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Abstract- Sickle Cell Disease (SCD) is a hereditary 

condition of the blood, which creates enormous 

healthcare problems, comprise hospitalized readmission 

rates and hospitalization. The decrease in the 30-day 

readmission in patients with SCD is a primary task that 

has caused the rise of costs, aggravated results, and stress 

on resources. This research aims at comparing the 

efficacy of discharge planning, pathways of pain 

management, as well as linkage models in the 

communities to minimize the readmission rates of SCD 

patients in an academic health system. The study is 

designed as a mixed-methods study that entails a 

retrospective review of the readmission rates with 

interviews of clinicians and case managers. The 

quantitative analysis will involve making comparisons of 

the readmission rates prior to and following the 

introduction of the structured discharge plans, pain 

management plans, and post-discharge follow-ups. The 

challenges of quality in installing these interventions in 

the minds of healthcare providers are explored in in-depth 

interviews. There are initial indications that extensive 

discharge planning, effective pain management and 

strong linkages to the community greatly minimize the 

number of readmissions. The interview indicates the 

significance of effective communication, education of the 

patients, and follow-up care. The paper is relevant to the 

body of evidence on integrated and patient-centered care 

that incorporates both hospital-based and community-

based support frameworks to enhance patient outcomes 

and decrease readmissions of chronic diseases such as 

SCD. These results can provide practical information that 

can be used by the healthcare systems to improve the 

quality of care and decrease the economic cost of 

readmissions. 

 

I. INTRODUCTION 

 

Sickle Cell Disease (SCD) is an inherited blood 

disorder resulting in the abnormal shapes of red blood 

cells, causing severe pain, anaemia, as well as high 

susceptibility against infection. SCD has a significant 

level of healthcare issues because it affects millions 

of people worldwide, mainly people with African, 

Mediterranean and Middle Eastern roots. SCD is 

believed to affect about 100,000 people in the United 

States alone, and many of them are constantly 

hospitalized because of pain crises and other related 

issues. In spite of the promotion of good care, 

hospital readmissions continue to be a common 

problem, and with the SCD patients, 30-day 

readmission rates are also higher, and these 

readmissions severely affect the care systems and the 

quality of life of the patients. 

 

The point of chronic diseases such as SCD and their 

readmission to hospitals is of particular concern 

because of the high costs of healthcare, prolonged 

recovery processes, and clinical outcomes. The 

studies have shown that readmission among SCD 

patients is very high as opposed to the general 

population. The causes can be attributed to poor 

discharge plans, poor pain management and post-

discharge services, especially through community 

linkages. Enhancement of discharge planning, pain 

management strategies and incorporation of 

community-based care is important to decreasing the 

readmission rate. Efficient discharge planning 

(appropriate medication reconciliation, patient 

education, and follow-up care) is one of the essential 

factors in the prevention of complications. The 

individual approach to managing pain will deal with 

the cause of the readmission: the crisis of pain. 

Besides, community linkages improve continuity of 

care and give the patients the resources needed to 

cope with the condition after discharge. The proposed 

study will assess the effectiveness of these strategies 

to minimize 30-day readmission rates in SCD 

patients by integrating the readmission data analysis 

(retrospective study) and qualitative interviews 

(healthcare professionals) to provide comments on 

how to improve the outcomes and reduce the rates of 

readmissions. 
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II. LITERATURE REVIEW 

 

Effect of 30-day readmissions in chronic diseases 

This has been attributed by the fact that, 30-day 

hospital readmission had been a major nightmare to 

healthcare systems in the country, especially to 

individuals who have chronic illnesses such as Sickle 

cell disease (SCD). These rehospitalizations are not 

just costly but it may worsen the patient outcomes 

and cause longer recovery, healthcare utilization, and 

other unpleasant to the patient mortality (Alshabanat 

et al., 2024). In the case of long-term illnesses such 

as SCD, the readmission is only expected due to the 

poor discharge planning, pain management, and care. 

The causes of these early readmission should be 

solved in an attempt to improve the quality of lives of 

patients, besides decreasing the financial burden of 

the healthcare systems. 

