
The University of Chicago Medical Center (UCMC) is a not-for-
profit academic medical center located in Hyde Park on the 
South Side of Chicago. The 1,296-bed facility discharges an 
average of 33,000 patients annually. As the University of 
Chicago Medicine (UCM) continues to excel at delivering 
complex care, there remain opportunities to improve upon 
access as well as Quality and Patient Safety. 

The PDC aims to address the needs of patients, hospitalists, and 
primary care physicians (PCPs) with innovative, operationally 
lean services to improve ambulatory care access within 14 days 
post-discharge, improve quality of care and operational efficiency.

Patient Access: A total of 214 patients completed a PDC 
visit between December 2021 – June 2022. The average lead 
time for the PDC was 8.7 days, with 88% of PDC-eligible 
patients completing a PDC visit within 14 days post-
discharge. Compared to the broader UCMC patient 
population, which includes all discharges at UCMC between 
December 2021 – June 2022, only 50% of completed an 
ambulatory visit within 14 days post-discharge. UCMC New 
Patient Appointment within 14 days as of June 2022 is 42%.

Identification of Adverse Events and Readmissions: We 
were able to identify and overcome  adverse events 
improving the rate of low acuity Emergency Department (ED) 
visits and  readmissions. We were able to refer sicker 
patients with higher acuity to ED for early evaluations and 
admissions. We believe these interventions improve the 
mortality of patients seen at the PDC (gross mortality 2%) 
and saving bed-days for more treatable diseases as it is 
recorded in our PDC anecdotes.

The PDC improves UCM efficiency, providing transitional care 
access to patients discharge from the hospital within 30 days 
of hospitalization. The PDC provides effectiveness safety 
through the identification of adverse evens, readmission 
prevention, early emergency referrals and readmissions. The 
PDC will continue expanding its transitional service across 
UCM.
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Efficiency and Effectiveness of the UCM Post-Discharge Clinic

The Post-Discharge Clinic 
(PDC) provides multimodal 
interventional care to facilitate 
smooth transitions from the 
inpatient to the outpatient level. 
Three workflows were 
developed.
1. Patient Identification: 
Patients were identified based 
on specific criteria that meet 
the needs patients and the 
organization to decrease the 
length of stay and 
readmissions.
2. Scheduling: An innovative 
self-scheduling system allowed 
the Patient Navigation 
Coordinators (PNCs) to 
schedule patients directly in the 
PDC providers’ schedule.

A shared folder was created 
where 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 
billed TCM codes. 
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