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Abstract 

Diabetes can complicate medical and surgical conditions leading to increased rate and frequency 

of hospitalizations. Diabetes can be a source of significant social and economic burden costing 

over $400 billion in both direct and indirect medical costs. Poor self-management and disease 

progression are significant factors leading to increasing hospitalizations. The cycle of 

readmissions can result in fragmented care coordination, inadequate symptom management, and 

poor outcomes. The purpose of this quality improvement project was to implement a post-

discharge phone call intervention determine patients’ confidence level in their ability to self-

manage their diabetes and to identify any post-discharge self-management knowledge deficits.  

The intervention was implemented through an outpatient endocrinology clinic. Eligible 

participants were adults aged  >18 years with a diabetes mellitus 1 or 2 diagnosis who were 

recently discharged from an inpatient hospital admission. Telephone calls were conducted within 

2-3 days of hospital discharge using a structured telephone script assessing the participants’ 

diabetic self-management knowledge. Confidence was measured using the Perceived 

Competence for Diabetes Scale (PCDS). Qualitative inductive coding was the method of analysis 

used. Three main themes were established: (1) balance of diabetes management and primary 

admitting diagnosis management (2) hypoglycemia/Hyperglycemia understanding and (3) 

caregiver involvement and education needs. Participants who were newly prescribed insulin had 

the lowest average PCDS scores, indicating a greater need in glycemic control education. The 

implementation of a telephone-based transitional care intervention can provide a connection between in-

hospital diabetic education and diabetes self-management when a patient is home by reinforcing the 

education provided during their inpatient hospitalization, identifying patient concerns and issues early. 

These phone calls can also provide clarification of discharge instructions or provide additional education 

regarding various aspects of diabetes management during the vulnerable post-discharge period.   
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Introduction 

The prevalence of chronic conditions in the United States continues to rise with 

approximately 45% of Americans having at least one chronic health conditions (Raghupathi, et. 

al., 2018). These conditions present a growing health and financial problem in the US. Among 

the chronic conditions that are seeing an increase in numbers is diabetes mellitus. Diabetes is a 

metabolic disorder caused by either a lack of insulin secretion, impaired insulin action, or both 

(Antar et. al., 2023). The types of diabetes include Type 1 which is characterized by deficient 

insulin production and requires daily administration of insulin, Type 2 which is caused by 

impaired insulin secretion due to dysfunction of the pancreatic b-cell and impaired insulin action 

due to insulin resistance (WHO, 2024) (Tegegne et. al., 2024). 

Without proper treatment, uncontrolled diabetes can lead to various complications that 

affect multiple body systems resulting in impacts such as cardiovascular and cerebrovascular 

diseases, nephropathy, retinopathy, peripheral neuropathy, nonhealing ulcers, and amputations 

(Rubens et. al., 2022). Due to the multiple clinical manifestations of diabetes, it requires diverse 

treatment approaches that are both pharmacological and non-pharmacological. (Antar et. al., 

2023). Diabetes can complicate medical and surgical conditions leading to increased rate and 

frequency of hospitalizations. It can be a source of significant social and economic burden. 

Patients with diabetes represent about 8% of the U.S. population but account for nearly a quarter 

of hospitalized patients (Ostling et. al., 2017) (Rubin, et. al., 2014). In 2022, the total estimated 

cost of diagnosed diabetes in the U.S. was $412.9 billion in both direct medical costs and indirect 

costs (Parker, et. al., 2024).  

Diabetes management involves medical care from the provider as well as behavioral 

changes made by the patient called self-management. Self-management can be defined as the 
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ability of the individual to monitor the illness and to develop and use cognitive, behavioral, and 

emotional strategies to maintain a satisfactory quality of life, in conjunction with family, 

community, and healthcare professionals (Schulman-Green, et. al., 2012). Self-management of 

diabetes consists of physical activity, healthy eating, medication taking, monitoring blood 

glucose, diabetes self-care related problem solving, reducing risks of acute and chronic 

complications, and psychosocial aspects of living with diabetes (Funnell, et. al., 2011). Despite 

the overwhelmingly positive outcomes of self-management, many people struggle to make the 

necessary changes that are required of them, leading to further adverse outcomes as diabetes 

progresses.  

