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Objective: This narrative review aims to synthesize and evaluate existing

evidence and practices regarding discharge readiness services for patients

undergoing endometrial cancer (EC) surgery, with the goal of providing a

reference for clinical practice and future research.

Background: The incidence of EC is rising globally. With the widespread adoption

of enhanced recovery after surgery (ERAS) protocols and minimally invasive

techniques, hospital stays are shortening, making effective discharge planning

crucial for ensuring a safe transition to home and preventing readmissions.

Methods: As a narrative review, this article involved a comprehensive but non-

systematic examination of literature from PubMed, Web of Science, CNKI, and

Wanfang databases, focusing on key components of discharge readiness. These

components include assessment tools, service content development,

implementation processes, and outcome evaluation. The synthesis prioritized

recent evidence and internationally recognized guidelines.

Results: The review identifies that while generic discharge assessment tools are

valuable, they require adaptation to address the specific needs of EC patients

(e.g., lymphedema risk, sexual health). Effective service implementation relies on

a systematic interdisciplinary collaboration model and nurse-led, personalized

education (e.g., using the teach-back method). The integration of digital health

platforms shows promise for supporting post-discharge care. Outcome

evaluation should encompass both clinical indicators (e.g., 30-day readmission

rates) and patient-reported outcomes (e.g., using the Health Education Impact

Questionnaire). Current challenges include a lack of standardized pathways and

fragmented community resources.

Conclusion: Discharge readiness is a critical determinant of recovery quality for

EC surgical patients. This review consolidates core components and processes

into a practical framework, highlighting the need for multidisciplinary

collaboration, patient-centered education, and technology integration. Future

efforts should focus on developing standardized, culturally adapted pathways

and conducting robust comparative effectiveness research to establish high-

quality, evidence-based service systems.
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Relevance to clinical practice: This study focuses on the development of core

components and processes for systematic discharge readiness services for

postoperative endometrial cancer patients, as well as the identification of

practice challenges. The findings advocate for the clinical adoption of

standardized frameworks and the enhancement of implementation capacity to

optimize discharge transitions, patient recovery, and continuity of care.
KEYWORDS

discharge readiness service, endometrial cancer, narrative review, surgical patients,
transitional care
Highlights

The identification of key components and processes for

systematic discharge readiness services in postoperative

endometrial cancer patients is crucial. Establishing a standardized

service framework is fundamental for optimizing discharge

transitions and ensuring continuity of care. Moreover, enhancing

clinical implementation capacity significantly amplifies the

framework’s positive impact on patient recovery outcomes.
1 Introduction

Endometrial cancer (EC) remains one of the most common

gynecologic malignancies worldwide, with a steadily increasing

incidence noted in both global statistics and data from China (1, 2).

Surgery remains the primary treatment modality for EC, as

recommended by the latest guidelines from the European Society of

Gynaecological Oncology(ESGO) (1), often complemented by

radiotherapy, chemotherapy, or hormone therapy (3). In recent

years, advancements in surgical techniques, particularly the adoption

of minimally invasive and robot-assisted procedures, coupled with the

implementation of Enhanced Recovery After Surgery (ERAS)

protocols, have significantly shortened hospital lengths of stay (4, 5).

While this trend enhances healthcare efficiency and is often preferred

by patients, it concurrently compresses the timeframe available for

postoperative preparation and education, potentially elevating the risk

of adverse events after discharge (6).

Postoperative recovery from EC surgery is not without challenges.

Patients frequently contend with issues such as pain, urinary retention,

lower limb lymphedema, sexual dysfunction, and psychological distress,

all of which can profoundly impact their quality of life and long-term

recovery (7–9). Therefore, ensuring that patients are adequately

prepared for discharge—a concept known as discharge readiness—is

paramount. Adequate discharge readiness facilitates a safe and effective

transition from hospital to home, helps to reduce preventable

readmissions, and supports optimal patient outcomes (10, 11).

The concept of discharge readiness has evolved considerably

since its inception. Initially focused on physiological stability, it now
02
encompasses a multidimensional construct including the patient’s

knowledge, self-care abilities, psychosocial status, and the adequacy

of anticipated support at home (12, 13). Theoretical frameworks,

such as the one developed by Galvin et al., posit discharge readiness

as the culmination of processes involving assessment, education,

and coordination (14). In practice, nursing-led discharge readiness

services are pivotal, integrating needs assessment, patient education,

and care coordination to bridge the gap between hospital and home

(15, 16).

Despite its recognized importance, the standardization of discharge

readiness services for EC patients, especially within the Chinese

healthcare context, remains in its developmental stages. Challenges

persist at multiple levels: a lack of detailed, EC-specific implementation

guidelines; inefficient coordination mechanisms between hospitals and

community care; and sociocultural barriers that may hinder open

communication about sensitive topics like sexual health (17, 18).

Conversely, discharge readiness services, particularly for EC patients,

are still in an exploratory and developmental stage (19), encountering

several challenges. Consequently, there is a pressing need to synthesize

existing evidence and international experiences to inform the

development of structured, effective, and culturally sensitive

discharge readiness services for this patient population.

