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Cancer remains one of the leading causes 
of death worldwide. In 2020 alone, there were 
an estimated 19.3 million new cancer cases and 
approximately 10 million cancer-related deaths 
globally(1). In Thailand, cancer has been the leading 
cause of mortality since 2010(2). Despite continuous 
advancements in treatment modalities, mortality 

rates continue to rise, due to late-stage diagnoses 
and metastatic progression. Such progression often 
leads to complex complications, including pain, 
fatigue, nausea, weight loss, emotional distress, and 
depression. Patients may also experience significant 
concerns about their disease stage, potential treatment 
complications, financial burdens, and spiritual well-
being(3,4).

At Chulabhorn Hospital, more than 50% of 
patients with metastatic cancer require palliative 
care to manage adverse effects resulting from 
chemotherapy, radiation therapy, or the disease itself. 
Common complications include febrile neutropenia, 
pleural effusion, infection, and renal dysfunction. 
After hospital discharge, these patients frequently 
face considerable challenges in managing symptoms 
independently, which often results in unplanned 
readmissions within 28 days.
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Background: Metastatic cancer patients often require palliative care to alleviate symptoms and preserve quality of life. Nevertheless, unplanned 
hospital readmissions remain a significant concern, suggesting potential gaps in continuity of care and post-discharge support.

Objective: To evaluate the effectiveness of video call follow-up using the Chulabhorn Assessment Form in enhancing patient self-care and reducing 
unplanned hospital readmissions among metastatic cancer patients after palliative care.

Materials and Methods: A descriptive, prospective cohort study was conducted at Chulabhorn Hospital between July 2023 and January 2024. 
One hundred eighty metastatic cancer patients were enrolled. Video call follow-ups were conducted on days one, seven, and twenty-eight post-
discharge to provide emotional support, assess symptoms, and encourage self-care. Variables such as distress scores and previous unplanned 
readmissions were analyzed using logistic regression.

Results: Patients with a history of unplanned readmissions were significantly more likely to be readmitted within 28 days, even with video call 
follow-up (adjusted OR 11.13, 95% CI 4.38 to 28.27, p<0.001). High distress scores, of 4 or greater, were also strongly associated with increased 
readmission risk (p<0.001). While video calls enabled nurses to assess patients’ home environments and provide timely advice, certain high-risk 
patients remained vulnerable to readmission.

Conclusion: Video call follow-up using the Chulabhorn Assessment Form provides valuable insights into patients’ needs and supports self-care. 
However, it alone is insufficient to prevent hospital readmissions in all cases. Targeted interventions for high-risk patients are essential. Nurses 
play a crucial role in identifying these patients and delivering individualized post-discharge care.
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Patients with metastatic cancer require 
continuous, close monitoring to delay disease 
progression and maintain their quality of life(5,6). 
However, comprehensive treatment plans can 
affect their physical, psychological, social, and 
financial well-being, contributing to heightened 
anxiety and stress. Relatives and caregivers often 
feel overwhelmed or guilty for being unable to 
provide sufficient care, partly due to limited access 
to appropriate and targeted resources(7,8).

To address these challenges, the inpatient 
department (IPD) at Chulabhorn Hospital has 
implemented video calls for certain patient groups 
post-discharge, such as those receiving home total 
parenteral nutrition (TPN) or patients discharged 
with wounds or drainage tubes. The discharged 
patients receive a follow-up phone call from nurses 
within 24 to 48 hours. However, operational barriers 
remain for video follow-ups, including difficulties in 
scheduling appointments, adding patients or primary 
caregivers to communication platforms, and the lack 
of dedicated mobile devices in some wards, resulting 
in staff often using personal devices. Additionally, not 
all patients have smartphones capable of video calls, 
and some live in areas with poor internet connectivity, 
limiting the feasibility of virtual consultations.

In the outpatient department (OPD), video calls 
are used selectively, particularly for patients receiving 
palliative care. This enables healthcare providers, 
especially physicians, to observe patients’ real-time 
conditions and daily living activities, supporting more 
comprehensive and accurate assessments than voice 
calls alone can offer.

The Physical Therapy Unit similarly employs 
video calls for palliative care patients who have 
limited mobility or face challenges traveling to the 
hospital. These virtual sessions allow therapists to 
evaluate patients’ functional status, such as limb 
mobility, and to provide personalized guidance on 
posture, ambulation, and home-based exercises. 
This approach helps improve access to rehabilitation 
services while reducing the physical and emotional 
strain associated with hospital visits.

