
predictors in our model.6 Although unobserved in our data, the
case-mix VPC does in fact capture differences in cognitive sta-
tus and frailty, among other severity of illness domains.

Lastly, commenters questioned whether SNFs are realistic
alternatives to LTACs. For the chronically critically ill requir-
ing mechanical ventilation, the answer is mostly no. However,
our study1 shows that SNFs do substitute for LTACs for pa-
tients who are less critically ill, including many who would be
exempt from SNP. While our study1 did not attempt to distin-
guish appropriate vs inappropriate LTAC use, clearly what is cer-
tain is that physicians in many hospitals and regions appear
comfortable using SNFs for postacute care for many patients
who are similarly ill. We support the need for more research to
identify which patients benefit from higher-intensity LTAC care.
We hypothesize that there are patients who will be less likely
to be sent to LTACs owing to SNP but nonetheless benefit from
LTAC care (ie, patients with complex wounds), and vice versa,
patients who are exempt from SNP but will not benefit from
transfer because the 3-day minimum intensive care unit stay
under SNP is an imperfect surrogate for LTAC need.
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Further Considerations Concerning Advance Care
Planning in Medical Practice
To the Editor We read with great interest the Research Letter by
Lee et al1 published in a recent issue of JAMA Internal
Medicine. The authors note that the assistance of a qualified
chaplain to conduct advance care planning is a feasible way
to address and complete advance directives.

Of interest is that these conversations were initiated in the
physician’s office. Various studies2-4 have noted that the set-
ting in which this important discussion occurs may affect the
outcome. For example, Bern-Klug and Byram2 noted that a
higher percentage of individuals had discussed their end-of-life

wishes with a lawyer in comparison to a physician. This inter-
esting finding may be owing to a number of factors including
the association of advance directives and living wills with le-
gal documents. However, it may also be that a lawyer’s office
feels more private instead of a physician’s office, which may have
many patients in the waiting room.

Ethnic background also appears to play a large role. For ex-
ample, among South Koreans, conversations about death can be
considered an attack on a person’s well-being.3 In African Ameri-
cans, distrust of the health care system may influence choices
about end-of-life care.4 In addition, several studies have noted
thatethnicminoritiesprefertomakeend-of-lifechoicesasawhole
family whereas white patients generally accept an individualis-
ticdecision-makingstyle.4 Thesestudiesshowthatconversations
regarding advance directives can be most beneficial when per-
sonalized according to the patient’s needs and background.

The benefits of having an advance directive is not just lim-
ited to the patient and the patient’s family. It is also an impor-
tant step in improving the patient-physician relationship and
providing person-centered care. Although it may not be fea-
sible to control for these numerous variables in an outpatient
setting, the person’s background (ethnic, religious, etc) must
be taken into account to enhance the discussion. Whether it
is through the assistance of a chaplain, lawyer, or any other in-
dividual important to the patient, there must be increased
focus on expanding our understanding about providing
end-of-life care to individuals from different backgrounds.
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Ridesharing and Text Messaging for Patients
With Medicaid—Further Information
To the Editor The Original Investigation by Chaiyachati et al1

published in a recent issue of JAMA Internal Medicine exam-
ined whether medical transportation via Lyft could be a valu-
able tool in reducing missed appointments among Medicaid pa-
tients in a low-income area of West Philadelphia. As the authors1

point out, transportation is a significant barrier to accessing
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health care, especially among low-income patients.2 This trial1

indicates that the high rate of missed appointments in an urban
Medicaid population is multifactorial and highlights the com-
plexity of unmet social needs in this population. Offering trans-
portation to clinic appointments is not a panacea for complex
transportation and social barriers. While some patients may have
declined the Lyft intervention because they felt they already had
access to suitable transportation, others may have declined
owing to the necessity of using text messaging to access the ride.

