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Introduction 
A comprehensive discharge planning process and Care Coordination is the key areas known to reduce 
avoidable readmission. In collaboration with multidisciplinary of the health care team, the Care Coordinator 
will use expert knowledge of internal and external resources to lead the coordination of a comprehensive, 
patient-centered, plan of community care facilitating the flow of medically complex elderly across the 
continuum from admission to discharge and back to community. In 2014, the Care Coordinator Program to 
serve the high risk elderly discharged patients. 
 
Objectives 
Coordinate patient’s Individualized pre-discharge planning plus post-discharge support was minimize 
readmission and improving patient outcomes. 
 
Methodology 
The program took place from Sep 2014 to Jan 2105. Target elderly with discharge problems and poor 
disease control, such as COPD, Heart Failure or fall etc. They may without enough cares support and 
repeated admission. Care coordinator will consider all of patient’s needs and make a comprehensive 
discharge planning with input from the patient and caregiver. The Interventions included: -Ensure the 
discharge planning plan is complete and update. Develop a shared decision making approach that consider 
patient factors and preferences, social and medical needs. -Conduct comprehensive pre-discharge planning 
assessment of patient/ caregiver to provide self-care in community, that include problem solving, early 
symptoms recognition and action, other cognitive and functional ability factors etc. - Manage follow up 
appointments as patient needs and consider early FU for medical condition review. - Triages appropriate 
care team for patient’s complex disease monitor and rehabilitation, such as CNS, Case Management, 
specialty nurse clinic, GDH, etc. - Consideration family support, transportation and social needs in 
community. - Update information sharing between different professional parties and community care 
providers. 
 
Result 
From Sep 2014 to Jan 2105, 80 patients under program and 36% were female. There were statistically 
significant showing that the average number of reduction of readmission by 35.6% (p<0.001) in elderly 
patients with complex medical disease. Patients and caregiver also noted with improved their caring stress 
and disease symptoms control. The Care Coordinator program provides comprehensive assessment and 
post discharge support to patients and caregiver that are effective in reducing the un-plan readmission and 
enhance care coordination between patients and health care provider.


