
In our white paper we discussed three areas of change to focus on if you want to create long-term 
patient loyalty. One of those is to reach beyond the four walls of the hospital. Instead of restricting 
care and communication to a patient’s hospital visit, that patient should understand that they have a 
partner they can rely on at any time. This means that the patient should be able to expect follow up 
calls with instructions regarding care after they are discharged.  

Of course, ED physicians are probably too busy to follow up with their discharged patients.  
However, a certain subset of patients who are sent home do stay on the minds of ED physicians  
and nurses. To address the patients who aren’t sick enough to be admitted but who still need 
support, consider a post-acute program. While case management and home health visits are not 
new to healthcare, a new view on post-acute care in the ED setting is different from the traditional 
model in terms of speed, access, and rigorous follow-up — all of which increase the overall 
effectiveness, both for the patient’s health and for the provider’s peace of mind. 

Is a Post-Acute Service Right for You? 
As health care shifts more into patients’ homes and communities, healthcare professionals have a 
responsibility to care for patients outside the four walls of the hospital. In line with that obligation, 
consider whether your facility is facing these challenges: 

  Unnecessary overuse of the ED;

Unnecessary or avoidable inpatient admissions;

Low	patient	satisfaction	due	to	long	waits	and	inefficient	patient	throughput;

A lack of options when patients do not meet inpatient criteria but are at risk for returning to 
the ED due to chronic health problems and/or weakness;

Absence of patient loyalty after an emergency patient’s routine care, in addition 
to their acute care. 
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Real Life Example: 
Schumacher Clinical Partners (SCP) has created a solution to fill this gap. Piloted at several hospital 
sites across the country, this program is called “Post-Acute Services,” and it establishes a viable 
fourth disposition for the ED beyond admission, discharge, and observation. SCP’s version of this 
service includes an EMR-connected, nurse-run Post-Discharge Center (PDC) that locates, expedites, 
and manages home health services for patients discharged from the ED. To be part of the program, 
home health agencies have to ensure that a nurse will arrive at the patient’s home within 12 to 24 
hours of discharge.

While this initiative is improving significant metrics such as the number of return ED visits and patient 
readmissions, its impact can be understood more broadly as increasing patient trust and proving 
the hospital’s interest in true partnership, over time and across lines that providers don’t usually 
cross. Finally, this alternative disposition allayed emergency nurse and physician misgivings about 
discharging patients too soon, thus helping address a serious factor in burnout and increasing 
professional pride and effectiveness. In establishing critical bridges to local primary care physicians 
and home health agencies, too, this program established and strengthened a network of partners 
engaged in keeping patients healthy and cared for. 

Want to learn more about how we can enhance performance outside of the 
four walls of your hospital? 

Contact business_development@schumacherclinical.com 
or visit www.schumacherclinical.com. 


