
Hospital Work Flow 
Preventing Avoidable Hospital Readmissions
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Pt didn't 

follow plan 
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Pt couldn't 
follow plan 
for many 
reasons
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infomation 

re: pt

No 
advanced  
care plan

Inadequate 
support 
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time & 
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communication 
between care 

givers
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parties are 
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Pt doesn't 
understand 
med regime

Pt doesn't 
understand 
discharge 
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Lack of 
effective 
teaching

Palliative 
not 

considered

Pt doesn't have 
support system to 
get med, meals, 

transport, 
equipment

Pt doesn't 
know who to 
follow up with 

and when

PCP doesn't 
know pt is 
admitted

PCP doesn't 
know pt is 
discharged

PCP doesn't 
have 

information on 
hospitalization

Pt doesn't  
trust plan 
of care

Possible Interventions Palliative/
Hospice 

Care 
Consult

(Common 
wealth)

Honoring 
Choices

• Identify spec. pt 
readmission risks 
7P scale (Boost)

• Assmt includes 
discharge needs

• Compre-hensive 
discharge plan 
started

• PCP notified of 
admit

• Reconciled meds 
(Boost)

• Establish 
communication 
with PCP/Family 
(Boost)

▪Case 
manager / 
Discharge 
advocate /
care 
transitions 
coach 
assigned
▪ (Red, Care 

Transitions)

•Interdisci/
plinary Care 
conference 
with case 
manager

(Commonwealth)
•Case manager 
reviews 
discharge plan 
with team and 
pt. (Red, CTP) 

▪Meds 
reconciled with 
plan to obtain 
meds
▪(Common 
wealth)
▪Teach back 
method used for 
pt teaching 
(Red, Boost)
▪Written and 
visual discharge 
plan (RED)
▪DOD check list 
(Boost)

▪PCP notified of 
discharge and 
received disch 
summary < 3 
days
▪Scheduled 
appt with PCP
▪ (Boost, 
Commonwealth, 
Red)

▪ Case 
manager 
contact and 
follow -up 72 
hrs (Boost)
▪ Assures all 

needed 
supplies, med, 
etc are in 
place
▪ Home Visits
▪ PHR
▪ Telehealth
▪ Community 

Network 
▪ Common -

wealth)
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on 

immed. 
needs

Pt's mental 
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diminished

Care Team 
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resources to 
help pt post 
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questions

No follow-up 
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No handoff 
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Health 
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Language



PCP doesn't 
have 

information on 
hospitalization

▪ Case 
manager 
contact and 
follow -up 72 
hrs (Boost)
▪ Assures all 

needed 
supplies, med, 
etc are in 
place
▪ Home Visits
▪ PHR
▪ Telehealth
▪ Community 

Network 
▪ Common -

wealth)

No follow-up 
appt sched.

Outstanding 
labs



▪PCP notified of 
discharge and 
received disch 
summary < 3 
days
▪Scheduled 
appt with PCP
▪ (Boost, 
Commonwealth, 
Red)

▪ Case 
manager 
contact and 
follow -up 72 
hrs (Boost)
▪ Assures all 

needed 
supplies, med, 
etc are in 
place
▪ Home Visits
▪ PHR
▪ Telehealth
▪ Community 

Network 
▪ Common -

wealth)



▪ Case 
manager 
contact and 
follow -up 72 
hrs (Boost)
▪ Assures all 

needed 
supplies, med, 
etc are in 
place
▪ Home Visits
▪ PHR
▪ Telehealth
▪ Community 

Network 
▪ Common -

wealth)