Chulabhorn Hospital’s Palliative Care services 
have gained international recognition, having 
received the European Society for Medical Oncology 
(ESMO) award. The hospital is also pursuing 
the Distinction in Palliative Care certification, 
underscoring its commitment to delivering high-
quality, patient-centered care. Insights from this study 
highlight the importance of addressing logistical and 
technological barriers to telemedicine, supporting 

the potential for structured video call follow-ups to 
become an integral part of post-discharge care for 
patients with metastatic cancer.

Nurses play a pivotal role in supporting patients 
with metastatic cancer and their caregivers(9,10). 
Through collaboration with a multidisciplinary team, 
nurses help ensure seamless, continuous care while 
promoting effective long-term self-management 
practices at home(11). Patients and caregivers have 
reported greater confidence in managing daily life 
and have appreciated the opportunity to engage in 
follow-ups via video calls, which allow them to 
participate in daily activities and maintain a more 
positive outlook(12,13).

Efforts are underway to develop an effective 
follow-up care model for metastatic cancer patients 
post-discharge, with the goal of reducing unplanned 
readmissions and enhancing patient satisfaction(14). 
Telemedicine has emerged as a vital tool for 
providing accessible and timely medical services, 
offering valuable guidance and support to both 
patients and caregivers. This enhanced collaboration 
with healthcare teams fosters improved self-care 
behaviors, reducing unplanned hospitalizations and 
increasing patient satisfaction(15).

Therefore, the present study aimed to evaluate 
the use of the Chulabhorn Assessment Form via video 
calls for the follow-up of metastatic cancer patients 
after palliative care. Specifically, it seeks to identify 
factors contributing to unplanned readmissions 
within 28 days and to assess the effectiveness of this 
follow-up model.

The findings of the present study are expected to 
provide meaningful implications for strengthening and 
expanding the hospital’s telemedicine infrastructure, 
particularly in the context of follow-up care for 
metastatic cancer patients.

M   M
Study design and setting

A prospective observational study was conducted 
in the Department of Oncology at Chulabhorn 
Hospital. Data were collected from 180 metastatic 
cancer patients admitted between July 2023 and 
January 2024.

Study procedures
Prior to discharge, the principal investigator 

met individually with each patient to obtain written 
informed consent, explained the study’s objectives, 
and arranged scheduled follow-up appointments via 
video call on day 1, 7, and 28 post-discharge. These 
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video calls were designed to provide individualized 
advice, facilitate coordination with physicians 
or other healthcare professionals as needed, and 
systematically collect information on any unplanned 
readmissions and their underlying causes.

Consent process
Informed consent was obtained systematically 

and in accordance with established ethical standards. 
Potential participants were identified through the 
Admission Unit, which is responsible for hospital 
bed assignments. Preliminary eligibility screening 
was conducted using the Hospital Information System 
(HIS).

Eligible patients were approached by the principal 
investigator or a co-investigator, who explained the 
study objectives, data collection procedures, duration 
of participation, potential benefits, and the voluntary 
nature of participation. Patients were informed of 
their right to decline participation or withdraw from 
the study at any time without any impact on their 
current or future medical care.

Participants were encouraged to ask questions, 
and all inquiries were addressed to ensure a clear 
understanding of the study. Patients who agreed 
to participate provided written informed consent. 
Demographic and clinical data were then collected, 
and video-call appointments were scheduled. Patient 
contact details were added to the LINE application, 
and participants were informed of the specific 
dates and times for their scheduled video follow-up 
sessions.

Inclusion and exclusion criteria
Inclusion criteria were patients diagnosed with 

metastatic cancer receiving palliative treatment in 
the inpatient ward.

Exclusion criteria were patients who could not be 
contacted via video call after discharge and patients 
who died at home before any unplanned readmission 
occurred.

Population
Accessible population: The accessible population 

comprised of patients with metastatic cancer 
receiving palliative care in wards of Chulabhorn 
Hospital. All patients had been discharged from the 
hospital. Approximately 180 patients were eligible 
for inclusion.

Sample selection: The sample was selected 
using purposive sampling and subsequently divided 
into two groups through stratified randomization. 