A significant majority of the complications that arise due to poor self-management and 

disease progression require an increased rate and frequency in hospitalizations. Hospitalization 

also leads to increased risks of complications, length of stay, in-hospital mortality and higher 

mortality costs for patients with diabetes. These negative outcomes often require rigorous 

treatments and readmissions resulting in sustained costs for disability and rehabilitation, even 

after discharge from hospitalizations (Rubens et. al., 2022).  

The reduction of early hospital readmission which is defined as readmission within 30 

days of discharge has long been the focus of many studies and interventions due to the increased 

risk to patients’ wellbeing and its overall financial cost to the healthcare system (Rubin el. al., 

2014). In 2018, the rate of 30-day readmission for U.S. patients with diabetes was 16%-24% 

equaling $20-$25 billion in healthcare costs (Rubin et. al., 2023). There are several factors that 

contribute to 30-day readmissions including both modifiable and non-modifiable factors such as 

sex (males have an increased risk), and race (non-white minority have an increased risk) (Soh et. 

al., 2020). Other factors that may affect risk of early readmission include comorbidities, poor 
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health literacy, health systems failure, social determinants of health and disease 

severity/progression and belief in loss of control over one's illness (Rubin el. al., 2014). These 

risks can play a significant role in influencing a patient’s ability to adequately perform self-

management activities which can lead to poor glycemic control. Glycemic control and therefore 

decreased HbA1c levels are necessary for the reduction of diabetic complications. (Butayeva el. 

al., 2023).  

Problem Statement 

  The period following hospitalizations is a vulnerable time for patients leading many to be 

re-hospitalized, many of these readmissions are preventable and studies have shown that 

interventions focused on patient assessment, education and improved post-discharge care such as 

a telephone call offering education related to diabetes management helped to reduce readmission 

(Harrison, et. at., 2011). 

 

Purpose Statement  

The time of transition from the inpatient to outpatient setting for patients with diabetes, 

regardless of the primary reason for hospitalization, is frequently associated with preventable 

adverse events and hospital readmission (Donihi, 2017). Hospital readmission can increase 

patient risk of experiencing complications, it can be a financial burden on patients and the 

healthcare system (Dhaliwal & Dang, 2024). Therefore, it is important to reduce hospital 

readmissions for these patients. Interventions to reduce hospital readmission can be grouped into 

multiple domains including pre-discharge interventions such as discharge planning, and post-

discharge interventions such as follow-up phone calls, timely provider follow-up and home visits 

(Tang, et. al., 2014).  At the University of Vermont Medical Center, high risk patients who are 
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admitted as inpatients in the hospital are often referred to the endocrinology service and are 

followed by endocrinology clinicians who provide education throughout their stay. Due to 

various limitations including personnel and time insufficiency, many patients are not able to have 

timely outpatient follow-up. Therefore, the purpose of this intervention was to focus on a post-

discharge intervention, mainly post-discharge follow-up phone calls, to determine patients’ 

confidence level in their ability to self-manage their diabetes and to identify what knowledge 

deficits these patients have in terms of their self-management abilities. This information would 

be beneficial to inpatient providers to guide pre-discharge education and play a role in decreasing 

readmission risk factors.  

Rationale 

The cycle of admission and readmission is filled with problems that can result in 

fragmented care coordination, inadequate symptom management, and poor outcomes 

(Hirschman & Bixby, 2014). Interventions to address these concerns are called transitional care 

interventions. Transitional care refers to “a set of actions designed to ensure the coordination and 

continuity of health care when patients transfer to different locations or different levels of care 

within the same location (Joo & Liu, 2021). The factors that have been found to contribute to the 

risk of readmission for patients with diabetes include belief that they do not have any control 

over their disease, poor health literacy, health system failures, social determinants of health and 

failure of expected protective factors (Rubin, et. al., 2014). A review of randomized trials by 

Benbassat, et. al. (2000) found that interventions with patient assessments, education, and 

improved post-discharge care could reduce readmission rates by 12%–75%. A study by Harrison 

et. al. (2011) focused on post-discharge phone calls for diabetic patients and found patients in the 

intervention group were 23.1% less likely than the comparison group to be readmitted within 30 
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days of hospital discharge and thereby came to the conclusion that timely discharge follow-up by 

telephone to supplement standard care is effective at reducing near-term hospital readmissions 

and, thus, provides a means of reducing costs for health plans and their members. This 

intervention will integrate a similar intervention in a local endocrinology clinic with newly 

referred patients who were consulted on by endocrinology and have been discharged from an 

inpatient hospital unit.  