This narrative review seeks to address this gap by systematically

describing the core components of discharge readiness services for

EC surgical patients. It will synthesize evidence on assessment tools,

the construction of service content, implementation processes, and

outcome evaluation. By integrating these elements and proposing

an implementation flowchart, this review aims to offer clinicians a

practical, evidence-informed reference to enhance the discharge

transition experience, improve patient recovery, and lay the

groundwork for establishing standardized service pathways in

the future.
2 Literature search and screening
strategy

This study adopts a “narrative review” approach, aiming to

conduct a descriptive synthesis and interpretation of the existing
frontiersin.org
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evidence, practical models, and theoretical frameworks in the field

of discharge readiness services for patients undergoing EC surgery.

To ensure the breadth and representativeness of the content, an

extensive literature search and screening were performed; however,

the full procedures of a systematic review (e.g., exhaustive search,

double independent screening, rigorous risk of bias assessment, or

quantitative synthesis) were not followed.
2.1 Literature sources and screening
rationale

To construct the content of this review, the authors searched

four databases: PubMed, Web of Science, China National

Knowledge Infrastructure (CNKI), and Wanfang Data Knowledge

Service Platform. The search timeframe primarily focused on from

January 2010 to December 2024. The core rationale for literature

screening was to identify studies highly relevant to the key

components of discharge readiness services for post-EC surgical

patients , including assessment tools , service content,

implementation processes, and outcome evaluation. During the

search, Chinese and English subject terms were used

comprehensively, such as “endometrial cancer”, “discharge

planning”, “transitional care”, and “discharge readiness”.

Literature inclusion was based on the “representativeness and

contribution of the studies to the purpose of this review”, rather

than conducting a systematic search of all relevant literature.
2.2 Considerations for literature inclusion

In the literature screening process, the following aspects were

primarily considered: ① Study population: Patients who underwent

surgical treatment for endometrial cancer; ② Intervention/Topic:

Studies focusing on the assessment, implementation, or evaluation

of discharge readiness services and transitional care; ③ Study type:

Priority was given to randomized controlled trials (RCTs), cohort

studies, qualitative studies, systematic reviews, clinical guidelines, and

expert consensuses. Additionally, other literature that could provide

important insights was included as appropriate; ④ Language:

Literature published in Chinese or English. The exclusion criteria

included: non-research literature (e.g., commentaries, editorials),

studies whose population did not consist of post-EC surgical

patients, or literature whose content was irrelevant to the core

components of discharge readiness services.
3 Discharge readiness assessment
tools for EC surgery patients

Postoperative recovery in patients undergoing EC surgery

exhibits significant variability, necessitating a tailored approach to

care. The discharge process represents a critical transition point in

the continuum of care, bridging the in-hospital phase and post-

discharge recovery. To ensure continuity of care, the utilization of
Frontiers in Oncology 03
comprehensive discharge readiness assessment tools is

indispensable (13). Existing tools, while addressing fundamental

dimensions such as health status, psychosocial support, and self-

management capabilities, are predominantly generic. These tools

are beneficial for general patient recovery but lack specificity to

meet the unique needs of EC patients. EC patients present distinct

challenges due to the unique characteristics of the disease, treatment

modalities (e.g., extent of surgery, adjuvant therapy), and specific

rehabilitation requirements, such as the risk of lymphedema, sexual

function, and fertility counseling. Current discharge readiness tools

require targeted adaptation to effectively address these specialized

needs. A critical review of their psychometric properties highlights

important gaps in validity and applicability. While several

instruments demonstrate varying degrees of psychometric

robustness (Table 1), none have been comprehensively validated

in EC populations. Consequently, even as ERAS protocols are

widely implemented in gynecologic oncology settings (20), the

lack of discharge assessment frameworks tailored for EC patients

remains a critical gap in ensuring personalized continuity of care.

For example, tools derived from general oncological

populations (Part A), such as the Caregiver Preparedness Scale

(CPS) and the Quality of Discharge Teaching Scale (ODTS), show

reasonable content validity for broad cancer care issues. However,

their structural validity within the EC subpopulation remains

unverified. Instruments widely recognized as gold standards in

surgical settings, such as the Readiness for Hospital Discharge

Scale (RHDS) and its patient version (PT-RHDS) (Part B), exhibit

strong reliability and construct validity in general surgical cohorts.

Nonetheless, their ecological and content validity are limited for EC

patients due to the exclusion of disease-specific sequelae, such as

those related to gynecological cancer. Predictive tools such as the

LACE index (Part C), which excel in criterion and predictive

validity for readmission risk, are primarily based on

administrative data and lack the ability to address subjective

patient readiness or guide individualized discharge planning.

In summary, the current psychometric evidence for discharge

readiness tools remains fragmented. Instruments validated for

general populations lack EC-specific content validity, while

predictive tools fail to provide actionable insights for personalized

care planning. Addressing these gaps requires the development of

an EC-specific discharge readiness tool that integrates key domains

such as sexual health and lymphedema management within a

psychometrically sound framework, such as the Readiness for

Hospital Discharge Scale (RHDS). Future research should focus

on rigorous cross-cultural adaptation and validation to ensure

applicability across diverse patient populations.
4 Constructing discharge readiness
service content for EC patients

The development of discharge readiness services for EC requires

the establishment of a specialized framework that is centered on the

characteristics of the disease. This framework should integrate

aspects of oncologic treatment, such as the extent of surgery and
frontiersin.org
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TABLE 1 Summary of discharge readiness assessment tools.

