in regard to care delivery during the initial COVID surge, but also to acknowledge 

the interdisciplinary processes in place prior to and during the initial surge that we felt benefited our 

patients most. After these discussions, it became clear that structured interdisciplinary rounds (IDRs), 

the backbone of our weekday model of care, was felt to be noticeably absent on the weekends and may 

be of the highest value to our teams. 

 We also took this opportunity to ask each of the teams why they felt discharges on the weekend 

were more difficult than during the weekdays. A number of factors were identified, including differences 

in weekend staffing models, access to services such as testing, procedures, and consultations, intrinsic 

issues related to our patient populations, and extrinsic factors deemed outside of our control (i.e., 

inability to obtain prior authorization from insurance companies or reluctance of skilled nursing facilities 

to accept patients on the weekends). Shared frustrations over our weekend inefficiencies were brought 

to light, and common ground was found. We were also able to come to an agreement over items that 
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we felt were within our control, including how we communicate with each other (including the modality 

and the content discussed). 

 Our group also undertook a transparent review of each discipline’s weekend staffing model; a 

mutual understanding of our staffing shortcomings was accomplished. With this exercise, we were able 

to come to a rapid realization that there were significant differences between our weekday and 

weekend staffing models, and quickly determined, as a group, that if we were to create a weekend 

process, it could not realistically be identical to that which we had during the week. We understood that 

we would have to be creative and adopt a model that took into consideration each team’s staffing 

model and workflows; this was an important acknowledgement prior to designing the intervention. 

Step 3: Collaborate on a Proposed Model 

 Once our teams were able to agree on the proposed intervention, which was determined to be 

a reimagined version of our weekday interdisciplinary rounds process, each discipline was tasked to 

work internally with their team members to brainstorm an ideal weekend process for their group. These 

proposed models were then brought back to the larger group for presentation. After all groups were 

given a forum to present their ideas, common themes were determined. The themes that were 

consistent group-to-group included: 

a) Given limited weekend staffing, it would be impossible to completely replicate our weekday 

interdisciplinary round structure (unit-based rounds where all patients on the unit are 

discussed) 

b) At most, each discipline could dedicate no more than one hour per day to the process 

c) Focusing discussions on those patients that would benefit most (i.e., those nearing 

discharge) made the most sense 

d) Not all items that are discussed during weekday interdisciplinary rounds needed to be 

discussed on the weekends 

e) Identification of patients for discussion prior to the weekend would be important, so that 

teams could adequately prepare for rounds 

f) Use of remote communication could allow for multiple units to be discussed during one 

combined interdisciplinary session, and may improve efficiency 

Taking these items into consideration, a proposed weekend interdisciplinary rounds workflow 

was developed. Figure 1 outlines the weekend process. Key takeaways to note: 

a) The weekend process begins on Friday afternoons, when staffing is optimal for discussion 

around patients that are potential discharges for the weekend 

b) Those patients that are identified as potential discharges for Saturday or Sunday are 

reflected in the electronic medical record by placing a “Prepare for Discharge” order 

c) Only patients with a Prepare for Discharge order are discussed during interdisciplinary 

rounds on Saturday or Sunday 

d) In addition to placing a Prepare for Discharge order, clinical information and items for 

follow-up are also denoted in a free-text field in the electronic medical record, which can be 

updated by and shared between all clinical team members 

e) Saturday and Sunday rounds take place at 10AM each day and are held via a remote video 

conference, lasting no more than one hour in total 
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f) For the units participating in rounds, once their patients are discussed, team members could 

leave the call; at least one ACP, care coordinator and nurse from each unit are expected to 

join the call until all patients on their unit are discussed. One senior hospitalist would join 

the call for the entirety of the session, functioning as facilitator, as well as providing clinical 

guidance 

g) The total number of patients discussed would be capped at approximately 60 patients 

Figure 2 highlights the assigned roles for each member of the care team during patient 

presentations. The duration of each presentation and discussion is aimed to be no longer than 1 minute. 

Given the limited time commitment, each discipline did not need to invest in extra staffing resources to 

accommodate participation, although some ultimately shifted resources internally. 

