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11.  Follow-up Appointment - Primary Care Visit 

Patient Follow-Up Appointment

Reinforce/ Revise 
Plan of Care

Medication 
Reconciliation

 End of Life 
Planning

Patient Coaching
Social/Resources 

Barrier Assessment
 

 

The post-hospital follow-up visit addresses clinical condition(s) that resulted in hospitalization to support 

and coach the patient and their caregiver regarding the condition. The PCP will perform medication 

reconciliation, discuss warning signs, when to call, diet, daily activities, and a list of things to follow and 

things to avoid. It is also an opportunity to discuss end of life planning, assess social barriers, reinforce 

and adjust the plan of care as necessary and also to perform medication reconciliation and medication 

management. 

 

Process  

 Allow sufficient appointment time for a thorough examination and to address post-discharge 

follow-up items.  

 Utilize Teach Back and health literacy concepts; engage patients in goal setting and shared 

decision making. 

 Provide opportunities for the patient/caregiver to ask questions. Use open-ended questions to 

create interactive discussions.  

 Set up the appointments in a structured format so that the visit will cover all the important 

discussions.  

 Utilize a checklist to ensure that all needed follow-up conversations and services occur (Tool 11). 
 

In Practice 
 

A hospital in our region includes “Issues to be discussed at the follow-up appointment” in their standard 

discharge summary. This usually includes repeat examinations or investigations, test results to follow up 

and medication adjustments. Outpatient providers find this particularly helpful as they can plan ahead 

prior to patient’s follow-up appointment. 
 

12.  Feedback to Hospital for Improvement  

Feedback to Hospital/ED
for Quality Improvement

 
In the interest of continuous learning and improvement, PCPs and other pre- and post-acute care 

providers are encouraged to provide feedback to the hospitals regarding issues with the transition. This 

feedback will improve the process for future patients and could be discussed in the community forum 
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(see Section 13 Community Forum).  A sample feedback form is also included in the Tools section (Tool 

12). 
 

Process  

 Pre- and post-acute care providers, patients and their families should provide feedback to the 

hospitals using a form such as the sample (Tool 12), at a community forum, using patient and family 

resource phone number or provider feedback phone number.  

 The community comprised of leadership from the hospitals, pre- and post-acute care providers, 

patients and their families should review the feedback together in their forum and establish process 

to improve transitions. 

 
 

In Practice 
 

A clinic in our region tracks and follows up with high and moderate readmission risk patients who did not 

come for their follow-up appointment. The information gathered from the patient is provided to the 

hospital staff so the hospital staff is able to identify missed opportunities and improve the process as 

needed. 
 

13.  Community Forum 

Community Forum
 

As hospitals work to standardize their internal processes for improving care transition-related work, they 

also begin to focus on improving cross-continuum care transition practices. A community forum is a 

meeting of stakeholders in the continuum of care to focus on ways to enhance care transitions in that 

community. These may be led by hospitals but are often more effective if the leadership is across the 

continuum and facilitated by neutral parties. The community forum should include patients, physicians, 

hospital staff, clinical and operational staff from skilled nursing facilities, home health, mental health, 

palliative care/hospice programs, home care providers, acute and sub-acute care providers, 

representatives from community agencies, patient and family representatives and payors. The 

community forum should meet at least quarterly to identify gaps and propose potential solutions with a 

goal of improving care transitions. Using the discussions to uncover and understand the challenges and 

barriers each area is experiencing will create opportunities to review and negotiate how the community 

as a whole can implement reliable and sustainable system change processes and practices that work for 

all patients for better population health. 
 

Process  

 Review data on the population health status in the community, readmission rates, services provided 

by the hospitals and clinics in the area and relationships between care settings to analyze gaps.  

 Align and collaborate with existing community groups and initiatives to avoid duplication of efforts.  

 Identify the key players including engaged and committed leaders who are able to get buy-in from 

the community. 
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 Identify the motivating issues and make the urgency clear, concise and visible.  

 Develop charters, memorandums of agreement and understanding. Set clear goals and create 

common value. 

 Start with small and specific focused processes. Be mindful of distractions and shifting priorities.  

 Monitor the improvement with data and adjust the process improvement implementation as needed. 

Share learnings through the Washington State Hospital Association Safe Tables.  
 

Colorado Foundation for Medical Care (CFMC)’s Community Care Transitions Toolkit provides additional 

information, resources and tools needed to start your own community care transitions initiative.  

  

http://www.cfmc.org/integratingcare/toolkit_PDF.htm


31 | P a g e  Washington State Hospital Association - Partnership for Patients, 3/7/2017  

Tools 

 

Risk High Moderate Low 

Categories  Admitted 2 or more times in 

the past year 

 Unable to Teach Back 

 Low likelihood to follow 

treatment plan 

 High likelihood patient 

readmitted within 30 days 

 Admitted once in the past year 

 Moderate likelihood to follow 

treatment plan 

 Moderate likelihood patient 

readmitted within 30 days 

 No other admission in 

the past year 

 Able to Teach Back 

 Low likelihood patient 

readmitted within 30 

days 

Appointment 

Needed w/in 

48 hours 5 – 7 days As Needed 

Handoff Doctor to Doctor Hospital to PCP team Hospital to PCP team 

DC Summary  Phone AND Fax EHR or Fax EHR or Fax 

Interventions 

Prior to discharge 

 Schedule a face-to-face follow-

up visit within 48 hours of 

discharge. Care teams should 

assess whether an office visit 

or Home Health care is the 

best option for the patient. 