Literature Review 

A literature review was conducted, and each study was appraised based on the 

appropriate appraisal tool. PubMed and CINAHL were utilized to conduct the literature review. 

The key search terms used were: “readmission”, “chronic illness”, “transition of care”. 

“telephone” as well as the associated MeSH terms.  

Transition of Care Interventions 

A systematic review by Tyler et. al. (2023) evaluated 126 random clinical trials to assess 

multiple types of transitional care intervention for patients with varying diagnoses.  The studies 

included in this review met the eligibility criteria of having taken place at a hospital (acute, 

rehabilitation, or community). Patients' characteristics including any ages, sex or condition were 

monitored as well. The primary outcomes being evaluated were 30-, 90-, and 180-day 

readmissions, and the secondary outcomes measured were ED visits, quality of life, mortality, 

patient satisfaction, medication adherence, length of stay, outpatient follow-up and adoption of 

the intervention. The intervention included in this review were divided into three categories 

based on the phase of discharge the intervention took place. The phases used in were 

predischarge, bridging, and post-discharge. The authors found that low complexity interventions 

that were followed by medium-complexity interventions were most efficacious in reducing 30-
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day readmission when combined with a post-discharge component such as patient follow-up visit 

or phone call with a 18%-55% reduction in readmissions compared to the treatment as usual 

group.  

Post-Discharge Telephone Call Interventions 

A retrospective cohort study by Salley et. al. (2024) evaluated the effect of a standardized 

discharge phone call (PODPC) on the 30-day readmission rate of vascular patient. The study 

design involved the implementation of a standard post-operative discharge phone call that was 

developed to assess for signs and symptoms that may precede complications that would lead to 

readmission. The telephone call template also included review of system questions to identify 

medical and surgical issues. These phone calls were conducted by clinic medical assistants 

(MAs) who were also tasked with reviewing discharge instruction and medications.  The study 

included 411 patients in the intervention cohort and 878 in the historical cohort which consisted 

of all patients who were admitted for vascular surgery in the 2 years prior to the establishment of 

this protocol. Patients in the intervention protocol received phone calls within 48 hours of 

discharge, if the patient indicated that they had further questions or if there was indication of 

further needs, then the call would be escalated to a vascular Nurse Practitioner (NP). The NP 

would call the patient within the same day and provide further assessment and triage patient to 

higher level of care as needed. The study results showed that the intervention cohort had a 30-

day readmission rate of 17% while the historical cohort had a readmission rate of 28% 

representing a 39% decrease in readmission rate between the two cohorts. These results were 

statistically significant. 46% of the readmissions were due to surgical concerns related to the 

patient’s initial admission. While this study showed positive results for a 30-day readmission, the 

authors discussed the mixed results some similar studies have had which have shown some 
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decrease in rates, no changes in 30-day readmission or results that were statistically insignificant. 

The authors pointed out that these interventions encourage patient self-management, reduce post-

discharge problems and provider reassurance of the typical recovery process. These are all risk 

factors for readmission.   

Fors et. al. (2018) also focused on a telephone intervention. This study is a randomized, 

open, parallel-group, controlled intervention study which assessed three- and six-month 

outcomes of a person-centered telephone support added to usual care versus usual care alone. 

The primary goals of this study were general self-efficacy (GSE) scores, re-admissions and 

death. The General Self-Efficacy Scale (GSE scale) is a 10-item self-assessment scale designed 

to assess the strength of a person’s beliefs that he/she is capable of dealing effectively with task 

requirements in a wide range of contexts, in this case in regards to their illness. Patient criteria 

included adult patients who had initially been admitted to the hospital with worsening congestive 

heart failure (CHF) and/or chronic obstructive pulmonary disease (COPD). The patients were 

randomly placed into either the intervention group or the control group who were managed based 

on existing treatment guidelines. The patients in the intervention group received a telephone call 

one to four weeks after discharge. The phone calls were conducted by clinic registered nurses 

(RNs) who utilized the University of Gothenburg Centre for Person-Centered Care (GPCC) 

framework to communicate with the patients. The GPCC framework included listening to the 

patients’ narratives and asking questions in order to identify and deepen their understanding of 

the patients’ capabilities, resources and potential for self-care. The RNs provided education 

regarding issues such as medication and sleeping problems. During the phone calls the RN and 

patients developed a health plan that was evaluated when needed in subsequent phone 

conversations. The intervention group consisted of 103 patients, and the control group had 118 
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patients. The results showed that there was a statistically significant deterioration in GSE scores 

for the control at both three-month and six-month post-intervention follow-up. There was no 

difference noted in the rate of readmissions and deaths between the two groups.  

