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Abstract 

Background Reducing 30-day readmissions is a priority among hospitals nationwide as it is tied 
to reimbursement and used as a surrogate quality indicator. As an all-payor system, Maryland 
has the added challenge to reduce 30-day readmissions to below the national rate to be in 
compliance with its contract with the Centers for Medicare and Medicaid Services.  
 
Local Problem Readmission rates among trauma patients in a level-1 trauma center of a large, 
urban academic medical center in Baltimore, MD have been increasing over the first few months 
of 2018. The purpose of this quality improvement project was to implement and evaluate the 
effect an automated post-discharge phone call program had on 30-day readmissions and Hospital 
Consumer Assessment of Healthcare Providers and Systems scores on an acute care trauma unit. 
 
Interventions This project implementation took place over nine weeks. The first week was 
dedicated to staff education. Patients were given verbal as well as written materials regarding the 
phone call they were going to receive during their discharge education by the nurse. In weeks 2-
9, post-discharge phone calls went out to adult patients being discharged home within 24-72 
hours. Three attempts were made to contact the patient, after which a message was left for them 
to call back. Patients were asked questions about their current health status, follow-up care, 
medications, instructions, and satisfaction. If they answered negatively, the system would trigger 
an alert and a registered nurse would follow-up with them the same day. Demographic data 
including age, gender, primary diagnosis, and mechanism of injury was collected weekly along 
with survey completion rates, number and type of alerts generated. Hospital Consumer 
Assessment of Healthcare Providers and Systems (HCAHPS) scores and 30-day readmission 
rates were evaluated one month after the last phone call.   
 
Results 104 patients were called, 55.7% of patients completed the survey. 44.8% of those who 
completed triggered an alert. 29% of alerts were related to follow-up care, 23% related to 
instructions. Mean age was 6.6 years higher for patients who completed the survey compared to 
those that did not (40.9 vs 34.3). Readmissions decreased by 2.9%. There were no statistically 
significant associations between completing the survey and readmission rates (p=0.46). Hospital 
Consumer Assessment of Healthcare Providers and Systems scores increased in two categories: 
4.6% in Care Transitions and 9.6% in Good Understanding of Managing Health. There was not a 
large enough sample size to determine significance.  
 

Conclusions Automated post-discharge phone calls have the potential to reduce 30-day 
readmission and improve patient satisfaction scores. Further analysis of additional data should be 
completed at six months to test for a significant association between survey completion, 
readmission rates, and HCAHPS scores. The potential costs of savings of this project was 
estimated to be $181,500. Future similar quality improvement projects should be aimed at 
increasing the number of follow-up appointments and improve patient understanding of 
instructions before discharge home. 
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Impact of Automated Post-Discharge Phone Calls on 30-Day Hospital Readmission Rates 

Hospital costs associated with readmissions topped $41.3 billion dollars in 2011 (Hines, 

Barrett, Jiang, & Steiner, 2014). A majority (55.9%) of these readmissions were Medicare 

patients (Hines et al., 2014). In order to curtail costs and improve quality, the Hospital 

Readmission Reduction Program (HRRP) was established in the Affordable Care Act (Centers 

for Medicare & Medicaid Services, 2018)  Starting in 2012, the HRRP reduces reimbursement 

on hospitals with excessive 30- day readmissions (Centers for Medicare & Medicaid Services, 

2017).  

As part of its five-year contract with the Centers for Medicare and Medicaid, Maryland’s 

all-payer model must reach readmission rates equal to or below the national rates of Medicare 

unadjusted all-cause, all-site readmission rates by the end of 2018 (Health Services Cost Review 

Commission, 2016). To meet this requirement, the Health Services Cost Review Commission 

(HSCRC), the rate-setting authority in Maryland, created the Readmission Reduction Incentive 

Program (RRIP) (Health Services Cost Review Commission, 2016). The RRIP financially 

rewards hospitals with low readmission rates, and penalizes those that do not (Readmission 

Reduction Incentive Program, n.d.).  Historically, Maryland reported higher rates of 

readmissions when compared to national averages (Health Services Cost Review Commission, 

2016). In 2016, the state of Maryland had met its required rate reduction, though it was still 

higher than the national average (15.60% vs 15.31%, respectively) (Health Services Cost Review 

Commission, 2017). This creates urgency to lower readmission rates in Maryland. 

