
Hospital Discharge Follow Up Process



Identified barriers/gaps found because 
of current role

• Patients identified after a hospital visit felt lost 
post hospital discharge, not sure who to call, 
multiple services in home and unsure who is who

• Time delay between patients requiring case 
management and identification

• Lack of health teaching post hospital discharge
• Acute conditions required intense ~<1 month 

case management 
• Chronic conditions required intense care 

coordination and case management ~>1 month 
and ongoing



TDFHT demographics

# Patients 15,000

# Primary Care Providers 6 physicians, 2 Nurse Practitioners

# Nurses 5 RPNs, 3 RN’s

# IHP’s 1 Dietitian, 2 social workers, 1 RT, 
1 Diabetes educator, 1 Chiropodist

Location Rural

Patient Demographic Area Borders between Chatham-Kent and Windsor-
Essex



Old Hospital Discharge Process

• Administrative staff 
receive hospital 
discharge patient list 
from Transform 
Physician Portal daily

Gathering 
Information

• Administration calls 
patients and books 
them in for a follow up 
appointment with their 
Primary Care Provider

Follow Up
• Fill out an excel 

spreadsheet with the 
following information

Patient Name (last, first)
DOB
Age

Date Admitted
Date Discharged
Hospital Name

Diagnosis
CMG

TDFHT appointment
Discharge status

Patient readmitted in 30 days?
Primary care provider

Comments



Barriers & Gaps
Hospital Discharge Process

• Administrative staff 
receive hospital 
discharge patient list 
from Transform 
Physician Portal daily

Gathering 
Information

• Administration calls 
patients and books 
them in for a follow up 
appointment with their 
Primary Care Provider

Follow Up
• Fill out an excel 

spreadsheet with the 
following information

DOCUMENTATION
Patient Name (last, first)

DOB
Age

Date Admitted
Date Discharged
Hospital Name

Diagnosis
CMG

TDFHT appointment
Discharge status

Patient readmitted in 30 days?
Primary care provider

Comments

• Only captures CKHA 
discharged patients

(Missed: BWH, WRH 
both sites, Erie Shores 

Health)

• Information only 
lives in the Excel 
Spreadsheet

• It is useful 
information that 
should be shared 
with the team

• Clinical assessment not 
conducted

• No triaging
• holistic information not 

being gathering and 
documented

• Limited action on 
identified 
barriers/health 
concerns

• Lack of EMR updating



Old Medication Reconciliation Process

Reception receives a 
“Hospital Discharge 

Medication List” through 
electronic fax

Gail fills out a med rec note 
in Accuro indicating the 

changes made to 
medications 

Gail tries to book patient in 
prior to their hospital 

discharge appointment to 
complete a med rec

Patient shows up for their 
hospital discharge 

appointment and physician 
performs med rec

Receptionist “tasks” Gail, 
pharmacist, in EMR with 
this document and Gail 

performs a med rec



Barriers & Gaps
Hospital Discharge Medication Reconciliation

Reception receives a 
“Hospital Discharge 

Medication List” through 
electronic fax

Pharmacist fills out a med 
rec note in Accuro

indicating the changes 
made to medications 

Gail tries to book patient in 
prior to their hospital 

discharge appointment to 
complete a med rec

Patient shows up for their 
hospital discharge 

appointment and physician 
performs med rec

Receptionist “tasks” , 
pharmacist, in EMR with 

this document and 
pharmacist performs a med 

rec

Med recs done on only 
patients who had a 
Hospital Discharge 
Med list faxed to 

TDFHT

Pharmacist’s capacity 
was limited due to her 
other roles at TDFHT

Limited availability due 
to pharmacist’s 

schedule being booked 
full each day

Physician having 
limited time to 

complete med recs as 
well as address 

hospital diagnosis and 
treat any health 

concerns 



Old hosp dc data

Date Discharges 7 Day Follow-up 7 Day Follow-up Rate 30 Day Follow-up 30 Day Follow-up Rate

Jul-16 48 16 33% 35 73%

Aug-16 62 18 29% 41 66%

Sep-16 77 29 38% 51 66%

Oct-16 80 18 23% 55 69%

Nov-16 70 19 27% 47 67%

Dec-16 84 26 31% 54 64%

Jan-17 66 18 27% 46 70%

Feb-17 73 21 29% 46 63%

Mar-17 76 24 32% 51 67%

Apr-17 93 29 31% 69 74%

May-17 67 25 37% 47 70%



Process Planning Preparation

• Took patient journey through TDFHT
• Took paper trail through TDFHT
• Collaboration with other FHTs



Hospital Discharge Process Creation

Formed a TDFHT Hospital Discharge Process working group:
1 physician lead
1 admin lead,
1 pharmacist,
1 RPN
1RN/Health Link case manager

Collaborated with our Accuro IT member to create our forms and queries we 
required 

Met monthly with our working group to discuss barriers each faced with 
hospital discharges and created solutions

3 working group meetings 
3 Accuro IT meetings



Go Live Day

June 21 2017



Hospital Discharge Process Map



New Medication Reconciliation Process



Hospital Discharge Follow Up Assessment Form



Updating the EMR



Discharge to Follow Up
Patient provided with the following:
• Health teaching
• Healthcare navigation
• TDFHT program/service navigation and referral
• Ensure accessibility/transportation
• Nurse contact during business hours 
• EMR update
• Medication reconciliation
• Malnutrition screener 
• Urgent care hours and utilization reviewed
• Reminder to bring medications to appointment
• Collaboration among their TDFHT circle of care and sometimes LHIN home care
• Introduction to Health Links model of care
• Immediate needs met
• A mode of follow up regardless if they are able to see their PCP
• Coordinate all their TDFHT appointments to accommodate accessibility, and 

effectiveness
• HARP tool to determine timely referral to Health Link case manager



Follow-Up Appointment Day
Team provided with the following:
• Overview of patient’s current state since being discharged home
• Medication list up to date
• Awareness of current community services that are part of the patient’s circle of 

care
• A more personal view of the patient
• Updated diagnostic/ problem list
• Surgery/Procedure list up to date
• Dates of follow up appointments for referrals made in acute care
• One page focused summary of the patient’s admission
• Ability to focus follow up appointments more on recommendations and patient’s 

requests.
• Reduced amount of time searching for pertinent information



Routes of Health Link Referrals

• Physician referral
• Hospital Discharge Follow Up Process
• EMR Queries for acute care utilization



Health Link Intake Form



Pre-populates into CCP



Utilizing RPNs 

• RPNs on boarded with Hospital Discharge 
Process for new mothers and all post op 
patients

• Rationale- both processes are more 
streamlined and least time consuming



Improving



Ideas for sustainability

• RPN utilization in this hospital discharge follow 
up process

• Involving external resources in the medication 
reconciliation process



Hopes for the future

• Involving community pharmacists and 
external resources

• Acute care engagement
• Share our hospital discharge follow up process 

creation to others so they can implement a 
similar process that works for them
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