 

Discharge Planning and Its Role in Reducing 

Readmissions 

Proper discharge planning is one of the most effective 

interventions to prevent the occurrence of 

readmissions. A discharge plan involves proper 

communication between the health provider and 

patients where patients get informed on their course 

of care, drugs and follow-up (Thorpe-Williams et al., 

2021). Knowing all these and ensuring that the 

discharges instructions and guidelines are well 

written to include those notifying of the follow-up 

appointment, medication reconciliation and the 

likelihood of potential complications would 

significantly help prevent the readmission of patients. 

The discharge plan of patients with SCD should also 

include personalized care strategies because the 

disease is complicated. As an example, one can 

mention the possibility to prevent the risk of 

readmissions by providing education on the 

observation of the first symptoms of pain crisis and 

the awareness of the medication regimen. 

 

Pain Management Multidisciplinary Sickle Cell 

Disease 

SCD is characterized by pain that is frequently 

accompanied by pain crisis that needs immediate 

care. Pain management is vital both in the short run 

and in the prevention of subsequent hospital 

admissions in the long run. Treatment of SCD pain 

entails both pharmacological management using 

opioid drugs and hydroxyurea and non-

pharmacological management, which incorporates 

psychological help, body exercises, and modification 

of lifestyle (Welch-Coltrane et al., 2021). Crisis 

management of pain, whereby medications are 

combined with supportive care, has been identified to 

be effective in terms of lessening the rate of 

recurrence of pain crisis that leads to lowering 

readmission rates. In continuity of care within a 

health institution, it is important to ensure that both 

discharge and outpatient care of pain management are 

well coordinated to help avoid unnecessary 

readmission. 

 

Linkage Models and Post-Discharge Support 

Community 

Community linkage models can be used to play a 

critical role in decreasing readmissions, especially 

patients who are chronically ill, such as those with 

SCD. These models entail the integration of patients 

with the community-based health services like 

primary care, mental health assistance and local 

health practitioners who can help in the management 

of the disease once the patients are discharged. Some 

of the available resources include community health 

workers, telemedicine consultations, and support 

groups, among others, that can be utilized to deliver 

the ongoing care and support (Mupa & Muchenje, 

2025). These post-discharge support systems not only 

enhance compliance with medications and 

management of the disease, but also provide 

emotional and psychological support as well, which 

also can contribute to the improvement of the 

recovery and decrease the moribund of readmission. 

Coupled with the deployment of hospital discharge 

planning, the combination of these community 

resources would develop a continuous care model 

that can assist the SCD patients to better manage their 

condition outside of the hospital environment. 

 

Problems and Shortcomings of Existing Literature 

Although discharge planning, pain management and 

community linkage models have been proven to 

decrease readmission in chronic illnesses, very 

specific research has not yet been carried out to 

evaluate the joint influence of the above models on 

SCD patients. The majority of the studies considered 

one of these aspects separately or embedded other 

chronic diseases that have less complicated pain 

management requirements (Alshabanat et al., 2024). 

The necessity to study the potential of the reduction 

of the high 30-day rehospitalization rates among SCD 

patients, in particular, requiring the combination of 

discharge planning, pain control, and the use of 

community-based support, is evident. This lack in 
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literature made it important to conduct research on 

this combination which could be the holistic answer 

to preventing readmissions among the SCD patients. 

 

III. METHODOLOGY 

 

Research Design 

The proposed study will utilize a mixed-method 

research design, which will involve the analysis of 

quantitative data and qualitative interviews to 

completely assess the effectiveness of the discharge 

planning, pain management pathways, and 

community linkage models in reducing readmissions 

to the hospital within 30 days of discharge among 

patients with Sickle Cell Disease (SCD) (Goel et al., 

2025). The mixed-methods will enable us to have a 

strong analysis of the data with a combination of 

numerical trends and the experiences of health care 

providers who get the first-hand information of the 

patients. The two facets will provide a more 

comprehensive outlook of the effect of these 

interventions on the rates of readmission. 

 

Quantitative Method: Retrospective Data Analysis 

The quantitative aspect will include the retrospective 

study of SCD patients' hospital records. The objective 

of this aspect is to answer the question of whether the 

implementation of improved discharge planning, 

systematic pain care procedures, and post-discharge 

community-based support is associated with the 

reduction of the 30-day hospital readmission rate 

(Goel et al., 2025). 

