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* Unplanned Hospital readmission with 30 days after discharge rate Transitional Care Model (TCM) — Naylor et al. (1989) * Pre/post intervention 30-day readmission percentage rate will be
17.3% (A|pel‘ et. al., 201 8) calculated
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* Analyzed to determine if adding 5-day tele-visit reduced rate
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care (Naylor et al., 2017). 1

* 31 percent of readmissions in the ED are avoidable (Auerbach et. al., 1
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Educatin Assessin data Asymptotic Exact Sig. (2- . .
g/ e/ within 5 days & office Value df Exact Sig. (1-sided)
Promoting Managing visits within 14 days of Significance (2-sided) sided) &
: Self- Risks and Tools for. onto.ome discharge for 6 weeks ; |
¢ MaJ or ThCmCS Management Symptoms measure identified Pea.,rson
—  Transitional Care Intervention: Chis B I
- Square
e [deal Communication Filter list ‘:‘m inmmt Fisher’s
—  Telephone follow-up is effective (Ridwan et al., 2019, Context ?::tct 1.000 e
Chen et al., 2019) a. 3 cells (75.0%) have expected count less than 5. The minimum expected count is 0.23.
— FOHOW-U.p call between 24 and 48 hours (MW&ChiI’O et Abbydek Family Medical Practice. P.C b. Computed only fora.2x.2 table — . .
al., 2019) 3 Providers (1 MD, 1 PA ’ p '1 fNP) There was no statistically significance in proportions, X2 (1) = 0.6, p =0.782
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*  Timely follow-up * Low social economic community Limitations
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—  Follow up within 7/14-days reduced risks of 30/90-day o 173 days 12 days * 3 vs2 (Total Readmission Patients)
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when compared to current practice of an office visit within 14 days of . « Race ot = s —  Consult with statistician
hospital discharge for 6 weeks? * CITI Program Completion: HSR * Pre-I: Black 41% (n=5) g — *  DNP project manuscript
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