Stratification was based on factors considered likely 
to be associated with hospital readmission or revisits, 
including age, sex, educational level, insurance 
coverage, and length of hospital stay. Clinical factors 
included types of cancer, sites of metastasis, pre-
existing medical conditions, comorbidities, Palliative 
Performance Scale (PPS) score, distress score, reason 
for hospitalization, and a history of rehospitalization 
within the previous month.

Sample size calculation
The sample size for the logistic regression 

analysis was determined using the rule of at least 10 
outcome events per predictor variable expected to 
influence the likelihood of hospital readmission in 
the final model by Peduzzi et al. (1996)(16).

Based on hospital readmission statistics for 
patients with metastatic cancer at Chulabhorn 
Hospital, 3 out of 30 patients were readmitted, 
corresponding to an estimated readmission rate of 
10%. To ensure an adequate number of readmission 
events for the planned analysis, a total sample size 
of 180 patients was required. This sample size was 
estimated to be achievable within six months of data 
collection and was sufficient to support univariate 
and subsequent multivariable analyses.

Data collection
Data variables included age, sex, marital 

status, caregiver information, health coverage, 
cancer type, sites of metastasis, underlying 
diseases and comorbidities, time since diagnosis, 
prior cancer treatments, distress score, history of 
unplanned readmission within 30 days, problems 
encountered during admission, length of hospital 
stay, unplanned readmission within 28 days, and 
whether the readmission was related to the previous 
hospitalization.

This structured data collection approach ensured 
comprehensive information was captured to facilitate 
detailed analysis of factors contributing to unplanned 
readmissions among metastatic cancer patients.

Statistical analysis
All statistical analyses were performed using 

STATA/MP, version 18.0 (StataCorp LLC, College 
Station, TX, USA). Normally distributed continuous 
variables are reported as mean ± standard deviation 
(SD), while categorical variables are presented 
as frequencies and percentages. Differences in 
continuous variables between the readmission and 
non-readmission groups were compared using an 
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independent samples t-test. Categorical variables 
were compared using the chi-square test or Fisher’s 
exact test, as appropriate.

Univariate logistic regression analyses were 
conducted to identify potential risk factors for 
unplanned readmissions or revisits. Variables with 
a p-value less than 0.05 in the univariate analyses 
were entered into the multivariable logistic regression 
model using forward selection to identify independent 
predictors of unplanned readmission or revisit(17).

Study instrument
The research and data collection instrument used 

in this study was the Chulabhorn’s Assessment of 
Video Call Follow-up Form.

The instrument was developed through a multi-
step process. Initially, the research team adapted a 
patient follow-up call form that had been used in 
the department’s continuous quality improvement 
(CQI) program for more than one year. This was 
followed by a comprehensive literature review 
and consultations with relevant experts, including 
inpatient internal medicine physicians and medical 
oncology specialists. In addition, three specialist 
nurses with expertise in cancer patient care were 
selected to review the instrument. Feedback from 
these experts was incorporated, and the final version 
of the assessment form was revised accordingly.

Validation of the instrument
The research instrument was validated using 

content validity assessment. Three experts reviewed 
the instrument, including one physician specializing 
in medical oncology, one physician specializing 
in inpatient and outpatient internal medicine, and 
one nurse specializing in oncology nursing. These 
experts evaluated the structural integrity, content 
relevance, and clarity of the assessment form. 
Objectivity of the instrument was also considered 
during the review process. The researchers collected 
comments and suggestions from the experts and 
revised the instrument accordingly before piloting it 
with patients. Final approval of the instrument was 
based on consensus agreement by at least two of the 
three experts.

To assess feasibility and suitability prior to full 
implementation, a pilot test was conducted using the 
Assessment of Video Call Follow-up Form with a 
group of 30 patients who had characteristics similar 
to those of the target sample. The pilot study aimed 
to evaluate the practicality of the instrument, identify 
potential problems, and inform necessary revisions 

before its use in the main study.

R
During the study period, 18 participants were 

unable to complete follow-up via the video call 
system and were excluded. Additionally, three 
patients passed away at home within 28 days post-
discharge and were also excluded from the final 
analysis.

Data from 180 participants were analyzed. The 
cohort comprised an equal number of males and 
females, with 90 males and 90 females, with a mean 
age of 65.5±13.2 years. Regarding marital status, 
75% were married, 9.4% were single, and 15.5% 
were widowed.

