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In this issue of BMJ Quality and Safety,
Greysen and colleagues present results of
a large, multi-institutional interview study
of readmitted patients’ perspectives of
post-discharge care.1 Investigators inter-
viewed over 1000 patients while they
were readmitted to one of 12 academic
medical centres and asked them a variety
of questions about barriers to recovery
after their previous discharge. More than
half of patients reported difficulty carry-
ing out the care plan given to them when
they were first discharged from the hos-
pital, even though the vast majority
reported no difficulties understanding
what they were supposed to do.
Post-discharge self-management can be

conceptualised as a three-legged stool
comprised of knowledge, planning and
ability. The patient needs to know what
to do (for instance, take a medication
three times a day). The patient also needs
to have a plan for how to do it (for
instance, use a pill box with three slots
per day; fill it accurately on a weekly
basis; use a reminder system to signal
time for medication). And crucially, the
patient has to be able and willing to carry
out that plan (for instance, buy the medi-
cation and pill box; have some help if
needed filling it; be awake at the times
needed to take the medication). If any of
these key components is removed, the
stool falls over.
Transitional care has historically

focused on the knowledge leg, with
notably imperfect results.2 3 In fact, all the
widely used process metrics for transitions
in care focus on knowledge. The Center
for Medicare & Medicaid Services dis-
charge instruction metric (no longer pub-
licly reported) assessed the accuracy and
completeness of information given to
patients with heart failure. The three-item
Care Transition Measure-3 is comprised
of two questions about patients’ perceived
knowledge and one about whether prefer-
ences were taken into account.4 The

Hospital Consumer Assessment of
Healthcare Providers and Systems post-
discharge survey asks whether patients
were given information about what to do
during their recovery and about whether
they understood these instructions.5 But
as Greysen and colleagues illustrate, dis-
charge planning has much less often
focused either on codeveloping plans for
success with patients or on identifying
patients’ ability to carry out those strat-
egies. In this study, only 37% of patients
reported that someone in the hospital had
asked prior to discharge if they expected
to have difficulty carrying out the post-
discharge plan, even though over half did
in practice experience such difficulties.
It is important to note that this study is

not fully representative of hospitalised
patients, nor does it demonstrate an asso-
ciation of post-discharge care challenges
with readmission. Cognitively impaired
and non-English speaking patients were
omitted, despite forming a substantial and
high-risk cohort of patients at most hospi-
tals. These patients may have even higher
rates of post-discharge challenges.
Moreover, the investigators interviewed
only readmitted patients; we do not know
how often non-readmitted patients have
difficulty in adhering to the discharge
plan. We therefore cannot be certain that
these challenges are associated with
readmission, or that improving patients’
ability to carry out a post-discharge plan
will necessarily improve their outcomes.
Remarkably few studies have asked

readmitted patients about their post-
discharge experience, but most of those
have reported similar results as Greysen
et al.6–10 Although the insights patients
have provided in this and other studies
are not particularly novel or surprising to
anyone who has tried to follow doctors’
instructions, they are useful to remember
for those considering readmission reduc-
tion programmes. It is by now quite well
established that—to the extent anything
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works—multimodal and community-based interven-
tions are the most likely to be effective in reducing
readmissions.11 12 By contrast, purely educational and
telemonitoring-based interventions have been less
effective.11 This study and others involving patients
shed some insight into why a focus on the knowledge
leg of the stool is insufficient. We can increasingly be
certain that simply ensuring patients’ understanding is
not sufficient to ensure they adhere to our best laid
plans.
The vexing question facing most healthcare systems

now, however, is who has—and who should have—
responsibility for shoring up all the legs of the stool.
Greysen et al suggest that many of the difficulties
encountered by patients would not have been appar-
ent at discharge and arose only when the patient was
at home. In addition, some strategies for achieving
post-discharge goals may be best arranged in the
outpatient setting. Certainly many commentators
have noted that community resources and activities
are central to effective post-discharge care and have
suggested that hospitals should not bear the brunt of
the responsibility under federal policies for avoiding
readmissions and for helping patients with post-
discharge care.
These concerns are reasonable. Readmissions are

likely more reflective of community-wide healthcare
quality, capacity and access than of hospital care
alone. It is also true, however, that hospitals are the
800 pound gorillas in the healthcare environment,
with outsized influence on the existence and funding
of community resources. Already, hospitals are begin-
ning to change outpatient capacity by creating respite
programmes for homeless patients,13 staffing skilled
nursing facilities,14 directly offering outpatient-based
transitional care15 and a host of other interventions.16

Yet, it is clear from this study by Greysen et al and
from other studies that, even after much attention to
readmissions, hospitals are not yet optimising their
own contribution to transitional care.
Ideally, discharging clinicians will learn from these

reports of patient experiences to better assess patients’
knowledge, capacity and willingness to engage in
post-discharge care while working with outpatient
clinicians and community agencies to help patients
manage and coordinate their care post-discharge.
Ideally also, though, community capacity to assist
patients in this vulnerable period will improve—
perhaps with the help of pressure or funding from
hospitals. To achieve the best outcomes for our
patients, we will need to move beyond simply provid-
ing patients with instructions and some useful phone
numbers and hoping for the best.
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