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EVIDENCE BASED PRACTICE

“In the vulnerable post discharge period, 

communication between patients and the 

healthcare system is one of the few 

modifiable factors that may reduce 

preventable readmissions.” 

“Unsafe transitions of care from the hospital 

to the community are common and are 

frequently associated with post-discharge 

adverse events, including hospital 

readmission”

“Increased coordination after discharge was 

necessary to continue active management of 

the entire care episode to optimize outcomes 

and improve quality”

“Post-discharge communication 

is a common component of 

bundled discharge 

interventions.””

“Post-discharge care should focus attention 

not only on the primary index admission 

diagnosis, but also on the comorbidities.”



 Within 48 hours of discharge, our 

clinical nurse coordinators (CNCs) call 

each patient to see if they are 

complying with discharge teachings. 

 Call details are recorded.

 When clinical problems encountered, 

another call is generated in next 24-48 

hours

1. POST-DISCHARGE FOLLOW UP CALLS

(PROACTIVE APPROACH)



 Piloted in June, 2016

 Specific mobile lines

 Managed by CNCs

 Data maintained and audited

 Use of smart phone communication apps

 Whatsapp

 Viber

2. PATIENT HOTLINE SERVICE

(REACTIVE APPROACH)



PILOT PHASE
JUN-SEP,2016

n=74

Patient Concerns Received



OUR RESPONSES



PROBLEMS IDENTIFIED AND SOLVED
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IMPACT



Home Health Care (HHC) visit 

within 48 hours, for open 

surgeries.

Bundle (Packaged) charging

 Implementation of ERAS program

NEXT PHASE
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