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Intervention
(CareHub enrolment)

Control
Usual Care

Early risk stratification with validated tool (LACE: Length of stay, Acuity of
admission, Co-morbidities, Emergency department visits past 6 months ) by
dedicated computer system

Daily multi-disciplinary (ward nurse, ward doctor, care coordinator,
social worker) huddle to formulate better discharge care plan

Early care coordination/ management, early allied health involvement
(physiotherapist, occupational therapist, pharmacist)

Consolidation of all patient’s information into one accessible document
(demographics, social set up, financial situation, medical issues,
functional status, goals of care, future medical appointments)

« Consolidation of post-discharge care under one roof
(Telehealth monitoring; Home nursing/ home medical/ hospice, Day care;
Step down care facilities; Case management)

* Post discharge phone call
» Weekly post-discharge multi-disciplinary round
* Nurse-manned hotline service supported by specific protocols (eg chest

pain, breathlessness), for clinical assessment, timely interventions and

early assess to physician review

e Continued care coordination
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