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A significant literature describes efforts to reduce 
hospital readmissions through improving care tran-
sitions. Many approaches have been tried, alone or 
in combination, targeting different points across the 

spectrum of discharge activities. These approaches encompass 
interventions initiated prior to discharge, such as patient educa-
tion and enhanced discharge planning; bridging interventions, 
such as transition coaches; and postdischarge interventions, such 
as home visits or early follow-up appointments. Transitions of 
care clinics (TOCC) attempt to improve posthospital care by pro-
viding dedicated, rapid follow-up for patients after discharge.1 

The impact of care transitions interventions is mixed, with incon-
sistent results across interventions and contexts. More complex, 
multipronged, context- and patient-sensitive interventions, howev-
er, are more likely to be associated with lower readmission rates.2,3 

In this issue of the journal, Griffin and colleagues4 report on 
their TOCC implementation. Their focus on a high-risk, rural 
veteran population is different from prior studies, as is their 
use of in-person or virtual follow-up options. While the authors 
describe their intervention as a TOCC, their model serves as 
an organizer for an interprofessional team, including hospi-
talists, that coordinates multiple activities that complement 
the postdischarge appointments: identification of high-risk 
patients, pharmacist-led medication reconciliation, dietary 
counseling, contingency planning for potential changes, fol-
low-up on pending tests and studies, and coordination of pri-
mary care and specialty care appointments. The multipronged,  
patient-sensitive nature of their intervention makes their posi-
tive findings consistent with other care transition literature.

Griffin and colleagues’ reporting of their TOCC experi-
ence is worth highlighting, as they present their experience 
and results in a way that maximizes our ability to learn from 
their implementation. Unfortunately, reports of improvement 
initiatives often lack sufficient detail regarding the context or 
intervention to potentially apply their findings. Griffin and col-
leagues applied the Revised Standards for Quality Improve-
ment Reporting Excellence (SQUIRE 2.0) guidelines, a stan-
dardized framework for describing improvement initiatives 
that captures critical contextual and intervention elements.5

Griffin and colleagues describe their baseline readmission per-
formance and how the TOCC model was relevant to this issue. 

They describe the context, including their patient population, 
and their intervention with sufficient detail for us to understand 
what they actually did. Importantly, Griffin and colleagues clearly 
delineate the dynamic phases of the implementation, their use of 
Plan-Do-Study-Act cycles to assess and improve their implemen-
tation, and the specific changes they made. The Figure clearly 
puts their results in the context of their program evolution, and 
their secondary outcomes support our understanding of pro-
gram growth. Their use of a committee for ongoing monitoring 
could be important for ongoing adaptation and sustainability. 

There are several limitations worth noting. There may have 
been subjectivity in teams’ decisions to refer specific patients 
with lower Care Assessment Need scores. We do not know why 
patients did not attend TOCC visits, or why they chose virtual vs 
in-person visits. This study was conducted within the Veterans Af-
fairs system, where program supports, such as tablets for virtual 
visits and coordination among services, may be easier to imple-
ment than in other settings. Despite these limitations, we see 
that complex, high-risk patients benefit from a multidisciplinary, 
multipronged approach to care transitions. Moreover, we learned 
about barriers encountered during TOCC implementation and 
how these issues were successfully addressed. Finally, their work 
suggests that telehealth may be an appealing and promising 
component of care transition programs, but that patients may 
not choose this modality solely because of geography.

In this era of multisite collaborative studies and analyses of large 
administrative datasets, Griffin et al4 demonstrate that there is still 
much to learn from a well-done, single-site improvement study.
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