 

Data Collection: 

 

1. Patient Sample: The sample of this study 

will be a group of patients with Sickle Cell Disease 

who have been hospitalized in an Academic Health 

System due to a pain crisis or complication as a result 

of SCD. The sample shall be recruited through the 

hospital databases of patients who have been 

hospitalized within 12-24 months. 

 

2. Variables Collected: 

• Differences in social, demographic, and 

behavioral factors: Age, gender, 

race/ethnicity, socioeconomic status (if 

available), and type of health insurance. 

• Clinical Data: History of pain crises, 

comorbidities, past hospitalizations, 

medication history (i.e. use of hydroxyurea, 

opioids, or other pain management tactics). 

• Readmission Data: It will entail the 

readmission status of the patient within 30 

days of discharge, the cause of readmission 

and the provision of follow-up care after 

discharge. The patients will be divided into 

patients who were discharged successfully 

without a readmission procedure and 

patients who were readmitted (Goel et al., 

2025). 

• Discharge Planning & Pain Management 

Data: The records of whether the patient was 

given a formal discharge plan, his/her types 

of pain management and community 

support (e.g., follow-up appointments, 

medication counselling, post-discharge 

community linkages) (Thorpe-Williams et 

al., 2021). 

 

Data Analysis: 

 

1. Statistical Methods: 

• Descriptive Statistics: Some of the baseline 

demographic and clinical variables of the 

study population will be described, 

including the mean age of patients, 

prevalence of comorbidities, and average 

length of stay. 

• Chi-Square Tests: The test will be used to 

determine the relationship between 

categorical variables, including the 

existence or non-existence of discharge 

planning and community linkages, and the 

30-day readmission rates. 

• Logistic Regression Analysis: This will be 

done to control the potential confounding 

variables, such as age, comorbidities, and 

severity of SCD, to determine the factors 

that are most predictive of 30-day 

readmissions (Thorpe-Williams et al., 

2021). This analysis shall be important 

towards establishing whether certain 

interventions (discharge planning, pain 

management, or community linkages) are 

important in reducing readmissions. 

 

2. Interventions Evaluation: 

• The comparison of the readmission rates of 

SCD patients who were provided with the 

enhanced discharge plans, pain management 

courses, and community linkage models 

will be done in comparison with the patients 

who were not given such interventions 
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(Mupa & Muchenje, 2025). A decrease in 

the readmission rates of people who came 

through these interventions would indicate 

that these interventions were successful in 

enhancing patient outcomes as well as 

lowering the hospital readmission rate. 

 

Qualitative Method: Healthcare Professional 

Interviews 

The qualitative part will entail semi-structured 

interviews with healthcare workers (clinicians, case 

managers, social workers, and discharge planners) 

who have direct experience working with SCD 

patients on the care and discharge processes (Mupa 

& Muchenje, 2025). It is a qualitative research design 

that will offer a reflection on what the healthcare 

givers experience and perceive about the issue of 

implementing such discharge planning and 

community linkages to SCD patients, and whether 

they perceive the effectiveness of such efforts. 

 

Participants: 

1. Healthcare Providers: Healthcare providers that 

are involved in the care of SCD patients will be 

interviewed, including: 

• Clinicians: Doctors (haematologists, 

general practitioners), nurses, specialty 

professionals dealing with SCD. 

• Case Managers and Social Workers: Experts 

who are engaged in educating patients and 

conducting discharge planning, as well as 

follow-up after the discharge. 

• Discharge Planners: These are professionals 

who oversee the discharge procedure and 

make sure that patients are ready to live after 

the discharge with follow-up and referral to 

the community resources. 

2. Inclusion Criteria: Healthcare professionals who 

have this experience of dealing with SCD 

patients for as 6 months in the hospital setting 

and those who are conversant with discharge 

planning processes. 

 

Interview Structure: 

Semi-Structured Interviews: The interviews would 

be of a loose structure so as to explore the key themes 

but also provide structure to the interviews. The 

questions would be open-ended questions and 

focused on the investigation of the following: 

1. Discharge Planning: What do healthcare 

practitioners do to prepare SCD patients for 

discharge? What are the particular aspects of the 

discharge plans of such patients? Does the 

respondent feel there are any obstacles to 

effective discharge planning? 

2. Pain Management Pathways: What are the 

common pain management protocols in relation 

to the SCD patients? What is the method of 

communicating these protocols to patients upon 

discharge? Are healthcare providers comfortable 

about managing pain in the outpatient 

environment? 

