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ABSTRACT
Objective  To explore frequently hospitalised patients’ 
experiences and preferences related to primary care 
physician (PCP) involvement during hospitalisation across 
two care models.
Design  Qualitative study embedded within a randomised 
controlled trial. Semistructured interviews were conducted 
with patients. Transcripts were analysed using qualitative 
template analysis.
Setting  In the Comprehensive Care Programme (CCP) 
Study, in Illinois, USA, Medicare patients at increased risk 
of hospitalisation are randomly assigned to: (1) care by a 
CCP physician who serves as a PCP across both inpatient 
and outpatient settings or (2) care by a PCP as outpatient 
and by hospitalists as inpatients (standard care).
Participants  Twelve standard care and 12 CCP patients 
were interviewed.
Results  Themes included: (1) Positive attitude towards 
PCP; (2) Longitudinal continuity with PCP valued; (3) 
Patient preference for PCP involvement in hospital care; 
(4) Potential for in-depth involvement of PCP during 
hospitalisation often unrealised (involvement rare in 
standard care; in CCP, frequent interaction with PCP 
fostered patient involvement in decision making); and (5) 
PCP collaboration with hospital-based providers frequently 
absent (no interaction for standard care patients; CCP 
patients emphasising PCP’s role in interdisciplinary 
coordination).
Conclusion  Frequently hospitalised patients value 
PCP involvement in the hospital setting. CCP patients 
highlighted how an established relationship with their PCP 
improved interdisciplinary coordination and engagement 
with decision making. Inpatient–outpatient relational 
continuity may be an important component of programmes 
for frequently hospitalised patients. Opportunities for 
enhancing PCP involvement during hospitalisation should 
be considered.

INTRODUCTION
Before the mid-1990s, primary care physi-
cians (PCPs) in the USA typically oversaw 
care for their own patients when they were 
hospitalised. Since that time, the number 
of hospitalists has significantly increased 
within the USA.1 This shift in care delivery 

model was motivated by perceptions about 
increased hospitalist efficiency, availability, 
specialised expertise, and possible cost and 
mortality reductions.1 2 Despite such advan-
tages, the hospitalist model may increase 
fragmentation between inpatient and 
outpatient care, particularly for patients 
who are frequently hospitalised.1 Previous 
studies found that hospitalised patients 
frequently had limited knowledge about 
their diagnosis, care plan or postdischarge 
instructions.3–5 Other studies identified 
discrepancies between hospitalised patients 
and their inpatient physicians in perceived 
goals of care,6 and limited opportunities 
for shared decision making.3 7 8 A possible 
contributing factor to these communication 
barriers is lack of an established relationship 
between hospitalised patients and their inpa-
tient physicians. In comparison, PCPs with 
whom patients have ongoing relationships 
often have intimate knowledge of patients’ 
preferred communication style, values, 
family context and care preferences, but 

Strengths and limitations of this study

►► This study provided a unique context within a ran-
domised controlled trial with one group of patients 
cared for by hospitalists and one group cared 
for by their primary care physician (PCP) during 
hospitalisation.

►► This study’s qualitative approach allowed for a rich 
exploration of patients’ experiences and preferences 
related to PCP involvement in hospitalisation.

►► Self-selection bias is a possible limitation—patients 
recruited for the embedded qualitative study may 
have been a healthier and more engaged group than 
the overall study population.

►► This study was conducted at an academic medical 
centre; experiences of the standard care group re-
flect the context of receiving care from trainees.
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infrequently communicate directly with patients during 
hospitalisation.9–11 Communication between PCPs and 
inpatient providers during hospitalisation may also be 
limited in frequency and scope.12 13

Particularly for patients with complex needs, PCP 
involvement during hospitalisation may greatly impact 
patient experience due to their familiarity with their 
patients’ complex health history and established relation-
ship with patients. However, few studies directly compare 
the hospitalisation experiences of patients cared for by 
their PCP versus by hospitalists. These are limited to quan-
titative comparisons related to satisfaction.14 15 There is a 
need for qualitative patient perspectives on the role of a 
PCP in the hospital setting.

We conducted a qualitative study of frequently hospital-
ised patients’ experiences and preferences related to PCP 
involvement during hospitalisation. This qualitative study 
was embedded within a larger randomised controlled 
trial, the Comprehensive Care Programme (CCP) Study. 
Patients at increased risk of hospitalisation are randomly 
assigned to one of two care models: (1) a CCP physi-
cian who serves as both the outpatient PCP and hospital 
attending (intervention arm) or (2) outpatient care 
from a PCP and hospital care from hospitalists (standard 
care).16 This study context provides a unique opportunity 
to explore and compare the experiences and preferences 
surrounding PCP involvement during hospitalisation 
between patients cared for by hospitalists as compared 
with a patient’s own PCP.

