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T here is an anxious moment in American football, when a
trailing teamwith seconds left in the gamemay attempt to

win by throwing a long pass down the field, hoping for a last-
second touchdown. As a spectator, it is thrilling but frustra-
ting—if only the trailing team had worked better together, had
been a better team, this high-risk and low-yield strategy might
have been avoided. Such a gambit has been termed the “Hail
Mary” pass, and the analogy can be made between it and the
often disappointing approach to handoffs of care following
hospitalization. In recent years, with impetus for change pro-
vided by the Hospital Readmission Reduction Penalty within
the Affordable Care Act, as well as interest across diverse
payors to reward value in healthcare, the standard of care at
hospital discharge is changing. Post-discharge callbacks,
pharmacist-guided medication reconciliation, and timely am-
bulatory follow-up after discharge are examples of tactics that
are proliferating in an attempt to provide post-discharge care
that can guarantee wellness following hospitalization. And
while there is evidence of improvement in rates of rehospital-
ization,1 the evidence is also mixed, with many of these pillars
of high-quality care transitions failing to reliably demonstrate
effectiveness.2–4 Despite intense research attention on care
transitions in recent years, our understanding of readmission
risk and how to remedy risk with interventions generalizable
across socioeconomic spectra and care settings is remarkably
limited. Is poor teamwork across the discharge transition
limiting the effectiveness of our interventions and continuing
to leave only “Hail Mary” options?
In this issue of JGIM, Jones and colleagues describe the key

roles interprofessional relationships and communication play
in establishing the climate for success of transitional care
management.5 Their portrait of a care period characterized
by unclear provider accountability and inadequate knowledge
on the part of both providers and patients is painfully familiar
to those who treat patients across the post-hospital care tran-
sition.6 Their findings are disquieting but not altogether sur-
prising: an implicit lack of investment in the transitional care
of the discharged patient that providers attribute to inadequate
time, failures of communication attributed to poor

technological resources in systems that continue to depend
largely on one-way pager and fax technology, and persistent
clinical loose ends despite proliferation of health information
technology.
This study reinforces and adds qualitative physician per-

spective to previous findings regarding poor discharge hand-
offs. It has been reported that of the 25 % of discharged
patients requiring additional workup, over one-third fail to
complete recommended follow-up.7 Direct communication is
the exception rather than the norm, and written communica-
tion via discharge summary has occurred at the time of the first
post-discharge visit less than one-third of the time.8 The stan-
dard of care for discharge summary completion remains stub-
bornly stuck at thirty days in many hospitals.
Several areas of focus are appropriate for further inquiry.

Jones et al. have documented provider narrative regarding
weaknesses of care and communication. Additional quantita-
tive work remains to further define how frontline providers
should relate to each other as they implement best practices in
order to maximize the safety of hospital care transitions. Jones
and colleagues suggest that shortcomings in communication
may be influenced by poor relationships between inpatient and
outpatient providers. Literature looking specifically at how
poor teamwork between inpatient and outpatient providers
occurs and what characterizes high functioning transitional
care teams is lacking.
The authors’ data indicate that relational continuity among

providers could be protective and strengthen handoffs. Previ-
ous work has indicated that continuity between patients and
providers appears protective after hospitalization,9 but addi-
tional studies exploring how to support more stable hospitalist/
outpatient generalist dyads or perhaps even revival of a more
traditional generalist model—the “comprehensive care phys-
ician”10—seem indicated. Transitional care models assigning
nurse or social work clinicians to support care transitions
longitudinally across care settings may derive some benefit
from the provision of an otherwise absent relationship bridge
across the care transition.11,12

Providers that were interviewed were quick to attribute poor
communication to the time necessary for what have been
referred to as “warm handoffs”—patient handoffs between
providers that involve conversation and dynamic inquiry re-
garding care plans, rather than static data transmission. Addi-
tional research on more robust relational continuity and com-
munication intensity must consider opportunity costs and in-
clude careful assessment of balancing metrics, includingPublished online February 4, 2015
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whether more time-intensive handoffs might lead to reduc-
tions in the time invested in other essential discharge activities
such as medication reconciliation. This balance of cost
and benefit cannot be determined without improved
understanding of clinical and social risks for rehospital-
ization. With wide variation in both risk and the financial
and time cost of interventions, additional research to
understand biopsychosocial risk for poor outcomes following
rehospitalization continues to be needed to assign high
intensity care transition approaches to appropriate risk
cohorts.
Finally, it is appropriate to consider the patient’s role as a

team member supporting high quality discharge. While Jones
and colleagues have characterized providers’ experiences,
their portrait of provider relationships and communication
calls for the addition of the patient voice in a qualitative
fashion. How would patients and their caregivers characterize
their role in the handoff?We often picture them as passive, but
in fact it may be best for their health if they share the work of
high-quality care transitions. There is emerging literature on
the importance of patient activation,13 and a relationship be-
tween this characteristic and successful transitions seems like-
ly, but is in need of further description. Further qualitative
work could be highly informative, regarding patient experi-
ence with care transitions and roles patients may be drawn to
as members of the care transitions team, rather than as passive
vehicles.
Desperate football teams fall back on the Hail Mary Pass as

their last resort, often after a series of mistakes throughout the
game, sometimes because they do not field the right team
members, and always because they badly want to win. Our
healthcare teams similarly want very much, often desperately,
to do the job right. But can we say we are diligent about
building interprofessional relationships and supporting them
with active communication? Or that we adequately consider
colleagues and patients as essential teammates in our work?
Jones and colleagues are reminding us that success may not
only depend on high quality process, but also may require

longitudinal team-building among caregivers to turn our work
into dependable wins.
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