
Appendix D - How to conduct a post-discharge follow up call
	1. Purpose of this tool
	
• Improve hospital discharge process. 
• Enhance patient and family satisfaction.
• Decrease hospital readmission rates

	
	

	
	

	Components

	Post-discharge Follow-up Phone Call:
	
• Essential for supporting patients post-discharge.
• Conducted by clinical staff 2 to 3 days after discharge.

	
	

	Objectives of the Follow-up Phone Call:
	
• Identify patient actions, questions, and misunderstandings.
• Address discrepancies in the discharge plan.
• Respond to concerns from caregivers or family members.

	Review during the Phone Call:
	
• Patient's health status.
• Medications.
• Appointments.
• Home services.
• Plan for addressing potential problems.

	2. Ensure Continuity of Care:
	
Adapt communication style to the patient's current needs.

	A. Smooth Handoff for Others Conducting the Call:
	
• Communicate with the discharge educator/resident for a smooth handoff.
• Obtain crucial patient information including admitting diagnosis and discharge medications from the discharge summary.

	B. Learn How to Confirm Understanding:
	
• Use the "teach-back" method to confirm patient understanding.
• Not a test but a measure of effective communication.
• Apply to all patients, regardless of perceived understanding.
www.nchealthliteracy.org/teachingaids.html video for an example

	C. Gather Necessary Documentation:
	
• Obtain the patient's hospital discharge summary, After Hospital Care Plan (AHCP), and discharge instructions.
• Collect missing information from alternative sources if needed.

	D. Review Health History and Discharge Plans:
	
• Familiarize with the patient's health history and discharge plan.
• Include diagnosis, daily routines, cultural practices, family involvement, stressors, support, follow-up appointments, and home services.

	E. Check Accuracy and Safety of Medicine Lists:
	
• Ensure medication reconciliation is complete.
• Compare medicine lists in the discharge summary and medications listed in patient’s initial assessment form (pre-hospitalization medications)
• Resolve inconsistencies with the hospital team or primary care provider.

	F. Identify Problems with Medicines:
	
• Note changes in medication regimens.
• Pay attention to complicated instructions and potentially severe side effects.
• Familiarize with drug-food interactions and side effects.

	G. Arrange for Interpreter Services:
	
• Confirm the interpreter needs from the discharge educator contact sheet.
• Arrange interpreter services if necessary, using hospital resources or contracted services.
• Be prepared for unanticipated interpreter needs during the call.

	3. Conducting a phone call

	A. Whom and When to Call:
	
• Collect contact info before discharge (contact details).
• If an ideal time to call is specified by a family member.
• Start calls 48 hours post-discharge.
• Patient or caregiver contacted based on preferences.

	B. What to Say (Follow-up Phone Call Components):
	
• Assessment of health status.
• Medicine check.
• Clarification of appointments and lab tests.
• Coordination of post-discharge home services.
• Review of actions in case of health problems.

	C. Scripts and Tools:
	
• Patient call script is adaptable for efficiency.
• Script for calling caregivers.
• Data collection sheet for documenting calls.
• Flexibility and creativity are required during calls.

	D. Verify Availability and Interpreter Services:
	
• Confirm availability for the call.
• Assess the need for an interpreter independently.
• Establish open communication and encourage sharing of concerns.
• Ask patients or caregivers to have the discharge summary and medicines ready.

	E. Assess Health Status:
	
You will ask about the patient’s: 

	
	• Comprehension of the reason for his/her hospital visit; 

	
	• Perception of any change in health status since discharge; and 

	
	• Understanding of how to manage any medical changes or whether he or she needs to seek medical care for any concerns (either relating to the primary discharge diagnosis or any new problems). 

	
	 

	
	If the patient’s health status has deteriorated, a plan of action may be needed. Interventions for patients reporting feeling worse since discharge due to primary discharge diagnosis, adverse drug event, or other symptoms may include: 

	
	[1] Providing patient education. 

	
	[2] Checking whether the patient is taking medicine as directed. 

	
	[3] Checking labs and reviewing medicine list for cause of complaint. 

	
	[4] Advising the patient to attend an upcoming scheduled appointment with his or her primary care physician (PCP). 

	
	[5] Recommending patient action (e.g., take a medicine that was prescribed to take as needed, limit activity). 

	
	[6] Advising the patient to call his or her DE, PCP, or specialist. 

	
	[7] Advising the patient to go to urgent care or the emergency department. 

	
	[8] Consulting with the DE, inpatient physician/team, or pharmacy. 

	
	[9] Alerting the PCP. 

	
	[10] Arranging a same-day sick appointment. 

	
	[11] Determining the family’s perception of the patient’s status

	F. Check Medicines:
	
• Review each medicine: name, dosage, how, when, why.
• Identify barriers to adherence: intentional or system/prescriber error.
• Resolve discrepancies and educate accordingly.
• Conduct teach-back to confirm understanding.

	G. Clarify Appointments:
	
• Ensure awareness of follow-up appointments.
• Confirm dates, times, locations, and purpose.
• Address barriers to attending appointments.

	F. Coordinate Home Services:
	
• Confirm receipt of scheduled home services and equipment.
• Intervene if services or equipment are delayed.
• Explore alternatives if caregivers are unavailable.

	G. Discuss Problem Resolution:
	 
• Review what to do in case of emergencies or problems.
• Ensure understanding of emergency and nonemergency situations.
• Provide instructions on contacting PCP, including after hours.

	4. Documenting Your Call
	
You will need to document your calls, both for the patient’s medical record and to allow hospital management to monitor the information for quality improvement purposes. For example, your hospital may identify common errors patients make and use this information to improve teaching to other patients with similar regimens or conditions.

Documentation includes: 

	
	• Call attempts. 

	
	• Patient’s health status. 

	
	• Problems with medicines. 

	
	• Appointment status. 

	
	• Patient’s post-discharge actions. 

	
	• Follow-up actions you take

	5. Communicating With the Primary Care Provider
	After you have completed a call, you may need to communicate with the patient’s primary care provider. You can do this in a number of ways, such as via email, flag in the electronic medical record (if the PCP is part of your hospital system), or by phone. If you call and cannot speak directly to a medical staff person, you will need to communicate with the resident of the primary care provider. Commonly, secure electronic communication is the most efficient means to transmit patient information. Below are three examples of emails to alert providers.

	
	A. Establish Health Status after discharge

	
	B. Medicines- High Alert Medicines, go through the list of medicine questions.

	
	S no
	Medications
	What to look for

	
	
	
	

	
	1
	Anticoagulation
	Bleeding, ask for INR in case of warfarin

	
	2
	Antibiotics
	Diarrhea

	
	
	
	Ask for urine output and creatinine in case of IV vancomycin

	
	
	
	Renal adjustment in case of chronic kidney disease/ESRD

	
	3
	Insulin
	Ask for sugar monitoring and hypoglycemia (sugar < 70)

	
	4
	Antihypertensive
	Home blood pressure readings ask for very low blood pressures < 90/60 or high BP > 180/110

	
	5.
	Antiretrovirals
	Review profile for drug interactions

	
	6.
	Medicines related to primary diagnosis
	Focus on acquisition and medication adherence

	
	C. Clarification of Appointments. Arrange one by taking to clinic coordinator if not scheduled upon discharge

	
	D. Coordination of Post discharge Home Services (home health care nursing of physiotherapy)

	
	E. What to Do If a Problem Arises –suggest coming to ER in case of emergency.




















