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Introduction: Discontinuity of care at the interface between inpatient and outpatient 

management can lead to increased morbidity and mortality. Appropriate communication and 

flow of information is indispensable to ensure continuity of care. Consequently, the aim of this 

study was to assess general practitioners’ (GPs) experiences of cooperation with a university 

hospital, as well as their needs and obvious barriers regarding an optimized information flow.

Methods: A qualitative study was performed. In March 2011, 300 GPs from the Zurich Canton 

were invited to participate in two focus group meetings. Based on a review of the literature, 

an interview guide was created addressing two main issues. In the first part, experiences and 

barriers regarding cooperation with the university were explored. In the second part, needs and 

suggestions to improve cooperation were addressed.

Results: Fifteen GPs participated in two focus groups. GPs complained that they have often 

not been adequately informed about ongoing treatments or appointments for their patients. GPs 

feel responsible for the continuity of care and wish to be more involved, especially in long-

term treatment decisions or at the end of life. By not involving them, they stated, important 

information concerning patients’ medical history and social setting was not taken into account. 

Improvements are also required at discharge: GPs often do not receive important information 

about treatments in the hospital and further requirements within a reasonable time.

Conclusion: Exchange of information between the hospital and the GP at admission and 

discharge is essential. However, at present, involvement during hospitalization of the patient is 

lacking. This includes the exchange of information after an unexpected clinical procedure and 

input from GPs when difficult clinical decisions are made, such as at the beginning or termina-

tion of long-term therapies.

Keywords: referral, general practitioners, hospital, cooperation, handover, communication

Introduction
Discontinuity of care on referral to and discharge from hospital is associated with 

a high risk of adverse events. After discharge, for example, a changed drug therapy 

is associated with increased emergency department visits, readmissions, and even 

 disabilities or death.1–3 A Canadian study showed that 19% of patients suffered an 

adverse event after discharge, 70% of which were either preventable or ameliorable. 

A major contributing factor to these adverse events was the lack of communication 

between the hospital physician and the patient’s general practitioner (GP).4
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GPs are responsible for outpatient management. By 

the time a hospitalization is necessary, handover to a 

 hospitalist or a hospital-affiliated specialist is common. Good 

 communication in these transitions of care is crucial and may 

reduce adverse events, both in- and outside the hospital.2,4–8 At 

admission, the GP can provide the hospital physicians with 

essential information such as patient history, prior results, 

and patient background. At discharge, timely information 

from the hospital should reach the GP, containing diagnosis, 

known and pending results, the actual medication, and the 

most important next steps. Based on these premises, guidance 

for a standard in communication between GPs and hospital 

physicians has been established.9,10

In Switzerland, the role of the GP as a “gatekeeper” is 

not generally defined. A hospitalization is not mandatorily 

initiated by the patient’s GP; the patient can also be admitted 

by any GP on call, or any specialist, or even by the patient 

themself (through an emergency department visit). The 

 Canton of Zurich is the biggest Canton in Switzerland and has 

around 1.3 million habitants; the capital is the City of Zurich, 

the biggest Swiss city. The Canton of Zurich has several 

public and privately funded hospitals, including University 

Hospital Zurich, where specialized care is provided. The 

university hospital in Zurich has 42 divisions and institutes 

and a capacity of 900 inpatient beds.

This setting reflects the typical structure in Switzerland 

where five university hospitals are spread over the country, 

serving almost 8 million habitants. These structures of 

inpatient and outpatient management are comparable to 

several countries in Western Europe, such as Germany and 

Austria.

The aim of this study was to assess GPs’ experiences of 

cooperation with a university hospital as well as their needs 

and obvious barriers regarding an optimized information 

flow.

Methods
The authors sought to understand the individual experi-

ences and requests of the GPs concerning cooperation with 

a university hospital; therefore, a qualitative approach with 

focus group interviews seemed to be the most appropri-

ate approach. GPs working in the greater area of Zurich 

were invited to participate in the study. Three hundred GPs 

(of about 1500 eligible GPs working in the Canton of Zurich) 

were selected at random and invited by letter and reminder 

telephone calls. Eventually, 15 GPs participated in two 

focus group interviews, which were held in March 2011. 

GPs received SFr200 for participation. The interviews were 

led by two trained interviewers from the Institute of General 

Practice, Zurich, Switzerland.

