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Background: The Olin E. Teague Veterans’ Center (OETVC) 
is a teaching hospital with a medical ward consisting 
of 189 beds, 3 teaching teams with 1 resident and 2 to  
3 interns, and 3 nonteaching teams. Due to the complexity 
of hospitalization, there are concerns that patients may not 
follow up with primary care or fill their prescribed medication 
and may have postdischarge questions. 
Observations: A program was created at OETVC to bridge the 
gap between inpatient and outpatient care. Internal medicine 
residents call all teaching team patients a week following 
discharge. They discuss medications, changes in symptoms, 
follow-up plans, and address all questions. The residents 

also assist with missed orders and make treatment regimen 
changes if necessary. 
Conclusions: This new program has proven to be beneficial. 
Residents are developing a better understanding of illness 
scripts and are working on communication skills without time 
constraints. Patients now have access to a physician following 
discharge to discuss any concerns with their hospitalization, 
present condition, and follow-up. Data show a decreased 30-day 
readmission rate at 6% in the transition of care group compared 
to 10% in all patients who participated in the program. This 
program will continue to address barriers to care and adapt to 
improve the success of care transitions.  
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The Olin E. Teague Veterans’ Cen-
ter (OETVC) in Temple, Texas, is a 
teaching hospital with 189 beds that 

provides patients access to medical, surgi-
cal, and specialty care. In 2022, 116,359 
veterans received care at OETVC and 
5393 inpatient admissions were noted. 
The inpatient ward consists of 3 teaching 
teams staffed by an attending physician, a  
second-year internal medicine resident, 
and 2 to 3 interns while hospitalists staff 
the 3 nonteaching teams. OETVC resi-
dents receive training on both routine and 
complex medical problems. 

Each day, teaching teams discharge pa-
tients. With the complexity of discharges, 
there is always a risk of patients not follow-
ing up with their primary care physicians, 
potential issues with filling medications, 
confusion about new medication regi-
ments, and even potential postdischarge 
questions. In 1990, Holloway and col-
leagues evaluated potential risk factors for 
readmission among veterans. This study 
found that discharge from a geriatrics or 
intermediate care bed, chronic disease di-
agnosis, ≥ 2 procedures performed, increas-
ing age, and distance from a veterans affairs 
medical center were risk factors.1 

Several community hospital stud-
ies have evaluated readmission risk fac-
tors. One from 2000 noted that patients 
with more hospitalizations, lower men-
tal health function, a diagnosis of chronic 

obstructive pulmonary disorder, and in-
creased satisfaction with access to emer-
gency care were associated with increased 
readmission in 90 days.2 Due to the re-
admission risks, OETVC decided to con-
struct a program that would help these 
patients successfully transition from inpa-
tient to outpatient care while establishing 
means to discuss their care with a physi-
cian for reassurance and guidance. 

TRANSITION OF CARE PROGRAM
Transition of care programs have been 
implemented and evaluated in many in-
stitutions. A 2017 systematic review of 
transition of care programs supported the 
use of tailored discharge planning and 
postdischarge phone calls to reduce hos-
pital readmission, noting that 6 studies 
demonstrated a statistically significant 
reduction in 30-day readmission rate.3 
Another study found that pharmacy in-
volvement in the transition of care 
reduced medication-related problems fol-
lowing discharge.4

Program Goals
The foundational goal of our program 
was to bridge the gap between inpa-
tient and outpatient medicine. We hoped 
to improve patient adherence with their 
discharge regimens, improve access to pri-
mary care physicians, and improve dis-
charge follow-up. Since hospitalization 
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can be overwhelming, we hoped to cap-
ture potential barriers to medical care 
postdischarge when patients return home 
while decreasing hospital readmissions. 
Our second- and third-year resident physi-
cians spend as much time as needed going 
through the patient’s course of illness 
throughout their hospitalization and treat-
ment plans to ensure their understanding 
and potential success. 