Acknowledging these regulations, decreasing hospital 30-day readmissions has been 

identified as a key initiative by senior leadership at large urban academic medical campus in 

Baltimore, Maryland.  As an added challenge to this situation, Baltimore City has a 21.8% 



POST-DISCHARGE PHONE CALLS 
 

4 

poverty rate, well above the national average of 12.7%, according to the 2016 census (Semega, 

Fontenot, & Kollar, 2017; United States Census Bureau, n.d.). This complicates readmissions, as 

a study from an urban teaching hospital concluded that patients living in neighborhoods with a 

high poverty rate, were 24% more likely to be readmitted (Hu, Gonsahn, & Nerenz, 2014). 

Trauma patients are a particularly vulnerable population for readmissions due to their complex 

care needs.  

Post-discharge phone calls is an intervention aimed at lowering readmission rates in 

trauma patients through added support in their transition home. In an attempt to keep patients 

from being readmitted, these phone calls allow for early interventions regarding problems that 

patients may face once discharged. For example, hospital staff can ensure outpatient follow-up 

care and confirm that necessary prescriptions have been filled. There have been statistically 

significant reductions in readmission rates by implmenting a post-discharge phone call problem, 

as reported by several studies (Bronstein, Gould, Berkowitz, James, & Marks, 2015; Inouye et 

al., 2015; Montero et al., 2016; Olsen, Courtemanche, & Hodach, 2016; Schuller, Kash, & 

Gamm, 2017). 

Purpose 

The purpose of this Doctor of Nursing Practice (DNP) project was to implement and 

evaluate an automated post-discharge phone call program on a trauma unit of a large urban 

academic medical center in Baltimore, Maryland. The short-term goals of this DNP project were 

to educate patients and staff about the project, contact 50% of discharged patients, reduce 30-day 

hospital readmissions by 1%, and improve patient satisfaction, through a 1% increase in Hospital 

Consumer Assessment of Healthcare Providers and Systems (HCAHPS) scores. The long-term 

goals are to have sustained reductions in 30-day hospital readmissions, with a 3% reduction at 
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one year, and improve patient satisfaction, through a 3% increase in HCAHPS scores.  

Additionally, cost savings will be calculated for the short and long-term time frames.  

Theoretical Framework 

 The Model for Improvement will be used as the framework for this DNP project. This 

model, developed by Associates in Process Improvement, combines three goal statements with 

the original Plan-Do-Study-Act (PDSA) process improvement cycle created by Dr. Deming  

(Institute for Healthcare Improvement, 2016; The W. Edwards Deming Institute, n.d.)  

 The first step in this model is to set a goal, establish a metric to use to measure progress 

towards the goal, and an innovation to be used to achieve it. Once these are selected, the 

innovation must be tested. This is accomplished using the PDSA cycle. The first step is to make 

a detailed plan that includes an objective and predictions about the innovation (Institute for 

Healthcare Improvement, 2016). The second step involves the testing and data collection of the 

innovation (Institute for Healthcare Improvement, 2016). Third is to study, or analyze the results 

and come to conclusions about the innovation (Institute for Healthcare Improvement, 2016). 

Lastly, is to act. Based on your results, the innovation can be disseminated to a larger scale, or 

the innovation needs to be refined (Institute for Healthcare Improvement, 2016). At this point it 

would go back to the plan step.  This cyclic model allows for continuous improvement. 

 For this DNP project, the goal is to reduce 30-day hospital readmissions by using the 

innovation of post-discharge phone calls. This will be measured by collecting and comparing 

readmission data. The plan phase will involve achieving buy-in from key stakeholders, ensuring 

patient and staff education of the new system, and changes in information technology to allow 

phone numbers to be changed easily in the electronic health record. Doing will involve the 

implementation of the post-discharge project and collecting the readmission data during the 
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process. The study phase will allow time to analyze the results in order to determine if the post-

discharge phone calls were effective. The act phase will allow refinement and changes to be 

made to further improve the project based on the results collected. Using this framework will 

allow for quick improvements in the implementation of automated post-discharge phone calls.  

Literature Review 

 This literature review will focus on the use of post-discharge phone calls as an 

intervention to reduce 30-day hospital readmissions on a trauma unit (Appendix A). The review 

will begin by exploring the studies that focus on the use of a live person post-discharge phone 

call program. It will then concentrate on studies that used an automated system. It will conclude 

with current evidence regarding the benefits of post-discharge phone calls.    