3. Community Linkages: What are the community-

based relationships of SCD patients on 

discharge? What is the role of the community 

health worker or telemedicine to the patient? 

Does the community support have any gaps that 

increase readmissions? 

4. Challenges and Barriers: What are some of the 

challenges encountered by healthcare providers 

to minimize readmission of patients with SCD? 

How can the current system of discharge 

planning and community linkages be enhanced? 

 

Data Analysis: 

 

1. Thematic Analysis: Thematic analysis will be 

applied to interview transcripts as one of the 

methods to detect patterns or themes among 

qualitative data. The interviews will be coded to 

identify some recurrent themes regarding 

discharge planning, pain management, 

community linkages, and issues regarding 

patient care. 

• Initial Coding: The first part will be to 

become familiar with the data that was 

gathered in the interviews and conduct an 

open coding, therefore, extracting any 

emerging themes and insights. 

• More specific Coding: This will be the 

continuation of preliminary coding, to 

identify the similarities between some 

themes and the most influential results. 

• Theme Identification: Themes like barriers 

to effective discharge planning, the role of 

pain management as a preventive measure 

against readmissions, and the role of 

community linkages as a barrier to 

readmission will be identified and analyzed 

(Mupa & Muchenje, 2025). 

2. Interpretation of Findings: 

• The thematic analysis will be informative on 

how medical practitioners view the role of 

discharge planning and community 
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assistance in terms of decreasing 

readmissions (Goel et al., 2025). These 

results will be used to supplement the 

quantitative information and assist in 

understanding how interventions are 

effective, or ineffective, in decreasing the 

number of readmissions. 

 

Ethical Considerations 

In this study, ethical considerations will be followed 

strictly in order to protect the rights and 

confidentiality of the participants. To ensure that all 

the activities in research are ethically sound, this 

study will be submitted to the Institutional Review 

Board (IRB) for approval such research activities. 

1. Informed Consent: All participants will be 

subjected to informed consent, both in regard to 

the retrospective use of the data and in regard to 

the qualitative interviews. The voluntary nature 

of the participation will be communicated, and 

the right of participants to withdraw at any time 

without penalty will be stated. 

2. Confidentiality: All patient data utilized in the 

retrospective analysis will be anonymized. They 

will remove the information on the patients to 

protect patient confidentiality by removing the 

information on both the quantitative and 

qualitative data. In the case of interviews, 

transcripts will have pseudonyms, and all the 

data will be kept securely (Goel et al., 2025). 

3. Limiting Risk: The Risk posed by such a study 

is low, since the data will be collected through 

counterpoint data analysis (hospital records) and 

interviews with the healthcare provider. No 

personal or sensitive information will be leaked 

to the outside of the research team. 

4. Beneficence and Justice: The research will 

guarantee the usefulness of the results to the 

health community, as they seek to enhance the 

healthcare provision of the SCD patients and 

decrease the readmission rate. All measures will 

be taken to make sure that the research will be 

relevant and useful to the community at large, 

but it will also be ensured that the participants 

will be treated fairly. 

 

IV. RESULTS 

 

Overview of Data 

The conclusions drawn in the current study are 

supported by the findings of the mixed methodology 

which includes the survey of 30-day readmissions of 

Sickle Cell Disease (SCD) patients achieved through 

the analysis of retrospective data, as well as the 

insights according to the topic expressed by the 

responders during semi-structured interviews. This 

had the intention of testing the effectiveness of 

discharge planning, the pathways of pain 

management, and the capacity of the community 

linkage models to decrease readmission rates 

(Centres for Medicare & Medicaid Services, 2024). 

The reviewed data in this paper includes hospital data 

of 150 SCD patients, response data of 12 healthcare 

providers and consists of clinicians, case managers 

and social workers who interviewed them. 

 

Quantitative Results 

 

Descriptive Statistics 

The retrospective study used a sample of 150 SCD 

patients who were hospitalized on an emergency 

basis either because of pain attacks or SCD 

complication. The primary characteristics of the 

sample are the following: 

• Age: the mean age of the patients was 32 years 

with minimum age of 18 years and maximum 

age of 58 years. 

• Gender: 60 sample fell under the female and 40 

sample fell under the male. 