This program benefits residents by pro-
viding medical education and patient com-
munication opportunities. Residents must 
review the patient’s clinical trajectory be-
fore calling them. In this process, residents 
develop an understanding of routine and 
complex illness scripts, or pathways of 
common illnesses. They also prepare for 
potential questions about the hospitaliza-
tion, new medications, and follow-up care. 
Lastly, residents can focus on communica-
tion skills. Without the time pressures of 
returning to a busy rotation, the residents 
spend as much time discussing the hos-
pital course and ensuring patient under-
standing as needed. 

Program Description
At the beginning of each week, second- 
and third-year residents review the list 
of discharges from the 3 teaching teams. 
The list is generated by a medical service 
management analyst. The residents review 
patient records for inpatient services, lab-
oratory results, medication changes, and 
proposed follow-up plans designed by the 
admission team prior to their phone call. 
The resident is also responsible for review-
ing and reconciling discharge instructions 
and orders. Then, the resident calls the 
patient and reviews their hospitalization. 
If a patient does not answer, the resident 
leaves a voicemail that complies with the 
Health Insurance Portability and Account-
ability Act. 

When patients answer the call, the resi-
dent follows a script (Appendix). Residents 
are encouraged to ask patients open-ended 
questions and address any new needs. 
They also discuss changes in symptoms, 
medications, functional status, and re-
mind the patient about follow-up appoint-
ments. If imaging or specific orders were 
missed at discharge, the residents notify 

the chief resident, lead hospitalist, or dep-
uty associate chief of staff for medical ser-
vice. If additional laboratory tests need to 
be ordered, the resident devises a follow-
up plan. If needed, specialty referrals can 
be placed. When residents feel there are 
multiple items that need to be addressed 
or if they notice any major concerns, they 
can recommend the patient present to the 
emergency department for evaluation. The 
chief resident, lead hospitalist, and dep-
uty associate chair for medical service are 
available to assist with discussions about 
complex medical situations or new con-
cerning symptoms. Residents document 
their encounters in the Computerized Pa-
tient Record System health record and any 
tests that need follow-up. This differs from 
the standard of care follow-up programs, 
which are conducted by primary care med-
icine nurses and do not fully discuss the 
hospitalization. 

Implementation
This program was implemented as a 1-week 
elective for interested residents and part of 
the clinic rotation. The internal medicine 
medical service analyst pulls all discharges 
on Friday, which are then provided to the 
residents. The residents on rotation work 
through the discharges and find teaching 
team patients to follow up with and call. 

Findings
Implementation of this program has yielded 
many benefits. The reminder of the impor-
tance of a primary care appointment has 
motivated patients to continue following 
up on an outpatient basis. Residents were 
also able to capture lapses in patient under-
standing. Residents could answer forgot-
ten questions and help patients understand 
their admission pathology without time 
pressures. Residents have identified pa-
tients with hypoglycemia due to changed 
insulin regimens, set up specialist follow-up 
appointments, and provided additional ed-
ucation facilitating adherence. Additionally, 
several residents have expressed satisfaction 
with the ability to practice their communi-
cation skills. Others appreciated contribut-
ing to future patient successes. 

While the focus on this article has 
been to share the program description, we 
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have tabulated preliminary data. In Jan-
uary 2023, there were 239 internal med-
icine admissions; 158 admissions (66%) 
were teaching team patients, and 97 pa-
tients (61%) were called by a resi-
dent and spoken to regarding their care. 
There were 24 teaching team readmis-
sions within 30 days, and 10 (42%) re-
ceived a follow-up phone call. Eighty-one 
admitted patients were treated by non-
teaching teams, 10 (12%) of whom were 
readmissions. Comparing 30-day read-
mission rates, 10 nonteaching team pa-
tients (12%), 10 teaching team patients 
(6.3%) who talk to a resident in the transi-
tion of care program were readmitted, and  
24 teaching team patients who did not talk 
to a resident (10%) were readmitted. 

DISCUSSION
The OETVC transition of care program was 
planned, formulated, and implemented 
without modeling after any other projects 
or institutions. This program aimed to uti-
lize our residents as resources for patients. 

