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Over the past 10 years, postdischarge clinics have been in-
troduced in response to various health system pressures,
including the focus on rehospitalizations and the challeng-
es of primary care access. Often ignored in the discussion
are questions of the effect of postdischarge physician visits
on readmissions. In addition, little attention has been giv-
en to other clinical outcomes, such as reducing preventable

harm and mortality. A review of dedicated, hospitalist-led
postdischarge clinics, of the data supporting postdischarge
physician visits, and of the role of hospitalists in these clin-
ics may be instructive for hospitalists and health systems
considering the postdischarge clinic environment. Journal of
Hospital Medicine 2017;12:467-471. © 2017 Society of Hos-
pital Medicine

Readmission prevention is paramount for hospitals and, by
extension, hospitalist programs. Hospitalists see early and
reliable outpatient follow-up as a safe landing for their most
complicated patient cases. The option of a postdischarge clin-
ic arises from the challenge to arrange adequate postdischarge
care for patients who lack easy access because of insurance
or provider availability. Guaranteeing postdischarge access by
opening a dedicated, hospitalist-led postdischarge clinic ap-
pears to be an easy solution, but it is a solution that requires
significant investment (including investment in physician
and staff training and administrative support) and careful
navigation of existing primary care relationships. In addition,
a clinic staffed only with physicians may not be well equipped
to address the complex social factors in healthcare utilization
and readmission. Better understanding of the evidence sup-
porting post discharge physician visits, several models of clin-
ics, and the key operational questions are essential to address
before crossing the inpatient-outpatient divide.

POSTDISCHARGE PHYSICIAN VISITS

AND READMISSIONS

A postdischarge outpatient provider visit is often seen as a
key factor in reducing readmissions. In 2013, Medicare added
strength to this association by establishing transitional care
management codes, which provide enhanced reimbursement
to providers for a visit within 7 or 14 days of discharge, with
focused attention on transitional issues.! However, whether
a postdischarge visit reduces readmissions remains unclear.
Given evidence that higher primary care density is associ-
ated with lower healthcare utilization,” CMS’s financial in-
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vestment in incentivizing post discharge physician visits may
be a good bet. On the other hand, simply having a primary
care physician (PCP) may be a risk factor for readmission.
This association suggests that postdischarge vigilance leads to
identification of medical problems that lead to rehospitaliza-
tion.” This uncertainty is not resolved in systematic reviews
of readmission reduction initiatives, which were not focused
solely on the impact of a physician visit.*>

The earliest study of postdischarge visits in a general
medical population found an association between intensive
outpatient follow-up by new providers in a Veterans Affairs
population and an increase in hospital readmissions.® This
model is similar to some hospitalist models for postdischarge
clinics, as the visit was with a noncontinuity provider. The
largest recent study, of patients hospitalized with acute myo-
cardial infarction, community-acquired pneumonia, or con-
gestive heart failure (CHF) between 2009 and 2012, found
increased frequency of postdischarge follow-up but no con-
comitant reduction in readmissions.” Although small obser-
vational studies® have found a postdischarge primary care
visit may reduce the risk for readmission in general medical
patients, the bulk of the recent data is negative.

In high-risk patients, however, there may be a clear bene-
fit to postdischarge follow-up. In a North Carolina Medicaid
population, a physician visit after discharge was associated
with fewer readmissions among high-risk patients, but not
among lower risk patients, whose readmission rates were low
to start.” The results of that study support the idea that risk
stratification may identify patients who can benefit from
more intensive outpatient follow-up. In general medical
populations, existing studies may suffer from an absence of
adequate risk assessment.

The evidence in specific disease states may show a clear-
er association between a postdischarge physician visit and
reduced risk for readmission. One quarter of patients with
CHEF are rehospitalized within 30 days of discharge.® In this
disease with frequent exacerbations, a clinic visit to moni-
tor volume status, weight, and medication adherence might
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reduce the frequency of readmissions or prolong the interval
between rehospitalizations. A large observational study ob-
served that earlier post discharge follow up by a cardiologist
or a PCP was associated with lower risk of readmission, but
only in the quintile with the closest follow-up. In addition,
fewer than 40% of patients in this group had a visit within
7 days.!! In another heart failure population, follow-up with
either a PCP or cardiologist within 7 days of discharge was
again associated with lower risk for readmission.!? Thus, data
suggest a protective effect of postdischarge visits in CHF pa-
tients, in contrast to a general medical population. Patients
with end-stage renal disease may also fit in this group pro-
tected by a postdischarge physician visit, as 1 additional visit
within the month after discharge was estimated to reduce
rehospitalizations and produce significant cost savings.!