Primary caregivers were most commonly the 
patients’ children (46.1%), followed by spouses 
(38.7%), siblings (9.6%), parents (3.9%), and friends/
others (1.7%). In terms of healthcare coverage, the 
majority were covered under government health 
schemes (46.7%), followed by universal health 
coverage (37.8%), state enterprise schemes (7.2%), 
self-payment (5.0%), and other schemes (3.3%).

The most common cancer diagnoses were 
bronchus and lung cancer with 24.5%, gastrointestinal 
cancers with 22.2%, and liver cancer with 18.3%, 
followed by breast cancer with 11.7%, head and 
neck cancers with 6.7%, gynecological cancers with 
6.1%, urological cancers with 3.3%, hematological 
malignancies with 3.9%, and other types with 3.3%. 
Metastatic sites included the lung with 31.1%, bone 
with 29.4%, liver with 27.8%, lymph nodes with 
25.6%, brain with 17.8%, and other organs with 
10.6%.

Prevalent underlying conditions included 
hypertension with 31.7%, dyslipidemia with 29.4%, 
diabetes mellitus with 18.9%, heart disease with 
7.8%, chronic obstructive pulmonary disease with 
2.8%, cerebrovascular accident with 0.6%, and other 
conditions with 21.6%.

Co-morbidities observed were pleural effusion 
at 5.6%, ascites at 6.1%, pulmonary embolism at 5%, 
and superior vena cava obstruction at 2.2%.

Regarding disease duration, 40.0% of patients 
were diagnosed for less than one year, 41.7% for one 
to three years, 4.4% for three to five years, 8.9% for 
five to ten years, and 5% for more than ten years. 
Previous cancer treatments included chemotherapy 
in 70.6%, targeted therapy in 20.0%, surgery in 
37.8%, concurrent chemoradiotherapy in 14.4%, 
radiotherapy in 13.9%, and others in 6.7%.

Most participants (64.4%) reported a distress 
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Table 1. Demographic characteristics of active participants

Total Metastasis cancer patients p-value

Non-unplanned re-admission Unplanned re-admission

Sex; n (%) 0.027

Male 90 (50.0) 60 (45.1) 30 (63.8)

Female 90 (50.0) 73 (54.9) 17 (36.2)

Age (years); mean±SD 65.5±13.1 66.1±12.8 63.9±13.9 0.340

Marital status; n (%) 0.885

Married 135 (75.0) 101 (75.9) 34 (72.3)

Single 17 (9.4) 12 (9.1) 5 (10.6)

Widow 28 (15.5) 20 (15.1) 8 (17.1)

Caregiver; n (%) 0.900

Husband or wife 69 (38.7) 49 (37.1) 20 (43.5)

Father or mother 7 (3.9) 5 (3.8) 2 (4.3)

Child 82 (46.1) 62 (47.0) 20 (43.5)

Brother or sister 17 (9.6) 13 (9.8) 4 (8.7)

Friend/other 3 (1.7) 3 (2.3) 0 (0.0)

Health coverage; n (%) 0.840

Government health coverage 84 (46.7) 60 (45.1) 24 (51.1)

Universal health coverage 68 (37.8) 51 (38.3) 17 (36.2)

State enterprise health coverage 13 (7.2) 9 (6.8) 4 (8.5)

Self-paid health coverage 9 (5.0) 8 (6.0) 1 (2.1)

Other 6 (3.3) 5 (3.8) 1 (2.1)

Cancer type; n (%) 0.677

Bronchus and lung 44 (24.5) 34 (25.5) 10 (21.3)

Gastrointestinal 40 (22.2) 31 (23.3) 9 (19.1)

Liver 33 (18.3) 20 (15.1) 13 (27.6)

Breast 21 (11.7) 17 (12.8) 4 (8.5)

Head and neck 12 (6.7) 9 (6.8) 3 (6.4)

Gynecological 11 (6.1) 9 (6.8) 2 (4.3)

Urological 6 (3.3) 5 (3.7) 1 (2.1)

Hematological 7 (3.9) 4 (3.0) 3 (6.4)

Other 6 (3.3) 4 (3.0) 2 (4.3)

Organ metastasis; n (%)

