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In a recent study of Medicare beneficiaries who had been
hospitalized, nearly one in five was readmitted within
30 days of discharge, and those with conditions such as
congestive heart failure or chronic obstructive pulmonary
disease had even higher rates of readmission.1 This results
in an estimated cost of more than $17 billion to the federal government.1 A systematic review of interventions to
improve the handover of patient care from hospital-based
teams to primary care physicians found that multicomponent interventions that include medication reconciliation, use of electronic tools to facilitate communication,
and shared involvement in coordinating follow-up care
reduce rehospitalizations and improve patient satisfaction.2 Because the average length of hospitalization is four
days for most general medicine patients, primary care physicians and hospital-based teams must partner from the
moment of hospitalization to optimize the transition plan.
The effectiveness of hospital-based care transition
programs is unclear. Although some programs reduced
30-day rehospitalization rates,3,4 a systematic review
found that no single intervention is reliably helpful, and
successful readmission reduction programs generally
occur only in single institutions.5 However, it seems that
programs that focus on the whole patient rather than a
specific diagnosis are more successful in reducing readmissions.6 This concept is in keeping with the focus of
primary care physicians. To solve the challenge of care
transitions, the primary care physician should have a
prominent role at three times: at admission, immediately
after discharge, and at the postdischarge follow-up visit.
For physicians who manage or participate in the hospital
care of their patients, this task occurs naturally. This
commentary addresses the role of primary care physicians who are not directly involved in the hospital care
of their patients.
At the time of hospitalization, the primary care physician should contact and maintain communication
with hospital-based clinicians. Ideally, an automated
admission-discharge-transfer notification would be sent
to the primary care physician via an electronic medical

record system; however, other modes of communication
from hospital-based clinician to primary care physician
(e.g., telephone calls, e-mails, text messages, facsimile)
may help start the dialogue. The primary care physician
should discuss any concerns about the care plan, medications, medical history, and any social or family dynamics
that may affect care, and should obtain an estimated date
and destination of discharge.
Although connecting with hospital-based clinicians
at the time of admission is important, primary care
physicians can have the most impact after the patient
has been discharged, when postdischarge problems may
be compounded without appropriate care coordination.
To bridge the gap between discharge and follow-up, the
primary care physician or a staff member with clinical
knowledge can contact the patient 24 to 72 hours after
discharge. This reconnects the patient and physician,
and lets the patient know that his or her primary care
physician has resumed care. The following items should
be addressed:
• Any ongoing symptoms
• Self-care plans developed by the hospital team
• Medications, particularly any that are new, or that
have been changed or stopped
• Arrangements for aftercare services (e.g., visiting
nurse, home physical therapy)
• Scheduling of and transportation to follow-up visits
During the follow-up visit, the physician should focus
on issues exclusive to the hospitalization. For example,
the face-to-face encounter can be used to assess how the
patient is recovering and to review the postdischarge
care plan. Using patient engagement techniques such
as “teach back” can ensure the patient’s understanding
of self-care plans.7 The physician should also conduct a
thorough medication review and ensure that the patient
understands any changes to the medication regimen. In
addition, there may be outstanding issues to be addressed,
such as test results that were pending at the time of discharge8 or follow-up tests that were recommended during
the hospitalization.9
Caring for hospitalized patients and arranging their
discharge plans have become increasingly complex, and
patients may wonder what will happen to them next.
Evidence-based information on understanding and
improving care transition gaps may help health care
organizations establish bundled programs for transition of care.10 Primary care physicians should have a
prominent role in the transition of their hospitalized
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patients. Although these steps may require additional
time and resources in an already busy practice, they
are critical to keeping patients safe and healthy at home
after discharge. Recent additions to Current Procedural
Terminology codes 99495 and 99496 for transitional care
management may support the primary care physician’s
care transitions efforts, and participation in alternative
payment models (e.g., bundled payments, accountable
care organizations) may provide the infrastructure for a
successful office-based care transition program.
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