With other specific discharge diagnoses, results are var-
ied. Two small observational studies in chronic obstructive
pulmonary disease had conflicting results—one found a
modest reduction in readmission and emergency depart-
ment (ED) visits for patients seen by a PCP or pulmonologist
within 30 days of discharge,'* and the other found no effect
on readmissions but an associated reduction in mortality."’
More data are needed to clarify further the interaction of
postdischarge visits with mortality, but the association be-
tween postdischarge physician visits and readmission reduc-
tion is controversial for patients with chronic obstructive
pulmonary disease.

Finally, the evidence for dedicated postdischarge clinics
is even more limited. A study of a hospitalist-led postdis-
charge clinic in a Veterans Affairs hospital found reduced
length of stay and earlier postdischarge follow-up in a post-
discharge clinic, but no effect on readmissions.!® Other stud-
ies have found earlier postdischarge follow-up with dedicated
discharge clinics but have not evaluated readmission rates
specifically.'?

In summary, the effect of postdischarge visits on risk for
readmission is an area of active research, but remains un-
clear. The data reviewed suggest a benefit for the highest
risk patients, specifically those with severe chronic illness,
or those deemed high-risk with a readmission tool.” At pres-
ent, because physicians cannot accurately predict which
patients will be readmitted,' discharging physicians often
take a broad approach and schedule outpatient visits for all
patients. As readmission tools are further refined, the group
of patients who will benefit from postdischarge care will be
easier to identify, and a benefit to postdischarge visits may
be seen

It is also important to note that this review emphasizes
the physician visit and its potential impact on readmissions.
Socioeconomic causes are increasingly being recognized as
driving readmissions and other utilization.!” Whether an
isolated physician visit is sufficient to prevent readmissions
for patients with nonmedical drivers of healthcare utiliza-
tion is unclear. For those patients, a discharge visit likely is a
necessary component of a readmission reduction strategy for
high-risk patients, but may be insufficient for patients who

require not just an isolated visit but rather a more integrated
and comprehensive care program.$20!

POSTDISCHARGE CLINIC MODELS

Despite the unclear relationship between postdischarge phy-
sician care and readmissions, dedicated postdischarge clinics,
some staffed by hospitalists, have been adopted over the past
10 years. The three primary types of clinics arise in safety net
environments, in academic medical centers, and as compre-
hensive high-risk patient solutions. Reviewing several types of
clinics further clarifies the nature of this structural innovation.

Safety Net Hospital Models

Safety net hospitals and their hospitalists struggle with se-
curing adequate postdischarge access for their population,
which has inadequate insurance and poor access to primary
care. Patient characteristics also play a role in the complex
postdischarge care for this population, given its high rate of
ED use (owing to perceived convenience and capabilities)
for ambulatory-sensitive conditions.?? In addition, immi-
grants, particularly those with low English-language profi-
ciency, underuse and have poor access to primary care.”*
Postdischarge clinics in this environment focus first on
providing a reliable postdischarge plan and then on linking
to primary care. Examples of two clinics are at Harborview
Medical Center in Seattle, Washington? and Texas Health
in Fort Worth.

Harborview is a 400-bed hospital affiliated with the Uni-
versity of Washington. More than 50% of its patients are
considered indigent. The clinic was established in 2007 to
provide a postdischarge option for uninsured patients, and a
link to primary care in federally qualified health centers. The
clinic was staffed 5 days a week with one or two hospitalists or
advanced practice nurses. Visit duration was 20 minutes, 270
visits occurred per month, and the no-show rate was 30%.
A small subgroup of the hospitalist group staffed the clinic.
Particular clinical foci included CHF patients, patients with
wound-care needs, and homeless, immigrant, and recently
incarcerated patients. A key goal was connecting to longi-
tudinal primary care, and the clinic successfully connected
more than 70% of patients to primary care in community
health centers. This clinic ultimately transitioned from a
hospitalist practice to a primary care practice with a primary
focus on post-ED follow-up for unaffiliated patients.?