Interview guide
An interview guide was developed based on a review of the 

literature, which searched for studies focusing on handover 

between GPs and hospitals. The interview guide was piloted 

with two GPs affiliated to the Institute of General Practice 

who did not participate in the focus group interviews. The 

interview guide was divided into two parts, both concerning 

proceedings in patient care. In the first part, experiences 

and barriers regarding cooperation with the university were 

explored. In the second part, needs and suggestions to improve 

cooperation were addressed. In the second part, specific 

interventions to ameliorate cooperation were also discussed, 

for example, an online referral form, a directly accessible 

online schedule, or further efforts such as a newsletter from 

the hospital or visits from representatives of the hospital.

Analysis
The interviews were digitally recorded. Detailed protocols were 

written in German and the analysis was done by two different 

researchers with ATLAS.ti (v 5.0; ATLAS.ti Scientific Software 

Development GmbH, Berlin, Germany)  software.11 To analyze 

the data, a qualitative approach according to  Mayring12 was 

used, specifically, summative content analysis. A categorizing 

system was established based on the interview guide, with 

minor adaption during analysis. The interviews were indepen-

dently read and categorized. Categories are listed in Table 1.

Results
Participants
Fifteen GPs participated in the study. They were divided 

into two groups of six and nine GPs. The average age of 

the participants was 56 years (range, 42–65 years); on 

average they had been in private practice for 21 years 

(range, 11–30 years). Five of the fifteen GPs were female. 

Of the 15 GPs, 13 worked in the City of Zurich, and two in 

rural areas. Only two GPs were working in a single-handed 

practice, and 13 were in a practice with at least two doctors. 

Seven of the GPs had digital medical records, while eight 

GPs were working with paper-based records.

Table 1 Categorizing system for the interviews

Negative experiences
Positive experiences
Comparison of experiences with other hospitals/Benchmark
Expectations for future cooperation
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Proceedings in patient care
As previously discussed, the interview guide contained 

two parts. The first part concerned experiences from past 

cooperation. In this part, comparisons with other hospitals as 

well as differences between clinics at the university hospital 

were discussed. The second part addressed the need for future 

cooperation with the university hospital.

General aspects
Several GPs stated that they saw large hospitals such as the 

university hospital as kind of a “black box” and highlighted 

the importance of a minimum standard of communication.

My perception of the university hospital is the perception 

of a black box: the patient enters, sometimes he leaves; for 

the GP no influence or information lies in between. (GP3, 

m, 64 years)

Admission
Regarding admission of a patient, two major points were raised 

by the GPs. Most GPs stated that, after an unexpected admission, 

which was not initiated by the GP, they expected to be informed 

within a day about the hospitalization of the patient.

In the context of planned admissions, the second issue 

mentioned referred to communication problems with 

written referral letters: while an emergency admission is 

 usually managed on the phone, an elective hospitalization 

or diagnostic procedure usually requires a written letter from 

the GP, normally sent by post or facsimile. While the patient 

receives a notification about the scheduled intervention, the 

doctor who arranged for this procedure is frequently not 

informed until the intervention has been performed. Different 

methods of communication, including digitally by email, 

through an online form, or using a directly accessible online 

schedule, were discussed. Most GPs were quite flexible about 

the method of communication. They clearly stated that it is 

not how communication takes place that is important, but 

the fact that it takes place at all.

The lack of different possibilities is not the problem, but the 

fact that after the referring letter is submitted, a referring 

doctor won’t hear anything anymore. (GP1, m, 55 years)

During hospitalization
During hospitalization, again the lack of information due 

to noncommunication was mentioned as the main reason 

for  dissatisfaction with the care provided in the university 

hospital. If standard procedures are performed and no 

complications occur, it may be appropriate to dispense 

information at the end of the stay. However, if problems or 

unexpected referrals occur within the hospital, especially 

referrals to the intensive care unit, the GPs stated that 

information is needed. In addition to the fact that the GP 

themself is interested in these referrals, many GPs stated 

that during the hospital stay they are often confronted with 

patients’ relatives, who also seek information.

I want to be informed if a patient has to be transferred to the 

intensive care unit: after all, relatives are often  contacting 

me in case a complication occurred in the hospital. (GP9, 

m, 63 years)

A list of minimal levels of communication during a 

 possible clinical procedure is shown in Table 2.

Some GPs wanted to be more involved in decisions of a 

long-term nature, such as the start of dialysis in a geriatric 

patient, or the need for further diagnostics in multimorbid 

patients.

In multimorbid, complex patients, where for example 

dementia plays an important role, I would really appreciate 

it if we – altogether in the team – could discuss where to 

put priorities. (GP3, m, 64 years)

In these situations, GPs regarded themselves not only as 

information receivers but also as part of the medical team. 