METHODS
Setting
The CCP study at the University of Chicago Medicine 
(UCM) is a randomised controlled trial assessing the effect 
of an interdisciplinary care team for patients at high risk 
of hospitalisation. The overall CCP study recruited Medi-
care part A and B enrollees with at least one hospitalisa-
tion at UCM within the previous twelve months. Patients 
randomised to the intervention group were cared for by 
PCPs with limited panels of approximately 200 patients 
to enable them to care for their patients as the primary 
attending in both inpatient and outpatient settings. As 
outpatients, the patients also receive care from a social 
worker, two nurses and a clinic coordinator. Patients 
randomised to the control group received ‘standard of 
care,’ which included following with their prior PCP (or 
were offered assistance in obtaining one if they did not 
have one) and being treated by hospitalist physicians if 
admitted to UCM.16

The broader CCP study compares clinical outcomes, 
healthcare costs and experiences of patients in CCP 
versus standard care.16 This embedded study used qual-
itative interviews with a subset of both CCP and standard 
care patients to better understand and compare patients’ 
experiences and preferences surrounding the role of 
their PCP during hospitalisation.

Participant selection
The participants for the embedded qualitative study were 
drawn from the broader CCP study. Additional inclu-
sion criteria included, participation in the CCP study for 
at least 1 year, and having at least three hospitalisations 
within the previous twelve months (based on self-report 
during quarterly phone surveys), with the most recent 
hospitalisation occurring at UCM. For intervention group 
patients, medical records were screened to confirm that 
their assigned CCP physician served as their primary 
attending during the most recent hospitalisation. Patients 
were recruited by a research assistant or medical student 
in-person or by phone between July 2017 and August 
2018. Recruitment continued until data saturation was 
reached.

Development of interview guide
The semistructured interview guide was developed by an 
interdisciplinary team including a CCP physician (JWT), 
a medical student without ties to CCP (JNSK), a CCP 
social worker (NG) and a research assistant without ties to 
CCP (JH). Two members of the team (JWT, JH) had prior 
experience in qualitative research methods. The interview 
guide was further modified after review by three patients 
in the intervention arm of the CCP study. The final inter-
view guide (online supplemental appendix A) focused 
on patients’ care experiences during and after their most 
recent hospitalisation at UCM, with an emphasis on: (1) 
communication with physicians and nurses in the hospital 
setting, particularly surrounding goals of the hospitalisa-
tion and decision making; (2) postdischarge care and (3) 
relationship with their PCP and their PCP’s role during 
hospitalisation.

Data collection
Semistructured interviews, approximately 30 min in 
length, were conducted in-person at UCM by a medical 
student and a research assistant, neither with ties to CCP 
(JNSK or AK). Patients provided verbal consent for the 
interview and received a US$30 gift card for participation. 
All patients had previously provided written consent for 
the broader CCP study. Patient characteristics including 
sex, age and healthcare utilisation were collected from 
the medical record.

Data analysis
The interviews were digitally recorded and transcribed 
by the research team; identifiable personal data were 
redacted. The interview transcripts were analysed using 
template analysis, a methodology developed by Crabtree 
and Miller.17 Template analysis was selected as a system-
atic yet flexible methodology that lends itself to analysis 
across the two groups of subjects. The qualitative analysis 
team (JWT, EYR and JNSK) was composed of one CCP 
physician and two medical students. The three team 
members separately reviewed five interview transcripts 
(three control group; two CCP group) and engaged in 
discussions to develop a preliminary ‘template’ (coding 
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guide), a hierarchical organisation of the identified 
themes.18 Some codes were identified inductively and 
others were rooted in the interview guide questions. 
Through an iterative process, additional codes were 
added to the template as they arose from the five sample 
transcripts. The three team members then applied the 
initial template to code the transcripts using NVivo V.11 
(QRS International) software. Two coders reviewed each 
of the 24 transcripts. During analysis, the team met weekly 
to resolve discrepancies in coding through discussion 
and to revise the template. After the template was final-
ised, themes were developed through repeated review 
of codes and discussion. These themes were described, 
and representative quotes were selected and agreed on 
by the entire research team. The qualitative analysis team 
practised reflexivity through open communication about 
their preconceptions and how their roles in patient care 
relate to their perspective.19

Patient and public involvement
Three CCP patients provided feedback on the interview 
guide during development. As a check on the validity of 
the analysis, results were reviewed and discussed with the 
CCP study patient and community advisory board and 
with CCP physicians, team members and administrators.