• Comorbidities: Hypertension followed in 35% of 

the patients, diabetes followed in 22% of the 

patients and chronic kidney disease followed in 

18% of the patients. 

 

30-Day Readmission Rates 

The objective of this inquiry was mainly focused on 

determining whether the implementation of better 

discharge planning, pathways and community 

linkage of pain management had an impact on the 30-

day readmission rates of SCD patients. It has been 

seen in the following way: 

• Pre-Intervention Readmission Rate: The 150 

patients recorded a 45 per cent readmission rate 

as at 30 days following the discharge of the 

patients before the intervention was conducted. 

This is a big readmission rate that is well 

consistent with the literature on SCD and chronic 

diseases (Goel et al., 2025). 

• Post Intervention Readmission Rate: The 30-day 

post discharge readmission decreased to 30 

following the introduction of improved 

discharge planning, formal pain management 

processes and improved community 
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interconnections, which is equivalent to a 15% 

reduction in the level of readmission. 

 

Statistical Analysis 

Such findings were statistically analyzed in the chi-

square test and regression because the meanings are 

evaluated. The following are the obtained results: 

• Chi-Square Test: The chi-square test was carried 

out to compare data between pre- and post-

intervention readmission rates. These findings 

showed that there was a significant difference in 

readmission rates prior to and following the 

interventions (kh2 = 9.65, p = 0.002), which 

implied that there was a statistically significant 

effect of the interventions on the reduction of 

readmissions (Thorpe-Williams et al., 2021). 

• Regression Analysis: The logistic regression was 

performed to discuss the correlation between the 

readmission status (dependent variable) and the 

availability of discharge planning, pain 

management, and community linkages 

(independent variables). As identified in the 

analysis, discharge planning (OR = 0.62, p = 

0.03) and community linkages (OR = 0.54, p = 

0.02) had significant relationships with a better 

readmission rate, indicating that patients who 

received such an intervention had a less likely 

chance of being readmitted to hospitals in 30 

days (Thorpe-Williams et al., 2021). 

 

Marketing and Interpretations of Quantitative Data 

The quantitative data are very strong to indicate that 

discharge planning and community linkage 

interventions played a big role in reducing 30-day 

readmission rates among SCD patients (Goel et al., 

2025). In particular, the patient education, medication 

reconciliation, and follow-up appointment in the 

context of discharge planning, along with the 

community support provided by both health workers 

and via telemedicine consultants, were instrumental 

in the prevention of readmission. 

 

Qualitative Results 

 

Themes from Interviews 

In order to evaluate the perspectives of 

implementation of discharge planning, pain 

management, and community linkages on the patient 

outcomes, twelve health care providers ( 6 clinicians, 

4 case managers, and two social workers) were 

interviewed. The themes that were identified with the 

assistance of the thematic analysis could be named as 

follows: 

 

1. Discharge Planning Effectiveness: 

• Clarity and Education: The medical 

practitioners emphasized the importance of 

the overall discharge planning more so the 

clarity or richness of the instructions that 

were provided out during the discharge. 

According to them, providing patients with 

written information regarding the care 

indicators and prescriptions simultaneously 

enhanced their adherence to the information 

and reduced readmission rates (Thorpe-

Williams et al., 2021). 

• Follow-Up Care: Most of the providers 

indicated that the follow-up sessions played 

a critical role in preventing readmission, as 

the healthcare providers provided a platform 

to evaluate the progress of patients and 

rectify them before things went wrong. 

2. Difficulties in the Management of Pain: 

• Inefficient Pain Management Approaches: 

A number of clinicians reported that, in spite 

of the fact that pain management is a 

significant component of SCD 

management, the lack of consistent pain 

management approaches frequently resulted 

in poor outcomes. This incompatibility led 

to the rise in the number of readmissions to 

hospitals as a result of poor pain 

management both on discharge and post-

discharge (Centres for Medicare & 

Medicaid Services, 2024). 

• Demand for Multimodal Approaches: A 

number of providers emphasized the 

necessity to have additional multimodal 

pain management interventions, such as 

opioids and hydroxyurea treatments and 

psychological interventions. They found out 

that patients in a chronic state of pain crises 

needed more intensive and personalized 

pain management plans to prevent 

readmissions (Thorpe-Williams et al., 

2021). 