Our experience with a high-needs, high-cost Medicaid popu-
lation in Baltimore, Maryland, confirms the findings of the study
by Chaiyachati et al.1 Our practice uses a local taxi company to
provide transportation for patients with a similar protocol (ie,
a reminder call by the medical assistant the day before to con-
firm the appointment and ask if transportation is needed). We
find that confirming appointments and providing transporta-
tion in no way guarantees clinic attendance. Many of our pa-
tients struggle to use their cell phones to respond to calls from
the taxi company and very few know how to text message.
Recent focus group findings among a similar Medicaid popu-
lation indicated only about 50% felt “totally comfortable” with
text messaging and were much more likely to be unfamiliar and
uncomfortable with technology in general.3

We believe that improving the comfort of Medicaid patients
withphonesandothertechnologycouldleadtointerventionsthat
more effectively use these tools to improve clinical care. A bet-
ter understanding of phone usage by patients could allow for in-
terventionssuchasrideshareprogramstohaveimproveduptake.
Additionally, increasing use of smartphones by patients could
allow for videoconference visits, thereby reducing the need for
transportationassistance.Tothatpoint,apilotprogramtoexpand
telemedicine for primary care among urban, underserved adults
yielded promising results.4 Missed primary care appointments
amongMedicaidpatientsisamultifactorialproblemthatrequires
a thoughtful solution, and we appreciate the examination by
Chaiyachati et al1 of the role of transportation in these efforts.
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To the Editor In an Original Investigation recently published in
JAMA Internal Medicine, Chaiyachati and colleagues1 found
offering free rideshare-based transportation to Medicaid-insured
patients with scheduled and established primary care appoint-
ments failed to decrease the proportion of missed appointments
compared to usual care. While overall a well-designed pragmatic
trial,1 the lack of theoretical grounding was unfortunate. By
offering transportation to all patients, the study1 was informed
bythesimplisticideathatmissedclinicappointmentsaredueonly
to lack of transportation. Alternative pathways to explain why
patients might not attend a clinic appointment were not consid-
ered. While the authors1 mention this as a limitation, further
discussion is justified.

Chaiyachati and colleagues1 are not alone in failing to include
theoretical models in their research. In fact, much of the
published medical research exploring relationships between
transportation and clinic attendance is atheoretical.2 Instead,
researchers have focused on 1 specific variable, such as relying
on public transportation, car ownership, or travel distance, to
reach the clinic. Theoretical models would integrate the range
of potential mechanisms or pathways that might influence clinic
attendance, with transportation barriers being one.

Chaiyachatiandcolleagues1 foundthat162participants(56%)
intheirsampleallocatedtotheinterventionarmdeclinedtheride.
However, the reasons are unclear. Was it simply that they did not
needaride?Waslackoftrustinanunknowndriverorsafetyacon-
cern? Had prior experiences with discriminatory taxi or rideshare
drivers influenced their uptake? Furthermore, 11 individuals in-
terested in the rideshare were not eligible because they were
wheelchair bound or did not have a cell phone with text messag-
ing, which was required. One wonders if these are among the in-
dividuals most in need of such an intervention. If the goal was to
decrease missed clinic appointments among patients at risk for
having transportation problems, exploratory research could have
guided an effective screening process. Alternatively, Chaiyachati
and colleagues1 suggest that the potential for “increased opera-
tional costs” would likely prohibit screening for transportation
need in clinical practice. This concern seems unfounded. In fact,
a simple question asked at the time of appointment scheduling,
such as, “Are you interested in receiving free ride-share to your
next clinic appointment?”, is one of several low-cost approaches
that could be assessed as an effective means to identify interested
patients. As Chaiyachati and colleagues1 suggest, additional
research is needed.
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In Reply We appreciate the comments regarding our recent
Original Investigation1 by Sharp and Rediger et al who highlight
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importantconsiderationsandprovidesuggestionsforfuturestud-
ies. Sharp raises concerns that our study1 adds to the existing
atheoretical literature on why patients miss appointments. We
concur that a large body of literature and conceptual frameworks
have explored factors—both patient-related and health system–
related—that likely contribute to missed appointments.2 In fact,
our team members are actively exploring strategies that broadly
address the social determinants of health in an effort to improve
heath care access.3,4 That said, Sharp appears to miss the major
reason for our study1: to assess the marginal impact of address-
ing transportation barriers through ridesharing.