Noel et. al. (2020) conducted a randomized controlled trial to evaluate the use of 

telehealth (remote patient monitoring and video visits) versus standard transitions of care. The 

primary outcomes examined were hospital readmission and emergency department utilization, 

and secondary outcomes included access to care, medication management and adherence and 

patient engagement. The participants in this study consisted of patients with 2 or more chronic 

conditions who were hospitalized and subsequently discharged home. The telehealth intervention 

included weekly virtual visits from physicians who asked open ended questions to assess 

medication adherence, medication reconciliation. The patients in the intervention group were 

also provided with a blood-pressure monitoring cuff, pulse-oximeter and a scale, to take their 

vitals. The intervention group had 45 patients, and 57 patients were in the control group and 

received the standard of care. Neither group showed a statistically significant difference between 

the two groups in re-admission or ED utilization. For the secondary goals, there was not a 

statistical difference in follow-up with a primary care provider (PCP), there was a statistically 

significant improvement in enthusiasm and confidence that Telehealth helped patients and 94% 

of the intervention group felt that the vitals monitoring was helpful in managing their healthcare 

needs. 

Theoretical Framework 

This intervention would be supported by Orem's Self-Care Deficit Theory. Orem's self-care 

deficit nursing theory (SCDNT) considers each individual as a self-care agent with the necessary 

ability to perform self-care activities individually (Tok Yildiz & Kaşikçi, 2020). Self-
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management is an important aspect of diabetes care, and the ability to perform self-management 

skills requires that patients have the capability as well as self-efficacy or confidence in their 

capability for diabetes self-management (Valmi, et. al., 2009). Orem’s self-care deficit theory can 

guide the identification, planning and implementation of the intervention. Additionally, it would 

also be helpful in monitoring the outcomes of the intervention given the several self-care needs 

that are highlighted in diabetes self-management practices (Surucu et. al., 2017).  

Methods 

This quality improvement intervention was conducted at an outpatient endocrine clinic 

that is affiliated with an academic hospital in Chittenden County, Vermont. Hospital follow-up 

appointments at this clinic are regularly scheduled 4-6 weeks after discharge from the inpatient 

setting. The American Diabetes Association (ADA) recommends follow-up with an 

endocrinologist, diabetes care and education specialist or primary care clinician within one 

month of discharge from an inpatient hospital setting (ADA Professional Practice Committee, 

2024). Due to an extensive patient load and staffing limitations, appointments at this clinic are 

not able to be made at an earlier time leaving patients with a gap in care while waiting for their 

appointments.  

Eligible participants for this intervention were adult patients >18 years old, who have 

been either newly or previously diagnosed as having Diabetes Mellitus Type 1 or Type 2. These 

participants will have been recently discharged from an inpatient hospital stay and are newly 

referred to see an endocrine clinician. For the intervention, the project leader  received 

information regarding eligible participants from inpatient diabetic clinicians who have consulted 

on the patient during hospitalization. Once eligibility had been determined, the discharge 

paperwork was reviewed by obtaining the patients’ After Visit Summary (AVS). The AVS was 
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used to confirm the patient hospital course, conduct medication reconciliation, establish 

individualized patient education and find information regarding the follow-up appointment, 

including clinician information as well as date and time scheduled for follow-up.  

Telephone calls were conducted within 2-3 days after hospital discharge using a semi-

structured telephone script with open-ended questions. If the patient is not reached within the 

initial 2-3 days, a second attempt will be made within 3-5 days. The scripted telephone call 

questions prompted for details about the patient’s post-hospital course including current state, 

medication attainment and adherence, any complications or difficulties that may be experienced. 