Tool
name

Time of
application

Validated
population/
context

Validation
status in EC

Core
dimensions/
items

Assessment
content

Strengths, limitations, and
applicability for EC surgical
patients

A. Tools validated or applied in oncological populations (with emphasis on EC)

Caregiver
preparedness
scale, CPS)
(66, 67)

Prior to
Discharge

Cancer patients
(68)

Non-EC patients -/8 Physiological
Preparedness, Emotional
Needs, Service Planning,
Caregiver Burden,
Comfort Care, Emergency
Coping/Management,
Access to Health
Information/Resources,
Overall Preparedness

Strength: Directly assesses cancer
caregivers, covering multiple dimensions;
Limitation: Not self-reported by patients
and not optimized for the specific needs
of gynecological cancer caregivers, and it
lacks items related to sexual function
and lymphedema; Applicability: Core
tool for evaluating caregiver
preparedness in EC patients,
recommended for use.

Quality of
Discharge
Teaching
Scale, ODTS)
(69)

Prior to
Discharge

Cancer patients
(70)

Non-EC patients 2/6 Perceived Discharge
Needs, Pre-discharge
Education Received,
Guidance Skills/
Effectiveness

Strength: Focuses on discharge
education quality (not just quantity),
critical for cancer patients' symptom
management; Limitation: Lacks EC-
specific educational content and items
related to sexual function and
lymphedema; Applicability: High-
quality tool for evaluating and improving
discharge education for EC patients.

Blaylock Risk
Assessment
Screening
Score,BRASS
(71)

At Admission Lung cancer
patients (72)

Non-EC patients -/10 Age, Social Support,
Functional Status,
Cognition, Behavioral
Patterns, Mobility,
Sensory Impairment, Prior
Hospitalizations/ED
Visits, Current Diagnoses,
Medication Classes

Strength: Comprehensively covers
multiple classic risk factors; Limitation:
Validated in lung cancer patients,
lacking disease-specific items and EC-
specific surgical and treatment risks;
Applicability: Basic framework for
initial admission screening of EC
patients, requiring supplementation of
gynecological oncology-related items.

Early Screen
for Discharge
Planning,
ESDP (73)

At Admission Cancer patients
(74)

Non-EC patients 4/- Age, Living Alone Status,
Disability Status, Self-
reported Walking
Limitations

Strength: Concise and efficient (4 items),
quickly identifying patients needing
complex discharge plans; Limitation:
Basic dimensions, lacking gynecological
cancer-specific assessment and
comprehensive information for detailed
plan formulation; Applicability: Rapid
triage of EC patients on admission to
screen high-risk individuals requiring
multidisciplinary team intervention.

Inpatient-to-
outpatient
discharge
handoff tool
(75)

Prior to
Discharge

Patients with
Hematologic
Malignancies
(76)

Non-EC patients -/6 primary care provider and
hospital providers,
discharge date and
diagnosis, follow-up
appointments, pending
labs/tests/procedures,
other pertinent
information, and home
care services arranged

Strength: Focuses on accurate
information transfer among nursing
teams, ensuring continuous care;
Limitation: Highly dependent on
systematic implementation and lacks
disease-specific items; Applicability:
Standardized template for EC patients'
discharge handover to prevent key
information omission.

B. Tools validated in surgical/general inpatient populations (with potential applicability to EC)

Readiness for
Hospital
Discharge
Scale, RHDS
(69)

Prior to
Discharge

Patients
Undergoing
Enterostomy
(77) and surgical
patients (78)

Non-EC patients 4/21 Personal Status,
Knowledge Status,
Adaptive Capacity,
Anticipated Support

Strength: Comprehensive assessment of
discharge readiness (including subjective
feelings), a gold-standard tool;
Limitation: Lacks evaluation of cancer,
gynecological surgery-specific issues, and
items like sexual function and
lymphedema; Applicability: Basic tool
for assessing discharge readiness of EC
surgical patients, supplemented by EC-
specific interviews recommended.

(Continued)
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TABLE 1 Continued

Tool
name

Time of
application

Validated
population/
context

Validation
status in EC

Core
dimensions/
items

Assessment
content

Strengths, limitations, and
applicability for EC surgical
patients

B. Tools validated in surgical/general inpatient populations (with potential applicability to EC)

Patient–
reported
readiness for
hospital
discharge,
PT-RHDS)
(79, 80)

Prior to
Discharge

Orthopedic
patients (81)

Non-EC patients 4/21 Personal Status,
Knowledge, Coping
Ability, and Expected
Support

Strength: Patient-reported, directly
reflecting self-perception and needs;
Limitation: Lacks cancer-specific
content (same as RHDS), including
gynecological cancer-specific items;
Applicability: Core tool for EC patients'
pre-discharge self-assessment to
empower patients and identify potential
issues.

Nurse Pre-
discharge
Checklist (17)

Prior to
Discharge

Patients with
acute
cardiovascular
diseases (17)

Non-EC patients -/15 Confirm Discharge
Details,Patient Transport,
Post-Acute Care,Medical
Supplies,Home Care,
Medical Record,Patient
Education,Follow-Up
Appointments,Prescribed
Plans,Understanding
Check,Emergency
Contacts,Discharge
Summary,Signature
Collection,Documentation

Strength: Detailed content covering all
discharge tasks; Limitation: Designed
for cardiovascular diseases, it lacks items
related to sexual function and
lymphedema; Applicability: Usable as a
nursing checklist after significant
customization based on EC surgical
pathways.

