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Introduction

Length of stay or time to discharge is a crucial factor to 
consider when caring for a child in the hospital. Ultimately, 
attending physicians are responsible for determining the 
appropriate timing of discharge. For individual patients, 
providers must balance well-established risks of pro-
longed hospitalization, including hospital-acquired infec-
tions, severe deconditioning, thromboembolic disease, 
and iatrogenic complications,1-4 with equally well-estab-
lished risks of premature discharge, including morbidity 
and mortality related to decompensation outside of the 
hospital as well as complications and costs of hospital 
readmission.5

In addition to these well-established and competing 
medical risks, nonmedical factors influence timing of dis-
charge. Notable are the needs and preferences of multiple 
stakeholders.6 First, as medicine has moved from a pater-
nalistic model of care to one of patient-centeredness, the 
role of patients and families in overall care and in the dis-
charge process has been increasingly acknowledged.7,8 

Due to social and cultural factors, such as religious prac-
tices or family expectations, patients and families may 
prefer either continued hospitalization or discharge to 
home, which may not align with the attending physician’s 
assessment of a patient’s medical needs. Second, as the 
medical complexity of hospitalized pediatric patients 
increases,9,10 assessments and recommendations from 
other care team members, such as nurses, social workers, 
and care managers, have become increasingly influential 
in determining timing of patient discharge. Third,  
particularly for children with a history of medical com-
plexity or multi-organ dysfunction, peer physicians/con-
sultants bring perspectives on in-hospital versus in-home 
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Abstract
Attending physicians (N = 53) at a nonprofit, university-affiliated academic children’s hospital completed a survey 
about how key stakeholders affect timing of patient discharge beyond attending assessment of medical stability. 
Physicians perceived families and hospital administration as more often having an impact on discharge timing than 
they should and perceived members of the care team and peer physicians/consultants as less frequently having 
an impact than they should. All but one physician reported discharging a patient either earlier or later than they 
felt was appropriate due to pressure from at least one stakeholder group; almost all physicians had done so in 
response to pressure from families. When physicians changed discharge timing based on stakeholder pressure, they 
tended to extend hospital stay except in the case of administrative pressure. These findings highlight the need for 
improvements in communication regarding discharge goals and for future research on how navigating competing 
interests affect physician stress.
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management that can affect discharge timing. Fourth, 
from a hospital operations standpoint, the flow of patients 
between areas of higher and lower acuity is essential to 
ensure safety of all hospitalized patients as well as for 
appropriate resource allocation. For instance, when inpa-
tient beds are lacking and patient transfer is delayed, the 
time patients spend boarding in the emergency depart-
ment increases, which has been associated with negative 
outcomes.11 Thus, hospital administrators, who oversee 
safety, resource allocation, and the financial interests of 
the hospital, also constitute a significant group of stake-
holders who may influence timing of discharge.

In this study, we sought to evaluate the perspectives 
of attending physicians from one hospital on how these 
4 stakeholders influence decision-making related to dis-
charge timing beyond attending physicians’ own deter-
mination of a patient’s medical stability. Specifically, 
this study was designed to assess physician perceptions 
of the

1.	 Appropriateness of stakeholder impact on the 
timing of discharge

2.	 Frequency of stakeholder influence on the tim-
ing of discharge

3.	 Experience of and response to being pressured to 
shorten or lengthen patient hospital stay from 
each stakeholder group

Methods
From April to May 2018, surveys were distributed elec-
tronically to a convenience sample of attending physi-
cians at a nonprofit, university-affiliated academic 
teaching children’s hospital with a high Case Mix Index. 
At the time of the survey, 135 physicians spent time 
attending on inpatient services and thus were eligible to 
complete the survey.

Given that there is no existing survey that addressed 
the question of interest, the survey was developed by the 
team that included an investigator with extensive experi-
ence in survey design. Demographic questions included 
the following: years in practice, specialty, and amount of 
time per year spent caring for patients on an inpatient 
service. Four groups of stakeholders in the discharge 
decision-making process were identified: (1) “patient 
and family preferences” (families); (2) “other members 
of the care team (nurses, social workers, care manag-
ers)” (care team); (3) “peer physicians/consultants” 
(consultants); and (4) “administrative priorities (such as 
bed shortage, excess hospital days)” (administration). 
For the purposes of the survey, we used the term “admin-
istrative priorities” rather than administrators to focus 
respondents on processes instead of individuals.

All questions were framed in the context of influ-
ences on discharge timing beyond assessment of medical 
stability. For each stakeholder group described above, 
physicians were asked to rate how often each stakeholder 
group should influence discharge timing and how often 
each stakeholder group does influence discharge timing 
on a 4-point Likert-type scale (never, rarely, sometimes, 
often). For the purposes of analysis, answers were 
dichotomized into 2 categories (“sometimes” OR “often” 
= 1, “never” OR “rarely” = 0). For each stakeholder 
group, physicians also answered whether they had ever 
discharged a patient earlier than they felt was appropriate 
due to pressure from a member of each stakeholder group 
and if they had ever discharged a patient later than they 
felt was appropriate due to pressure from a member of 
each stakeholder group. The answers (yes, no, not sure) 
were dichotomized into groups according to physicians 
who endorsed changing discharge timing (in either direc-
tion) versus those who did not endorse having changed 
timing of discharge due to stakeholder pressure or were 
not sure. Furthermore, a sum was calculated to represent 
the number of stakeholders (out of 4 total) in response to 
whom each physician reported changing discharge tim-
ing in either or both directions. Data were analyzed with 
SAS 9.4 and SAS University Edition (SAS Institute Inc, 
Cary, NC).

