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Executing High-Quality Care
Transitions: A Call to Do It Right

As a hospital practitioner, you have undoubtedly experienced
the frustration of witnessing how easily the excellent care you

provide can unravel as the patient goes out the door. Patients are
admitted acutely ill, and largely attributed to your clinical acu-
men, they are discharged “tuned up” and stable to return home.
Days later, however, you may learn that your best-laid discharge
plans were not properly executed, and the patient returned with
yet another exacerbation. Clearly this scenario represents a major
setback for the patient and family caregivers. Possibly dismissed
as another episode of “patient noncompliance,” such readmis-
sions are now being recognized as system failures and reflect a
discharge process that has been described as “random events
connected to highly variable actions with only a remote possibility
of meeting implied expectations” (Roger Resar, MD, Senior Fel-
low, Institute for Healthcare Improvement).

Once an area that received relatively little attention, transi-
tions out of the hospital has been identified as a priority area in
need of action by a confluence of recent research and national
activities. Recognizing the expanding evidence for lapses in qual-
ity and safety, many esteemed organizations, including the Joint
Commission, the Centers for Medicare and Medicaid Services and
their accompanying Quality Improvement Organizations, the In-
stitute for Healthcare Improvement, the Institute of Medicine,
National Quality Forum, the Medicare Payment Advisory Commit-
tee, the American Board of Internal Medicine Foundation, the
National Transitions of Care Coalition, the American College of
Physicians, the Society for General Medicine, and the Society for
Hospital Medicine, are currently focusing their efforts on how to
optimize transitions. All have articulated the need for further
clinical investigation that can offer greater insight into the nature
of the problems that arise during this vulnerable period and what
the potential solutions are.

In this edition of the Journal of Hospital Medicine, 3 teams of
investigators have responded to this need, making timely, impor-
tant, and unique contributions to advance the field.1–3 Specifi-
cally, each of these articles further raises awareness that a pa-
tient’s transition out of the hospital often unfolds quickly in a
fast-paced, chaotic manner, placing many competing demands on
clinicians, patients, and family caregivers. Not surprisingly, such
competing demands can contribute to deficits in quality and
safety. The authors of these studies all directly identify the central
role of communication among clinicians as well as between pa-
tients and clinicians in ensuring successful handoffs, further af-
firming the Joint Commission’s finding that inadequate commu-
nication is the leading cause of sentinel events.4 In this respect,
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communication is more than simply the transfer of
information; rather, it involves the need to ensure
comprehension and provide an opportunity to have
a 2-way dialogue. Importantly, these articles share a
common approach in fostering our understanding
of the perspective of patients and family caregivers
with a particular focus on disadvantaged popula-
tions.

Kripalani and colleagues conducted a compre-
hensive review of the state of the science for those
key hospital discharge issues that pertain to hospi-
talists. They identified a number of challenges
including communication between hospital- and
ambulatory-based clinicians, medication reconcili-
ation, timely hospital follow-up, and engaging pa-
tients in self-care. For each of these priority areas,
the authors provide pragmatic recommendations
for improving care that could be implemented
within the current state of practice, either individ-
ually or as a “bundle” of interventions.

Recognizing that patients are often the only
common thread across different sites of care,
Strunin and colleagues demonstrate the value of
including the voice of the patient in helping clini-
cians to understand the challenges and larger con-
text in which they attempt to follow through with
discharge instructions. Strunin et al. found that
among a range of factors that contribute to adher-
ence problems, many were nonmedical. Fortu-
nately, a number of these are modifiable and point
to the need to both prioritize recommendations to
patients and to simplify them whenever possible.
The authors’ findings resonate with a growing lit-
erature that examines the hospital discharge pro-
cess from the patient’s perspective.5–10

Flacker and colleagues surveyed older patients
to gain greater insights into their information needs
at discharge. From a process standpoint, they dem-
onstrated that a posthospital survey was feasible
and acceptable to older patients. In and of itself,
this finding has important implications in the con-
text of national efforts aimed at implementing per-
formance measurement and accompanying public
reporting. It also may reflect patients’ eagerness to
be contacted after discharge; hospitalization is a
major event in patients’ lives, and attentive follow-
up is appreciated. The authors found that more
than half of patients did not recall being asked
about how they would care for themselves on re-
turning home from the hospital. Although there
may be a variety of explanations for this finding, it

nevertheless points to an immediate area for inter-
vention.

Collectively, these 3 articles set the stage for a
proposed clinical investigation agenda aimed at op-
timizing transitions out of the hospital (see Table
1). These 5 recommendations have the potential to
ensure that the gains patients make in our hospitals
are maintained long after discharge.

1. Greater Recognition for the Integral Role of Fam-
ily Caregivers. The patient and family caregivers
should be integrated into health care professionals’
efforts to improve care coordination across settings.
Family caregivers have been “silent partners” in health
care delivery, functioning as de facto care coordina-
tors. During care handoffs, family caregivers make
important contributions to ensuring quality, safety,
and adherence to patient preferences; their role needs
to be formally recognized and supported. An impor-
tant initial step would be standardizing the approach
to defining the types and intensity of the roles family
caregivers play to facilitate improved communication.
One proposed working definition is the “FACED” clas-
sification developed by one of the authors (E.C.). Mod-
eled after the TNM system used in cancer, each letter
of FACED refers to a different contribution made by a
family caregiver: F � Financial; A � Advocacy; C
� Care coordination; E � Emotional support; and D
� Direct care provision. A simple numeric rating sys-
tem could be developed whereby 0 � does not con-
tribute in this area and 3 � makes significant contri-
bution to this area. Such a straightforward approach
would readily inform all members of the health care
team about the caregivers’ roles and capabilities and
how they can optimally collaborate in the care plan.

