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Hospital readmissions are common, costly in both eco-
nomic and human terms, and often preventable. This “per-
fect storm” of attributes has placed hospital readmissions at
the center of discourse among payers, providers, and policy
makers, which is leading to innovations in care delivery.
Evolving efforts to enhance discharge communication, to
improve care coordination and accountability, and to mean-
ingfully involve primary care, show promise of reducing
readmissions.'™ These pockets of success demonstrate that
improving care transitions can increase quality of care while
decreasing costs.

Within the hospital, it is now clear that the discharge
process typically requires the same intensity of effort as
admission. The hospitalist guides an interdisciplinary
team, including nurses, pharmacists, case managers, and
social workers, through a checklist of discharge tasks.
Some tasks require substantial hospitalist involvement and
expertise, such as medication reconciliation—a detail-ori-
ented, time-consuming process. Other tasks can be accom-
plished by team members, overseen by the hospitalist,
such as scheduling timely follow-up appointments, coordi-
nating outpatient services, and assembling educational
materials. Taken as a whole, significant time and effort
must be devoted by the inpatient team to address the
complex landscape of a patient’s medical and psychosocial
needs.

That of course, is only half of the equation, as patient
care must be transferred to an equally invested outpatient
team led by a primary care provider (PCP). Several influen-
tial medical societies have endorsed the medical home (a
multidisciplinary care team led by a PCP) as the primary
agent to coordinate patient care across settings.” Indeed,
promptly reconnecting with their PCP and primary care
team after discharge can have profound meaning for
patients, who may otherwise be unsupported with their
postdischarge clinical needs. In this issue of the Journal of
Hospital Medicine, 4 important articles provide evidence in
support of an outpatient partner to actively assume patient
care responsibility after hospital discharge.

van Walraven et al.® conducted an elegant study to evalu-
ate the impact of postdischarge PCP visits on readmissions.

Following more than 5000 patients for nearly 6 months,
they demonstrated that increased PCP follow-up was signifi-
cantly and independently associated with a decreased risk
of hospital readmission. This confirms the positive impact
that a primary care connection can have on postdischarge
care. This study also highlights some challenges: 18% of the
original cohort were excluded from the final analyses
because they had only 1 or no PCP visit in the 6 months
following discharge, indicating inadequate postdischarge
follow-up for a substantial sub-group. Misky et al.” simi-
larly established that patients with “timely” PCP follow-
up (within one month of discharge) were 10 times less
likely to be readmitted for the same condition as their
index admission. These are also encouraging findings for
those patients with PCP follow-up. Yet among patients in
their study, PCP follow-up was even less common, with
only 49% of patients having appointments within one
month. Future studies should consider how more inten-
sive outreach strategies might engage difficult-to-reach
patients and communities.

PCP follow-up may be beneficial because discharged
patients often have ongoing issues that need to be
addressed. Arora et al.® surveyed inner city patients and
their PCPs 2 weeks after hospital discharge to assess
whether patients experienced any “problems” in the post-
discharge period, and whether PCPs were aware of their
patients’ hospitalization. Nearly half of all patients
recounted 1 or more postdischarge problems. The likelihood
of reporting such a problem was twice as common among
those patients whose PCP was unaware of their hospitaliza-
tion. Again, this is strong validation of the importance of
PCP involvement in posthospital care, but equally concern-
ing is their finding that fully 3 in 10 PCPs were unaware of
their patient’s hospitalization.

Finally, Mitchell et al.® further refine our understanding
of risk factors for readmission. In an ethnically diverse inner
city population, they screened 738 inpatients for depression.
Among the 238 (32%) patients who screened positive, there
was a marked 73% increase in hospital utilization (emer-
gency department [ED] visits and readmissions) within 30
days of discharge.” This confirms previous research that
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depression is a risk factor for rehospitalization.'® Depres-
sion, however, is amenable to treatment and receiving care
through one’s primary care practice can potentially mitigate
how depression negatively affects patients’ medication ad-
herence, self-care behavior, and ultimately readmission
rates.