RESULTS
Patient sample
Twenty-four interviews were conducted, 12 with CCP 
patients and 12 with standard care patients. Patient char-
acteristics are shown in table 1.

For CCP and standard care groups combined, 50% 
were female and the average age was 53 years. Patients 

had been enrolled in the CCP study for an average of 
2.7 years at the time of interview. All patients had two or 
more chronic medical conditions. Of the standard care 
patients, 67% received primary care from internal medi-
cine resident physicians; all CCP patients were cared for 
by attending physicians.

Theme 1: positive attitude towards PCP
Themes and additional quotes from interviews are 
summarised in table 2.

Patient is comfortable talking with their PCP
A majority of CCP patients and a few standard care 
patients described feeling comfortable conversing with 
their PCP. Patients in both groups valued that their PCP 
listened to what they said. Several CCP patients, but only 
a few of the standard care patients, thought discussions 
were better with their PCP than with hospital providers. 
A common perception was that the patient could speak 
more openly with their PCP.

It’s good because I can openly talk to him and not 
be afraid to tell him if something is not going right. 
(Female, standard care)

Several CCP patients also described engaging with their 
PCP about topics outside of medicine, including chal-
lenging social issues.

You want to be straight up with your primary about 
things. You want to tell him everything, what’s giving 
you problems. Well my wounds are giving me prob-
lems, do you have any other issues? And you tell him: 
well depression issues, housing issues. (Male, CCP)

Table 1  Participant characteristics

Characteristics
All patients
(n=24)

Standard care patients
(n=12)

CCP patients
(n=12)

Age in years* (mean (SD)) 53 (14) 57 (15) 49 (11)

Female (n (%)) 12 (50) 6 (50) 6 (50)

Years since CCP study enrolment* (mean (SD)) 2.7 (1.2) 2.7 (1.3) 2.7 (1.1)

Chronic medical conditions (n (%))

Heart failure 11 (46) 7 (58) 4 (33)

Coronary artery disease 6 (25) 4 (33) 2 (17)

Diabetes 11 (46) 7 (58) 4 (33)

End-stage renal disease 10 (42) 5 (42) 5 (42)

Chronic lung disease† 8 (33) 7 (58) 1 (8)

Cancer 2 (8) 1 (8) 1 (8)

Rheumatologic disease‡ 2 (8) 0 2 (17)

Other§ 2 (8) 1 (8) 1 (8)

*At time of interview.
†Chronic obstructive pulmonary disease, Asthma, Interstitial lung disease, Pulmonary arterial hypertension, Cystic fibrosis.
‡Scleroderma, Crohn’s disease.
§Sickle cell disease, Spina bifida.
CCP, Comprehensive Care Programme.
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PCP is caring towards patient
Across CCP and standard care, several patients expressed 
that they felt cared for by their PCP. Patients appreciated 
that the PCP was concerned about their health and that 
the physician offered their time and attention.

She sits and talks to me, she […] connects with me, 
you know. Not just like business type thing, but a fam-
ily type thing. (Male, CCP)

Shared trust between patient and PCP
Half of CCP patients, but none of the standard care 
patients, mentioned shared trust with their PCP. In several 
instances, CCP patients stated that their PCP trusted them 
to make their own decisions about care. Participants also 
described an increased level of trust in their CCP’s judge-
ment over time.

See we have this really good relationship, and she 
knows that I am an informed patient. I know my body 

and I can pretty much tell her more than she can tell 
me about my body, and so she trusts me the same way 
I trust her. (Female, CCP)

Theme 2: longitudinal continuity with PCP valued
Many standard care and CCP patients emphasised that it 
takes time to build a relationship with a PCP. A majority 
of standard care participants described discontinuity with 
their PCPs. A few patients attributed the frequent changes 
to receiving primary care from residents who graduated 
and transitioned their patients to new trainees.