Analysis 

Bronstein et al. (2015) conducted a two-year randomized control trial studying the impact 

of social work-led care coordination to reduce 30-day hospital readmissions. Set in a regional 

hospital (n= 89) the 45 in the intervention group received two post-discharge phone calls and a 

home visit from a social worker, while the 44 in the control group received usual care.  The 

researchers reported a significant decrease in readmissions with a 22% likelihood of not be 

readmitted in the intervention group (relative risk = 1.222; 95% confidence interval= 1.063-

1.405) and risk improvement with intervention (c2 = 8.99, p = .003).  Limitations of this study 

included using a small convenience sample; a threat to external and internal (selection) validity. 

Strengths of the study included a homogeneous sample and a well described study protocol.  

Montero et al. (2016) conducted a three-year retrospective study aimed at lowering 

readmissions through provider education, post-discharge phone calls within 48 hours, and a 

provider follow up within five days of discharge. A total of 4,551 patients from a large medical 
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center were analyzed during the study period. Thirty-day readmissions fell from 27.4% to 22.9% 

(p < .01, relative risk reduction: 18%), while also saving the hospital $1.04 million. Limitations 

included absence of randomization (threat to external validity), and risk of confounding factors 

due to other hospital initiatives. Having a large sample size along with robust methodology 

strengthened this study.  

 Schuller et al. (2017) conducted a four-year retrospective study exploring the effect of 

centralized nurse-driven post-discharge phone calls within 96 hours on 30-day readmission rates. 

A total of 75,754 admissions from an academic medical center was analyzed.  Researchers 

reported a significant reduction in hospital readmissions with those reached by a decentralized 

phone call, then those that were not; 15.44% vs 13.23%, p < .0001.  They also reported a 

significant increase in the number of patients being reached using a centralized call-center, 

(72.66% decentralized vs 41.44% centralized, p < .0001). Weaknesses included the retrospective 

design (threat to internal validity) and the potential confounding factors such as access to care, 

family support, and disease severity.  

 Inouye et al. (2015) conducted a two-year retrospective study that assessed the effect of 

automated phone calls in high risk heart failure patients had on 30-day readmission rates in a 

large teaching hospital. A total of 1,095 patients participated, each receiving two phone calls at 

48 hours and nine days post-discharge. The 515 patients who completed the phone calls with a 

positive or neutral trend in answers had a significantly lower readmission rate than those who 

answered negatively (16% vs 37%, p < .0001). Not making calls on weekends and having a large 

percentage of patients not answering the phone calls posed an internal validity threat to this 

study.  Strengths included a large sample and strong methodology.  
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 Olsen, et al. (2016) conducted a one-year retrospective study at a large health system to 

analyze the effect an automated post-discharge phone call between 48 and 72 hours had on 30-

day readmission rates.  Of the 6,867 patients called, 3,035 patients answered; 5% of the 

answered calls had readmissions, compared to 8.4% of the unanswered phone call group. A 

weakness of this study was the lack of reporting probability values (threat to internal validity). 

Strengths included a large sample size and strong methodology.  

Synthesis 

The researchers in all of the studies reviewed reported a significant reduction in 30-day 

hospital readmissions with the use of post-discharge phone calls (Bronstein et al., 2015; Inouye 

et al., 2015; Montero et al., 2016; Olsen et al., 2016; Schuller et al., 2017). While Olsen et al., 

(2016) failed to report probability statistics, the 3.4% difference in readmission rates between 

groups indicates that researchers were successful in reducing 30-day readmissions by utilizing 

post-discharge phone calls.   

Although there were varying processes, patient populations, and settings used in each of 

studies, they all had a strong methodology, and explicitly explained how and when patients were 

contacted after discharge (Bronstein et al., 2015; Inouye et al., 2015; Montero et al., 2016; Olsen 

et al., 2016; Schuller et al., 2017). This is useful in choosing optimum times and frequency in 

which to call patients for the best results. For example, both of the automated studies as well as 

Schuller et al., (2017) were able to contact larger amounts of patients using a decentralized 

system (Inouye et al., 2015; Olsen et al., 2016). In addition to contacting more patients, utilizing 

an outside source to make the phone calls didn’t disrupt workflows of current hospital 

employees. As these studies were successful across different patient populations, it is reasonable 

to translate the same approach and method to the trauma patient population. In conclusion, 
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automated post-discharge phone calls, when implemented thoughtfully, have the ability to reduce 

30-day hospital readmissions.  