In 2010, Texas Health faced a similar challenge with un-
affiliated patients, and established a nurse practitioner-based
clinic with hospitalist oversight to provide care primarily for
patients without insurance or without an existing primary
care relationship.

Academic Medical Center Models

Another clinical model is designed for patients who receive
primary care at practices affiliated with academic medical cen-
ters. Although many of these patients have insurance and a
PCP, there is often no availability with their continuity pro-
vider, because of the resident’s inpatient schedule or the facul-
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ty member’s conflicting priorities.”?® Academic medical cen-
ters, including the University of California at San Francisco,
the University of New Mexico, and the Beth Israel Deaconess
Medical Center, have established discharge clinics within their
faculty primary care practices. A model of this type of clinic
was set up at Beth Israel Deaconess in 2010. Staffed by four
hospitalists and using 40-minute appointments, this clinic was
physically based in the primary care practice. As such, it took
advantage of the existing clinic’s administrative and clinical
functions, including triage, billing, and scheduling. A visit was
scheduled in that clinic by the discharging physician team if a
primary care appointment was not available with the patient’s
continuity provider. Visits were standardized and focused on
outstanding issues at discharge, medication reconciliation, and
symptom trajectory. The hospitalists used the clinic’s clinical
resources, including nurses, social workers, and pharmacists,
but had no other dedicated staff. That there were only four
hospitalists meant they were able to gain sufficient exposure
to the outpatient setting, provide consistent high-quality care,
and gain credibility with the PCPs. As the patients who were
seen had PCPs of their own, during the visit significant at-
tention was focused first on the postdischarge concerns, and
then on promptly returning the patients to routine primary
care. Significant patient outreach was used to address the clin-
ic’s no-show rate, which was almost 50% in the early months.
Within a year, the rate was down, closer to 20%. This clinic
closed in 2015 after the primary care practice, in which it was
based, transitioned to a patient-centered medical home. Since
that time, this type of initiative has spread further, with neu-
rohospitalist discharge clinics established, and postdischarge
neurology follow-up becoming faster and more reliable.?

Academic medical centers and safety net hospitals substi-
tute for routine primary care to address the basic challenge of
primary care access, often without significant enhancements
or additional resources, such as dedicated care management
and pharmacy, social work, and nursing support. Common-
alities of these clinics include dedicated physician staff,
appointments generally longer than average outpatient ap-
pointments, and visit content concentrated on the key issues
at transition (medication reconciliation, outstanding tests,
symptom trajectory). As possible, clinics adopted a multidis-
ciplinary approach, with social workers, community health
workers, and nurses, to respond to the breadth of patients’
postdischarge needs, which often extend beyond pure med-
ical need. The most frequent barriers encountered included
the knowledge gap for hospitalist providers in the outpatient
setting (a gap mitigated by using dedicated providers) and
the patients’ high no-show rate (not surprising given that the
providers are generally new to them). Few clinics have at-
tempted to create continuity across inpatient and outpatient
providers, though continuity might reduce no-shows as well
as eliminate at least 1 transition.

Comprehensive High-Risk Patient Solutions
At the other end of the clinic spectrum are more integrat-
ed postdischarge approaches, which also evolved from the
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hospitalist model with hospitalist staffing. However, these
approaches were introduced in response to the clinical needs
of the highest risk patients (who are most vulnerable to fre-
quent provider transitions), not to a systemic inability to pro-
vide routine postdischarge care.*

The most long-standing model for this type of clinic is
represented by CareMore Health System, a subsidiary of An-
them.’3? The extensivist, an expanded-scope hospitalist, acts
as primary care coordinator, coordinating a multidisciplinary
team for a panel of about 100 patients, representing the
sickest 5% of the Medicare Advantage—insured population.
Unlike the traditional hospitalist, the extensivist follows
patients across all care sites, including hospital, rehabili-
tation sites, and outpatient clinic. For the most part, this
relationship is not designed to evolve into a longitudinal
relationship, but rather is an intervention only for the sev-
eral-months period of acute need. Internal data have shown
effects on hospital readmissions as well as length of stay.*®

Another integrated clinic was established in 2013, at the
University of Chicago. This was an effort to redesign care
for patients at highest risk for hospitalization.”® Similar to
the CareMore process, a high-risk population is identified
by prior hospitalization and expected high Medicare costs.
A comprehensive care physician cares for these patients
across care settings. The clinic takes a team-based approach
to patient care, with team members selected on the basis of
patient need. Physicians have panels limited to only 200 pa-
tients, and generally spend part of the day in clinic, and part
in seeing their hospitalized patients. Although reminiscent
of a traditional primary care setting, this clinic is designed
specifically for a high-risk, frequently hospitalized population,
and therefore requires physicians with both a skill set akin
to that of hospitalists, and an approach of palliative care and
holistic patient care. Outcomes from this trial clinic are ex-

pected in 2017 or 2018.