[…] this'll be my 4th primary care doctor in 10 years. 
But, you know, you guys do your 2 or 3 year residen-
cy, then you're off […] But at some point you've got 
to learn, like what you're doing with me. (Male, stan-
dard care)

In comparison, CCP patients experienced greater rela-
tional continuity with their physician. A majority of CCP 

Table 2  Themes and exemplary quotes across standard care and CCP groups

Theme Standard care patients (n=12) CCP patients (n=12)

1. Positive attitude 
towards PCP

Valued comfort communicating with PCP, and PCP compassion. CCP patients additionally reported shared trust.
I was able to talk with [PCP], he was able to talk with me, and we were comfortable speaking with each other…I'm 
going through this, and he’s like: ‘I understand what you're going through, we're going to do this, this, and this.’ 
(Male, standard care)
…[PCP] lets me know that ‘everything’s going to be okay, I've got you. If there’s anything you need, if you feel like 
you have any problems, just let me know.’…you need that on your team sometimes. (Male, CCP)

2. Longitudinal 
continuity with PCP 
valued

Experienced frequent turnover of 
PCP
I usually prefer not to see the 
residents…I've got a long life-history 
as far as medical stuff, and if I have 
to go through it every two years 
it’s not worth it to me. (Female, 
standard care)

Described longitudinal relationships with their PCP which improved over 
time
We've known each other a little while now, because I was going through 
doctors: some come some go. But I've been with Dr. PCP here for a minute 
now, so I try to assess everything I can do. Let her know everything about 
me, so I won't be uncomfortable with her and she won't be uncomfortable 
with me. So when I do get in a situation like I'm hurting, I'm in pain, my 
anxiety, she'll know straight up what’s going on. She can assess it right then 
and there the best way she can. (Male, CCP)

3. Patient 
preference for PCP 
involvement in 
hospital care

Majority preferred some contact 
with PCP during hospitalisation
I think the team should go back to 
the primary care and say: ‘This is 
what we're doing. Do you have any 
suggestions for us?’ Because they 
know your health better than the 
new people. (Male, standard care)

Preferred inpatient treatment by PCP due to shared trust and their prior 
knowledge of the patient
…it’s just a comfortable feeling…When I'm admitted into the hospital I feel 
like they're my security. You get what I'm saying? Like they have my back. 
If something goes wrong, even if they're not there in the moment, it’s only 
a matter of time before they get there and whatever’s the issue, I know I'm 
going to be treated fairly. (Female, CCP)

4. Potential for in-
depth involvement 
of PCP during 
hospitalisation 
often unrealised

Most did not interact with their PCP 
during hospitalisation
Check on me, talk to me, say 
something. But they don’t. (Male, 
standard care)

Described active involvement of their PCP in decision-making
I took(the PCP’s)advice and took the option that she give first as opposed 
to plan B, plan C, whatever, because she informed me and worked with 
me and knows my health and how the medication will affect me and what I 
need to do. (Male, CCP)

5. PCP 
collaboration 
with hospital-
based providers 
frequently absent

Most were not aware of interaction 
between PCP and hospital providers
No particular role…while I'm 
in the hospital, [the PCP] can 
communicate with doctors if they 
needed to communicate with him. 
(Female, standard care)

Emphasised PCP’s role aligning the knowledge and goals of various 
providers
The people when you come into the hospital: they don't know you…It takes 
Dr. PCP and the doctors to get together and communicate with each other. 
Because he knows me and he knows what I went through–and he went 
through all that with me–he can communicate with the doctors and tell the 
doctors about me. With what he knows and what we've been dealing with 
with my medications…they can give me the better care. (Female, CCP)

CCP, Comprehensive Care Programme; PCP, primary care physician.
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patients mentioned that the relationship with their CCP 
physician improved over time as they got to know each 
other. Two participants described a difficult start that 
morphed into a positive relationship.

Once you get to know a person it gets better because 
you know the first couple of times it’s not going to be 
smooth sailing. (Male, CCP)

Theme 3: patient preference for PCP involvement in hospital 
care
A majority of standard care patients and nearly all CCP 
patients stated that their PCP should be involved during 
hospitalisation. However, there was variation in the 
preferred form of involvement. A majority of standard 
care patients thought that ideally a PCP would remain in 
communication with their patient during hospitalisation.

It shows they care, they're concerned about my be-
ing, my health. And that’s a good thing. (Female, 
standard care)

Patients commonly preferred that this interaction be 
in person, with a few specifically stating that they would 
prefer to be treated by their PCP while in the hospital. 
A few standard care patients noted that their PCP could 
have been able to offer emotional support during 
hospitalisation.

