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• Location:
• Toronto West - Rexdale Blvd. & Hwy 27

• Provides primary care services in:
• Etobicoke, Brampton, Malton and 

Woodbridge areas in the Central West 
Local Health Integration Network 
(CWLHIN) 

• Interdisciplinary Team: 
• 5 Family Physicians 
• IHPs (1 Nurse Practitioner,1 Registered 

Nurse,1 Dietitian,1 pharmacist,1 Social 
worker) 

• Active Patients:
• 11,000 

About Us



• Hospital readmission shortly after discharge is a common and costly 
phenomenon, particularly for patient with complex conditions (Harrison et al, 
2011; Douglas et al, 2007).

• Most of these readmissions are the result of chronic disease progression in 
combination with inadequate post discharge care (Harrison et al, 2011).

• Best practices recommend that high risk patients should have a follow up 
visit with their family physician shortly after hospital discharge to reduce 
potential medical errors and ensuring ongoing management of care for 
patients (Hansen LO et al, 2011).

• Follow-up within 7 days was associated with % 19.1 reduction in readmission 
risk for patients with complex conditions (Jackson et al, 2015).        



• Approximately One-half of  patients readmitted within 30 days of hospital 
discharge do not have a follow-up visit before readmission (Jackson et al, 2015; 
Jencks et al, 2009). 

Opportunity for Improvement:
• Reducing hospital readmissions is a current priority for the  Ontario Ministry 

of Health. 

• Currently 20%  of Woodbine Family Health Team patients are seen within 7 
days ( Ministry of Health report, 2015-16) . 

• The FHT had no defined process.



What are we trying to accomplish?

How will we know that a change is an 
improvement?

What changes can we make that will 
result in improvement?



• Assessed feasibility 
• Created a team of improvement 
• Examined the current context

• Process mapping

• Collected baseline data: 
• Determined measures 
• Created a data collection sheet 
• Asked front desk staff to collect data

PDSA # 1 
(Mar – Dec, 2016)
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Post Hospital Discharge Follow up - Tracking Sheet - Mar-Nov 2016

PATIENT PHYSICIAN DISCHARGE DATE 
(dd/mm/yyyy)

DATE OF D/C 
RECEIVED IN 

PSS 
(dd/m/yyyy)

Delay in Discharge 
Summary Received

DATE OF MSG 
FROM DR. TO 

STAFF 
(dd/mm/yyyy)

Delay in Dr. MSG to 
Staff 

DATE PT. CALLED 
(dd/mm/yyyy)

Delay in Contating 
Patient

DATE BOOKED FOR F/U 
(dd/mm/yyyy) Delay in Patient Visit NOTES

Data Collection Sheet



• Initial audit (Internal):  
• 27 Discharge summaries received (Mar-Nov 2016) 
• 89% of hospital discharge summaries were received within 48 hours
• 58% of patients had a follow-up visit within 7 days of hospital discharge 

• Lessons learned:
• No existing processes to identify high risk patients discharged from hospital.
• No urgent action around discharge summaries for high risk patients. 
• No urgent communication with the front desk staff to contact patients. 
• No process for front desk staff  to identify urgent patients for phone follow 

ups  & no shows.  
• Hospitals delay in communicating discharge summaries.
• Need to identify  which hospitals FHT patients are admitted to and 

discharged from.  



• To improve the rate of 7-day post hospital follow-up visits for 
high risk FHT patients* from 58% to 90% by December 2017 .

* High risk patients : (Stroke (>= 45 years), COPD (>= 45 years) 
Pneumonia (all ages), Congestive Heart Failure (>= 45 years)
Diabetes, Cardiac (>= 40 years), GI problems, including (all ages)  



• Outcome measures: 
• % of high risk patients who had a follow-up visit within 7 days post 

hospital discharge 

• Process measures: 
• # of discharge summaries received in a given period
• % of discharge summaries received within 48 hours from discharge
• % of no shows 

• Balancing Measures: 
• Front desk staff experience  
• Provider experience 



• Provider Education
• Identify High risks
• EMR urgent messaging 

• Font desk staff training
• Colour coded EMR appointments
• Urgent patient contact 

• Structured EMR documentation 
• EMR Templates (Custom forms & Stamps)

• Designated visit: 
• Interdisciplinary team visit (Pharmacist, RN, NP, Physician) 
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• Work in progress: 
• Starting June 2017, implementing the new change ideas and collecting 

data for a period of 6 months. 
• Continued monitoring progress.
• Improve communication with the identified hospitals.
• Use a “quality board” to communicate progress with the team. 
• Use the collected data & lessons learned to address patients’ needs.
• Announce and celebrate successes. 
• Plan for the next PDSA.



• We wish to acknowledge the team members who helped us 
with this work:
• Physician Lead 
• Physician team
• Nurses
• Pharmacist 
• Front Desk Staff
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