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Novel methods for improving transitions of care are needed.
Hospitalist-run postdischarge clinics (PDCs) may improve
access to postdischarge care, but require practice change
from providers. We conducted a Web-based cross-sec-
tional survey of hospitalists at 37 academic medical centers
across the United States and a large private employer of
hospitalists to assess the attitudes of hospitalists toward
postdischarge care and PDCs. Two hundred twenty-eight of
814 hospitalists responded to the survey (28%). Respond-
ing hospitalists commonly (55%) experienced difficulty
arranging outpatient follow-up, and felt that lack of access
was responsible for most patient problems after discharge
(61%). Despite this, 62% felt hospitalists should not provide
postdischarge care in a clinic, and 77% felt they would

require extra compensation for work in a PDC. However,
74% thought such a clinic would decrease emergency
department visits. Practicing in a PDC was associated with
a trend toward positive attitudes about providing postdi-
scharge care (P 5 0.054). Responding hospitalists
expressed difficulty arranging appropriate postdischarge
care, confidence that PDCs would reduce postdischarge
utilization, and reservations about working in a PDC, per-
haps because of practical or financial concerns. These
results are important given the current emphasis on reduc-
ing hospital readmissions. Further work evaluating the
experience of hospitalists in PDCs is needed. Journal of
Hospital Medicine 2013;8:578–581. VC 2013 Society of
Hospital Medicine

Transitions of care, which encompass the patient
experience of hospital discharge to the community,
are frequently associated with clinically and financially
costly adverse events.1,2 One important element for
reducing the risk of postdischarge adverse events is
provision of timely follow-up by a clinician familiar
with the patient and hospital course.3,4

However, achieving this ideal is becoming more dif-
ficult because of an increased demand for primary
care services (due to expanding coverage of Medicare
and Medicaid) and the decreased supply of primary
care physicians.5,6 When a timely visit with a clinician
is available postdischarge, the widening discontinuity
between inpatient and outpatient care providers often
means this clinician is lacking essential details of the
hospitalization.7,8

One increasingly common innovation to improve
postdischarge care access and continuity is to extend
the role of inpatient providers (usually hospitalists)
to provide care after discharge in a postdischarge
clinic (PDC).9–11 These clinics require an expansion
of a hospitalist’s duties to the outpatient setting, a
requirement that has met with hospitalist resistance
in initial reports.12 However, little is known about

hospitalists’ experience with PDCs or attitudes
toward postdischarge care. We aimed to explore
these attitudes and experiences surrounding postdi-
scharge care and PDCs.

METHODS
We conducted a cross-sectional 17-question Web-
based survey of hospitalists at 20 academic and 17
VA medical centers across the United States. Hospital
medicine faculty at each site were identified by their
group leader; members of each group then received an
email survey up to 3 times. To collect responses from
nonacademic hospitalists, the survey was also distrib-
uted to a large national private hospitalist employer.
Due to internal limitations at the employer site, sam-
pling was not feasible, and thus a convenience sample
was obtained. Hospitalists who were not clinically
active or did not have computer access to complete
the survey were excluded. Responses were initially
gathered on a 4-point Likert scale; for comparisons
between groups the scale was collapsed to a binary
comparison using Fisher exact or v2 tests. We
included questions answered in partially completed
surveys in both the numerator and denominator; ques-
tions not answered were excluded from both numera-
tor and denominator. The denominator of all
responses was noted. All analyses were conducted
using SAS 9.3 (SAS Institute, Inc., Cary, NC). The
study was approved by the Colorado Multiple Institu-
tional Review Board.

RESULTS
Of 814 hospitalists, 228 responded to the survey
(28.3%). Table 1 illustrates characteristics of respond-
ing hospitalists, who were divided between university
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hospitals, community teaching hospitals, and commu-
nity nonteaching hospitals in diverse practices in terms
of location and group size.

Sixty-one percent of responding hospitalists believed
most patient problems after discharge were due to poor
follow-up with primary care providers, and 55% found
it difficult to arrange timely primary care follow up
(Table 2). Despite this, 87% thought patient problems
after discharge should be cared for by primary care
physicians, and 62% opposed the idea of hospitalists
seeing patients in the clinic after discharge.