2. Empirically Define Appropriate Follow-Up Inter-
val. At present, patients are given rather arbitrary and
generic instructions for when to obtain follow-up with
their outpatient primary care physician or specialist.
Surgical patients are often instructed to follow up with
their surgeon, and yet most of the readmissions of
these patients are attributable to medical conditions

TABLE 1
Research Agenda for Transitions of Care

1. Greater recognition of the integral role of family caregivers
2. Empirically define the appropriate follow-up interval
3. Define physician accountability for patients referred to home health on

hospital discharge
4. Delineate the role of the hospitalist in the advanced medical home
5. Develop the ability to examine episodes of care
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(personal communication, Steven Jencks, MD, Cen-
ters for Medicare and Medicaid Services). Further-
more, a significant number of discharged medical and
surgical patients are readmitted to the hospital within
30 days without any outpatient contact with a health
professional. One may envision an evidence-based
tiered approach whereby patients are assigned a hos-
pital readmission risk score at the time of discharge
that then determines the timing of their follow-up
appointment. Using this framework, the highest-risk
patients may be encouraged to receive follow-up
within 24-72 hours, whereas lower-risk patients may
be able to wait 14-21 days. Of course, there will need
to be sufficient access to outpatient physicians, who
will need to be available, to ensure the success of this
strategy.

3. Define Physician Accountability for Patients Re-
ferred to Home Health on Hospital Discharge. Com-
munication problems between the hospital and the
home health care agency are a source of aggravation
for both parties, not to mention patients. Typically, a
hospitalist provides the initial order for services and
then expects subsequent home care coordination to
be managed by an outpatient physician. Unfortu-
nately, in some cases the patient may not have an
outpatient physician or the patient’s primary physi-
cian may be unaware of the recent hospitalization and
thus unwilling to assume management of an unfamil-
iar care plan. As a result, home care nurses often
cannot identify a physician to respond to their ques-
tions or concerns. At the center of this problem lies a
lack of understanding of where the responsibility of
the ordering hospitalist ends and the outpatient phy-
sician assuming care begins. Recognizing the pro-
found costs of failed home health care leading to hos-
pital readmission, the nation’s Quality Improvement
Organizations launched a national campaign in 2006
to address this problem. Hospitalists should engage in
this effort and not punt the entire responsibility to
home health agencies—imagine if hospitals and hos-
pitalists were financially penalized if a patient was
readmitted.

4. Delineate the Role of the Hospitalist in the Ad-
vanced Medical Home. Modeled after a concept with
origins in pediatrics, the American College of Physi-
cians and American Academy of Family Physicians are
promoting the “advanced medical home” as a new
care model that aims to provide comprehensive am-
bulatory care with an explicit focus on care coordina-
tion.11 The Centers for Medicare and Medicaid Ser-
vices is planning to initiate a demonstration of this
approach. What has not been adequately underscored

is how the advanced medical home will communicate
essential clinical information with the hospitalist and
what, if any, will be the role of the hospitalist in
relation to a patient’s medical home? Ideally, the med-
ical home approach will alleviate many of the current
access problems that impede timely follow-up.

5. Develop Ability to Examine Episodes of Care.
Patients with complex conditions often require care
from different practitioners in multiple settings. From
the vantage point of health care professionals, these
may appear to occur as merely a string of individual
interactions, including hospital admissions and dis-
charges. However from the patient’s perspective, the
experience is more appropriately characterized as a
journey across an aggregated episode of care. The
National Quality Forum is currently exploring how to
measure quality of care delivered across such an epi-
sode of care. Additionally, the Centers for Medicare
and Medicaid Services is developing a new assessment
tool that will transcend acute and post–acute care
settings, the Continuity Assessment Record and Eval-
uation (CARE). This tool will potentially enhance our
ability to measure care across a predefined episode.
Measurement can further pave the way for payment
reform designed to align incentives toward higher-
quality care transitions. Currently, professional fees
for coronary artery bypass grafting surgery are bun-
dled across an episode, including hospital and post–
hospital care settings. Extending this approach to a
wider array of conditions and services could encour-
age new perspectives on the timing of discharge and
the use of post– hospital care venues. For example,
under bundled payment, incentives might support a
plan to keep a patient in the hospital an extra 1 or 2
days in order to obviate a transfer to a skilled nursing
facility and the concomitant risks of transfer-related
problems. Further, bundled payment may allow for
the provision of additional services not currently cov-
ered, including transportation, as identified by Strunin
and colleagues.3

Hospitalists are well positioned to offer leader-
ship in these high-leverage areas and thereby make
a unique contribution to the quality and safety of
care transitions. By so doing, they are poised to
reaffirm their professionalism,12 ensuring that the
excellent care that they provide in the hospital is
sustained well into the future.
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