Re-
Engineered
Discharge
(RED) (82)

During
Hospitalization

Vascular surgery
patients (83)

Non-EC patients -/12 Health status, Medicines,
Appointments, Home
services, and Plan for
what to do if a problem
arises

Strength: Structured multi-component
process program, proven to reduce
readmission rates; Limitation: Lacks
gynecological cancer-specific content and
requires sufficient institutional resources
and coordination capacity; Applicability:
Core components serve as a blueprint
for optimizing EC patients' discharge
processes.

The martin
postoperative
discharge
screening
tool,
MPOST) (84)

Prior to
Discharge

Surgical
intensive care
unit (85)

Non-EC patients -/7 patient age, respiratory
rate, atrial Fibrillation,
poor renal function,
amount of urea nitrogen
in the blood, blood
glucose level, levels of
serum chloride

Strength: Based on objective
physiological data, effectively predicts
post-discharge outcomes of non-critically
ill surgical patients; Limitation: Relies
solely on physiological indicators,
ignoring psychosocial, behavioral factors
and items on sexual function/
lymphedema; Applicability: Objective
screening tool for medical safety of EC
patients before discharge, requiring
combination with psychosocial
assessment tools.

C. Tools validated in general internal medicine/geriatric populations (with limited applicability)

LACE index
(86)

Prior to
Discharge

Heart failure
(87)

Used in EC
patients

4/- Length of stay, Acuity,
Comorbidity, Emergency
department visits

Strength: 4 administrative/diagnostic
data points, concise and automatable for
readmission risk prediction; Limitation:
Narrow dimensions (lacks sexual
function/lymphedema items), unable to
guide individualized discharge
interventions; Applicability: Trend
prediction and stratified management of
EC patients' readmission risk at the
hospital level, not for personalized care
plans.

HOSPITAL
Score (88)

Prior to
Discharge

Pediatric
inpatients (89)

Non-EC patients -/7 Discharge Hemoglobin <
12 g/dL (120 g/L),
Oncology Discharge,
Discharge Serum Sodium

Strength: Similar to LACE, identifies
high-risk patients via objective data;
Limitation: Developed for pediatrics, it
has no sexual function/lymphedema

(Continued)
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the need for hormone therapy, as well as patient metabolic profiles,

including the high prevalence of comorbidities like obesity, and

long-term survivorship management needs. The content

construction should adhere to two fundamental mechanisms: a

multidimensional needs assessment and an interdisciplinary

collaboration model.
4.1 Scientific multidimensional needs
assessment mechanism

While traditional needs assessments relying on caregiver

reports are limited by subjectivity, evidence demonstrates that

structured, objective tools can significantly improve patient

outcomes. For instance, the implementation of standardized risk

assessment tools has been associated with a 12-30% reduction in

avoidable hospital readmissions in general surgical populations by
Frontiers in Oncology 06
enabling early identification of high-risk patients (21, 22).

Furthermore, integrating patient-reported outcome measures

(PROMs) into routine assessments has been shown to

significantly improve patient-provider communication and

identify unmet needs in domains like psychological distress and

physical function, leading to more tailored interventions and

enhanced quality of life (23). To advance this field in EC care,

future research should leverage multi-source data integration,

including machine learning models trained on specific clinical

datasets (24), to develop predictive, multidimensional assessment

systems. Such a system would synthesize physiological status (e.g.,

recovery biomarkers), psychological status (e.g., anxiety/

depression), social support, and environmental factors. Crucially,

the transition from theoretical models like QCNN_BaOpt (24) to

clinical impact requires validation in EC cohorts, with a focus on

quantifying their efficacy in improving concrete endpoints such as

readmission rates, patient satisfaction, and symptom burden.
TABLE 1 Continued

Tool
name

Time of
application

Validated
population/
context

Validation
status in EC

Core
dimensions/
items

Assessment
content

Strengths, limitations, and
applicability for EC surgical
patients

C. Tools validated in general internal medicine/geriatric populations (with limited applicability)

< 135 mEq/L, Surgery
During Admission, Non-
elective Admission (e.g.,
Urgent/Emergency),
Hospitalizations in Prior
Year, Length of Stay ≥ 5
Days

items, and some indicators may
overestimate risks in post-EC surgical
patients; Applicability: Uncertain
predictive validity in EC population, not
recommended as first choice, requiring
further validation.

Nursing
Needs
Assessment
Instrument,
NNAI) (90)

During
Hospitalization

Adult inpatients
(90)

Non-EC patients —— cognitive/behavioral/
emotional status, health
status, functional status,
finances, environmental
factors in postdischarge
care, anticipated skilled
care requirements for
discharge, meeting
continuing care needs

Strength: Wide-ranging dimensions,
covering overlooked factors like post-
discharge environment and economy;
Limitation: General content (no sexual
function/lymphedema items), lacking
depth for cancer patients' acute/recovery
phase-specific needs; Applicability:
Framework referenceable, usable for EC
patients after integrating oncology
nursing expertise.

