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EDITORIAL

Preparing From the Outside Looking In  
for Safely Transitioning Pediatric Inpatients to Home 
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1Division of Hospital Medicine, Cincinnati Children’s Hospital Medical Center, Cincinnati, Ohio; 2Department of Pediatrics, College of Medicine, 
University of Cincinnati, Cincinnati, Ohio.

The transition of children from hospital to home in-
troduces a unique set of challenges to patients and 
families who may not be well-versed in the healthcare 
system. In addition to juggling the stress and worry 

of a sick child, which can inhibit the ability to understand com-
plicated discharge instructions prior to leaving the hospital,1 
caregivers need to navigate the medical system to ensure con-
tinued recovery. The responsibility to fill and administer medi-
cations, arrange follow up appointments, and determine when 
to seek care if the child’s condition changes are burdens we 
as healthcare providers expect caregivers to manage but may 
underestimate how frequently they are reliably completed.2-4 

In this issue of the Journal of Hospital Medicine, the article by 
Rehm et al.5 adds to the growing body of evidence highlight-
ing challenges that caregivers of children face upon discharge 
from the hospital. The multicenter, retrospective study of post-
discharge encounters for over 12,000 patients discharged from 
4 children’s hospitals aimed to evaluate the following: (1) var-
ious methods for hospital-initiated postdischarge contact of 
families, (2) the type and frequency of postdischarge issues, 
and (3) specific characteristics of pediatric patients most com-
monly affected by postdischarge issues. 

Using standardized questions administered through tele-
phone, text, or e-mail contact, postdischarge issues were 
identified in 25% of discharges across all hospitals. Notably, 
there was considerable variation of rates of postdischarge is-
sues among hospitals (from 16% to 62.8%). The hospital with 
the highest rate of postdischarge issues identified had attend-
ing hospitalists calling families after discharge.  Thus, postdis-
charge issues may be most easily identified by providers who 
are familiar with both the patient and the expected postdis-
charge care.  

Often, postdischarge issues represented events that could 
be mitigated with intentional planning to better anticipate and 
address patient and family needs prior to discharge. The vast 
majority of postdischarge issues identified across all hospitals 
were related to appointments, accounting for 76.3% of post-

discharge issues, which may be attributed to a variety of caus-
es, from inadequate or unclear provider recommendations to 
difficulty scheduling the appointments. The most common 
medication postdischarge issue was difficulty filling prescrip-
tions, accounting for 84.8% of the medication issues. “Other” 
postdischarge issues (12.7%) as reported by caregivers includ-
ed challenges with understanding discharge instructions and 
concerns about changes in their child’s clinical status. Forty 
percent of included patients had a chronic care condition. 
Older children, patients with more medication classes, shorter 
length of stay, and neuromuscular chronic care conditions had 
higher odds of postdischarge issues. Although a high propor-
tion of postdischarge issues suggests a systemic problem ad-
dressing the needs of patients and families after hospital dis-
charge, these data likely underestimate the magnitude of the 
problem; as such, the need for improvement may be higher.

Postdischarge challenges faced by families are not unique 
to pediatrics. Pediatric and adult medical patients face simi-
lar rates of challenges after hospital discharge.6,7 In adults, the 
preventable nature of unexpected incidents, such as adverse 
drug events, occur most frequently.6 The inability to keep ap-
pointments and troubleshoot problems by knowing who to 
contact after discharge also emerged in adult studies as fac-
tors that may lead to preventable readmissions.8 Furthermore, 
a lack of direct, effective communication between inpatient 
and outpatient providers has been cited as a driving force be-
hind poor care transitions.6,9 

Given the prevalence of postdischarge issues after both 
pediatric and adult hospitalizations, how should hospitalists 
proceed?  Physicians and health systems should explore ap-
proaches to better prepare caregivers, perhaps using models 
akin to the Seamless Transitions and (Re)admissions Network 
model of enhanced communication, care coordination, and 
family engagement.10 Pediatric hospitalists can prepare chil-
dren for discharge long before departure by delivering medi-
cations to patients prior to discharge,11,12 providing discharge 
instructions that are clear and readable,13,14 as well as utilizing 
admission-discharge teaching nurses,15 inpatient care manag-
ers,16,17 and pediatric nurse practitioners18 to aid transition.

While a variety of interventions show promise in securing 
a successful transition to home from the hospitalist vantage 
point, a partnership with primary care physicians (PCPs) in our 
communities is paramount.  Though the evidence linking gaps 
in primary care after discharge and readmission rates remain 
elusive, effective partnerships with PCPs are important for en-
suring discharge plans are carried out, which may ultimately 
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lead to decreased rates of unanticipated adverse outcomes. 
Several adult studies note that no single intervention is like-
ly to prevent issues after discharge, but interventions should 
include high-quality communication with and involvement of 
community partners.9,19,20 In practice, providing a high-quality, 
reliable handoff can be difficult given competing priorities of 
busy outpatient clinic schedules and inpatient bed capacity 
concerns, necessitating efficient discharge practices. Some 
of these challenges are amenable to quality improvement ef-
forts to improve discharge communication.21 Innovative ideas 
include collaborating with PCPs earlier in the admission to 
design the care plan up front, including PCPs in weekly team 
meetings for patients with chronic care conditions,16,17 and us-
ing telehealth to communicate with PCPs. 

Ensuring a safe transition to home is our responsibility as 
hospitalists, but the solutions to doing so reliably require multi-
fold interventions that build teams within hospitals, innovative 
outreach to those patients recently discharged to ensure their 
well-being and mitigate postdischarge issues and broad com-
munity programs—including greater access to primary care—
to meet our urgent imperative. 
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