Participants were also asked about their pre-discharge course during their admission, whether 

they felt prepared for discharge and what information they felt would have made them more 

prepared for discharge home. Based on the participant response, the appropriate education was 

provided, additionally communication with the staff at the outpatient endocrine clinic was 

completed via phone or Epic secure chat as necessary, such as when the patient requires a change 

in medication prescription. Patients were then scheduled for a telehealth follow-up visit with a 

nurse practitioner at the endocrine clinic. These appointments were confirmed with patients and 

reminders provided during project phone call.  

Data Collection and Measures 

The intervention implementation was completed over a 10-week period, during which the 

post-discharge telephone calls to participants were completed. In order to implement this 

protocol, access to the EHR system was required to obtain the patient’s contact information and 

their discharge instruction through the AVS. EHR was also used to communicate with the 

outpatient endocrinology clinicians regarding participant needs. Prior to implementing the 

protocol, participant hospital course data were collected, as well as diabetes type, primary 
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admitting diagnosis and other diagnoses were also collected. Response data was de-identified 

stored on a cloud account requiring two-factor verification to access.  

A scripted telephone call with a mix of closed and open-ended questions was the main 

measure used for this intervention. The telephone script was modified from discharge telephone 

script from the Re-Engineered Discharge (RED) toolkit by the project leader. Additionally, a 

plan-do-study-act cycle (PDSA) was completed to ensure that the script will fit this participant 

population. The Re-Engineered Discharge (RED) toolkit was developed by researchers at Boston 

University Medical Center as protocol to improve hospital discharges and reduce readmissions. 

This toolkit outlines the steps that hospitals and clinics can take prior to discharges as well as 

following discharge in order to have a smooth transition of care from hospital to community 

(Jack, et. al.2012). The primary information that that was collected through the phone call is the 

participants’ diabetic self-management knowledge, including understanding of hypoglycemia 

prevention and treatment, ability to obtain any medication prescribed at discharge such as insulin 

as well as ability to obtain refills when needed as well as assess the participants interest in 

obtaining a continuous glucose monitor if not already using one. This information was collected 

to determine any knowledge gaps or deficits that these participants may have post-hospital 

discharge. Additional information that was collected, includes data regarding the number of 

telephone calls attempted and completed. Patient responses to the questions on the telephone call 

will be recorded onto a response template form. Verbal consent was obtained at the beginning of 

the phone call with participants.  

During this phone call, the Perceived Competence for Diabetes Scale (PCDS) was 

administered to the participants. The score obtained on the PCDS serves as a primary outcome 

measure along with the list of self-management knowledge gaps. The PCDS, originally 
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developed by Williams et. al. (1998), assesses the degree to which people with diabetes feel they 

can manage the daily aspects of diabetes care (Mohn et. al., 2015). The PCDS has been 

previously validated for use in patients with diabetes mellitus type 1 and type 2 (Mohn et. al., 

2015) (Matin et. al., 2019). Higher scores indicate a person’s stronger sense of confidence in the 

ability to manage their diabetes. Secondary data collected will include reduction of 30-day 

hospital readmission rates; this will be monitored using data from the Epic electronic health 

record (EHR) system, and completion of follow-up appointments will also be monitored through 

the EHR system.  

Barriers  

Anticipated barriers include inability to reach the participants by phone during either the 

1st or 2nd attempt, participant hesitancy to implement the educational recommendations, 

participant concerns that cannot be addressed during the time of this intervention. To help 

moderate these barriers include ensuring the correct contact information is in the EHR, utilizing 

motivational interviewing to assess the participants’ readiness to change their behaviors and 

working with clinic staff to address any ongoing concerns that the participant may have that are 

beyond the scope of this intervention.   

Ethical Consideration 

According to policy-defining activities that constitute research at the University of 

Vermont/University of Vermont Health Network, this work met the criteria for operational 

improvement activities exempt from IRB review (see Appendix E). 

Analysis 

The primary outcomes for this project are the determination of knowledge gaps or 

deficits regarding diabetes self-management and participant perceived competence in their ability 
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to self-manage diabetes. Descriptive statistics were used to represent the data of participants’ 

admitting diagnosis type (surgical vs medical), admission duration and attendance to follow-up 

endocrine appointment.   

In order to compile a list of knowledge gaps or deficits, the telephone calls with 

participants were recorded and transcribed onto an excel worksheet. The transcriptions of the 

narrative responses to the open-ended interview questions were analyzed using thematic coding. 

For determination of the participants’ perceived competence the average score of the responses to 

the Perceived Competence for Diabetes Scale (PCDS) was calculated for each individual 

participant.   