Results

Demographics

Overall, 53 physicians responded (response rate = 
39%), a response rate that is consistent with other web-
based surveys of physician attitudes.12 Of the 53, 55% of 
respondents had been out of their last year of postgradu-
ate training for more than 10 years. Seventeen percent of 
respondents were general pediatricians (either hospital-
ists or outpatient practitioners who also attend on inpa-
tient services); 40% were subspecialists; 30% were 
intensivists (pediatric intensive care unit [ICU] and neo-
natology); and 13% were pediatric surgeons and ortho-
pedists. Forty-seven percent of respondents spent more 
than 13 weeks per year on service.

Appropriateness and Perceived Frequency of 
Stakeholder Influence on Discharge Timing

A majority of physicians believe that families, the care 
team, and consultants should have an influence on dis-
charge timing over and above the assessment of medical 
stability, and a majority perceived that these same 
groups do have an influence on discharge timing 
(Table 1). In contrast, a majority of physicians reported 
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that rarely or never should the administration influence 
discharge planning and that, in fact, the administration 
does less commonly influence discharge timing than the 
other groups of stakeholders. A larger percentage of phy-
sicians perceived that families and administration do 
influence discharge timing than believed these groups 
should influence discharge timing. In contrast, physi-
cians believe that the care team and consultants should 
more often influence timing of discharge than they per-
ceive that these groups do influence timing of discharge.

Perceived Effect of Stakeholder Pressure to 
Discharge

Physicians were asked to recall personal experiences 
responding to pressure from stakeholder groups. Fifty-
two of the 53 physicians reported that they had dis-
charged a patient either earlier or later than they felt was 
appropriate due to pressure from one or more stakehold-
ers. On average, physicians reported changing discharge 
timing in response to pressure from 2.5 ± 1 (range = 
1-4) of the stakeholder groups (Table 2).

Direction of the pressure reported when discharging 
patients differed by stakeholder group. Physicians more 
often endorsed delaying discharge longer than they felt 
was appropriate due to pressure from families, the care 
team, and from consultants. Physicians more often 
endorsed discharging a patient earlier than they felt was 
appropriate due to pressure from administration. However, 
given that general physicians were more likely to dis-
charge at a perceived inappropriate time due to families, 
there were a greater number of physicians who reported 
discharging early due to pressure from families.

Discussion

This study is an initial attempt to describe the experi-
ences of physicians regarding discharge timing in one 
hospital. In this context, the results indicate that physi-
cians acknowledge the role of the care team, consultants, 
and families in the determination of discharge timing 
and less so acknowledge the role of hospital administra-
tion. Physicians reported that the 4 key stakeholders 
should have varying levels of influence on timing of dis-
charge separate from attending assessment of medical 
stability, varying from 17% supporting input from 
administration to 94% for the care team. Notably, a 
greater percentage of physicians perceived families and 
administration as sometimes/often influencing discharge 
timing than reported that these groups should some-
times/often influence discharge timing. The reverse was 
true for the care team and consultants. The perception 
that stakeholders affect discharge timing to a different 
degree than they should indicates a need for improved 
communication between providers and stakeholders and 
reveals a potential source of stress for physicians. 
Similarly, all but one physician surveyed reported mak-
ing what they perceived to be an “inappropriate” change 
in discharge timing in response to pressure from at least 
one stakeholder group. These results suggest an oppor-
tunity to enhance communication between physicians 
and other stakeholders in order to maximize physician 
and stakeholder satisfaction with discharge decisions.

As noted above, a quarter of physicians surveyed 
reported that families should “rarely/never” affect the 
timing of discharge beyond medical clearance by the 
physicians. Despite general acceptance and focus on 
family-centered care over the past several decades, the 

Table 1.  Perceived Influence by Stakeholder Group (N = 53).

Stakeholder Group
Should “Sometimes” or “Often” Influence 

Timing of Discharge, n (%)
Does “Sometimes” or “Often” Influence 

Timing of Discharge, n (%)

Care team 50 (94%) 47 (89%)
Consultants 49 (92%) 42 (79%)
Family 40 (75%) 45 (85%)
Administration 9 (17%) 22 (42%)

Table 2.  Influence on Discharge Timing by Stakeholder Group (N = 52).