Methods 

 Design, Setting, and Sample 

 A quality improvement (QI) project was implemented in a 12-bed adult trauma unit of a 

Level 1 Trauma Center in a large, urban, academic medical center in the mid-Atlantic. Inclusion 

criteria consists of all patients 18 years of age or older being discharged home. Exclusion criteria 

include patients being discharge to an acute or long-term care facility, or any patient who 

chooses to opt-out, or patients who do not have a telephone number listed in the computer 

electronic health record.  

Protection of Human Rights 

 The project received Non-Human Subjects Research by the University of Maryland, 

Baltimore Institutional Review Board. Further, hospital administrations gave permission for this 

project. All data collected was removed of protected health materials and stored on a password 

protected computer. Patients were educated about the project and given the option to opt of 

receiving the phone call. At any time during the phone-call, the patient had to right to hang up 

and not complete the survey.  

Procedures  

 This project was implemented over a 9-week period. The first week was dedicated to 

staff education regarding the project, and how to properly educate patients about it. An 

educational packet about the project was distributed to staff and posted on the staff bulletin board 

for quick reference (Appendix B). Educational materials were also posted in every patient room 

as well as in their discharge binders.  Registered nurses in the Trauma Outpatient Pavilion, who 
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are experienced in following up with patients once they are discharged, were tasked with 

following up on patient alerts daily. These nurses had a one-hour online project training of the 

program software during the pilot test on a separate unit, so no additional training was needed. 

 Phone-calls went out to patients being discharged home in weeks two through nine. 

Patients were given information about the project both verbally and written in their discharge 

instructions. Included in this was the exact phone number that would be calling. Calls occurred 

24-72 hours after discharge at eleven o’clock in the morning, calls were not made on weekends.  

The patients were prompted to answer five to seven questions about their transition home 

(Appendix C). If any patient responded negatively to the questions, it triggered an alert, 

prompting a registered nurse in the outpatient pavilion to follow-up with that patient the same 

day to resolve the issue. Three attempts were made to contact patients, after which a message 

was left on their voicemail with a call back number.  

The project leader updated weekly status reports on participation. These were made 

available for staff to see to encourage engagement in the project. Additionally, the project leader, 

unit champion, and unit manager ensured there was enough educational material readily 

available in a central location on the unit. Weekly rounds were all made with staff to assess for 

any barriers they might have encountered during the implementation of the project.  

Data Collection 

 Demographic data including age, gender, admitting diagnosis, and mechanism of injury 

was collected weekly through chart review. Data generated by the post-discharge phone call 

software, including the number of responses, alerts, and details of alerts was collected weekly. 

Readmission data was tracked through 30 days post the last phone call. Pre-implementation 

readmission data was collected via HSCRC reports for an eight-week span from January-
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February 2018. Hospital HCAHPS scores were collected from Centers for Medicare & Medicaid 

Services reports three months pre-implementation and through January 2019. All data was 

tracked on Microsoft Excel (Appendix D).  

Data Analysis 

 Data was analyzed using Microsoft Excel software. Descriptive statistics were calculated 

to determine population characteristics. Readmission rates were calculated for the pre and post 

implementation data. Chi-square testing was done to determine an association between 

completing the survey and readmission rates. Percentage changes of HCAHPS scores were also 

calculated.  

Results  

One-hundred and four (n=104) patients were discharged home during the eight-week 

period. Mean age was 38.02 (SD 15.17). 65.4% were male (n=78), 34.6% (n=36), were female. 

Mean age was 38.1. (refer to Table 1). 43% of patients had a primary diagnosis related to 

orthopedic injury, followed by abdominal injury (Refer to Figure 1). Motor vehicle collisions 

(22%) was the top mechanism of injury, followed by falls (18%), and gun-shot wounds (16%) 

(refer to Figure 2).  

Of the entire sample, 55.7% of patients completed the survey (refer to Figure 3). Of those 

that completed the survey, 44.8% trigged an alert. Of that, 29% of alerts were related to follow-

up care, 23% related to instructions, and 14% for both medication questions, and service issues. 

Mean age was higher for patients who completed the survey (40.9) compared to those that did 

not those that did not (34.3) (refer to Table 2 and Figure 4). 

The HSCRC reported readmission rate pre-implementation was 9.8% (n=163, 16 

readmissions). In patients being discharged home, the 30-day readmission rate was 4.8% (n=104, 
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5 readmissions). Of the five readmissions, three did not complete the survey, two did. The 

association between answering the survey and 30-day readmissions was not significant (p=0.46). 