Step 4: Identify Metrics and Obtain Baseline Data 

 The following process and outcome measures were agreed upon within the group as being of 

value to study in order to quantify the impact of our rounding structure: 

a) Process Measures 

a. Duration of rounds (time) 

b. Number of cases discussed per session 

c. Time commitment for team members per session 

d. Compliance with “Prepare for Discharge” identification process 

e. Subjective assessment of quality of presentations, preparedness, etc. 

b) Outcome Measures 

a. Weekend discharge rates 

b. Unit average length of stay and excess days per case 

c. ED Monday morning bed holds 

d. Quantification of bed capacity created/lost 

The intervention period would begin in July 2020 and be studied through December 2020. 

Outcome data from July to December 2019 would be used as the baseline for comparison in order to 

quantify the impact of our intervention. The decision was made to exclude data from Q1 and Q2 2020, 

as the initial COVID-19 surge that occurred during this time period was felt not to be a reliable 

comparator period. 

Step 5: Pilot, PDSA, and Initial Monitoring of Process and Impact 

 A pilot of our proposed interdisciplinary rounds structure began in early June 2020 on three 

selected units. Rounds were observed by senior leadership from all disciplines, and a debrief was held 

the following week to discuss perceived successes and barriers. Feedback from the frontline teams was 

also sought. The pilot lasted for four successive weekends. With each debrief, small adjustments were 

made to the workflows, including standardizing the clinical information documented in the electronic 

medical record, changing the flow of presentations, and the addition of new patients for discussion 

throughout the weekend as they were identified. 

 Simultaneously, on three other units, we encouraged teams to begin utilizing the “Prepare for 

Discharge” order, but without engaging in formal weekend IDRs. The purpose of this strategy was two-

fold: a) to get teams in the habit of placing the order, so that when new units were onboarded to the 
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process, incorporation into the rounding structure would be streamlined, and b) to attempt to quantify 

the impact of the discussions by creating a control comparator group with similar demographics and 

care teams. 

 A sample of our PDSA results are demonstrated in Figures 3 & 4. In Figure 3, we were able to 

demonstrate that for all units (control and intervention groups), utilization of the Prepare for Discharge 

order increased over time, demonstrating the facility of that process and increased awareness around 

the order. Figure 4 demonstrates the relative discharge rates of patients who had Prepare for Discharge 

orders placed on Friday afternoons. Week-over-week, it was noted that those units who used the 

Prepare for Discharge order, coupled with interdisciplinary rounds, were more likely to discharge their 

patients by Monday morning than those units who did not engage in a weekend interdisciplinary rounds 

process. Although a short study period, this information was vital in demonstrating the early impact of 

our intervention and to help recruit further buy-in from our care teams on other units as we recruited 

them to join the process. These “small tests of change” associated with positive results gave our teams 

the confidence that we were moving in the right direction.  

Step 6: Expand, Synergize, and Share in the Successes 

 As the impact of our weekend interdisciplinary rounds process began to be quantifiable, and 

small tests of change were determined to be impactful by the multidisciplinary teams, the decision was 

made to expand our process to six units by early July 2020, with the addition of a seventh unit by 

September 2020. With the subsequent additions of other units to the process, oversight by leadership 

continued, to ensure that rounds remained efficient and to drive accountability among participating 

team members. Routine debriefs continued between leaders and adjustments made to the process as 

needed. 

 One of the unintended positive consequences of this process was the opportunity to drill down 

further regarding the barriers to discharge over the weekend. Opportunities were identified in the 

realms of procedural availability, testing, and the availability of pharmacists to assist with aspects 

related to the discharge process. An audit tool was developed to attempt to standardize this 

assessment. As consistent themes were chronicled, additional teams were recruited to address concerns 

raised by the group. We were able to effectively synergize our weekend discharge initiative with other 

ongoing initiatives aimed at improving hospital efficiencies. One such example was the creation of an 

echocardiogram escalation strategy: for patients discussed during weekend interdisciplinary rounds that 

would benefit from timely echocardiography prior to discharge, a hotline number was established to 

expedite testing. Use of this hotline was tracked, as well as discharge outcomes. 