Liver 50 (27.8) 40 (30.1) 10 (21.3) 0.247

Lung 56 (31.1) 41 (30.8) 15 (31.9) 1.000

Bone 53 (29.4) 41 (30.8) 12 (25.5) 0.494

Brain 32 (17.8) 27 (20.3) 5 (10.6) 0.136

Lymph node 46 (25.6) 35 (26.3) 11 (23.4) 0.694

Other 19 (10.6) 14 (10.5) 5 (10.6) 0.983

Underlying diseases; n (%)

Diabetes mellites (DM) 34 (18.9) 19 (14.3) 15 (31.9) 0.008

Hypertension 57 (31.7) 41 (30.8) 16 (34.0) 0.684

Heart disease 14 (7.8) 8 (6.0) 6 (12.8) 0.201

Chronic obstructive pulmonary disease (COPD) 5 (2.8) 4 (3.0) 1 (2.1) 1.000

Old cerebrovascular accident (CVA) 1 (0.6) 1 (0.8) 0 (0.0) 1.000

Dyslipidemia (DLP) 53 (29.4) 40 (30.1) 13 (27.7) 0.775

Other 39 (21.6) 32 (24.1) 7 (14.9) 0.190

Co-morbidities; n (%) 0.012

No 129 (71.7) 102 (76.7) 27 (57.5)

Yes 51 (28.3) 31 (23.3) 20 (42.5)

Pulmonary emboli; n (%) 0.243

No 171 (95.0) 128 (96.2) 43 (91.5)

Yes 9 (5.0) 5 (3.8) 4 (8.5)

Superior vena cava (SVC) obstruction; n (%) 0.280

No 176 (97.8) 131 (98.5) 45 (95.7)

Yes 4 (2.2) 2 (1.5) 2 (4.3)

Ascites; n (%) 0.037

No 169 (93.9) 128 (96.2) 41 (87.2)

Yes 11 (6.1) 5 (3.8) 6 (12.7)

SD=standard deviation
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Table 1. (continued)

Total Metastasis cancer patients p-value

Non-unplanned re-admission Unplanned re-admission

Pleural effusion; n (%)

No 170 (94.4) 124 (93.2) 46 (97.9)

Yes 10 (5.6) 9 (6.7) 1 (2.1)

Time diagnosis until now; n (%) 0.158

<1 year 72 (40.0) 49 (36.8) 23 (48.9)

1 to 3 years 75 (41.7) 58 (43.6) 17 (36.2)  

3 to 5 years 8 (4.4) 8 (6.0) 0 (0.0)

5 to 10 years 16 (8.9) 13 (9.8) 3 (6.4)  

≥10 years 9 (5.0) 5 (3.8) 4 (8.5)  

Previous cancer treatment; n (%) 0.916

No 16 (8.9) 12 (9.0) 4 (8.5)

Yes 164 (91.1) 121 (91.0) 43 (91.5)

• Chemotherapy 127 (70.6) 91 (68.4) 36 (76.6) 0.291

• Concurrent chemoradiotherapy 26 (14.4) 18 (13.5) 8 (17.0) 0.559

• Targeted therapy 36 (20.0) 29 (21.8) 7 (14.9) 0.309

• Surgery 68 (37.8) 56 (42.1) 12 (25.5) 0.044

• Radiotherapy 25 (13.9) 19 (14.3) 6 (12.8) 0.796

• Other 12 (6.7) 6 (4.5) 6 (12.8) 0.082

Distress score; n (%) <0.001

<4 116 (64.4) 98 (73.7) 18 (38.3)

≥4 64 (35.6) 35 (26.3) 29 (61.7)

History of unplanned re-admit within 30 days; n (%) <0.001

No 144 (80.0) 122 (91.7) 22 (46.8)

Yes 36 (20.0) 11 (8.3) 25 (53.2)

Problems of this admission; n (%)

Fever 52 (28.9) 39 (29.3) 13 (27.7) 0.829

Sepsis 47 (26.1) 31 (23.3) 16 (34.0) 0.150

Chemotherapy side effects 16 (8.9) 12 (9.0) 4 (8.5) 1.000

Pain 9 (5) 7 (5.3) 2 (4.3) 1.000

Dyspnea 41 (22.8) 26 (19.5) 15 (31.9) 0.082

Neurological deficit 22 (12.2) 16 (12.0) 6 (12.8) 0.895

Malnutrition 3 (1.7) 2 (1.5) 1 (2.1) 0.261

Abnormal labs 42 (23.3) 30 (22.6) 12 (25.5) 0.678

Pleurodesis 12 (6.7) 10 (7.5) 2 (4.3) 0.734

Gastrointestinal-bleeding 8 (4.4) 6 (4.5) 2 (4.3) 1.000

Febrile neutropenia 2 (1.1) 2 (1.5) 0 (0.0) 1.000

Acute kidney injury 6 (3.3) 4 (3.1) 2 (4.3) 0.652

Other 41 (22.8) 30 (22.6) 11 (23.4) 1.000

Length of stay; n (%) 0.040

1 to 3 days 26 (14.5) 24 (18.2) 2 (4.3)