While not the focus of this project, there were 26 additional patients discharged to either a 

rehabilitation, long-term care, or skilled-nursing facility leading to four additional 30-day 

readmissions, making the HSCRC readmission rate 6.9% during this time. The final readmission 

percent change was 2.9% from the pre-implementation sample (refer to Figure 5).  

  Hospital Consumer Assessment of Healthcare Providers and Systems scores increased 

in two areas post implementation; Care Transitions (4.6%) and Good Understanding of 

Managing Health (9.6%). They remained unchanged for Hospital Staff Taking Preferences into 

Account, Discharge Information, Information About Symptoms/ Problems to Look For, and Staff 

Talked About Help When You Left. There was a decrease in Understanding Purpose of Taking 

Medications (refer to Figure 6).   

Changes in Practices  

This project required minor modifications in current process for the staff on this unit. 

This included staff education about the project, patient education, adding discharge materials on 

the project to patient instructions, and use of software to respond to patient alerts. Staff 

engagement in this project was sustained through weekly status updates and conversations. 

Observed Associations 

Through informal conversations with staff, registered nurses found it easy to explain the 

new project to their patients being discharged home and include a printed reminder of this in 

patients discharge binders. Clerical staff also found it easy to ensure the electronic health record 

had the best number to reach patients when they go home.  Additionally, staff who were 
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previously unaware of the consequences to the hospital when patients are readmitted within 30-

days, became involved in discussions in other ways the unit can improve readmission rates. 

Unintended Consequences 

An unexpected benefit of this project was getting real time qualitative and quantitative 

feedback on patients’ needs and perceptions when transitioning home. Additionally, staff 

enjoyed the qualitative feedback as a direct result of the care they provided. One encountered 

barrier to this project was the need to change the unit of implementation. The original unit would 

not have been able to generate the data needed for this project. As this was caught early in the 

process, it still allowed for ample time for education and data collection on the new unit.  

Discussion 

As a result of automated post-discharge phone calls, readmissions to this trauma unit were 

reduced by 2.9%. Furthermore, HCAHPS scores improved in two categories, and over 55% of 

patients contacted completed the survey.  Additionally, this project provided insight on what 

patients struggle with when they return home, a source of information usually not obtained until 

follow-up or an emergency department visit.  As a result, this project has the potential to reduce 

readmissions through direct, problem-solving communication with patients about alerts 

generated by the survey. In this project, patients had several questions regarding their discharge 

instructions and the need of follow-up care when they return home could not be overstated. This 

information can be useful when designing future quality improvement projects on readmission 

reduction.  

Historically, hospitals were responsible for treating patients once and they entered the 

hospital. However, with reimbursement now affected by quality of patient care and value 

indicators such as 30-day readmissions, they are now required to reach out into the community 
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and evaluate patients progress at home. This project is an easy intervention that allows for this to 

occur with minimal processes changes.  

While not the focus of this project, it is important to discuss the financial implications 

hospitals face for 30-day hospital readmissions. On average, $16,500 is spent per readmission for 

patients who experienced injuries, poisoning, and other external causes (Bailey, Weiss, Barrett, 

& Jiang, 2019). The cost of this project was built into the hospitals existing budget. The 

difference in readmissions from pre to post implementation was 11 patients, making the potential 

costs of savings of this project to be $181,500.  

Comparison to Literature 

This project reported readmission a reduction of 2.9% within the implementation period 

while previous studies reported readmission reduction between 4-7% (Inouye et al., 2015; 

Montero et al., 2016; Schuller et al., 2017). A reason for this could be the length of 

implementation and data collection. This project had only eight weeks of data versus the two to 

four years of data collection in other studies. However, the 2.9% reduction in readmissions 

within the eight-week implementation period appears promising.  Reasons for this could be from 

unit and hospital leadership support to ensure the success of this project, a straightforward and 

uncomplicated implementation plan, and a dedicated, motivated staff.  

Strengths 

Strengths of this project include buy-in from senior hospital leadership and a dedicated staff 

on the unit. Additionally, a streamlined implementation process, which was unburdening to staff, 

allowed for a potentially spread to patients being discharge home. Together, this project this led 

to a 2.9% reduction in readmissions, and improvements in HCHAPS scores. 