Results 

The telephone script was piloted with two PDSA cycles. The script was revised following 

the first cycle to remove redundant questions that were found on the discharge paperwork. This 

script change was validated with the second PDSA cycle. 

 By the completion of this project, 6 participants were referred to receive a transition-of-

care telephone call, and all 6 participants were able to complete the telephone interview (see 

Table 1).  

Knowledge Deficits 

Patients indicated that they received the majority of their diabetic education from the 

diabetic educators (Table 2). Endocrine providers were also noted to have worked with the 

patients, but the participants specified diabetic educators as the primary source of education. 

Floor nurses provided reinforcement of the education, such as assisting a participant in the 

practice of insulin administration.  
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During the phone call conversations, three main themes for knowledge deficits identified 

and included: management of diabetes in addition to management of the primary admitting 

diagnosis, hyperglycemia and hypoglycemia symptom recognition and inclusion of family and 

caregivers in education (see Table 3). In terms of diabetes/primary diagnosis management an 

example provided by a participant involved the management of nausea with maintaining 

glycemic control. Each of the participants also discussed lack of recognition of either 

hypoglycemic or hyperglycemic states if they have not personally experienced them. Two 

participants also had spouses join the telephone interviews and it was expressed that providing 

detailed education to the caregiver would also be beneficial to the patient.     

Perceived Competence for Diabetes Scale  

Scores on the Perceived Competence for Diabetes Scale (PCDS) varied between each 

participant (see Table 4). This seemed to be related to familiarity with insulin and progression of 

symptoms of the primary admitting diagnosis. The participant with the lowest score on the PCDS 

was newly prescribed insulin and discussed difficulty managing blood glucose levels and 

understanding insulin dosage requirements based on blood glucose readings. The participant with 

the highest PCDS score had previously been on insulin for several years and indicated that they 

were comfortable adjusting their routine to incorporate the change in insulin dosage given at 

discharge.  

Discussion 

Based on participant responses, having a post-discharge telephonic transitional clinic 

would be helpful in providing additional support once they are home and attempting to 

incorporate new diabetic management instructions into their daily lives (see Table 5). Each 

participant responded that they found having a transitional phone call helpful, even if they did 
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not have additional questions or education needs. The responses to the question “Is having a call 

like this to check in on you after being discharged helpful to you?” indicated that participants 

associated such phone calls with ongoing care and felt that there was continued concern and 

support regarding their recovery and wellbeing. 

Implication for Practice  

This type of transitional service can be implemented by multiple staff members at an 

endocrine clinic including medical assistants (MA) and nursing staff. Importantly having open 

channels of communication with the endocrine providers is essential particularly if there is a 

need to escalate any concerns determined during the phone calls. The average call time for all 

three completed phone calls was 25 minutes, with more targeted questions that are focused on 

the diabetic management concerns of the patients these calls would be able to be shortened and 

therefore able to be included in the schedule of existing staff.    

Recommendations for pre-discharge education based on the responses of the participants 

include 1) discuss glycemic expectations for in the setting of the primary admitting condition and 

in regards to the symptoms that may also result from the primary admitting conditions, 2) 

provide information about how to recognize hyper- or hypo-glycemia, 3) ensure 

partner/caregiver /support person are included in the education.  

Limitations  

Multiple limitations were identified for this quality improvement project. A significant 

limitation was the short duration for implementing this project. Due to the available time frame, 

only two PDSA cycles were completed which did not allow for further refinement of the 

telephone script. The short duration also did not allow for enough time to assess data points such 

as changes in A1C. The time constraint also restricted the number of participants that were 
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involved in this project and limited the amount of data that could be collected. Additionally, this 

project is a feasibility intervention and therefore there was no pre-intervention data collected, for 

instance the scores on the PCDS only measured the participants competence of their diabetes 

management following their discharge from the inpatient admission and after receiving inpatient 

education. It is unknown what the participants’ competence scores were prior to their admission. 

The follow-up telehealth appointments with the endocrine nurse practitioner were instituted as 

part of this project and would require dedicated time in the schedule of the clinic providers in 

order to be maintained as a long-term option. This would likely require additional funding and 

possibly additional personnel. Furthermore, as a quality improvement project outcomes reflect 

the unique characteristics of the population, setting, and processes involved and are not intended 

to be generalizable beyond this context. 