Collectively, these 4 articles give us reason to experience
both despair and hope. It is discouraging that large numbers
of patients do not have timely encounters with their PCP af-
ter discharge, confirming previous findings,'* and that too
often PCPs are unaware of their patients’ hospitalizations.
In any other industry this sort of inefficiency and poor cus-
tomer service would put a company out of business; that it
persists in medicine is embarrassing. Because our medical
system is not sufficiently incentivized by quality outcomes,
such poor practices continue to be tolerated, and our
patients suffer the consequences.

But we are also shown a way forward, with accumulat-
ing evidence complimenting existing studies that a primary
care connection can improve the quality of postdischarge
care and decrease readmissions.'*™* Recognizing this cen-
tral role of primary care, however, forces us to acknowl-
edge the diminishing availability of primary care nation-
wide; in many inner city and rural locations, accessible
primary care is largely nonexistent. This shortage must be
corrected to attain needed access and to advance health
care reform.

Postdischarge PCP involvement is particularly essential
with shorter hospital stays, as patients will predictably have
complex postdischarge needs as they complete their recu-
peration at home. Indeed, Arora et al.® indicate that post-
hospitalization problems may be more the rule than the
exception, and that specific types of problems can be fore-
seen. Most commonly reported were challenges obtaining
follow-up appointments, difficulties managing or obtaining
medications, feeling unprepared for discharge, having unan-
swered questions, or needing an urgent reevaluation. While
well organized predischarge efforts help to prepare patients,
even the most perfect discharge process cannot anticipate
all possible pitfalls. Fortunately, most postdischarge prob-
lems can be effectively handled by those who often know
the patient best, the patient’s primary care team. The outpa-
tient team is ideally situated to assist patients with the logis-
tics of accessing the care system, to provide ongoing educa-
tion, and to help with such basic needs as transportation
and social support. It makes sense that such personalized
outreach can prevent small problems from blossoming
into more serious issues that might ultimately require
rehospitalization.

Upon discharge, patients and families are also often
expected to assume new self-care responsibilities, to imple-
ment new dietary restrictions, to use new medications, and
to monitor and respond to new and evolving symptoms.
Gaining the knowledge, the confidence, and the experience
to adopt new behaviors is critical to successful postdi-
scharge self-care. Adult learning theory informs us that edu-
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cation is an ongoing process. Mastering new material occurs
with repetition, over time, and under different circumstan-
ces. An ancient Chinese proverb encapsulates the key
aspects of learning:

* I hear and I forget;
¢ [ see and I remember;
* I do and I understand.

Thus, a single didactic discharge session in the hospital
is unlikely to provide patients with sufficient depth of
understanding that one attains through experiential learn-
ing. Hospital-based discharge teaching is further compro-
mised in the setting of patient fatigue, anxiety and illness: it
is not surprising that patients comprehend and retain only
50% of the medical information discussed with their
physicians.'®

While “teach back” has been effectively used to ensure
that information is registered when initially presented, it
does not ensure that information has been internalized in
such a way that it can be utilized hours or days later.
Instead, it is the active engagement with the primary care
team that provides opportunities for ongoing learning, per-
sonalized to the educational needs of each patient. With
nurses, dieticians, pharmacists, and medical educators play-
ing a central guiding role, patients can receive appropriately
tailored instruction, as well as opportunities to practically
apply their new knowledge.

The evolving partnership among hospitals, hospitalists,
and primary care holds great promise to reduce avoidable
readmissions, and the Patient Protection and Affordable
Care Act of 2010 will provide financial incentives to support
this partnership. Health care reform aims to adjust hospital
payments based on rates of preventable Medicare readmis-
sions; bundling payments (paying for episodes of illness
based on outcomes) and accountable care organizations
(ACOs) will ideally foster seamless care coordination.'® Nur-
turing and developing this collaboration between the inpa-
tient and outpatient care teams will be essential as we seek
to provide patients the safest transition possible from the
hospital to home.
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