 Hospital-wide report-outs of various initiatives occur on a weekly basis at our institution, and it 

was made a priority to share the ongoing progress of this initiative with a broad audience, including 

hospital leadership. This strategy would prove important in recruiting assistance for additional weekend 

support, as well as data analysis. Most importantly, however, it would allow for the entirety of the care 

team to share in the successes and acknowledge the team’s commitment and dedication on a broader 

level. 
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Results 

 

Outcome Measures (Figures 5-8) 

 For the study period of July through September 2020, a significant increase in weekend 

discharges on participating units was noted, as compared to the same units one year prior. During the 

first three months of the intervention, our units averaged 50.8 discharges per weekend, combined; 

during the same three month period one year prior, the average was 33.8 discharges for those same 

units.  Overall patient volume on these units, as measured by total discharges, was 8% higher during this 

three month period in 2020 than 2019; weekend discharges, however, increased by 50%.  

 Beginning in October 2020, a number of our participating units were converted to COVID-

positive isolation units as the “second surge” began in the communities surrounding our hospital. With 

the introduction of this patient cohort to our intervention group, and its associated longer length of stay 

and increased acuity, our weekend discharge volumes decreased as compared to the three months 

prior. However, despite the challenges inherent to the care of this patient population, we were able to 

maintain overall weekend discharge volumes (48.2 patients/weekend) as compared to our 2019 

baseline (48.8 patients/weekend). 

 Overall, during the six month study period, our participating units averaged 49.5 discharges per 

weekend, a 19.9% increase from our 2019 baseline. 

 A shift was also noted in relative weekend discharge rates (percentage of weekly discharges 

occurring on Saturday or Sunday) on our intervention units. Post-implementation, our units averaged a 

19.0% relative weekend discharge rate, compared to 15.7% during the six months preceding the 

intervention, a relative increase of 21%. 

 The shift in relative weekend discharge rates was coupled with an overall net improvement in 

average excess days per case on our intervention units. Of the seven units that ultimately joined our 

process, five noted improved excess days per case as compared to each unit’s 2019 baseline. Overall, 

our units averaged a net improvement of 0.2 excess days per case as compared to the prior year. 

 Average length of stay for all units participating in the weekend process decreased by 0.2 days. 

As the decrease in excess days per case and length of stay per case were similar, there is the suggestion 

that the primary driver for the decrease in excess days per case was length of stay reduction and not an 

increase in overall severity of illness/allowable length of stay. 

 With respect to the number of patients awaiting bed assignment each Monday morning, since 

the beginning of our process in July, our hospital averaged 7.0 patients waiting for beds at 6AM each 

Monday morning. Having fewer than 10 patients waiting for beds each morning is considered the goal at 

our institution at this time. Historical data was not available for this metric, but the volume was felt to 

be a significant decrease by both our ED and bed management colleagues. 
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 In totality, taking into consideration year-to-year changes in overall inpatient volume and 

projected length of stay for the patient populations, it is estimated that our weekend discharge process 

created a net gain of 17 medical beds per day for our institution during the intervention period. 

Additional Benefits 

 Although the data surrounding efficiency metrics suggests an overall improvement related to 

the implementation of our weekend process, a number of intangible benefits were also noted. The 

remote nature of our weekend process, coupled with the ability to better identify potential discharges 

via consistent use of the Prepare for Discharge order, allowed our teams to drill down and reflect 

together on those cases that were identified for discharge, but did not ultimately leave over the 

weekend. Cases discussed over the weekend that could not be discharged were tracked, logged, and 

analyzed. Senior leadership from multiple disciplines, including hospital administration, were able to join 

rounds remotely in real-time and audit the discussions taking place. This participation allowed our 

leaders to assess the process first-hand, provide directed feedback to their teams participating in the 

rounds, provide clinical guidance, and further escalate issues to System-level leadership. 