Conclusion 

The implementation of a telephone-based transitional care intervention can provide a 

connection between in-hospital diabetic education and diabetes management when a patient is 

home and in the community. These transitional care phone calls do this by reinforcing the 

education provided during an inpatient hospitalization, identifying patient concerns and issues 

early, providing clarification of discharge instructions or providing additional education 

regarding various aspects of diabetes management. Current literature shows that timely discharge 

follow-up by telephone can supplement standard care and is effective for reducing hospital 

readmissions. This project found that establishing a post-discharge telephone-based transitional 

program would be feasible with the addition of dedicated staff and would be beneficial to 

patients discharging home from an inpatient hospital stay. While this project did not directly 

attempt to modify readmission rates, reducing readmission rates served as a global goal and by 
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utilizing this project to identify the educational needs of patients, changes can be made to pre-

discharge education that can lead to improvement in hospital readmission rates within this 

community.  
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Tables 

 

 Table 1: Post-Discharge Transitional Care Clinical Outcomes and Engagement Metrics 

Post-Discharge Transitional Care Clinical Outcomes and Engagement Metrics 

Phone call completed 
Yes  n = 6 
No n= 0 

Hospital Readmission <30 days  
Yes n = 1 
No n = 5 

Clinic follow-up attended  
Yes n = 5 
No n = 1 

Glucose monitoring device 
Continuous glucose monitor  n = 4 
Glucometer n = 1 
Both  n = 1 

 

 

 

Table 2:  Clinical Characteristics of Diabetes Care and Education 

Clinical Characteristics of Diabetes Care and Education  

Diabetes diagnosis type 
Diabetes Mellitus Type 1  n = 0 
Diabetes Mellitus Type 2 n= 6 

Admitting diagnosis 
Surgical  n = 5 
Medical  n = 1 

Length of hospital stay 
< 5 days n = 1 
5-10 days  n = 2 
> 10 days n = 1 

New insulin prescription  Yes  n = 4 
No n= 2 

Education provider  

Floor Nurse n= 0 
Diabetic Educator n= 3 
Endocrine clinician n= 1 
Someone else/don’t remember  n= 0 
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Table 3: Knowledge Deficits 

Themes Participant Quotes 
Diabetes/primary admitting diagnosis connection “That's the hardest thing right now is trying to 

manage my pain, my nausea and my diabetes”, 
(concerning escalation of care) “I'm worried about 
having a heart attack. I've already had a couple of 
strokes”  
 

Hypoglycemia/Hyperglycemia understanding  “I mean, I haven't had any real issues so far, but I 
know that there, I know there's a lot of different 
things. I might feel lightheaded or flush or, you 
know, different things. So, you know, I kind 
of...because I haven't had anything happen yet.” 
 

Family/Caregiver/Support System education  “And I think as a main caretaker, you can explain 
something to the patient in bed with 11 stitches 
and she's on painkillers. But you're also talking to 
me. And maybe I'm not the brightest ball, who 
knows? And it's like, no one checked my 
information, like, do you understand what to do? 
Can you practice this? Like, it was just all on the 
patient. And I thought that was a lot to ask of her 
in the condition she was in.” 

 

 

 

Table 4: Perceived Competence For Diabetes Scale 

Perceived Competence For 
Diabetes Scale Scores 

Participant #1 2 

Participant #2 6.25 

Participant #3 7 

Participant #4 6.75 

Participant #5 4.5 

Participant #6 5.75 
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Table 5: Patient Perspectives on Post-Hospitalization Follow-Up Calls 

Patient Perspectives on Post-Hospitalization 
Follow-Up Calls 

 “I can't imagine trying to do this and not 
having this phone call right now. and not 
having the follow-up tomorrow. I just, I don't 
know how people do it.” 

 “Even if it wasn't helpful to me, it'll be helpful 
to somebody because I know that if-- I mean, 
I know that if it's just been, you know, me, I 
would have never figured it out.” 

 “It most certainly is. It shows that the people 
that you guys are, that still care. You know, 
regardless of, it hasn't even been a week and 
you guys are calling me. I think that's 
wonderful.”  

Response to interview question: “Is having a call like this to check in on you after being discharged helpful to you?” 
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Appendix 

 

Appendix A: Telephone Script 
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