Limitations 
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This project has several limitations. First, there is the potential that the patient population 

changed in acuity or socioeconomic status during the implementation period that influenced the 

lower readmission rates. Researchers have reported that those living in high-poverty areas are 

24% more likely to be readmitted (Hu et al., 2014).  Not making phone-calls over the weekend 

could have negatively impacted readmission rates. However, the readmissions that occurred in 

this project were discharged on a business day. Further data collection and analysis of dates of 

discharges to readmissions is warranted to assess for this limitation. Lastly, gathering patient 

characteristics of severity of illness, payer-status, and health care utilization may be beneficial to 

minimize confounding bias.    

Conclusion 

The project was useful in reducing 30-day readmission rates and improving HCAHPS 

scores. Additional data will need to be collected after six months to test for significance of the 

impact of post-discharge phone calls to reducing readmissions and HCAHPS scores. 

Furthermore, this project was useful in gathering information of patient concerns when they were 

discharged home.  

Sustainability 

This project has been approved to continue for one year. During this time, monthly 

meetings will be held to update staff of current status, progress to long-term goals, and help 

sustain staff engagement in this project. The increase in data points should allow for more robust 

statistics to evaluate if there is a significant relationship between post-discharge phone calls and 

readmission and satisfaction scores.  

Potential for Spread to Other Contexts 
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This project has the potential to be utilized among other trauma units in the hospital as 

patient populations, resources, and leadership are similar. Additionally, this project could be used 

on non-trauma units with high readmission rates. Implementation processes may need to be 

adjusted for unit context, but the technology and execution would be the same. This would allow 

other units to reduce readmissions and provide insight into what that patient population struggles 

with while transitioning home.  

Implications for Practice, Future QI Projects, and Education 

 This project has several implications for practice. First, as it is an automated program, it 

decentralizes and improves efficiency of contacting large numbers of patients as individually 

calling patients can be an extremely time-consuming strategy for staff. Additionally, this project 

provides insight into concerns patients face when transitioning home, which can be used to help 

tailor individualized patient care.  

As the majority of alerts triggered by patients were questions on follow-up appointments 

and discharge instructions, future quality improvement projects should be initiated to help 

alleviate these concerns before discharge.  Additionally, as the demographic data highlighted, 

those who did not respond to the survey were, on average, 6.6 years younger than those who did 

complete the survey. Further research should be focused on strategies to target this specific 

population. For example, sending text messages instead of calls to complete the survey. 

Lastly, this project has implications for education. This includes harnessing technological 

innovations to help improve quality of care being delivered to patients and ensuring nursing staff 

are aware of federal quality measures that are tied to reimbursement.  

Suggested Next Steps  
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Prompts to initiate telephone calls to discharged patients should be integrated into the 

electronic health record, to further streamline the discharge process and minimize potential for 

staff to forget to include it. Lastly, a robust cost-effectiveness analysis should be completed to 

evaluate the financial impact this project had on hospital expenditures.  Automated post-

discharge phone calls are an innovative approach to help reduce 30-day hospital readmissions.  
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Table 1 

Age and Gender Demographics  

 N(%) Mean (SD) 

All Participants 104 38.1 (15.2) 

Sex   

Male 68 (65.4)  

Female 36 (34.6)  

Age Groups   

18-27 34 (32.7) 22.5 (3.3) 

28-37 26 (25.0) 32.3 (2.9) 

38-47 15 (14.4) 42.9 (3.0) 

48-57 14 (13.5) 53.9 (2.7) 

58-67 13 (12.5) 62.1 (2.8) 

68-77 2 (1.9) 72.5 (2.1) 
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Table 2 

Patient Characteristics of Survey Results  

 N (%) Mean (SD) 
All Participants 104  

Not Completed Surveys 48 (46.2)  
Age  34.3(14.2) 

Male 31(67.4)  
Female 15 (32.6)  
30-Day Readmissions 3 (6.2)+  

Completed Surveys 58 (55.8)  
Age  40.9(15.4) 

Male 37 (63.8)  
Female 21 (36.2)  

      30-Day Readmissions 2 (3.4)+  
Patients with Alerts 26 (44.8*)  

Age  38.3 (14.4) 
Male 16 (61.5)  
Female 10 (38.5)  

Number of Alerts 44  
Instructions 10 (22.7)  
Follow Up 13 (29.5)  
Contact 3 (6.8)  
Meds 6 (13.6)  
Service 6 (13.6)  
Prescriptions 1 (2.2)  
Health Status 5 (11.4)  