The 8Ps Risk
Assessment
Tool (91)

During
Hospitalization

—— Non-EC patients 8/- Problem medications
Polypharmacy
Psychological conditions
Principal diagnosis
Poor health literacy
Patient support
Prior hospitalizations
Palliative care

Strength: Includes palliative care, a
critical dimension for advanced cancer
patients; Limitation: Developed for
general internal medicine (no sexual
function/lymphedema items), not
optimized for surgical recovery
pathways; Applicability: Some
dimensions are referenceable for EC
patients, serving as a supplementary
screening tool.

IDEAL
Discharge
Planning
Overview,
Process, and
Checklist)
(92, 93)

Entire
Hospitalization
Period
(Admission to
Follow-up)

Geriatric
patients (94)

Non-EC patients —— Include, Discuss, Educate,
Assess, and Listen

Strength: Emphasizes patient/family-
centered communication and
participation, an excellent process
principle; Limitation: Macro framework
(no sexual function/lymphedema items)
without quantifiable assessment results;
Applicability: Integrate core concepts
into EC patients' discharge preparation
process to improve experience.
The symbol "—" denotes either the absence of a unified consensus or the lack of available data.
(1) Strength: Refers to the advantages of the tool when applied to EC surgical patients; (2) Limitation: Refers to the constraints of the tool when applied to EC surgical patients; (3) Applicability:
Refers to the description of the scope of use and application value of the tool in the EC surgical patient population.
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4.2 Systematic interdisciplinary
collaboration model

The collaboration within a multidisciplinary team (MDT) is

fundamental to delivering high-quality discharge readiness services,

with robust evidence supporting its impact on patient outcomes.

The discharge team for EC should comprise essential members,

including gynecologic oncologists, surgeons, nurses, rehabilitation

therapists, nutritionists, psychologists/psychiatrists, and social

workers (25, 26). The success of MDT collaboration is contingent

upon clearly defined roles, effective communication strategies, and

shared decision-making processes. Quantitative analyses

demonstrate that structured MDT care can lead to a significant

reduction in unplanned 30-day readmissions for complex chronic

conditions by improving care coordination and patient education.

Specifically, relevant studies (27, 28) have confirmed that the

reduction rate can reach 7.4% in direct comparison (from 16.4%

to 9.0%) and even exceed 6 percentage points in sustained practice

(from 18.9% to 12.6%). Evidence suggests that implementing

structured collaboration models, such as the relationship-centered

care model, can mitigate team conflicts and further contribute to

these positive outcomes (25). Programs like the ASSIST discharge

initiative, which extend collaboration to community providers and

actively involve patients and caregivers (29, 30), are critical. This

collaborative framework, which encompasses the entire continuum

from hospitalization to post-discharge follow-up, is essential for

ensuring that medical care plans are effectively aligned with

patients’ needs at home, ultimately translating into quantifiable

improvements in readmission rates and quality of life.
4.3 Nurse-led personalized service
implementation

Nurses, as pivotal coordinators and implementers of discharge

readiness services, play a crucial role in optimizing postoperative

outcomes for surgical patients. Meta-analyses of adult surgical

inpatients have demonstrated that nurse-led discharge interventions

significantly reduce 30-day readmissions and emergency department

visits, while simultaneously improving patients’ activities of daily

living, quality of life, and overall satisfaction (31). The effectiveness

of these interventions lies in their ability to facilitate more coordinated

and comprehensible care transitions, aligning with evidence that

nurse-driven strategies outperform conventional approaches in

minimizing unplanned healthcare utilization and enhancing patient-

reported outcomes within surgical populations.

In the early recovery phase, evidence-based health education

has emerged as a cornerstone for empowering patient self-

management (32). Specifically, a review focusing on ERAS in

minimally invasive gynecologic oncology surgery confirmed that

nurse-led discharge education, as a key component of ERAS,

increases rates of same-day discharge without elevating

readmission risk, while also reducing perioperative and

postoperative opioid use without compromising pain control (33).

Research underscores the importance of personalized education
Frontiers in Oncology 07
plans grounded in the best available evidence and tailored to

address critical postoperative needs, including activity guidance,

treatment adherence, and comorbidity management. To uphold

patient-centered care principles, it is essential to adopt structured

communication techniques such as the teach-back method, which

not only ensures comprehension but also actively engages patients

and their caregivers in collaboratively developing individualized

discharge plans. Evidence further indicates that inadequate patient

engagement is strongly associated with an elevated risk of

readmission (34). To ensure continuity of care beyond hospital

discharge, implementing a dynamic and iterative cycle of

“assessment, education, feedback, and adjustment” is paramount.