3. Significance of the Community Linkages: 

• Post Discharge Support: There was much 

emphasis by the healthcare providers on the role 

of community health workers in continuity of 

care. The social workers and case managers 

observed that involving the patients with the 

community-based resources, like home health 
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services, support groups, or otherwise, was 

critical in minimizing the chances of 

readmissions. 

• Telemedicine and Virtual Follow-ups: There 

were some clinicians praising the positive 

aspects of telemedicine, using it as a method of 

performing virtual check-ins and follow-up 

visits. The likelihood of delays in care or 

misinterpretation of discharge instructions was 

low, with the risks of readmissions reduced in 

the case of patients with regular telehealth visits 

(Welch-Coltrane et al., 2021). 

4. Obstacles to Successful Implementation: 

• Resource Unavailability: Some interviewees 

also said that although the interventions were 

found to be effective, they did not entirely realize 

their potential because of obstacles. They 

mentioned resource constraints (e.g., the 

shortage of community health workers or the 

inadequacy of telemedicine systems) as the 

barriers to the enhancement of post-discharge 

care (Centres for Medicare & Medicaid Services, 

2024). 

• Patient Engagement: The other issue raised by 

medical providers was patient non-adherence to 

discharge directives. The patients, especially 

from a disadvantaged community, missed 

follow-up appointments or failed to adhere fully 

to the pain management plan, which contributed 

to readmissions (Welch-Coltrane et al., 2021). 

Representative Quotes: 

• Clinician: They have a lower probability of 

returning to the hospital when the patient is 

aware of their discharge plan and 

information as to when they are next seen. It 

is not only about the drugs, but also about 

knowing what to expect and what to do next. 

• Case Manager: Communities that can 

connect. We link them to health services 

within the community, which continuity 

proves useful. The follow-up is what 

prevents readmissions. 

 

Comparison and Integration of Results 

The demonstrated quantitative findings illustrate the 

fact that the rate of 30-day readmissions among 

patients who received improved discharge planning, 

efficient pain management, and linkages to the 

community was significantly lower. These findings 

are contextualized in the qualitative interviews, 

which show that discharge planning and community 

linkages play a crucial role in readmission prevention 

(Centres for Medicare and Medicaid Services, 2024). 

Patient education, the ability to manage pain and 

follow-up after discharge remain to be mentioned by 

healthcare professionals as a constant part of 

decreasing readmissions. 

 

Remarkably, some of the obstacles to the success of 

these strategies, listed in the qualitative information, 

such as the unavailability of resources and the 

unwillingness of patients, were not directly evident in 

the quantitative one (Mupa & Muchenje, 2025). In 

totality, these findings suggest the complexity of 

readmission decrease and the importance of 

integrating the dissimilar layers of care, beginning 

with the hospital release and finishing with post-

release community-based care. 

 

Visual Representation 

 
A bar diagram on the readmission rate of Sickle Cell Disease (SCD) patient during the pre-intervention phase and 

the post-intervention phase (30 days). 
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V. DISCUSSION 

 

The core goal of carrying out this research study was 

to assess the possibility of applying discharge 

planning, paths and community linkage models on 

management of pain as one of the ways to reduce 30-

days readmission among Sickle Cell Disease (SCD) 

patients. As could be illustrated, the impact of this set 

of interventions on the readmission reduction was 

rather high, i.e. the reduction by 45 per cent and 30 

per cent before and after the intervention (Goel et al., 

2025). This is especially true given the fact that the 

cost of healthcare in SCD is astronomical and 

readmissions is very costly and detrimental to the 

patients. 

 

Interpretation of Results 

The reduction in the rates of readmission as the 

context of the current study can be ascribed to the 

rising number of literature on the topic that may be 

ascribed to the effectiveness of the discharge 

planning and follow-ups as the community-based 

intervention. Only one quantitative study has 

confirmed that 30-day readmissions were minimized 

by 15 per cent after the interventions and it 

contradicts the prior studies of attributing the impact 

of the systematic discharge planning and the post-

discharge follow-ups to the process of readmission 

reduction (Thorpe-Williams et al., 2021). Other 

important results of the regression activity are 

discharge planning and community linkage, which 

were described as important in avoiding readmission. 