LOGISTICAL CONSIDERATIONS

FOR DISCHARGE CLINICS

Considering some key operational questions (Table) can help
guide hospitals, hospitalists, and healthcare systems as they ven-
ture into the postdischarge clinic space. Return on investment
and sustainability are two key questions for postdischarge clinics.

TABLE. Key Questions Regarding Discharge Clinics

Factor Question(s)

Patient population  What patient populations cannot access postdischarge primary care?

Should patients with established primary care doctors be seen in the clinic?

Clinic structure How will you provide the administrative services (eg, billing, triage,

scheduling) needed for an outpatient clinic?

Are there other value-added services (eg, pharmacy, social work) that would
provide additional value added?

Staffing Do I have a group of hospitalists interested in working in the postdischarge area?
How will | compensate my providers?
Outcomes How will | evaluate the performance of the clinic?
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Return on investment varies by payment structure. In cap-
itated environments with a strong emphasis on readmissions
and total medical expenditure, a successful postdischarge
clinic would recoup the investment through readmission
reduction. However, maintaining adequate patient volume
against high no-show rates may strain the group financially.
In addition, although a hospitalist group may reap few mea-
surable benefits from this clinical exposure, the unique view
of the outpatient world afforded to hospitalists working in this
environment could enrich the group as a whole by providing
a more well-rounded vantage point.

Another key question surrounds sustainability. The clin-
ic at the Beth Israel Deaconess Medical Center in Boston
temporarily closed due to high inpatient volume and corre-
sponding need for those hospitalists in the inpatient setting,
early in its inception. It subsequently closed due to evolu-
tion in the clinic where it was based, rendering it unnec-
essary. Clinics that are contingent on other clinics will be
vulnerable to external forces. Finally, staffing these clinics
may be a stretch for a hospitalist group, as a partly different
skill set is required for patient care in the outpatient setting.
Hospitalists interested in care transitions are well suited for
this role. In addition, hospitalists interested in more clinical
variety, or in more schedule variety than that provided in a
traditional hospitalist schedule, often enjoy the work. A vast
majority of hospitalists think PCPs are responsible for post-
discharge problems, and would not be interested in working
in the postdischarge world.>* A poor fit for providers may
lead to clinic failure.

As evident from this review, gaps in understanding the
benefits of postdischarge care have persisted for 10 years.
Discharge clinics have been scantly described in the liter-
ature. The primary unanswered question remains the effect
on readmissions, but this has been the sole research focus
to date. Other key research areas are the impact on other
patient-centered clinical and system outcomes (eg, patient
satisfaction, particularly for patients seeing new providers),
postdischarge mortality, the effect on other adverse events,
and total medical expenditure.

CONCLUSION

The healthcare system is evolving in the context of a fo-
cus on readmissions, primary care access challenges, and
high-risk patients’ specific needs. These forces are spurring
innovation in the realm of postdischarge physician clinics,
as even the basic need for an appointment may not be met
by the existing outpatient primary care system. In this con-
text, multiple new outpatient care structures have arisen,
many staffed by hospitalists. Some, such as clinics based in
safety net hospitals and academic medical centers, address
the simple requirement that patients who lack easy access,
because of insurance status or provider availability, can see a
doctor after discharge. This type of clinic may be an essential
step in alleviating a strained system but may not represent
a sustainable long-term solution. More comprehensive solu-
tions for improving patient care and clinical outcomes may

be offered by integrated systems, such as CareMore, which
also emerged from the hospitalist model. A lasting question
is whether these clinics, both the narrowly focused and the
comprehensive, will have longevity in the evolving health-
care market. Inevitably, though, hospitalist directors will
continue to raise such questions, and should stand to benefit
from the experiences of others described in this review.

Disclosure: Nothing to report
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