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It’'s So Hard to Say Good-bye with DCI (Discharge Instructions)

Lynette Dondero, BSN, RN, MSPH and Claranne Mathiesen, MSN, RN, CNRN
Lehigh Valley Health Network, Allentown, PA

Abstract & Introduction

~ Methods | Outcomes/Results & Implications

Discharge Phone Call Process Flow

Abstract The stroke center RN led a multidisciplinary team that - L . From Sept 2012 to Aug 2013, 413 eligible patients were
- | Stroke Center RN Identifies Eligible Stroke Patient Tt . v A
the entire care continuum. This starts in the Emergency to develop a standard survey to assess patient/caregiver /I of patients reported compliance with filling prescriptions
department and ends with return home. Recently, we have follow through on discharge instructions. A pilot of the Forward List to Call Center RN and making followup appointments. 11% of patients
implemented a followup phone call process. Our call center phone survey was revised to identify any stroke transition } screened positive on PHQ2 depression screen prompting
nurses survey patients within 7 days of discharge. Within _needs and include_d deprgssion screening using the PHQ2 | further assessment and referral for evaluation by provider.
the survey, they inquire about: provider’s appointments, instrument. Ongoing review of survey results ensured Call or Mail Survey to Patient Commonly noted by Call Center RN’s were questions related
prescription and therapy compliance, depression screening, capture used survey findings to improve patient post TR A e e 1Croke Center BN to discharge instructions, medication reconciliation and
and reinforcement of discharge instructions. Our review of discharge experience and reduce early readmission. | 7 timeliness of scheduling outpatient appointments. Use of
patient data has also lead to Stroke Center RN interventions — It no issues - Data Collected the Call Center RN provided immediate access to provider
lnC(ljdellfllgi medlcatl(_)ntC|arlIlCa;[t|Qn§[hdeprﬁstﬂ()n |dent|ff|cat|on scheduling and referral to health management resources.
patients that we create simpler, specific discharge instructions. Team Member Roles Implications for Practice
Our goal is to meet patient’s and caregiver needs for adequate ST sioencrotowes Oft - - -
ot A . en patients do not fully understanding Discharge
discharge. An implementation of follow up phone call process — Identify stroke patients — Call to patient/caregiver within = — . L . |
has potential to reduce readmissions, discover depression after elsieilisceb ety 7 days of discharge = — In the first week after a hospitalization, patients and
StrOke and enable a more COmprehenSIVe patlent experlence g | — Mall survey If unable to reach o o oYty oo ::h:::Hmmwummmmw CaregIVGFS are Oﬂ:en OVBFWhelmed and appreC|ate
_ - qﬁv'de ist to call center x 2 calls T e assistance in navigating outpatient care.
— AssiIsts with makin OSt problems sin your hosptaizaion? — ] i ] _ _ _
Introductlor.\ e . . — Triage call findings hOSLitalwéppoiﬂt%gﬂgs B Screening for depression can help identify patients at risk
In 2012, The Joint Commission added multiple standards in regarding d/c instructions, and referrals to community S — | e and expedite appropriate evaluation.
| . ifi ificati i medication issues, follow- resources - S o . -
the Disease-Specific Gertification requirements that address et ollow: Extending the role of the Stroke Center RN bridges the
the discharge process of stroke patients. In our journey for NS E Batreasion — Refers to Stroke Center RN T S —— = critical period before patients are seen by primary care
Comprehensive Stroke Center certification we needed to O gssﬁ{fjez D o H ovider
develop a process to monitor the percentage of stroke patients o mincaaenoanta | | iy o P -
. e, . | P — Reinforce stroke education — B p hi
who receive a follow-up phone call within 7 days of discharge. patient needs or issues to T o v e - artnership between the acute care team and the Call
22?;”??&% :rnd primary materials provided ' S a Center RN has developed stronger processes to support
o= — Recruit patient / caregiver for i transitions after hospitalization in patients discharged to
- - - — Analyze findings stroke support group - home.
Lea rnin g O bj eCtlveS e g |1 comatomn - :
o Future work is needed to correlate impact of phone followup
Investigate specific deficits in current discharge instruction — with readmission.
through a survey conducted within one week of discharge.
Promote standard follow up phone call for stroke patients B eferences: © 2014 Lehigh Valley Health Network
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Develop evaluatlon plan to Capture data frOm Survey results Teaching and Readiness for Hosptial Discharge. Geriatric Nursing. 34(3), 1/8-187
d . g : : : | f ' 2. Gilboy, N & Howard, P. (2009). Comprehension of Discharge Instruction. Advanced Emergency Nursing Journal. 30(1), 4-11. Lehlgh Va"e
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