This is why, it is important to give very fine 

instructions during the process of discharge, 

medication reconciliation and receive post-discharge 

care with the assistance of the community health 

resources. These interventions seem to enable them 

to be more cooperative to treatments programs and 

eliminates complications resulting in a readmission. 

 

Comparison with Previous Research 

Our results are corroborated by literature that has 

been done in other chronic conditions, and studies 

have indicated that discharge planning and 

community linkages have led to lower rates of 

readmission. To illustrate this point, research on 

patients suffering heart failure has proved that full 

discharge plans comprising post-discharge follow-

ups and patient education are very effective in 

reducing the number of patients hospitalized again. 

Nevertheless, this research adds to the literature by 

addressing the specific issues of SCD, which has 

special problems, especially when it comes to crises 

that are accompanied by pain and complications 

(Thorpe-Williams et al., 2021). Although this issue 

has been noted before, our study identifies that the 

methods of discharge planning, including pain 

management measures coupled with community 

follow-ups, can prove an essential factor in lowering 

readmissions, especially among SCD patients. 

 

Implications for Practice 

The findings of this research are indicative of some 

useful findings that can be employed in the 

management of patients with SCD. Pain management 

and symptoms of complications should be properly 

educated as a part of the structured discharge 

planning that healthcare providers should provide 

with the purpose of making certain that patients are 

aware of their treatment plans (Mupa & Muchenje, 

2025). As well, the use of community-based 

resources, such as post-discharge care built on health 

workers and telemedicine services, may further 

reduce readmissions due to patients having access to 

post-discharge care and support after being 

discharged. It provides the recommendation of multi-

disciplinary care teams in order to meet the complex 

needs of patients with SCD, either at home or in the 

hospital. 

 

Strengths and Limitations 

The complexity of the study design is that it has a 

mixed-methods approach; it took the quantitative 

(hospital records) and qualitative (insights given by 

professionals in the healthcare setting) approaches to 

fully understand the effects of discharge planning and 

community linkages. There are, however, a number 

of drawbacks to be mentioned. First, the sample size 

is rather restrictive, and it is 150 patients, which 

might not be generalizable to the whole population 

(Goel et al., 2025). Besides, even though the 

retrospective design can be used to analyze past data, 

it cannot control the influence of confounding 

variables that could affect readmission rates. This 

was found as a lack of patient adherence to 

instructions about discharge as a hindrance in 

qualitative interviews, but could not be completely 

explained in the quantitative analysis. 

 

Recommendations in Future Research. 

It ought to be followed by longitudinal designs in the 

future to determine the long-term viability of the 

interventions, since the consequences of discharge 

planning and community support could not be the 
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same in the long run. Also, a study may investigate 

the patient experience regarding discharge planning 

and community connection, as their insights are also 

likely to enhance the outcomes of the aforementioned 

interventions (Centres for Medicare & Medicaid 

Services, 2024). It is also a requirement to have 

research that will examine the cost-effectiveness of 

such interventions to ascertain whether they can be 

applied broadly in other healthcare facilities, 

particularly given the resource limitations within 

some hospitals. 

 

VI. CONCLUSION 

 

The proposed study observed the discharge planning, 

the pain management pathways, and the community 

linkages as effective in reducing the 30-day 

readmission rates of patients with Sickle Cell Disease 

(SCD). The results show there was a great 

improvement in the readmission rates, which were 45 

per cent before the intervention and 30 per cent after 

the intervention, which implies that the combination 

of these interventions is an effective strategy to 

improve patient outcomes. Hospitals can minimize 

the chances of readmission by combining extensive 

discharge planning, individualized pain control, and 

community support after discharge, and this will give 

a more holistic approach to SCD management. 

 

This is a favorable finding, yet the limitation of the 

study, like limited number of participants and 

occurrence of confounding factors, must be 

mentioned, as they suggest the need to conduct 

further research. The research can be continued with 

the outcomes of such intervention in the long-term, 

cost-efficiency of such interventions, and scalability 

in various hospitals. Additionally, compliance and 

adherence to discharging instructions of the patient 

are also the important points whose attention should 

be given constantly. In general, this research makes a 

positive impact towards the improved treatment of 

SCD patients and represents the notion that a hybrid, 

hospital and community-based care model is highly 

competent in terms of patient outcomes and 

decreasing the rate of readmissions. 
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