When asked if hospitalists were responsible for
patients after discharge from the hospital, only 50%
responded positively. However, when asked how long
hospitalists were responsible for patients after dis-
charge, 71% gave a response longer than hospital dis-
charge, including 60% who believed this
responsibility ended at 1 week or less following dis-
charge. A minority (12%) felt it extended to 1 month
following discharge (Table 3).

Responding hospitalists expressed confidence in a
PDC to reduce postdischarge emergency department
visits (74%). However, most felt they would require
extra compensation to staff a PDC (77%). They were
divided on whether they would discharge patients
from the hospital earlier if they could see those
patients in postdischarge follow-up (51% would dis-
charge patients earlier).

Compared to those who had not experienced a
PDC, responding hospitalists who had provided care
in a PDC trended toward responding more positively
that hospitalists should provide postdischarge care
(P 5 0.054). Few responding hospitalists had such
exposure (8.8%) at the time of the survey. Although
31% had considering starting a PDC, only 3% were
starting in the next year. Of responding hospitalists
with exposure to a PDC, 70% were satisfied with the
experience and 85% felt their patients were satisfied.
Responses did not vary by type of practice (academic
vs nonacademic), group size, geographic location, or
by exposure to a PDC except as above.

DISCUSSION
Responding hospitalists reported encountering signifi-
cant difficulty arranging appropriate postdischarge
appointments with primary care providers and feel this
contributes to postdischarge complications. Nearly

TABLE 1. Study Participant Characteristics

Characteristic Respondents, No. (%)

Employing institution
University hospital 79 (37.4)
Community, nonteaching 62 (29.4)
Community, teaching 70 (33.2)

Care environment
Hospitalist providers 98 (46.4)
Housestaff providers 94 (44.6)
Primary care providers 10 (4.7)
Combination 9 (4.3)

Hospitalist group size (number of hospitalists)
1–5 39 (18.5)
6–10 50 (23.7)
11–20 52 (24.6)
21–50 59 (28.0)
>50 9 (4.3)

Hospital location–population
Rural 20 (9.5)
Suburban 47 (22.3)
Urban 144 (68.2)

Hospital location–geographic
West Coast 11 (5.2)
Midwest 47 (22.3)
Southern 57 (27.1)
East Coast 21 (10)
Southwest 36 (17.1)
Mountain 32 (15.2)

NOTE: Demographic characteristics of study participants are presented. Due to incomplete survey
responses, the denominator is 211 for all responses presented.

TABLE 2. Attitudes Toward Postdischarge Care

Agree,

No. (%)

Disagree,

No. (%)

Hospitalists should see patients in clinic after discharge 87 (38.2) 141 (61.8)
Primary care responsible for problems after discharge 198 (86.8) 30 (13.2)
Hospitalists responsible for patients after discharge 113 (49.6) 115 (50.4)
Would welcome a PDC if employer required 113 (49.6) 115 (50.4)
Would require extra compensation to work in a PDC 175 (76.8) 53 (23.2)
Believe a PDC would reduce ED visits after discharge 168 (73.7) 60 (26.3)
Would discharge patients earlier if could see after discharge 116 (50.9) 112 (49.1)
Most postdischarge problems due to poor PCP access 138 (60.5) 90 (39.5)
Easy to arrange timely follow-up with patient’s PCP 100 (44.2) 126 (55.3)

NOTE: Abbreviations: ED, emergency department; PCP, primary care physician; PDC, postdischarge clinic.
Attitudes toward postdischarge care are presented. All prompts received 228 responses. “Agree” encom-
passes responses of “strongly agree” and “agree”; the same is true for “disagree” (encompasses “strongly
disagree” and “disagree”). Prompts are abbreviated due to space requirements; full text is available from
the authors on request.

TABLE 3. Attitudes and Experiences Surrounding
Postdischarge Clinics

Respondents, No. (%)

Length of time inpatient providers responsible after discharge
Responsibility ends at time of discharge 65 (28.5)
1–3 days 40 (17.5)
4–7 days 57 (25.0)
2 weeks 41 (18.0)
4 weeks 20 (8.8)
3 months 3 (1.3)
�3 months 2 (0.9)

Postdischarge clinic present 20 (8.8)
Considered starting a postdischarge clinic* 62 (30.5)

Starting in next year† 6 (3.3)
Are satisfied with experience in postdischarge clinic‡ 17 (85)
Think patients are satisfied/highly satisfied‡ 14 (70)

NOTE: Attitudes and experiences with postdischarge care are presented. Unless noted, 228 responses
were received.