This framework supports seamless transitions from hospital to

home, enabling nurses to provide adaptive, ongoing care that

meets patients’ evolving needs during postoperative recovery.
5 Implementation of discharge
readiness services for EC patients

The implementation strategy for discharge readiness services

exerts a direct and measurable impact on patient outcomes, with

variations in effectiveness observed across different care models,

such as the case management model and the primary nursing

model. Evidence from a study involving total joint arthroplasty

patients demonstrated that the perioperative surgical case

management model was associated with a significantly reduced

30-day unplanned readmission rate of 2.1%, compared to the

typical 5%-10% reported with standard nursing care. Although

specific data on length of hospital stay were not provided, refined

perioperative interventions under this model may contribute to a

slight increase in hospitalization duration (35). This trade-off

underscores the necessity for patient-specific strategy

optimization, balancing the benefits of reduced readmissions with

potential extensions in hospital stay. Patient-specific factors, such as

low Activities of Daily Living (ADL) scores (≤60), the need for tube

feeding, poorly managed comorbidities, and limited capacity of

primary caregivers, have been identified as significant predictors of

extended hospital stays (36). These factors highlight the critical

importance of tailoring discharge readiness strategies to the

individual circumstances and risk profiles of each patient.

Systematic reviews evaluating interventions such as care

coordination, discharge education, and follow-up provide mixed

results (37), further emphasizing the need for personalized

approaches that consider both the clinical and psychosocial

aspects of postoperative recovery. In light of these findings,

developing and implementing discharge readiness models that

integrate individualized risk assessments and patient-centered

interventions is crucial for improving outcomes. Future research

should prioritize identifying predictive factors and refining care

strategies to enable a seamless transition from hospital to home,

ultimately enhancing recovery while minimizing unnecessary

healthcare utilization.

Advancements in contemporary information technology offer

innovative opportunities to enhance discharge readiness services,
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particularly through the integration of digital health solutions.

Digital health platforms, encompassing telemedicine applications

and online resource portals, have demonstrated their capacity to

strengthen communication between healthcare providers and

patients, facilitate access to offline services, and support the

collection of real-world post-discharge data for service

optimization (38, 39). A meta-analysis of 24 randomized

controlled trials (RCTs) involving 9,634 patients with heart failure

revealed that eHealth self-management interventions—a critical

subset of digital health technologies—significantly reduced all-

cause and heart failure-related 30-day readmission rates. These

interventions also increased medication adherence by 82% and

improved self-care behaviors, outcomes primarily driven by

enhanced patient engagement (40). These findings underscore the

transformative potential of digital health in fostering better health

outcomes through patient-centered approaches.

Moreover, machine learning technologies are emerging as

powerful tools for analyzing complex clinical datasets, identifying

risk patterns, and predicting individual patient needs. Mobile health

(mHealth) and AI predictive models are increasingly being integrated

into the postoperative transitional care of gynecological cancer

patients. Bukke (41) highlighted that AI-driven mobile remote

monitoring can continuously track vital signs and preemptively

alert medical teams to complications like lymphedema and

thrombosis. The “Zhi Kang Fu” WeChat mini-program, developed

and implemented in a top-tier hospital in Beijing, China, by Zhang

(42), consolidates six core modules, including health education,

complication warnings, chemotherapy management, and

psychological support. Patients can access personalized care

suggestions via intelligent inquiries, and a 1-month trial showed

high user acceptance (156.15 ± 30.93 out of a possible 175),

significantly enhancing self-management and adherence during

home recovery. Delanerolle further confirmed that mHealth

platforms powered by machine learning can provide real-time risk

assessments of postoperative symptoms and send reminders to both

patients and healthcare providers, ensuring a seamless transition

from hospital to home care (43). Khudhur also emphasized that the

combination of AI predictive models and mobile technology can

detect recurrences or treatment-related complications early, offering

continuous, precise, and cost-effective support for gynecological

cancer patients outside the hospital setting (44).

By harnessing these capabilities, personalized discharge plans

and follow-up strategies can be developed to address the unique

requirements of diverse patient populations (45). For instance,

studies have demonstrated the utility of neural network models in

predicting risks associated with discharge delays or optimizing

discharge decisions for specific clinical conditions, such as

COVID-19 (46, 47). While promising, the application,

effectiveness, and generalizability of these technologies within

emergency care and oncology-specific discharge readiness services

require further investigation and rigorous validation. In summary,

digital health platforms and machine learning methodologies hold

significant potential to revolutionize discharge readiness strategies.

Future research should focus on validating these technologies in

diverse clinical settings, including oncology, to ensure their
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reliability, scalability, and ability to deliver personalized, data-

driven care transitions.

Developing a standardized discharge readiness pathway for

esophageal cancer patients requires a comprehensive approach that

spans the entire care continuum, from hospital admission to post-

discharge recovery. Key strategies for pathway implementation include:

① Tiered health education tailored to the disease stage, cognitive

function, and self-management capabilities of each patient.② Diverse

educational formats, such as in-person instruction, personalized

educational materials, audiovisual aids, and digital platforms, to

accommodate varying patient preferences and learning needs.③

Structured communication techniques, including the teach-back

method, which has proven effective in enhancing patient

comprehension, engagement, and knowledge retention (48). A

standardized pathway that integrates approaches such as staff

training in teach-back techniques, discharge resource folders, and

optimized educational documents has demonstrated a synergistic

effect. Compared to ad-hoc discharge practices, these strategies

significantly improve patients’ satisfaction with discharge-related

services. Evidence from satisfaction surveys reveals notable

improvements in care transition scores (from 52.41% to 54.49%) and

discharge information scores (from 87.38% to 90.12%) (49). These

findings highlight the value of a structured, patient-centered discharge

readiness pathway in achieving better patient-reported outcomes.

