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At a glance…

UW Health is the integrated health system of the University of WisconsinMadison caring for more than 650,000 patients each year, comprised of seven
hospitals, 1,785 employed physicians, 77 clinic locations and a partnership in a
350,000-member health plan.
UW Health is governed by the UW Hospitals and Clinics Authority and partners
with the UW School of Medicine and Public Health to fulfill its patient care,
research, education and community service missions.

Madison Hospitals
• University Hospital
• American Family Children’s Hospital
• UnityPoint Health-Meriter*
• UW Health at The American Center
• UW Health Rehabilitation Hospital
Regional Hospitals
• Swedish American Hospital, Rockford, IL
• Belvidere Medical Center, Belvidere, IL

UW Health Clinics
UnityPoint Health-Meriter Clinics*
Throughout Wisconsin and Northern
Illinois
UW Medical Foundation
UW faculty physician practice

Joint Ventures and Affiliations
Cancer centers, surgery centers, dialysis programs, home health, infusion and many
other programs and services including a *Joint Operating Agreement with UnityPoint
Health-Meriter

UW Comprehensive
Stroke Program
Mission Statement
To p r o m o t e h i g h q u a l i t y s t r o k e c a r e i n t h e
Wisconsin region through clinical service,
public and professional education and
academic research

Background

•
•
•

Advanced treatment has driven morbidity and mortality rates down
This had led to an increase in stroke patients discharged home
Hospital-initiated interventions to support transitions of care (TOC) must begin
before discharge and nurses are key to success
• Communication between providers at d/c
• Patient and family education
• Follow up phone calls

The nurse’s role within the transition of care… is extremely important to lessening the
patient, family, and clinician strain… (Stutzman, 2019)

Hospital -initiated Support
• Therapy consult for disposition recs
• Early rehabilitation/physiatry consult
• Handoff and provider to provider
communication

• Discharge Order Set
• After hospital care plan
• Discharge Summary templated and
faxed to PCP

Patient & Family Education
•

Engage the patient and care partner in
discharge planning

•

Evidence-based educational strategies:

•

•
•

Written materials, online programs

•

Individualize risk factors

Education tailored to patient’s health,
medical and cultural needs

MyChart- online platform for patient education

Red Bag Project:
Patient Goal Setting

Follow Up Phone Calls
Phone calls can identify key issues at discharge including:
• Problems understanding discharge instructions
• Obtaining outpatient appointments
• Problems filling prescriptions
• Other issues with medication management
• New or worsening symptoms
Strategies for successful follow up call:

• Identify appropriate provider to make the calls
• Ensure provider making calls has access to electronic medical

•
•
•

record and discharge summary
Develop standard script and formatted questions
Track call outcomes to help provide feedback to inpatient and
outpatient providers
Create resource network for person making calls to facilitate care

Follow Up Phone Calls Triage Algorithm:
Coverdell Resources

https://www.dhs.wisconsin.gov/publications/p02361.pdf

Follow Up Phone Call Script
Stroke Transitions of Care Follow Up Phone Call
• How does the patient think they are doing since discharge?
• Is the patient experiencing any new or worsening problems or
troubling symptoms following discharge?
Medications
• Was new stroke medication reconciliation done with the patient?
• Did the patient get their prescriptions filled?
• Is patient compliant?
• Were any medication discrepancies noted?
Falls
• Have you had a fall at home?
Risk Reduction
• Are you checking your blood pressure at home or in the
community?
• Are you using tobacco currently?

UW Risk Reduction
• Did the patient select a goal for secondary stroke prevention?
(Diet Change, Blood Sugar, Blood Pressure, Smoking
Cessation, Exercise)
• How is the patient doing with their goal?
• What barriers are making it hard for them to reach their goal?
• What success are they having with their goal?

Appts and Driving/Work Restrictions
• Does the patient have a PCP?
• Patient appointments already made:
• Appointments patient needs to make:
• Consult to Social Work made?
• Reviewed driving restrictions with patient?
• Reviewed work restrictions with patient?
BE FAST and Calling 911
• Does the patient know the s/s of stroke (BEFAST)?
• Does the patient know who to contact for stroke
symptoms?
• Does the patient know where/who to call if they have any
questions/concerns?
• Total time (minutes) spent on phone call:

Coverdell Post Discharge Data Collection

•
•

Reviewed at Discharge Transitions of Care Committee
2021 QI work:

• Meet with Clinic RNs monthly
• Appts scheduled prior to discharge
• Blood pressure monitoring

A call for future research

Outcome constructs to be measured:
•

Interventions to improve physical functioning at
12 months

•

Interventions targeting 3- and 12-month
medication adherence

•
•

Sustainable chronic disease management
Strategies to reduce stroke risk factors at 12
months

References
1. Olson DM, Juengst SB. The Hospital to Home Transition Following Acute Stroke. Nurse Clin North Am. 2019
Sep;54(3):385-397. doi: 10.1016/j.cnur.2019.04.007. Epub 2019 Jun 8.

2. Olson DWM, Bettger JP, Alexander KP, et al. Transition of Care for Acute Stroke and Myocardial Infarction
Patients: From Hospitalization to Rehabilitation, Recovery, and Secondary Prevention. Rockville (MD): Agency for
Healthcare Research and Quality (US); 2011 Oct. (Evidence Reports/Technology Assessments, No. 202.) Hansen
LO, Young RS, Hinami K, Leung A, Williams MV. Interventions to Reduce 30-Day Rehospitalization: A Systematic
Review. Ann Intern Med. 2011;155(8):520-528. doi:10.7326/0003-4819-155-8-201110180-00008

3.
4.
5.
6.

https://psnet.ahrq.gov/web-mm/postdischarge-follow-phone-call
https://www.ahrq.gov/patient-safety/settings/hospital/red/toolkit/index.html
https://www.dhs.wisconsin.gov/publications/p02361.pdf
Green TL, McNair ND, Hinkle JL, Middleton S, Miller ET, Perrin S, Power M, Southerland AM, Summers DV;
American Heart Association Stroke Nursing Committee of the Council on Cardiovascular and Stroke Nursing and
the Stroke Council. Care of the Patient With Acute Ischemic Stroke (Post hyperacute and Prehospital Discharge):
Update to 2009 Comprehensive Nursing Care Scientific Statement: A Scientific Statement From the American
Heart Association. Stroke. 2021 Mar 11:STR0000000000000357. doi: 10.1161/STR.0000000000000357.

Thank you!
nbennett@uwhealth.org