*Out of 203 responses.

†Out of 182 responses.

‡Out of 20 responses.
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75% of those surveyed felt a hospitalist-run PDC
would be effective in reducing postdischarge emergency
department visits, presumably in part due to improved
access to postdischarge care. However, 62% of
responding hospitalists opposed providing this type of
care, though those who had experienced a PDC were
somewhat more likely to view providing care in a PDC
favorably. Survey responses largely reflect attitudes
rather than experience with PDCs, because very few
respondents had ever worked in a PDC.

The juxtaposition of the confidence expressed in
PDCs to reduce postdischarge emergency department
visits with the less enthusiastic views of respondents
about providing care in a PDC was surprising. Several
explanations are possible. First, providing such care is
outside the usual scope of practice of most hospital-
ists, and preliminary reports indicate hospitalists, as
self-selected inpatient providers, may not initially wel-
come this opportunity.12 Second, responding hospital-
ists identified the need for extra compensation for
providing this care, suggesting they would see staffing
a PDC as a burden requiring extra payment. Third,
only 12% of respondents felt their responsibility to
their discharged patients extended to 1 month follow-
ing discharge. Given this, hospitalists may not feel
enough personal ownership over 30-day readmission
rates to justify the additional clinical demand of staff-
ing a PDC.13

In fact, 29% of responding hospitalists felt their respon-
sibility to the patient ended at the time of discharge.
Respondents may have interpreted “responsibility” differ-
ently, and we cannot rule out response bias given our
lower-than-expected response rate. However, we had
anticipated many fewer hospitalists would respond this
way given professional hospitalist societies have endorsed
guidelines for improved transitions of care, which clearly
delineate the key role hospitalists play in care
transitions.14

Although fewer than 10% of respondents had
worked in a PDC, nearly one-third reported consider-
ing starting such a practice in the future, underscoring
the importance of understanding hospitalist attitudes
and experiences when creating a PDC and the signifi-
cant barriers to arranging appropriate postdischarge
care identified by survey respondents. The barriers to
establishing a PDC may explain why few planned to
start a PDC in the next year.

This study should be interpreted in the context of
its design. Due to limitations in survey delivery, more
rigorous sampling designs could not be used, and
efforts were instead made to deliver the survey to a
diverse group of hospitalists. The survey response rate
was lower than anticipated and this increases the risk
of response bias. Though this response rate is charac-
teristic of other surveys of hospitalists, responses may
have been from a selected population and therefore
not representative of all hospitalists.15 We sampled
from a variety of practice venues, locations, academic

and community practices, and practice group sizes to
try to minimize this bias. Due to the low exposure
rate to PDCs, hospitalist responses to experiences
with PDCs should be considered exploratory.

We asked about similar content areas in the survey
in multiple questions to maximize content validity;
this resulted in variations in the degree of agreement
or disagreement to similar prompts. For example,
62% of hospitalists opposed seeing patients in the
clinic after discharge when directly asked, but nearly
50% said they would welcome the opportunity to
work in a PDC if their employer required it. In
another example, 50% of respondents said their
responsibility for the patient ended at time of dis-
charge, but when asked about duration of responsibil-
ity, 30% identified time of discharge as the limit.
When reporting and interpreting results, we have tried
to highlight responses to questions that ask most
clearly and directly about the content of interest
(rather than general themes), but this interpretation
may also be subject to bias.

The time after hospital discharge is one of height-
ened risk for adverse events for the recently dis-
charged patient. Hospitalist-run postdischarge clinics
may offer improved postdischarge care access and
continuity; more research is needed on the effects of
such clinics on patient outcomes, including postdi-
scharge utilization. Until then, physicians and hospi-
tals considering establishing PDCs should consider
the barriers responding hospitalists identified to
working in such a clinic, as well as the confidence
they expressed in PDCs to reduce subsequent
utilization.
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