
Timely, effective follow-up after hospital discharge can improve 
the efficiency and outcomes of care by increasing hospital 
throughput and decreasing readmissions and other adverse 
events after discharge. The University of Chicago Medical 
Center (UCMC) has chronic bed shortages and a medically and 
socially complex patient population that makes optimal 
management of post-discharge care especially important. We 
established a post-discharge clinic (PDC) to address the needs 
of patients, hospitalists, and primary care physicians (PCPs) to 
improve ambulatory care access within 14 days post-discharge, 
improve quality of care and operational efficiency.

Access the PDC’s effectiveness on ambulatory care access within 
14 days post-discharge, quality of care and operational efficiency. Patient Access: A total of 214 patients completed a PDC 

visit between December 2021 – June 2022. 

The average time between discharge and being seen in the 
PDC was 8.7 days, with 88% of PDC-eligible patients 
completing a PDC visit within 14 days post-discharge. 

For the broader UCMC patient population discharged 
between December 2021 – June 2022, only 50% of 
completed an ambulatory visit within 14 days post-discharge. 
For discharged patients establishing new primary care at 
UCMC, only 42% have an appointment with 14 days.

Identification of Adverse Events and Readmissions: ED 
referral rates and readmission rates were compared for 
patients attending the PDC and patients not attending the 
PDC, stratified by risk group. Results are limited by the small 
sample size of patients seem in the PDC in each group, but 
show trends towards lower ES visits and readmissions in 
some risk groups. 

The PDC seeks to improve UCM care access, quality and 
outcomes by providing transitional care access to patients 
discharge from the hospital within 30 days of hospitalization. 
Early evidence suggests improved access to post-discharge 
care and the potential for reductions in emergency department 
visits and readmissions. Further development and evaluation 
of the PDC is in progress.
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Effects of the UCM Post-Discharge Clinic on Care Access, Quality and Outcomes

Post-Discharge Clinic (PDC) Current State Workflow
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Pre IP Discharge PDC Visit Scheduling PDC VisitIP Discharge

PDC Start

Does the patient agree 
to be seen in the PDC 
and will the patient be 
discharge in 1-2 days?

No

PDC End

Patient identified 
for discharge.

Follow respective 
standard work.

Yes

Target Patients:
-Pending tests w/required follow up.
-Required tests prior to a visit.
-Pts. who would otherwise remain IP for tests.
-Response to therapy.
-Maintenance of pain. 
 -Pts. who do not meet IP criteria but are 
uncomfortable w/ discharge.
-Need for pt. or family education.
-If follow up would increase adherence.  
-IP provider’s criteria for a PDC follow up.
-IP provider believes patient will benefit 
from PDC follow up.

Good fit for the 
PDC?No

Additional PDC Considerations

-For patients who are unable to be seen by a PCP w/in 7 - 
14 days of discharge. PNC will schedule a new PCP for 
patients without a current PCP. 
-For high risk of readmissions or mortality in EPIC: 
recommend appointment within 7 days if PCP is unable 
to the see the patient.
-For mild to moderate risk of readmissions or mortality in 
EPIC: recommend appointment within 14 days if PCP is 
unable to the see the patient.
-Patients in need of the UCARS Program (Lyft rides for 
medical appointments), ask secretary to schedule.
-For patient without insurance, contact social worker for 
charity application.
-For OON patients, please document the benefits of early 
discharge pending follow-up visit in the PDC. This will 
benefit the review of coverage for the patient. Patient 
may be charged Medicare fees. Please disclose this 
information to the patient. Eligibility for OON may be 
known within 24 hours.

IP Hospitalist 
initiates PDC pre-
discharge work.

IP Hospitalist 
drags patient 
to Share list in 
EPIC: HM Post 

Discharge 
Clinic.

Does patient 
need labs/
imaging?

Yes

IP Hospitalist 
orders 

outpatient  
labs/imaging 

needed.

No

IP Hospitalist 
initiates PDC 
scheduling.

IP Hospitalist 
contacts PNC for a 

PCP and PDC follow 
up.

IP Hospitalist leaves 
message or contacts 
PNC on Monday to 

schedule.

*All steps must be complete before a 
PDC visit is officially scheduled*

PDC Physician 
conducts virtual 

pre-discharge visit 
with patient.

IP Hospitalist 
discharges patient. 

48 hrs 
post-discharge

Population Health 
Nurse reaches out 

to patient.

Weekday

Weekend

Time
lapse

Patient arrives for 
PDC visit. 

PDC Nurse rooms 
patient for in-

person PDC visit.

PDC Physician provides PDC visit, 
which includes:
-Medication reconciliation and 
adherence.
-Patient and family education.
-Communication with PCP.

Patient 
completes PDC 

visit.

PDC Nurse prints 
AVS and discharges 
patient from PDC.

Patient is 
discharged 
from PDC.

PDC End

Patient-Facing PDC

Back-End PDC

PNC schedules 
patients from 

Shared list: HM Post 
Discharge Clinic.

Physician contacts 
PNC directly to 

schedule a patients 
for the PDC.

PNC self-identify 
patients for the 

PDC.

Does the patient 
have a PCP?

Yes

Can a PCP visit 
be scheduled w/

in 7-14 days?
YesPNC schedules PCP 

visit for patient. No
Patient will need to 

be scheduled for 
PDC and PCP visits.

End of PNC 
Workflow.

Yes

Coordination 
with Call Center 

needed?

No

PNC self-schedules 
PDC visit.

Yes
PNC coordinates 

with Call Center to 
schedule PDC visit.

Patient is scheduled 
for the PDC.

PNC remove 
patient from 
Share list in 

EPIC: HM Post 
Discharge 
Clinic once 
PDC visit is 
scheduled.

PNC schedules PCP 
visit for patient 

(occurs after PDC 
visit).

PNC notifies PDC 
Physician that a PDC 

visit has been 
scheduled. 

Does the patient 
have in-network 

insruance?
Yes

Yes, the patient is in-network 

No, the patient is out-of-network

IP Hospitalist 
complete REDCap 

OON request form. 

Is the REDCap 
OON exception 

approved?

Yes

No

The PDC provides multimodal care to facilitate smooth 
transitions from inpatient to  outpatient care. Three workflows 
were developed.
1. Patient Identification: Patients were identified based on 
criteria that meet the needs patients and the organization to 
decrease length of stay and readmissions.
2. Scheduling: A novel self-scheduling system allowed Patient 
Navigation Coordinators (PNCs) to schedule patients directly in 
the PDC providers’ schedule.
A shared folder was created in which inpatient providers can 
place the patient information for the PNCs to schedule.
3. Clinic Flow: We mapped a lean workflow. PDC visits were 
offered  both in-person and virtually via MyChart and Doximity. 
The PDC partnered with UCM finance to determine an out-of-
network workflow. The PDC partnered with the Population 
Health team for 48-hour RN post-discharge phone visits. The 
PDC was able to participate in Transitional Care Management 
(TCM) and thus

Readmissions by Risk Group

ED Referrals by Risk Group


	Slide Number 1