*Percent of those who completed the survey 
+Percent of group total  
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      Figure 1.  Major Diagnostic Categories of Patients Discharged Home (n=104).  
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Figure 2. Top Mechanisms of Injury of Patients Discharged Home (n=104). *GSW= gunshot wound; MVC= motor                                                                                                                         
vehicle collision; Ped Struck = pedestrian struck by car; No MOI= no mechanism of injury (n=104).  
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Figure 3. Phone call completion (n=104).  
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         Figure 4. Phone-Call Alerts by Type and Frequency (n=36) 
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Figure 5.  Comparison of Readmission Rates from Pre to Post Implementation of Project
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Care Transitions Preferences
Managing

Health
Purpose of

Meds
Discharge

Information
Symptoms to

Look for
Help After
Discharge

Pre-Implementation 62.1 66.7 57.1 71.4 100 100 100

Post-Implemention 66.7 66.7 66.7 66.7 100 100 100
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Figure 6. Comparison of Hospital Consumer Assessment of Healthcare Providers and Systems Scores 
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Appendix A 

Evidence Table 
 
Post- Discharge Phone Class as an Intervention to Decrease Hospital Readmissions 

Authors/ Year Study objective Design Sample (N) Interventions Outcomes 
Studied 

Results Strength 
& 

Quality 

Bronstein et 
al., (2015) 

Social work-led 
care coordination 
to reduce 30-day 
hospital 
readmissions. 

-Randomized 
Control Trial  

-N = 89; 
intervention 
(home visit 
and phone 
call), n= 45, 
control (usual 
care), n=44 
- Patients had 
to be at high 
risk of 
readmission 
determined by  
LACE* tool. 
-Mean age 71. 

-Two phone calls and 
home visit from social 
work intern. 
 
-Interns assessed, 
identified and help 
alleviate barriers to 
patients remaining at 
home. 
 
-Phone call within 3- 5 
days, home visits between 
7-14 days.  

-30- day 
readmission 
rates between 
groups  

-All readmissions 
came from the 
control group 
 
-Satisfaction also 
improved  
 
-Likelihood of not 
being readmitted 
decreased by 22% 
(RR = 1.222; 95% 
CI= 1.063-1.405) 
 
-Risk improvement 
with intervention: 
c2 = 8.99, p = .003 

II, B 

Inouye et al., 
(2015) 

Method for risk 
assessment of heart 
failure patients 
following 
discharge from 
hospital using 
automated follow-
up calls. 

Retrospective 
analysis.  

-N = 1095 
heart failure 
patients.  

-Patients grouped by 
trends to responses to 
automated survey and 
compared.  
 
-Call made 48 hours post 
discharge, second call 
made at seven days. 
 
-Trend analysis grouped 
patients into “positive,” 
“negative,” or “neutral” 

-30-day 
readmission 
rates.  

-37% of patients 
with negative 
responses to survey 
were readmitted. 
 
-97 had a positive 
trend with 16% 
readmission. 
 
-329 had a neutral 
trend with 14% 
readmission rates. 
 

III, B 
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groups based on general 
status question.    

-These differences 
were statistically 
significant (P < 
0.0001) using 
Person’s chi-square. 
 
-Of all of these 
patients 22% 
readmitted within 
30 days.  

Montero et 
al., (2016) 

QI to improve 
outpatient care 
transitions and 
reduce unplanned 
oncology hospital 
readmissions. 

Retrospective  
 

N = 4,551  - 48-hour nurse callbacks 
(symptom management, 
education, medication 
review and compliance) & 
five day follow up 
appointments. 
 
-Provider education. 

-Readmission 
rates pre and 
post study. 

- Pre-study 30-day 
readmission rates 
were 27.4%. 
 
-Post-study with a 
mean monthly 
compliance of 72-
78% readmission 
declined by 4.5% (P 
< 0.01, relative risk 
reduction: 18%).  

III, B 

Olsen et al., 
(2016) 

Automated post-
discharge phone 
assessment at 
Level I trauma 
hospital  

Retrospective  N = 6867 
discharges 
included; 68% 
of calls 
answered; 31% 
declined to 
answer; 3035 
(65%) 
answered all 
five questions. 

Phone call assessment 
sent 48-72 hours of 
discharge. 
 
-Asked questions about 
perceived well-being, 
understanding of 
instructions, 
understanding of 
medications, satisfaction, 
status of follow-up. 

30-day 
readmission 
rates 

-Patients who 
answered the 
questions had lower 
readmission rates 
(5.8% compared 
with 7.0% 
(answering 
machine) & 8.4% 
(unsuccessful)) 
 
-No results of pre- 
phone call data.. 
 
