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BACKGROUND: Poor communication between hospitalists
and outpatient physicians can contribute to adverse events
after discharge. Electronic medical records (EMRs) shared
by inpatient and outpatient clinicians offer primary care pro-
viders (PCPs) better access to information surrounding a
patient’s hospitalization. However, the PCP experience and
subsequent expectations for discharge communication
within a shared EMR are unknown.

METHODS: We surveyed PCPs 1 year after a shared EMR
was implemented at our institution to assess PCP satisfac-
tion with current discharge communication practices and
identify areas for improvement.

RESULTS: Seventy-five of 124 (60%) clinicians completed
the survey. Although most PCPs reported receiving auto-
mated discharge notifications (71%), only 39% felt that noti-

fications plus discharge summaries were adequate for safe
transitions of care. PCPs expressed that complex hospital-
izations necessitated additional communication via e-mail
or telephone; only 31% reported receiving such communi-
cation. The content most important in additional communi-
cation included medication changes, follow-up actions, and
active medical issues.

CONCLUSIONS: Despite optimized access to information
provided by a shared EMR, only 52% of PCPs were satis-
fied with current discharge communication. PCPs express a
continued need for high-touch communication for safe tran-
sitions of care. Further standardization of discharge com-
munication practices is necessary. Journal of Hospital
Medicine 2015;10:307–310. VC 2015 Society of Hospital
Medicine

Transitions of care from hospital to home are high-
risk times for patients.1,2 Increasing complexity of
hospital admissions and shorter lengths of stay
demand more effective coordination of care between
hospitalists and outpatient clinicians.3–5 Inaccurate,
delayed, or incomplete clinical handovers—that is,
“transfer of information and professional responsibil-
ity and accountability”6—can lead to patient harm,
and has been recognized as a key cause of preventable
morbidity by the World Health Organization and The
Joint Commission.6–8 Conversely, when done effec-
tively, transitions can result in improved patient
health outcomes, reduced readmission rates, and
higher patient and provider satisfaction.3

Previous studies note deficits in communication at
discharge and primary care provider (PCP) dissatisfac-
tion with discharge practices.4,9–13 In studies at aca-
demic medical centers, there were low rates of direct
communication between inpatient and outpatient pro-
viders, mainly because of providers’ belief that the dis-
charge summary was adequate and the presence of

significant barriers to direct communication.14,15

However, studies have shown that discharge summa-
ries often omit critical information, and often are not
available to PCPs in a timely manner.10–12,16 In
response, the Society of Hospital Medicine developed
a discharge checklist to aide in standardization of safe
discharge practices.1,5 Discharge summary templates
further attempt to improve documentation of patients’
hospital courses. An electronic medical record (EMR)
system shared by both inpatient and outpatient clini-
cians should impart several advantages: (1) automated
alerts provide timely notification to PCPs regarding
admission and discharge, (2) discharge summaries are
available to the PCP as soon as they are written, and
(3) all patient information pertaining to the hospitali-
zation is available to the PCP.

Although it is plausible that shared EMRs should
facilitate transitions of care by streamlining communi-
cation between hospitalists and PCPs, guidelines on
format and content of PCP communication at dis-
charge in the era of a shared EMR have yet to be
defined. In this study, we sought to understand cur-
rent discharge communication practices and PCP satis-
faction within a shared EMR at our institution, and
to identify key areas in which communication can be
improved.

METHODS
Participants and Setting

We surveyed all resident and attending PCPs
(n 5 124) working in the Division of General Internal
Medicine (DGIM) Outpatient Practice at the
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University of California, San Francisco (UCSF). In
June 2012, the outpatient and inpatient practices of
UCSF transitioned from having separate medical
record systems to a shared EMR (Epic Systems Corp.,
Verona, WI) where all information—both inpatient
and outpatient—is accessible among healthcare profes-
sionals. The EMR provides automated notifications of
admission and discharge to PCPs, allows for review of
inpatient notes, labs, and studies, and immediate
access to templated discharge summaries (see Support-
ing Information, Appendix 1, in the online version of
this article). The EMR also enables secure communi-
cation between clinicians. At our institution, over
90% of discharge summaries are completed within 24
hours of discharge.17

Study Design and Analysis

We developed a survey about the discharge communi-
cation practices of inpatient medicine patients based
on a previously described survey in the literature (see
Supporting Information, Appendix 2, in the online
version of this article).9 The anonymous, 17-question
survey was electronically distributed to resident and
attending PCPs at the DGIM practice. The survey was
designed to determine: (1) overall PCP satisfaction
with current communication practices from the inpa-
tient team at patient discharge, (2) perceived adequacy
of automatic discharge notifications, and (3) percep-
tion of the types of patients and hospitalizations
requiring additional high-touch communication at
discharge.

We analyzed results of our survey using descriptive
statistics. Differences in resident and attending
responses were analyzed by v2tests.

RESULTS
Seventy-five of 124 (60%) clinicians (46% residents,
54% attendings) completed the survey. Thirty-nine
(52%) PCPs were satisfied or very satisfied with com-
munication at patient discharge. Although most
reported receiving automated discharge notifications
(71%), only 39% felt that the notifications plus the
discharge summaries were adequate communication
for safe transition of care from hospital to commu-
nity. Fifty-one percent desired direct contact beyond a
discharge summary. There were no differences in pref-
erences on discharge communication between resident
and attending PCPs (P> 0.05).

Over three-fourths of PCPs surveyed preferred that
for patients with complex hospitalizations (multiple
readmissions, multiple active comorbidities, goals of
care changes, high-risk medication changes, time-
sensitive follow-up needs), an additional e-mail or
verbal communication was needed to augment the
information in the discharge summary (Figure 1).
Only 31% reported receiving such communication.