Transition of care is defined as steps 
taken in a clinical encounter to assist with 
the coordination and continuity of patient 
care transferring between locations or lev-
els of care.5 A 2018 study evaluating the 
utility of transition of care programs on 
adults aged ≥ 60 years found a reduction 
in rehospitalization rates, increased use of 
primary care services, and potential reduc-
tion in home health usage.6

In 2021, Johns Hopkins University 
School of Medicine implemented a pro-
gram after polling residents and discov-
ering their awareness of gaps in the 
transition of care.7 In 2002, pharmacists 
evaluated the impact of follow-up tele-
phone calls to recently hospitalized pa-
tients. This group of pharmacists found 
that these calls were associated with in-
creased patient satisfaction, resolution of 
medication-related problems and fewer 
emergency department returns.8

Our program differs from other tran-
sition of care programs in that resident 
physicians made the follow-up calls to pa-
tients. Residents could address all aspects 
of medical care, including new symptoms, 
new prescriptions, adverse events, and 
risk factors for readmission, or order new 

imaging and medications when appropri-
ate. In the program, residents called all 
patients discharged after receiving care 
within their team. Calls were not based 
on risk assessments. The residents were 
able to speak with 61% of discharged pa-
tients. When readmission rates were com-
pared between patients who received a 
resident follow-up phone call and those 
who did not, patients receiving the res-
ident phone call were readmitted at a 
lower rate: 6.3% vs 10%, respectively. 

While our data suggest a potential trend 
of decreased readmission, more follow-
up over a longer period may be needed. 
We believe this program can benefit pa-
tients and our model can act as a template 
for other institutions interested in starting 
their own programs. 

Challenges
Although our process is efficient, there 
have been some challenges. The discharge 
is created by the medical service manage-
ment analyst and then sent to the chief res-
ident, but there was concern that the list 
could be missed if either individual was 
unavailable. The chairperson for the de-
partment of medicine and their secretary 
are now involved in the process. To reduce 
unanswered telephone calls, residents use 
OETVC phones. Health Insurance Porta-
bility and Accountability Act-compliant 
voicemails providing a time for a follow-up 
call were implemented. As a result, veter-
ans have answered their phones more reg-
ularly and are more aware of calls. Orders 
are generally placed by the chief resident, 
lead hospitalist, or chair of the medical 
service to ensure follow-up because resi-
dents are on rotation for 1 week at a time. 
Access to a physician also allows patients 
to discuss items unrelated to their hospi-
talization, introducing new symptoms, or 
situations requiring a resident to act with 
limited data.

CONCLUSIONS
The transition of care follow-up pro-
gram described in this article may be 
beneficial for both internal medicine res-
idents and patients. Second- and third-
year residents are developing a better 
understanding of the trajectory of many 
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illnesses and are given the opportunity 
to retrospectively analyze what they 
would do differently based on knowl-
edge gained from their chart reviews. 
They are also given the opportunity to 
work on communication skills and ex-
plain courses of illnesses to patients in 
an easy-to-understand format without 
time constraints. Patients now have ac-
cess to a physician following discharge 
to discuss any concerns with their hos-
pitalization, condition, and follow-up. 
This program will continue to address 
barriers to care and adapt to improve the 
success of care transitions. 
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APPENDIX Patient Contact Script
Hello [Mr./Ms. surname]. My name is [Dr. resident 
name] and I am calling to follow up on your recent 
hospitalization. How have you been feeling since your 
admission? I see that you presented for [symptoms]. 
During your hospitalization [treatment plan] was done 
to help you. I see you were discharged with [discharge 
instructions and orders including follow-up and  
medications]. 

• �Do you have any questions regarding your  
hospitalization? 

• �What issues are you having with the medications 
prescribed? 

• �Are you having any trouble with similar or new 
symptoms since your admission? 

• �I want to remind you of your [primary care,  
specialty, laboratory, or imaging] appointments. 

• �Do you have any additional questions or 
concerns?
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