They stated that they could contribute to difficult decisions 

such as end-of-life situations, which frequently involve 

patients’ perspectives on individual ethical values. Due to 

Table 2 General practitioners’ (GPs) expected minimal standard for communication between hospitals/hospital physicians and GPs

Admission Information to the GP during hospitalization Discharge

–  Notification copy is sent to both  
the patient and the GP

– After an emergency admission –  Short letter is sent to the GP’s office the day  
after the patient is discharged

– When complications, unexpected events occur –  Discharge letter is sent to the admitting  
doctor too (if different from the GP)

–  Referral to another clinic (within hospital or to  
another institution)

– When long-term therapeutic decisions have to be taken
– Death
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the often long-lasting patient–physician relationship, GPs 

often have detailed information about these aspects. They 

complained that their colleagues at the hospital are not aware 

of that and therefore important or at least helpful information 

is not taken into account when these kinds of decisions are 

made in the hospital.

In unexpected findings or in an unexpected severe course 

or in decisions where the psycho-social background is 

important, it is reasonable to involve the GP. (GP11, m, 

53 years)

A resident, who does not know a patient and only has a 

short referral letter in front of him, should have a different 

approach: “What further information do I need to correctly 

allocate further diagnostics and therapy?” If he asks himself 

this question he will automatically contact the patient’s GP. 

(GP1, m, 55 years)

Discharge
Discharge papers were a major issue for all participating 

GPs. Timely information about the hospitalization is most 

important, especially when a prompt follow-up at the GP’s 

office is indicated. There was a clear consensus that this 

information should get to the GP not later than the day 

after discharge. Short forms of discharge papers should at 

least  contain the actual diagnoses, possible  complications, 

the actual medication, and the immediate following 

procedures.

The way the discharge papers should reach the GP was 

also an important issue. The main options were paper-based 

versus digital. GPs statements reflected no uniform  opinion: 

the GPs who already worked with electronic patient files 

explicitly asked for a digital version of the discharge  letter. 

GPs mostly working with paper-based records and not 

regularly using information technology systems in their 

practice voted for a paper-based discharge letter.

Benchmarks
All GPs had experiences with several different hospitals or 

different departments within the university hospital. All stated 

that there is a wide variation in the quality as well as the 

quantity of communication. Positive experiences were used 

as a benchmark in their statements. All GPs complained that 

the university hospital has obvious deficits in communication 

compared with other hospitals. Some procedures reflecting 

good hospital–GP communication were mentioned: 

There are occasional phone calls from residents from the 

university hospital, sometimes at discharge, sometimes 

when a patient dies. I appreciate these phone calls, but other 

hospitals work more reliably. (GP3, m, 64 years)

In other hospitals communication between hospital physi-

cians and GPs works at a much lower threshold. (GP1, m, 

55 years)

To assess possible interventions to improve the 

 communication and information flow at the interface, spe-

cific innovations were presented, such as newsletters from the 

hospital to the GPs or visits from hospital representatives to 

a private practice. All these innovations were assessed very 

skeptically by most of the GPs. They all stated that the most 

important part of good cooperation is the provision of good 

services in patient care.

A good relationship between a GP and a hospital is defined 

by the hospital’s service; if the provision of service is 

not working, all other efforts are useless. (GP11, m, 

53 years)

Discussion
This study revealed that in many situations GPs were not 

adequately or not at all informed about ongoing treatments or 

appointments for their patients from the  corresponding univer-

sity hospital. The lack of adequate and timely  communication 

between hospital physicians and GPs led to dissatisfaction 

in the group of GPs but may also have a negative impact on 

treatment decisions in the hospital, when important informa-

tion about patients’ background, setting, and ethical values 

are needed.

Participants
Fifteen GPs from Zurich and the region of Zurich participated 

in the study. Compared with the Swiss average of GPs in 

private practice, the sample was about the same age.13 Seven 

out of 15 (46.7%) participants worked with electronic medical 

records, as compared with the last available data in Switzer-

land, which showed 11.7% of GPs having electronic medical 

records in 2007.14 Most of the GPs in the present study were 

working in a practice with at least two doctors. The traditional 

practice form in Switzerland is a single-handed practice, but, 

unfortunately, no actual data about the distribution of differ-

ent practice forms exist.