Stakeholder Group
Discharged Earlier Than Felt 

Appropriate, n (%)
Discharged Later Than Felt 

Appropriate, n (%)
Discharged at a Time That Felt 

Inappropriate (Either Direction), n (%)

Families 26 (50%) 48 (92%) 48 (92%)
Care team 7 (13%) 34 (65%) 34 (65%)
Consultants 11 (21%) 30 (58%) 32 (62%)
Administration 19 (37%) 4 (8%) 21 (40%)
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apparent reservations regarding the influence of family 
preference on discharge timing may be related to the 
results showing that nearly all surveyed physicians 
reported discharging a patient at a time that the physi-
cian felt was inappropriate due to pressure related to 
patient and family preferences. These results indicate a 
worrisome mismatch between physicians and families 
in assessing pediatric patient readiness for discharge, 
and it suggests that attending physicians and families 
did not or could not successfully establish mutually 
understood or agreed-upon discharge criteria. The rea-
sons for this gap in understanding are likely multifacto-
rial. One qualitative study in adult patients identified 
several barriers to appropriate discharge communica-
tion, including time constraints, prioritization of emer-
gency care, and lack of standardized discharge 
consultations.6 Supporting provider-family communica-
tion in order to bridge the gap between physicians and 
families is key, in that it is possible that a mismatch 
between physician assessment and family assessment of 
readiness for discharge has an impact on subsequent 
health care utilization. Studies of both hospitalized pedi-
atric patients and healthy term infants and their families 
showed a correlation between patient and family dis-
charge “unreadiness” and increased postdischarge 
resource utilization and symptom days.13,14

In contrast to all other stakeholder groups, a minor-
ity of physicians reported feeling that the hospital 
administration should influence discharge timing. It is 
likely that physician providers feel that their goals and 
values are competing with those of the administration 
(eg, with providers obligated to prioritize individual 
patient needs and with hospital administrators obligated 
to prioritize systemic efficiency), but ultimately, both 
parties seek to provide high-value, high-quality, and 
safe care.15 Furthermore, physicians reported adminis-
trative priorities as being more likely to lead to an early 
discharge, which physicians may feel is riskier than 
continuing to monitor patients in the hospital. However, 
studies of early discharge practices for both adults and 
children have shown that length of stay for many com-
mon conditions can be shortened without jeopardizing 
patient outcomes.16,17 As such, there is an opportunity to 
provide more formal and comprehensive education to 
both attending physicians and to families about manag-
ing complex medical conditions safely outside the acute 
care setting. With improved education, physicians and 
families may more readily employ early and safe dis-
charge practices. Avoiding prolonged hospitalization 
has benefits for the individual patient as well as for sick 
or unstable children by increasing bed availability. 
Inhibited patient flow through general wards beds has 
negative effects on ICU patients from a patient safety 

perspective and on ICU providers from a stress and 
resource allocation perspective.18

Although we did not measure the impact of pressure 
surrounding discharge decisions on physician well-
being and burnout, our results suggest it may be an 
important area of research to explore. Others have found 
that pediatric residents indicate an association between 
burnout and “discharging patients to make the service 
more manageable” and “feeling guilty about how a 
patient was treated,”19 and that stressful or controversial 
decision-making is associated with burnout, which, in 
turn, can have negative effects on physician efficacy and 
satisfaction.20,21 Thus, future research should explore 
how physicians experience pressure surrounding dis-
charge decisions, and in particular, how making self-
designated “inappropriate” discharge decisions affect 
physician stress and “regret” or vice versa.22 Regardless, 
we anticipate that implementing and/or expanding mea-
sures to support family-provider communication and 
agreement would not only have positive effects on 
patient and family satisfaction but would also improve 
physician self-efficacy and decrease burnout.23

There are several limitations to this study. The survey 
was based on physician recall and self-designations of 
inappropriate discharge decisions. It is unknown whether 
the timing was, in fact, inappropriate or how often deci-
sions were made that were deemed inappropriate. We 
also did not capture the outcomes of these decisions for 
patients or families. In addition, physicians from only 
one institution were surveyed, reflecting the distinct cul-
ture of that particular institution. By surveying other 
institutions, the impact of culture can be addressed. 
Surveying a single site also limited the number of 
respondents. With a larger and more diverse sample, it 
may be possible to assess other significant associations, 
such as differences in perceptions and experiences 
between physicians of different specialties and years of 
experience, which this study was not powered to assess. 
Our response rate of 39% was low, but it is consistent 
with other surveys of physicians. In addition, it is likely 
that physicians who attend on inpatient services with 
very little regularity chose to self-select out of participa-
tion because they felt the survey did not apply, which 
would result in a higher functional response rate.

Despite these limitations, our results highlight the 
opportunity to work toward safer, more cost-effective 
discharge and universally understood goals of discharge 
for pediatric inpatients. Enhancing communication 
between attending physicians and families will allow 
these groups to reconcile goals of hospitalization. In 
addition, education for providers with regard to hospi-
tal-wide safety issues affecting the well-being of multi-
ple patients may improve understanding and acceptance 
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of the importance of administrative initiatives to pro-
mote patient flow. We also must further explore how 
physicians might better incorporate multiple stakehold-
ers in decision-making so that length of stay can be 
shortened without compromising patient outcomes. It is 
hoped that by developing interventions to help attending 
physicians navigate these competing interests, physician 
well-being will be preserved.
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