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 Completed Discharge Clinic appointments resulted in a 30-day readmission rate of 
17.7% compared to no-show visits (24.7%)

 The Discharge Clinic targeted patients with an Epic risk score of 14 meaning they were 
at higher risk of 30-day readmission compared to the general population

 Referral to the paramedicine program led to lower readmission rates (11%) suggesting 
traditional hospital follow-up may not be the only way to reduce hospital readmissions

 Second TOC calls allowed continued care coordination efforts with a 30-day 
readmission rate of 4%

 Interventions focused on how, who, when, and where healthcare is organized and 
delivered have the greatest potential to improve outcomes and the results of this 
study are consistent with prior research

 The purposes of this project were to determine if the implementation of a Discharge 
Clinic improved 30-day readmission rates in patients who did not have a primary care 
provider or did not have access to their primary care provider, whether a visit from the 
community paramedicine program impacted 30-day readmission rates in patients who 
missed their Discharge Clinic appointment, and whether a second post-discharge phone 
call from a licensed practical nurse affected 30-day readmission rates

 Patients often struggle to obtain appropriate care following hospitalization which CMS 
estimates to cost $17 billion annually

 Transitioning to self-care responsibilities post-discharge as well as social drivers of 
health increase the risk of 30-day readmissions

 30-day readmissions result in increased cost and resource utilization for the 
organization as well as decreased quality of life for the patient

 This is significant considering most 30-day readmissions are avoidable 
 Care transition programs have resulted in cost avoidance and a reduction of 30-day 

readmissions, but determining which programs have the greatest impact creates a 
challenge

 Effectiveness of transition programs is often determined by targeting a specific patient 
population

 Interventions focused on symptom reduction and preserving quality of life appear to 
have the greatest impact

 Family & Community Medicine’s transition of care model led to the opening of a 
Discharge Clinic

 Community Paramedicine Programs expand the role of paramedics to help with 
healthcare reform by acting as a liaison between the patient, community resources, and 
the healthcare system
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 Single-center, retrospective, exploratory study
 November 2021 – November 2022
 University of Kentucky Hospitals and Discharge Clinic
 Adult patients with no PCP or no access to their PCP
 IRB approval obtained
 Determine baseline readmission rates
 Determine if collaboration impacted readmissions
 Determine if follow-up call impacted readmissions

 Expand the Paramedicine intervention to include more patients
 Add texting capabilities to potentially reach more patients
 Future research should focus on why 38% no-showed their appointment 
 Determine the full extent of the ROI to drive cost-saving interventions and lower overall 

healthcare costs
 Advocate for policy change focused on breaking down upstream barriers that are leading to 

poor health outcomes 
 Advocate for nursing curriculum redesign to include care redesign, system innovation, and 

value-conscience care
 A reduction in the 30-day readmission rate was a measure of success, but further research is 

needed to determine which interventions have the greatest impact
 Identifying interventions that have the greatest impact and improve 30-day readmission rates 

is imperative for improving outcomes, reducing resource utilization and healthcare costs, and 
avoiding penalties in value-based programs 

 Mean age 53.49
 Bivariate analysis – only variable 

significantly associated with 
readmission status was appointment 
outcome 

 Patients who completed a discharge 
clinic appt had 34% lower odds of 
readmission compared to those who 
did not complete the Discharge Clinic 
appointment 

Contact Information: Jessica.Sass@uky.edu

Background

 Identify successful interventions that can be used to improve 30-day readmission rates.
 Discuss the implications for future care opportunities.
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