 If a Home Health care visit is 

scheduled in the first 48 hours, 

an office visit might be slightly 

later but must also be 

scheduled within 5 days. 

 Initiate supportive  care 

management programs as 

indicated (if not provided in 

primary care or in outpatient 

specialty clinics (e.g. heart 

failure, stroke  clinics) 

 Provide 24/7 phone number 

for advice about questions and 

concerns. 

 Initiate a referral to social 

services and community 

resources as needed. 

 Schedule a follow-up phone 

call within 48 hours of 

discharge and schedule a 

physician office visit within 

5-7 days.  

 Initiate in-home services 

(home health, palliative/ 

hospice care or home care) or 

transitional care services as 

needed.  

 Provide 24/7 phone number 

for advice about questions and 

concerns. 

 Initiate a referral to social 

services and community 

resources as needed. 

 Schedule a follow-up 

phone call within 48 

hours of discharge and 

schedule a physician 

office visit. 

 Provide 24/7 phone 

number for advice about 

questions and concerns. 

 Initiate a referral to 

social services and 

community resources as 

needed. 

 

This Triage Grid above was adapted by local physicians and hospitals with evidence from the Institute for 
Healthcare Improvement (IHI) toolkit. Adapted from: Rutherford, P. et al.  How-to Guide: Improving 
Transitions from the Hospital to Community Settings to Reduce Avoidable Rehospitalizations. Cambridge, 
MA: Institute for Healthcare Improvement; June 2012. www.IHI.org. 

 

Tool 1.1: Triage Grid: Follow-up and Interventions Based on Patients' Readmission Risk 
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Tool 1.2: The 8Ps: Assessing Your Patients Risk for Adverse Events after Discharge 
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Tool 1.3.a: LACE Readmission Risk Assessment Tool 
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Tool 1.3.b: LACE Readmission Risk Assessment Tool (cont.) 
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Tool 1.4.a: MultiCare Health System Readmission Risk Assessment & Strategies 
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Tool 1.4.b: MultiCare Health System Readmission Risk Assessment & Strategies (cont.) 
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Tool 1.5.a: Rockwood Health System Care Coordination Risk Assessment 
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Tool 1.5.b: Rockwood Health System Care Coordination Risk Assessment (cont.) 
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Tool 2: Primary Care Provider Notification  

 

Patient Information 

Patient Name: _________________  Date of Birth: ___/___/___ Gender:  Male/Female  
 

Admission Information 

Visit/Admission Date: ___/___/___ 

Admit reason/Anticipated diagnosis/Admit diagnosis: __________________ 

Attending Name and Number: __________________________ Location: ______________________ 

Additional Contact Name and Number: ___________________________  
 

“If you are not this patient's Primary Care Provider or you believe you have received this notice in 

error, please call/fax to (xxx) xxx-xxxx.” 
 

Tool 3: Plan of Care  

 

Name: ___________________________________________________________________________  

Date of Birth: _____________________________________________________________________ 

Address: _________________________________________________________________________ 

Code Status: _______________________________________________________________________ 

Language: _________________________________________________________________________ 

Interpreter required: Yes/No  

 

Primary Care Provider: _______________________________________________________________ 

Other Providers Involved in Care:  ______________________________________________________ 

 

Hospitalizations in last 12 months: _______________________ ER Visits in last 6 months: _________ 

 

Diagnoses: _________________________________________________________________________ 

Allergies: __________________________________________________________________________ 

Medications: ________________________________________________________________________ 

Significant Medical Problems and Clinical History:  _________________________________________ 

__________________________________________________________________________________ 

Social History: ______________________________________________________________________ 

Barriers to Self-Care: _________________________________________________________________ 

___________________________________________________________________________________ 

Living situation: _____________________________________________________________________ 

Lives with: _________________________________________________________________________ 

Housing situation concerns – Yes/No 

Have dependable transportation – Yes /No 

Have someone who can help – Yes/ No 

 



40 | P a g e  Washington State Hospital Association - Partnership for Patients, 3/7/2017  

Tool 3: Plan of Care (cont.) 

 

Safety/Risk Assessment: ______________________________________________________________ 

Mental health status including cognitive function: __________________________________________ 

Cultural needs, preferences or limitations: ________________________________________________   

Caregiver and/or support system: _______________________________________________________ 

 

Plan of Care  

 Problems: 

 Barriers: 

 Short and Long Term Goals with Target Dates:  

 Interventions Planned: 

 Progress toward Goal: 

 Goal Achieved Date: 
  

Tool 4: My Medication List  
 

 

 

Tool 5: Social/Resource Barriers Assessment 

 Number of Admissions: __________________________________________________________ 

 Advance Care Plan: _____________________________________________________________ 

 Current Living Situation: _________________________________________________________  

 Recent Mental Health Services: ____________________________________________________ 

 Recent Housing: ________________________________________________________________ 

 Current Employment: ____________________________________________________________ 

 Source of Income: _______________________________________________________________ 

 Social Background: ______________________________________________________________ 

 Education: _____________________________________________________________________ 

 Substance Abuse Brief Assessment: _________________________________________________ 

 Patient’s Functional Limitations: ___________________________________________________ 

 Assessment of Social Functioning: __________________________________________________ 

 Anticipated Social Work Needs/Interventions: _________________________________________ 

 Potential Discharge Issues; preliminary discharge plan: __________________________________ 

 Patient’s biggest concerns post-discharge: ____________________________________________ 

  