 Feedback, both from the frontline teams participating in the process, and hospital leaders 

auditing the process, was overwhelmingly positive. The time commitment was perceived as minimal, 

and the directed nature of the discussions, focusing only on high-yield cases, was a key factor in driving 

engagement and ensuring high quality case discussions. 

 Collaboration and collegiality between our interdisciplinary teams has also improved since 

implementation of the process. Mutual understandings of each team’s weekend workflows, and 

identification of shared challenges and successes, has fostered teamwork and respect. Creating a 

framework for interdisciplinary support to address patient care issues that historically went unidentified 

or unaddressed prior to our process has gone a long way towards building trust and increasing the 

quality of care delivered at our institution.  



12 | P a g e  
 

Discussion/Impact 

 

 As described previously, our initiative geared at improving weekend discharge efficiency by 

facilitating interdisciplinary communication has resulted in tangible gains in patient throughput. Taking 

into consideration the COVID-19 crisis, and despite an increase in COVID patient volumes during the 

second half of our intervention timeframe, it is clear that weekend discharge efficiency has increased, as 

demonstrated by a decrease in length of stay, fewer excess days per case, fewer delays in bed 

assignment for admissions through the emergency department, and a net increase in acute beds 

realized since implementation. This improvement in efficiency was able to be achieved without an 

increase in staffing ratios for the disciplines involved or additional financial spend. 

 With the onset of the “second surge” of COVID-19 hospitalizations at our institution beginning in 

October of 2020, we had the opportunity to witness firsthand the impact of our initiative on overall 

hospital throughput. Unlike during the first surge in early 2020, during the second surge, our hospital 

was able to continue providing advanced services to COVID and non-COVID patients alike. We did not 

have to cancel elective surgeries, nor provide care in atypical or less-ideal locations. In other words, we 

were able to maintain our surgical and intensive care footprint, while only minimally disrupting our 

medical care units, which was the intended ultimate goal of our initiative. While there were certainly a 

number of factors that contributed to this outcome, including advances in PCR testing, a slower increase 

in inpatient COVID-positive census, and more familiarity around the disease process, it was certainly felt 

that improvements in patient throughput and the organic creation of bed capacity by improved 

efficiency was a key factor in this outcome.  

 The remote nature of our process, allowing leaders, both locally and regionally, to audit the 

process, has had significant unintended benefits. Providing a mechanism for leaders to better 

understand barriers to discharge has resulted in the development of other working groups looking to 

address these barriers, and allowed Health System throughput leaders to get a sense of the challenges 

at their institutions, such that broader measures could be taken to address common themes. Our 

strategy has been identified as a “best in practice,” with iterations now being implemented at multiple 

other hospitals within our Health System. 

 The momentum created around this initiative has resulted in the creation of multiple other 

working groups tasked to address weekend inefficiencies at our institution. Initiatives aimed at 

increasing cardiac catheterization and gastrointestinal endoscopic services on the weekends has 

resulted in a larger number of procedures being performed on Saturdays and Sundays. 

Echocardiography practices, mentioned previously, have also become more streamlined and accessible 

on the weekends. Our colleagues in Interventional Radiology have tagged on to our weekend discharge 

process and have made themselves more available for both emergent and non-emergent procedures. 

 One hallmark of our success has been the willingness of other groups to join our weekend 

discussions, as they, too, have seen the benefit of those meetings. Although not initially a part of our 

weekend interdisciplinary rounds process, physical therapists and pharmacists have offered to join our 

discussions on the weekends. Their addition has been very helpful to our teams. Patients awaiting a final 

physical therapy evaluation are now discussed on the weekends and identified early by the therapist 

joining the call. Pharmacists can also learn about patients nearing discharge and provide medication 



13 | P a g e  
 

reconciliation and education further upstream during a patient’s hospitalization, as opposed to the day 

of discharge, allowing for potential errors or intolerances to be identified more proactively. 