4 to 7 days 75 (41.9) 58 (43.9) 17 (36.2)

8 to 10 days 28 (15.6) 20 (15.2) 8 (17.0)

11 to 14 days 30 (16.8) 18 (13.6) 12 (25.5)

15 to 30 days 18 (10.1) 11 (8.3) 7 (14.9)

>30 days 2 (1.1) 1 (0.8) 1 (2.1)

Unplaned readmission; n (%)

Mean±SD (days) 11.5±7.8 0 11.5±7.8

1 to 7 days 13 (28.9) 0 (0.0) 13 (28.9)

8 to 14 days 17 (37.8) 0 (0.0) 17 (37.8)

15 to 28 days 15 (33.3) 0 (0.0) 15 (33.3)

Unplanned readmission associated with the previous admission; n (%)

No 17 (37.8) 0 (0.0) 17 (37.8)

Yes 28 (62.2) 0 (0.0) 28 (62.2)

SD=standard deviation
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score below 4, while 35.6% had a score of 4 or 
greater. Unplanned readmissions within 30 days 
occurred in 20% of patients. Common reasons 
for readmission included fever in 28.9%, sepsis 
in 26.1%, dyspnea in 22.8%, abnormal laboratory 
results in 23.3%, chemotherapy-related side effects 
in 8.9%, neurological deficits in 12.2%, pain in 5%, 
pleurodesis in 6.7%, gastrointestinal bleeding in 
4.4%, acute kidney injury in 3.3%, malnutrition in 
1.7%, and other causes in 22.8%.

The length of hospital stay varied with 1 to 3 
days in 14.5%, 4 to 7 days in 41.9%, 8 to 10 days 
in 15.6%, 11 to 14 days in 16.8%, 15 to 30 days in 
10.1%, and more than 30 days in 1.1%.

Among the 47 patients who experienced an 
unplanned readmission within 28 days, the timing of 
readmission was 1 to 7 days in 28.9%, 8 to 14 days in 
37.8%, and 15 to 28 days in 33.3%, with an average 
time to readmission of 11.5±7.8 days. In 62.2% of 
these cases, the cause of readmission was related to 
the clinical problem documented during the most 
recent hospital admission (Table 1).

In the univariate and multivariable regression 
analyses, a distress score of 4 or higher was identified 
as a significant predictor of unplanned readmission 
(adjusted OR 3.76, 95% CI 1.61 to 8.78, p=0.002). 
Additionally, the history of unplanned readmission 
within the preceding 30 days was strongly associated 
with subsequent readmissions (adjusted OR 11.13, 
95% CI 4.38 to 28.27, p<0.001) (Table 2).

D
The present study revealed that 47 patients 

(26.1%) experienced unplanned readmissions within 
28 days. This finding aligns with incidence rates 
reported by Manzano et al., Solomon et al., and 
Guven et al., who found rates of 22.6%, 24.5%, and 
22.7%, respectively(18-20). However, the present study 
rate contrasts with the higher incidence of 46.2% 

reported by Zumbrunn et al.(21).
Additionally, the present study identified seven 

factors associated with unplanned readmissions. 
Female accounted for 58% of unplanned readmissions, 
consistent with findings by Burhenn et al.(22) but 
contrasting with Zumbrunn et al., who reported a 
higher incidence in male(21). The present study results 
support those of Burhenn et al., Zhan et al., Bell et al., 
MiriMoghaddam et al., and Zhu et al.(22-26), who found 
significant associations between co-morbidities and 
readmission rates. In contrast, Zumbrunn et al. argued 
that co-morbidities did not play a significant role(21).