When asked about important items to communi-
cate for safer transitions of care, PCPs reported find-
ing the following elements most critical: (1)
medication changes (93%), (2) follow-up actions for
the PCP (88%), and (3) active medical issues (84%)
(Figure 2).

FIG. 1. Primary care physicians’ (PCPs’) preferred mode of discharge communication based on patient characteristics. Definitions of patient characteristics:

Known patients 5 patients who have been previously seen by the PCP and will need standard follow up after discharge; New patients 5 new hospital referrals who

have not been previously seen by the PCP; Multiple active comorbidities 5 patients with 2 or more chronic conditions that require active monitoring/medication

changes; Multiple readmissions 5 patients who have had at least 1 readmission in the past year; Changes in goals of care 5 changes in code status during hospi-

talization; New or changed high risk medications 5 anticoagulants, hypoglycemics, antibiotics; Time sensitive follow-up 5 patients requiring time-sensitive follow-

up, left to interpretation.
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CONCLUSIONS
In the era of shared EMRs, real-time access to medica-
tion lists, pending test results, and discharge summa-
ries should facilitate care transitions at discharge.18,19

We conducted a study to determine PCP perceptions
of discharge communication after implementation of a
shared EMR. We found that although PCPs largely
acknowledged timely receipt of automated discharge
notifications and discharge summaries, the majority of
PCPs felt that most discharges required additional
communication to ensure safe transition of care.

Guidelines for discharge communication emphasize
timely communication with the PCP, primarily
through discharge summaries containing key safety
elements.1,5,10 At our institution, we have improved
the timeliness and quality of discharge summaries
according to guideline recommendations,17 and con-
ducted quality improvement projects to improve rates
of direct communication with PCPs.9 In addition, the
shared EMR provides automated notifications to PCPs
when their patients are discharged. Despite these
interventions, our survey shows that PCP satisfaction
with discharge communication is still inadequate.
PCPs desired direct communication that highlights
active medical issues, medication changes, and specific
follow-up actions. Although all of these topics are
included in our discharge summary template (see Sup-
porting Information, Appendix 1, in the online version
of this article), it is possible that the templated dis-
charge summaries lend themselves to longer docu-
ments and information overload, as prior studies have

documented the desire for more succinct discharge
summaries.18 We also found that automated notifica-
tions of discharge were less reliable and useful for
PCPs than anticipated. There were several reasons for
this: (1) discharge summaries sometimes were sent to
PCPs uncoupled from the discharge notification, (2)
there were errors with the generation and delivery of
automated messages at the rollout of the new system,
and (3) PCPs received many other automated system
messages, meaning that discharge notifications could
be easily missed. These factors all likely contribute to
PCPs’ desire for high-touch communication that high-
lights the most salient aspects of each patient’s hospi-
talization. It is also possible that automated
notifications and depersonalized discharge summaries
create distance and a less-collaborative feeling to
patient care. PCPs want more direct communication,
and desire to play a more active role in inpatient man-
agement, especially for complex hospitalizations.18

This emphasis on direct communication resonates
with previous studies conducted before shared EMRs
existed.9,12,19

Our study had several limitations. First, because
this is a single-institution study at a tertiary care
academic setting, the results may not be generaliz-
able to all shared EMR settings, and may not reflect
all the challenges of communication with the wider
community of outpatient providers. One can postu-
late that inpatient and outpatient clinician relation-
ships are stronger in an academic setting than in
other more disparate environments, where direct

FIG. 2. Important factors identified for discharge communication for all discharges. Definitions of patient characteristics: Known patients 5 patients who have

been previously seen by the primary care physician (PCP) and will need standard follow up after discharge; New patients 5 new hospital referrals who have not

been previously seen by the PCP; Multiple active comorbidities 5 patients with 2 or more chronic conditions that require active monitoring/medication changes;

Multiple readmissions patients who have had at least 1 readmission in the past year; Changes in goals of care 5 changes in code status during hospitalization;

New or changed high risk medications 5 anticoagulants, hypoglycemics, antibiotics; Time sensitive follow-up 5 patients requiring time-sensitive follow-up, left to

interpretation.
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communication may happen even less frequently. Of
note, our low rates of direct communication are
consistent with other single- and multi-institution
studies, suggesting that our findings are generaliz-
able.14,15 Second, our survey is limited in its ability
to distinguish those patients who require high-touch
communication and those who do not. Third,
although we have used the survey to assess PCP sat-
isfaction in previous studies, it is not a validated
instrument, and therefore we cannot reliably say
that increasing direct PCP communication would
increase their satisfaction around discharge. Last, the
PCP-reported rates of discharge communication are
subjective and may be influenced by recall bias. We
did not have a systematic way to confirm the actual
rates of communication at discharge, which could
have occurred through EMR messages, e-mails,
phone calls, or pages.

Although a shared EMR allows for real-time access
to patient data, it does not eliminate PCPs’ desire for
direct 2-way dialogue at discharge, especially for com-
plex patients. Key information desired in such com-
munication should include active medical issues,
medication changes, and follow-up needs, which is
consistent with prior studies. Standardizing this direct
communication process in an efficient way can be
challenging. Further elucidation of PCP preferences
around which patients necessitate higher-level commu-
nication and preferred methods and timing of commu-
nication is needed, as well as determining the most
efficient and effective method for hospitalists to pro-
vide such communication. Improving communication
between hospitalists and PCPs requires not just the
presence of a shared EMR, but additional, systematic
efforts to engage both inpatient and outpatient clini-
cians in collaborative care.

Disclosure: Nothing to report.
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