-Phone calls may 
help lower 
readmission rates. 

III, C 
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Schuller et al., 
(2017) 

Impact of 
discharge phone 
calls on 30-day 
readmission rates. 

Retrospective  N = 74,754 -Discharge phone call 
program was 
implemented and asked 5 
questions: are you feeling 
better, any questions 
about discharge, did you 
fill your prescriptions, did 
staff review follow up 
appointments or tell you 
how to make them, and 
any other questions. 
 
-Phone calls made at a 
centralized center by 
trained nurses. 
 
-Calls within 96 hours, 
most between 48 & 72. 
 

-Phone calls 
reaching 
discharged 
patients. 
 
-30-day 
readmission 
rates. 

-Centralizing phone 
calls to a call-center 
helps to reach more 
patients and reduces 
readmission when 
compared to non-
centralized phone 
call programs.  
 
-14.06% 
readmissions total  
 
-15% of 
readmission not 
reached by phone 
call; 13% with 
phone call (p < 
0.0001) 
 
-72% of patients 
called with 
centralized center 

III, B 
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Appendix B 

Staff Educational Material  
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Background 
 

 
 In order to comply with Maryland state law, hospitals are required to 
reduce preventable 30-day readmissions at or below national averages; 
otherwise they will face financial penalties.  Post-discharge phone calls will 
be implemented as a strategy to set our patients up for success once they 
are home. This will allow us to facilitate adequate follow-up care, check 
general health status, and clarify medication usage.  
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Post- Discharge Phone Calls 
 

What: 
 

• As an effort to reduce preventable readmissions, the Trauma 
Resuscitation Unit at University of Maryland will be providing post-
discharge phone calls to all patients being discharged home.  

• Phone calls will be automated, however should patients answers 
trigger a concern, a nurse or provider will call them back that day. 

 
When: 

 
• Starting October 7, all patients discharged from the TRU will receive 

phone calls 24-72 hours after discharge. 
• Calls will take place Monday-Friday at 11am 
• Three attempts will be made to patients. After that a message will 

be left on their answering machine.  
 
Questions asked: 
 

• Compared to yesterday, would you say that your health is better, 
worse or about the same? 

• Do you have any questions about your medications? 
• Do you have all the information you need to schedule and attend a 

follow-up visit with your doctor? 
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Sample Script: 
 
“Many patients and family members have questions once they 
get home. To help make your transition home easier, tomorrow 
(or Monday, if a weekend discharge) you will get a phone call 
from us at 11am. It takes only two minutes to complete this 
phone call, and if you run into any issues about you care, a 
provider will call you back that day to help you fix it. The number 
you will see is 410-328-0460 “ 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 

HAVE YOU: 
-Confirmed the correct 

phone number 
-Informed patient & family 

about post-discharge 
phone call 

-Have patient verbalize 
understanding 

 

TIPS: 
 
-Reinforce that the phone 
call is about their continued 
recovery, not about 
payment or bills. 
 
-Highlight phone number 
patients will see on caller ID. 
 
-Provide patients with 
handout at discharge. 
 
-Don’t refer to survey as a 
“robot” call; our aim is to 
make this be apart of every 
patients follow up.  
 
 

*** **** 
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                 Patient Resource: 
 

*** *** 
**** 
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Appendix C 

Post-discharge Phone Call Questions Asked to Patients 

1. “Since you left the facility, would you say your health is better, worse or about the 

same?” 

2. “Do you have any questions about your follow up processor care instructions that were 

provide”” 

3.  “When you were discharged, were you prescribed any new medications?” 

      -If yes- “Were you able to get your prescriptions filled?” 

      -If no- “Is there any reason you might not be able to fill your new prescriptions?” 

4. “Do you have any questions about any of your medications?” 

5. “Do you have any questions about any of your follow up appointments?” 

6. “Are you satisfied with the quality of care you received at the facility?” 

7. “At this time, do you need a nurse to contact you regarding any other concerns?” 

8. “Are there any employees or doctors you’d like to recognize?” 
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Appendix D 

Tracking Tool 

 

 

 

 

 

Week Age Gender 

Completed Survey 

(Y/N) 

Alert 

Triggered Alert Type* Diagnosis 

Mechanism of 

Injury Readmission 

2 
       

  

3 
       

  

4 
       

  

5 
       

  

6 
       

  

*Type include: health status inquiry, medication question, prescription issue, discharge instruction question, contact request, 

and follow-up concern. 


