
Live Discussion with a Patient/Caregiver: 
Lessons Learned, Best Practices and 
Resources to Reduce Readmissions

Welcome!
• All lines are muted, so please ask your 

questions in Q&A.
• For technical issues, initiate a chat with 

the Technical Support panelist. 
• Please actively participate in polling 

questions that will appear on the lower 
right-hand side of your screen.

We will get 
started shortly!
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“We live in a rapidly changing world, where we need to spend as 
much time rethinking as we do thinking” – Adam Grant
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Objectives

Learn Today:
• Following this session, participants will have a better sense of what 

works and what doesn’t when it comes to the patient/caregiver 
perspective on discharges.

Use Tomorrow:
• Implement a better patient/caregiver perspective on discharge 

from the tools presented in this session.



Situations
Two situations:

1. Neighbor: 87-year-old 
discharged with PICC line 
and continuous antibiotics 
for six weeks; the 82-year-
old wife is the caregiver

2. Me: (75 and a doctorate-prepared nurse): Discharged 
twice from the ER at a major teaching hospital after a hip 
replacement and home the same day; had two trips to 
the ER within a week



Key Take Aways
Probing conversation: Readmission is like a 
puzzle when one thinks everything was done.
Look for the missing piece.

Review of discharge instructions is NOT done 
well: In the ER setting, it is RUSHED. 

Avoid labeling your patient.
Be aware of Unconscious Bias.



What I Learned
• Care is very complex for older 

people at home, whether they are 
educated or not. Of course, health 
literacy is critical:
• They need guidance and help 

from the community and ways 
to find it.

• Discharge instructions should be 
recorded for patients or families 
to re-listen.

• Unconscious Bias: Avoid labeling 
patients. They remember.

Health Literacy Video: https://www.youtube.com/watch?v=cGtTZ_vxjyA

https://www.youtube.com/watch?v=cGtTZ_vxjyA


Tools for Takeaway 

1. https://quality.allianthealth.org/wp-

content/uploads/2022/02/AHS-QIN-QIO-Post-Discharge-Follow-

Up-Call-Script-V2-FINAL-508.pdf

2. https://quality.allianthealth.org/wp-

content/uploads/2022/05/AHS-QIN-QIO-Readmissions-Patient-

and-Care-Partner-Interview-Tool-FINAL_508-V2.pdf

3. https://quality.allianthealth.org/wp-

content/uploads/2020/12/AQ_NYSPF-Brochure_FORM_508-1.pdf

https://quality.allianthealth.org/wp-content/uploads/2022/02/AHS-QIN-QIO-Post-Discharge-Follow-Up-Call-Script-V2-FINAL-508.pdf
https://quality.allianthealth.org/wp-content/uploads/2022/05/AHS-QIN-QIO-Readmissions-Patient-and-Care-Partner-Interview-Tool-FINAL_508-V2.pdf
https://quality.allianthealth.org/wp-content/uploads/2020/12/AQ_NYSPF-Brochure_FORM_508-1.pdf


Objectives Check-In

How will this change what you do? Please tell us in the poll.

Learn Today:
• Following this session, participants will have a better sense of what 

works and what doesn’t when it comes to the patient/caregiver 
perspective on discharges.

Use Tomorrow:
• Implement a better patient/caregiver perspective on discharge from 

the tools discussed in this session.
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Closing Survey

• Please turn your attention to 
the poll that has appeared 
in the lower right-hand side 
of your screen.

• Completion of this survey 
will help us ensure our topics 
cater to your needs. 

Help Us Help You!





Leighann Sauls 
Leighann.Sauls@AlliantHealth.org

Georgia, Kentucky, North Carolina and 
Tennessee

Julie Kueker
Julie.Kueker@AlliantHealth.org

Alabama, Florida and Louisiana

Program Directors
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Alliant Health Solutions

AlliantQIO@AlliantQIO

@AlliantQIO
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