Conditions such as diabetes mellitus were 
prevalent among readmitted patients, in agreement 
with Bur et al. and Zhu et al.; however, Liuu et al. did 
not observe this correlation(26-28). The present study 
findings are consistent with Donze et al. and other 
researchers, who reported liver disease as a factor 
contributing to higher readmission rates(29). Consistent 
with James et al. and Schairer et al., the present 
study suggests that previous cancer surgeries, often 
associated with tumor cell dissemination, contribute 
to increased readmission risk(30,31).

A higher distress score of 4 or more was associated 
with greater risk of unplanned readmission due to 
poor physical symptom management, as supported 
by Johnson et al., Lage et al., and others(32,33). An 
important consideration is whether the timing of 
distress score assessment should be adjusted. While 
it is currently evaluated at admission, assessing 
distress closer to discharge, and not necessarily by 
the palliative care team, may provide more relevant 
insights for discharge planning in real-world practice.

A recent history of unplanned readmission 
within 30 days was associated with widespread 
disease progression, complex management issues, 
and challenges in defining appropriate discharge 
criteria. In patients with metastatic disease, premature 
discharge may increase the risk of complications and 

Table 2. Significant predictors of unplanned re-admissions within 28 days

Univariable Multivariable

Crude OR (95% CI) p-value Adjusted OR (95% CI) p-value

Sex: female 0.47 (0.23 to 0.92) 0.027 0.47 (0.20 to 1.09) 0.077

Underlying diseases: diabetes mellites (DM) 2.81 (1.29 to 6.15) 0.008 1.62 (0.58 to 4.50) 0.355

Co-morbidities: liver disease 3.75 (1.09 to 12.92) 0.037 1.41 (0.28 to 7.02) 0.673

Previous cancer treatment: surgery 0.47 (0.22 to 0.99) 0.044 0.62 (0.25 to 1.54) 0.300

Distress score: ≥4 4.51 (2.23 to 9.12) <0.001 3.76 (1.61 to 8.78) 0.002

History of unplanned re-admission within 30 days 12.60 (5.43 to 29.25) <0.001 11.13 (4.38 to 28.27) <0.001

OR=odds ratio; CI=confidence interval
Adjusted for co-morbidities (yes/no)
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symptom burden, resulting in higher readmission 
rates(34).

Multivariable analysis further highlighted that 
a distress score of 4 or more and recent unplanned 
readmissions, particularly due to fever, sepsis, 
dyspnea, neurological deficits, and abnormal 
laboratory results, were significant predictors of 
subsequent readmissions. Patients with metastatic 
disease are especially vulnerable to infections, 
including nosocomial infections, which underscores 
the need for vigilant follow-up(34).

L
The study was conducted in a single center, which 

may limit the generalizability of the findings to other 
settings. Some patients did not have access to the 
Line application, which restricted their participation 
in video-based follow-ups. However, standard 
telephone follow-up calls were provided by ward 
nurses. Finally, poor internet connectivity in certain 
areas affected the clarity and reliability of video calls, 
potentially influencing patient monitoring.

C
Integrating telemedicine with a multidisciplinary 

approach by nurses and healthcare teams is essential 
for managing metastatic cancer patients after 
discharge. This approach ensures continuous care, 
reduces unplanned readmissions, and enhances the 
quality of life for patients and their caregivers.

In the present study of 180 metastatic cancer 
patients, 47 patients (26.1%) experienced unplanned 
readmissions within 28 days of discharge. Significant 
predictors included a distress score of 4 or higher 
and a history of unplanned readmissions within the 
preceding 30 days. Proactive identification of high-
risk patients and targeted interventions can play a 
pivotal role in minimizing preventable readmissions.

W       ?
Unplanned readmissions are common among 

metastatic cancer patients receiving palliative care, 
reflecting the challenges of managing complex 
symptoms and co-morbidities after discharge. 
Telemedicine, including video call follow-ups, has 
been shown to enhance patient monitoring, emotional 
support, and self-care in various patient populations, 
but evidence specific to metastatic cancer patients is 
still limited.

W     ?
This study demonstrates that structured video call 

follow-ups using the Chulabhorn Assessment Form 
can help nurses assess patients’ home environments, 
provide timely support, and promote self-care after 
discharge. However, it highlights that patients with 
high distress scores or a recent history of readmissions 
remain at high risk despite follow-ups, emphasizing 
the need for targeted strategies and a multidisciplinary 
approach to reduce preventable readmissions in this 
vulnerable group.
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