Furthermore, the integration of technological tools with humanistic

and patient-centered care is essential for optimizing resource allocation

and providing continuous support during recovery (13, 50). By

facilitating seamless communication and personalized interventions,

these tools complement the standardized pathway and contribute to

improved postoperative outcomes for EC patients.
5.1 Core steps of the EC surgery patient
discharge readiness service implementation
flowchart

The core implementation process of the EC surgery patient

discharge readiness service is visualized in a detailed flowchart

(Figure 1), which consists of four sequential and interconnected

phases as follows.

5.1.1 Screening and initial assessment
Within 24 hours of patient admission or transfer, the healthcare

team conducts an initial screening using the Blaylock Risk Assessment

Screening Score (BRASS) (51)to identify patients at risk for delayed

discharge or those with complex care needs. A total score of 10 or

higher indicates the need to proceed to the next step (52, 53).

5.1.2 Comprehensive reassessment and
confirmation

For patients who screen positive, a comprehensive assessment

should be conducted within 72 hours (50). The assessment should

cover domains such as Activities of Daily Living (ADLs), self-care

ability and need for assistance, transportation arrangements, home

support network, medication management ability, nutritional status
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and eating ability, and home care service needs (e.g., home visit

nursing, hospice care). The use of tools like the Comprehensive

Discharge Planning Needs Assessment Form is recommended

(54, 55).
5.1.3 Plan development and personalized
guidance

Following the reassessment outcomes, MDT collaboratively

formulates a personalized discharge plan. The implementation of

this plan is structured in phases:①Inpatient Phase: Address in-

hospital care requirements and provide training for patients and

caregivers on essential post-discharge care skills. ②Discharge Phase:

Confirm the discharge destination and coordinate subsequent care

arrangements. ③Home Care Phase: Equip primary caregivers with

necessary skills and offer information on home nursing services and

community resource linkages. ④Transfer to Facility: Contact and

coordinate with receiving institutions to ensure a smooth transition.
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5.1.4 Tracking and follow-up
Subsequent to discharge, scheduled follow-ups via telephone,

home visits, or clinic appointments should be conducted to evaluate

recovery progress, care satisfaction, and any unmet needs, allowing

for necessary adjustments to the care plan (56). The frequency and

mode of follow-up should be tailored to the individual patient’s

condition and risk assessment.
6 Outcome evaluation of discharge
readiness services for EC patients

Assessing the effectiveness of discharge readiness services is

crucial for the ongoing enhancement of healthcare quality. An

effective evaluation system should incorporate clinical evidence

alongside multidimensional indicators. Research indicates that

among patients undergoing minimally invasive hysterectomy,
FIGURE 1

Implementation flowchart for EC discharge readiness services.
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there is no significant difference in the 60-day complication rates

between obese and non-obese patients (5.1% vs. 5.4%, P = 0.86),

although obese patients experience lower rates of same-day

discharge (57). A recent large-scale analysis of the National

Cancer Database found that for patients with Type II endometrial

cancer undergoing robot-assisted laparoscopy, the 30-day

readmission rate was 2.5%, showing no significant difference

compared to conventional laparoscopy (2.4%, p=0.819) (58).

Factors such as extended hospital stays (>1 day vs. ≤1 day: 40.0%

vs. 23.0%, P = 0.04) and postoperative complications (63.3% vs.

13.4%, P<0.01) are significant predictors of readmission (59). The

implementation of Enhanced Recovery After Surgery (ERAS)

protocols has been shown to effectively reduce hospital stays and

associated costs without significantly increasing readmission rates

(60). These findings offer a foundation for optimizing discharge

strategies tailored to various surgical techniques and

patient demographics.

Building upon prognostic evidence and established guideline

requirements, such as those outlined in the 2022 ESMO Clinical

Practice Guideline for endometrial cancer (32), the evaluation of

outcomes necessitates a comprehensive framework that integrates

patient outcomes, caregiver experiences, and the utilization of

healthcare system resources. The MDT should develop

personalized, risk-stratified follow-up plans that consider

recurrence risk, treatment side effects, physical and mental health

status, and resource accessibility. According to the ESMO guideline,

follow-up frequency should be stratified by risk: for low-risk

patients, clinical visits are recommended every 6 months for the

first 2 years and then annually until 5 years, with telephone follow

−up as an acceptable alternative; for high-risk patients, visits are

recommended every 3 months for the first 3 years and then every 6

months until 5 years. Patient education on symptom recognition

and the option of patient−initiated follow−up (PIFU) are also

emphasized (32). Short-term evaluations should concentrate on

critical clinical indicators, such as 30-day postoperative

complication rates, readmission rates, and the time required for

bowel function recovery (61). In contrast, long-term evaluations

should incorporate Patient-Reported Outcomes (PROs), employing

standardized instruments like the Health Education Impact

Questionnaire (HeiQ) to assess self-management domains,

including health behaviors, emotional well-being, and social

interaction (62). Recent studies have further demonstrated the

value of the EORTC QLQ-EN24—an endometrial-cancer-specific

PRO module—in capturing post-discharge quality of life. Sobočan

et al. applied the Slovenian QLQ-EN24 to 79 EC survivors and

found that gastrointestinal symptoms, musculoskeletal pain and

sexual/vaginal concerns were significantly linked to poorer multi-

domain outcomes, underscoring the scale’s sensitivity to long-term

sequelae (63). Likewise, the prospective QLEC cohort (n = 198)

administered the QLQ-EN24 together with PROMIS measures and

showed that pre-operative obesity predicted worse physical

functioning, incident lower-extremity lymphedema and

diminished sexual interest, providing baseline risk data for
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discharge planning (64). In Taiwan, Li et al. validated the Chinese