Inadequate transportation has been prominently discussed
as a barrier. Beliefs that intervening may prove useful to patients
is based on, at best, observational studies or cross-sectional sur-
veys describing how commonly patients self-report that inad-
equate transportation is a barrier.5 Such studies provide insuffi-
cient evidence to inform physicians and payers on how and if,
once addressed, transportation can improve health care access.
Furthermore, the health care sector is quickly integrating ride-
sharing into the menu of services provided to patients. The mo-
tivation for our pragmatic clinical trial was to improve the health
sector’s understanding of what might be the marginal gains—
specifically on missed appointments—when the health care
sector provides ridesharing.

Despiteournullfindings,1 howwedeliveredaridesharingser-
vice and who should be targeted warrants careful reconsidera-
tion if we are to better understand how access can be improved
byaddressingtransportationbarriers.First,thoughwetooarecon-
tinuing to explore many of the modifications proposed by Sharp
and Rediger et al, we based the trial’s design on results from a
promising pilot.6 Second, text messages may be ineffective for
our Medicaid population, and other forms of communication (eg,
in-person or telephone calls) may be more effective. Third, tele-
medicine may be an alternative strategy to improve access for
low-income adults, but the same technology divide reflected in
discomfort with text messaging must still be addressed,7 and
reimbursement policy needs to evolve for telemedicine to be
financially viable for clinics and physicians. Finally, learning how
to identify and target patients who need, and are most likely, to
use the service are important next steps. Screening patients for
transportation need, for example, may be an important strategy.
However, it should not be dismissed as simple. If scaling prom-
ising interventions is a worthwhile goal, operational workflow
should be considered when designing trials. Deciding who pro-
cessesscreeningresults,deploysinterventions,andmonitorsout-
comesarecompleximplementationchallengeswhenaddingtasks
to staff who are often cross-utilized for multiple operational
objectives. Our study1 reflected a balance and tradeoff between
scientific design, implementation challenges, patient needs, and
costs. Although our study1 warrants critical reconsiderations, we
hope researchers and health care systems learn from our lessons
and continue exploring the effect transportation services may
have on health care access, with this ultimate goal in mind:
improving the health of populations.
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Breastfeeding and Future Maternal Health—
No Causal Evidence
To the Editor In a 30-year study recently published in JAMA
Internal Medicine, Gunderson et al1 reported that increased
lactation duration was significantly associated with reduced
type 2 diabetes (T2D) incidence. Gunderson et al1 briefly
mentioned but insufficiently discussed the potential role of
prolonged hyperprolactinemia accompanying protracted
breastfeeding in the reduced T2D incidence.

Higher prolactin levels in pregnancy independently predict
a lower risk of postpartum prediabetes and T2D.2 Prolactin plays
a role in β-cell mass,3 islet proliferation, insulin secretion and
action, glucose regulation,4 and feeding cycle; reduced prolactin
levelsareassociatedwithmetabolicriskfactors5 andimpairments
in men.

In a large population-based study,6 low prolactin levels
were significantly associated with T2D risk in men and women,
and higher prolactin levels with lower T2D risk. The PRL gene
6p22.3 locus is associated with prediabetes traits and T2D.
A variant near PRL is associated with male obesity and glyce-
mic traits. The prolactin regulatory element binding protein
gene (PREB) is associated with eating disorders.

Prolactin action requires the prolactin receptor. Prolactin
receptor knockout mice show reduced β-cell mass during
embryogenesis and postnatally; the prolactin receptor is key for
glucose homeostasis, β-cell mass maintenance, and islet adap-
tation in pregnancy. The PRLR gene 5p13.2 locus is linked to
C-reactive protein.

Prolactin secretion requires the prolactin-releasing
hormone receptor, which is implicated in body weight;
prolactin-releasing hormone receptor knockout mice overeat,
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