 As time went on, we were able to quickly adjust our process to the meet the needs of our 

institution and a rapidly evolving healthcare environment. As the second COVID-19 surge started in late 

fall 2020, we adjusted our weekend IDR process to include discussions around PCR test positivity and the 

need for repeat testing for those that may be transitioning to a skilled nursing facility or assisted living 

facility; New York State, at that time, mandated serial negative testing prior to transfer to these 

facilities. We would also use those discussions as an opportunity to discuss discontinue of isolation 

precautions for certain patients nearing discharge, allowing our team the opportunity to transfer 

patients with more ease throughout our hospital. We also “unofficially” welcomed an eighth unit to our 

process: a surgical unit that intermittently housed COVID-positive patients. Their data is not included in 

the outcomes mentioned previously, but anecdotally, having a forum to discuss those cases on an as-

needed basis was an invaluable resource to our care teams. 

 In the more recent weeks, now that our process has matured and the positive outcomes have 

been established, our group is looking to “reverse engineer” components of the weekend process to 

help improve our weekday processes. Two examples include: 

a) Remote Interdisciplinary Rounds: seeing as how the use of remote, online discussions has 

been widely accepted as reliable form of communication between care teams, many of our 

care model units are now leveraging that technology to meet more frequently, including the 

creation of an “afternoon huddle”, where teams quickly gather remotely to discuss pending 

discharges and identify items for follow-up before the day’s end. 

b) Use of the Prepare for Discharge Order: Although still mostly used on Friday afternoons to 

identify patients for discussion over the weekend, our teams are now looking at whether 

this order could be used more frequently throughout the week, and if this would be helpful 

to improve internal efficiencies for other disciplines. For example, one group is looking at 

the use of the order to help our radiology teams prioritize studies for patients nearing 

discharge. 

  

 As mentioned above, the impact that our process has had on fostering strong interdisciplinary 

relationships and creating a shared mental model around the discharge process has not been quantified, 

but has undoubtedly improved. As new challenges face our teams, whether it be related to a pandemic, 

or some other acute need for our patients and our community, the framework built through this 

initiative will certainly be referenced once again, and I am confident that we will be able to achieve our 

goals collaboratively. 
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Comments from Advisor 

 

 It has been both exciting and personally gratifying to work with my mentee, Dr. Charles Kast, as 

he has developed and implemented his ACP Leadership Academy Capstone project geared towards 

improving our weekend discharge process. Over the past year, Dr. Kast has succeeded in building and 

leading an interdisciplinary group that has successfully implemented a novel weekend interdisciplinary 

rounds process. The weekend discharge initiative has achieved significant results, including a reduction 

in excess days-per-case at our hospital, but more importantly, changing the culture of care delivery and 

collaboration at our institution. His work has been noticed not just by our hospital administrative team, 

but also on a more global level by Northwell Health’s executive team.  

 During the past year, I have witnessed firsthand an acceleration in Dr. Kast’s leadership skills, 

including communication skills, negotiation, and quality improvement. It has been a pleasure working 

with him on this project, and I look forward to continuing to watch him grow as a leader. 

 

Linda M. Kurian, MD, FACP 

Division Chief, Hospital Medicine 

North Shore University Hospital and Long Island Jewish Medical Center 

Northwell Health 
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Figures and Tables 

 

Figure 1. Outline of our Weekend Interdisciplinary Rounds Structure. 

 

Figure 2. Roles and Responsibilities for Patient Presentation on the Weekends. 
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Figure 3. Utilization of Prepare for Discharge Orders by Week (measured on Friday afternoon of each 

week studied) 

 

 

Figure 4. Discharge Success Rates for Patients Identified with Prepare for Discharge Orders, IDR vs. non-

IDR Units 
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Figure 5. Total Weekend Discharges for Weekend Process Units, 2019 vs. 2020. Note: October through 

December 2020 saw a significant increase in COVID-19 cases on select units 

 

Figure 6. Relative Weekend Discharge Rates by Month. Pre-implementation period is noted by orange 

bars; post-implementation period is noted by blue bars 
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Figure 7. Average Length of Stay, 2019 vs. 2020 Intervention Period, on Weekend Process Units. 
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Figure 8. Patient Volume and Excess Days per Case Trends for Weekend Process Units, July through 

December 2020. 