QLQ-EN24 in 105 women ≥ 6 months post-treatment and revealed

that those with lower-limb lymphedema reported significantly more

severe climacteric symptoms and poorer physical, role, emotional,

cognitive and social functioning, confirming the instrument’s cross-

cultural utility (65). Integrating this EC-specific tool into routine

follow-up therefore enables clinicians to detect symptom clusters,

functional deficits and psychosocial needs after hospital discharge,

informing tailored self-management support. This internationally

validated scale is instrumental in identifying deficiencies in post-

discharge self-management, thereby informing interventions for

continuity of care. The establishment of a continuous improvement

cycle—comprising evidence generation, outcome evaluation, and

service optimization—facilitates the enhancement of quality

throughout the patient management journey in EC.
7 Conclusion

This review systematically synthesizes existing evidence on

discharge readiness services for patients undergoing EC surgery,

highlighting its essential role in facilitating a seamless transition

from hospital to home and enhancing long-term outcomes. The key

findings are as follows (1): The variability of assessment tools

necessitates adaptation to the specific characteristics of EC; (2)

The effectiveness of service implementation is contingent upon the

synergy of multidisciplinary collaboration, nurse-led education

(e.g., the teach-back method), and the integration of technology

(e.g., remote monitoring digital platforms); (3) Systems for

evaluating outcomes must incorporate both clinical indicators

(e.g., 30-day readmission rates) and patient-reported outcomes

(e.g., the Health Education Impact Questionnaire [HeiQ] scale) to

comprehensively assess multidimensional recovery status.

Persistent challenges include the lack of standardized pathways,

fragmented community resources, and insufficient patient

engagement. To address these issues, we propose the following at

the policy level: the development of guideline-based and culturally

adapted standardized discharge pathways. At the research level,

conducting prospective trials to compare various implementation

models is essential for advancing evidence-based nursing

management practices. For future prospective trials, the proposed

flowchart can serve as the Standard Operating Procedure for the

intervention group. This approach ensures that the complex

intervention—the Discharge Preparedness Service Program—is

delivered in a standardized and systematic manner, minimizing

potential bias arising from inconsistent interpretations of the

intervention by different researchers. The flowchart outlines clear

operational details, including specified time points (e.g., initial

screening within 24 hours, comprehensive re-evaluation within 72

hours), designated personnel (a multidisciplinary healthcare team),

core methods (integration of qualitative interviews and machine

learning algorithms), and intervention content (assessment of both

in-hospital and post-discharge patient needs). By providing a
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detailed and structured blueprint, this flowchart significantly

enhances the reproducibility of the trial and improves the

comparability of results across studies. Moreover, the flowchart

inherently highlights critical processes and outcome measures

requiring attention in future trials. This ensures that subsequent

studies maintain a consistent focus on evaluating the efficacy of the

intervention and its impact on patient outcomes, thereby

strengthening the evidence base for nursing management strategies.

The flowchart provided (Figure 1) serves as a practical and

actionable framework for clinicians, highlighting the necessity for

local adaptation in light of disparities in healthcare resource

allocation. Future research should aim to advance evidence-based

standardized practices while maintaining flexibility rooted in

patient-centered principles.
8 Limitations

This study has several limitations. First, as a narrative review, its

methodology inherently has inherent limitations. We did not

conduct a systematic and exhaustive literature search, nor did we

use standardized quality assessment tools to perform rigorous risk

of bias assessment on all included studies. Literature screening and

inclusion relied more on the researchers’ subjective judgments and

considerations regarding the representativeness and heuristic value

of the content. This may introduce selection bias and undermine the

robustness of the conclusions. Second, the literature search was

restricted to Chinese and English databases, excluding gray

literature and studies in other languages. This may limit the

comprehensiveness of the evidence obtained. Therefore, the

conclusions of this paper are intended to provide a

comprehensive overview and practical framework for this field,

and its viewpoints and recommendations need to be verified and

supported by more rigorous systematic reviews, meta-analyses, or

original studies in the future.
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Mena Acosta FI, Puchaicela Namcela SDR. Minimally invasive gynecologic surgery and
enhanced recovery and outcomes: A literature review. Cureus. (2025) 17:e84814.
doi: 10.7759/cureus.84814

21. Bertsimas D, Li ML, Paschalidis IC, Wang T. Prescriptive analytics for reducing
30-day hospital readmissions after general surgery. PloS One. (2020) 15:e0238118.
doi: 10.1371/journal.pone.0238118

22. Pham H, Hitos K, Pawaskar R, Sinclair JL, Mathuthu H, Nahm CB, et al.
Multidisciplinary protocol to reduce surgical readmissions in Australia: American
College of Surgeons National Surgical Quality Improvement Program. ANZ J Surg.
(2025) 95:335–41. doi: 10.1111/ans.19252
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