Admission
When a GP refers a patient for a routine treatment they 

would like to know when the appointment is scheduled and to 

immediately receive the results of the appointment. A simple 

copy (by postal letter, email, or facsimile) of the scheduled 

submit your manuscript | www.dovepress.com

Dovepress 

Dovepress

776

Tandjung et al

www.dovepress.com
www.dovepress.com
www.dovepress.com


International Journal of General Medicine 2011:4

procedure(s) – which will be sent to the patient in any case – 

would be the easiest solution. Many hospitals have already 

established this method of communication.

During hospitalization
GPs clearly stated that they want to be more involved in the 

treatment process; they see themselves as very important 

sources of information. GPs often care for their patients for 

several decades and have knowledge of both their social 

and medical background. GPs see themselves as constant 

 caregivers and, during a hospitalization, as part of the care 

team. They are willing to contribute to difficult decisions in a 

clinical course, such as starting a long-term therapy on dialysis, 

or reducing a therapy in the final stages of  palliative care.

GPs expect that hospital physicians should inform them in 

case of an unexpected clinical procedure, such as a referral to 

intensive care due to a complication. As mentioned, GPs see 

themselves as part of the care team, and many relatives often 

rely on the patient’s GP and call on the GP when looking for 

further information about the patient’s hospitalization.

These two points show the importance of thorough 

 communication between hospital physicians and GPs. This 

communication is not just seen as a transfer of information 

from the hospital to the GP, but also as an interaction between 

two medical teams, both responsible for the medical  treatment 

of their patient, described by Lee and Garvin as “moving from 

information transfer to information exchange.”15 Patients rely 

on the GP being well informed about their clinical course, and 

both patients and GPs expect good communication between 

hospital physicians and GPs.16,17 In a meta-analysis studying 

interventions to ameliorate coordination between GPs and 

outpatient specialists, Foy et al showed that studies aimed at 

enhancing the quality of information exchange had larger 

effects on patient outcomes than those that did not.18

Discharge
Expectations regarding the content of discharge papers, 

 especially in terms of diagnosis, actual medication, 

complications, and immediate proceedings, are consistent with 

other study results7,16,19 and existing guidance.9,10  Concerning 

the transmission of discharge papers, different expectations 

were voiced. Some GPs – especially those  working with full 

electronic medical records – request only digital discharge 

papers; some like to have paper-based  discharge letters. GPs 

should be able to state their preference to the hospital and 

receive further reports in the form they request. This pref-

erence might change in future, especially when electronic 

medical records become more common.14 The correlation 

between communication and clinical outcomes is ambiguous. 

While Hess et al20 showed that a verbal report by telephone 

added to a written report in prolonged respiratory failure could 

reduce readmission rate and save costs, Bell et al3 found much 

room for improvement in communication but no association 

between a lack of communication and adverse clinical out-

comes. A review by Motamedi et al21 on computer-enabled 

discharge communication showed an improvement in GP 

satisfaction but no effect on mortality or readmission.

Benchmarks
Since in Switzerland there are no strictly defined medical 

regions, many of the GPs were working with  different hospi-

tals and therefore a benchmark was given in  several comments. 

Even though the benchmarks could not  systematically reflect 

the situation, the comments showed that working with other 

hospitals was often less complicated. Many nonuniversity 

hospitals have obviously already  recognized the importance 

of appropriate communication with GPs. For the university 

hospital, appropriate communication is even more important, 

since patients in highly specialized hospitals are frequently 

severely ill and often experience more internal referrals.

GPs clearly stated that the most important aspect of a good 

relationship between a hospital and GPs is good cooperation 

in patient care. Other communications, such as newsletters 

or even visits from representatives, are pointless if services 

are not provided.

Strengths and limitations
Several aspects of cooperation and communication between 

GPs and a university hospital were observed in this study. 

The results are consistent with findings in the literature. 

The authors sought to find specific aspects of cooperation 

between GPs and the University Hospital Zurich, but, with 

similar structures in outpatient and inpatient care in the rest 

of Switzerland and in most countries in Europe, the study 

results may also be transferred to different settings.

There are limitations to the study: due to the methodological 

design of a qualitative study and the small number of 

participants, no representative conclusions can be drawn. 

The results are also dependent on the interviewer: since 

group interviews were held, answers could be biased by peer 

pressure and cannot necessarily be transferred to real life.

Conclusion
Exchange of information between the hospital and the 

GP at admission and discharge is essential. At present, 

involvement of the patient’s GP during hospitalization is 
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sometimes inadequate. Involvement includes exchanging 

information after an unexpected clinical procedure and using 

GPs’ information in difficult clinical decisions such as those 

encountered at the beginning or termination of long-term 

therapies.
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