[…] he probably could have informed me and let 
me know more about what was going on, and I would 
have had less anxiety. I would have felt more relieved. 
(Male, standard care)

Further, a few standard care patients thought that a 
PCP should remain in communication with the patient’s 
care team during hospitalisation. PCP involvement was 
considered beneficial due to their prior knowledge of the 
patient’s health conditions.

I don't think he should just be in the office all the 
time. I think he should know about me being in the 
hospital and why and help me to maintain my health. 
I mean, these other doctors, they don't really see me 
that much. They don't know much about me. They 
just know what I come in and I complain about, and 
then they fix that and then they send me on my way? 
What if I have another issue that they're not aware 
of that my primary care doctor is aware of? (Female, 
standard care)

On the other hand, some standard care patients stated 
that they chose not to reach out to their PCP during 
hospitalisation due to lack of a relationship with their 
PCP. Others shared that they had no expectation of 
PCP involvement during hospitalisation. These patients 
thought it was sufficient for the PCP to view records 
following discharge or answer questions if contacted by 
the hospital team.

I just concentrate on the doctors at hand, and I know 
that they're making notes so he see it on the chart. I 

don't have it where I can text him and let him know 
each time I'm in the hospital […] So, by the time I 
see him, I'm quite sure there’s a flag somewhere to let 
him know I've been in the hospital, and he can read 
the chart and see that I’ve been in the hospital so. 
(Female, standard care)

Among CCP patients, all described a preference to be 
treated by their PCP in the hospital setting. For several, a 
PCP’s knowledge about their health and personal prefer-
ences was thought to expedite care and improve adher-
ence to previously developed plans.

Besides my opinion, she should be able to make the 
decision. She should be the one running stuff. Should 
no other doctor be running nothing or make no de-
cisions because you don't know me. (Female, CCP)

A few CCP patients also pointed to the shared trust 
with their PCP. Due to previous hospitalisations or office 
visits patients perceived that the PCP had greater under-
standing of the patient’s preferences, and the patient felt 
comfortable with the PCP’s plan.

[…] I feel like with any other doctor, it would be like: 
‘You were just ready to go home, now all of a sudden I 
say this and you're not feeling well.’ I think she knows 
that it’s not just necessary that I'm not saying I'm not 
feeling well, I think she knows what I've told her al-
ready, why I like the blood transfusions, so she don't 
look at it like a ploy. (Female, CCP)

Theme 4: potential for in-depth involvement of PCP during 
hospitalisation often unrealised
There was considerable variation between the two groups 
in interaction between the patient and PCP during hospi-
talisation. Most standard care patients did not interact 
with their PCP during hospitalisation.

He usually gets the report after I'm out […] I just go 
through whatever doctor sees me in the emergency 
room, and then they send to the floor. (Female, stan-
dard care)

For the few patients who described interaction, some 
initiated, and some were contacted by their PCP. The 
form of PCP–patient interaction also varied. A few 
patients received in person-visits from their PCP and one 
talked with their PCP over the phone. Patients expressed 
positive feelings towards their PCP visiting them in the 
hospital. However, there was little elaboration about how 
and to what extent the PCP actively participated in their 
care during hospitalisation.

For CCP patients, nearly all described frequent 
in-person interaction with their PCP during hospitalisa-
tion. Most patients discussed their plan of care with the 
PCP. Half described making decisions with their PCP 
about treatment options or the timing of discharge.

Mainly I talked to my Comprehensive doctor. She’s 
like the main authority over all of that. They have 
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to talk to her first, you know to see if I'm okay with 
leaving. She’ll come ask me: ‘How do you feel about 
leaving today?’ If I say ‘I don't feel like leaving,’ she'll 
be like: ‘You can stay an extra day,’ […] (Male, CCP)

Theme 5: PCP collaboration with hospital-based providers 
frequently absent
There was also significant variation between the two 
groups in experience of interaction between the PCP 
and hospital providers. Only two standard care patients 
described being aware of interaction between their PCP 
and hospital providers, such as providing guidance to the 
inpatient care team. A few standard care patients openly 
expressed uncertainty and concern about whether their 
PCP was contacted during their hospitalisation.

I don’t know for sure that they’re calling him and let-
ting him know or if he’s getting the reports or any of 
that. I need to know that he’s getting this information 
to know I'm there. (Female, standard care)

Among CCP patients, a majority described their PCP 
being in communication with other hospital providers. 
Several of these patients referred to the PCP as leader of 
their healthcare team in the hospital. Patients described 
their PCPs keeping specialists informed and interfacing 
with the other providers when the patient had a concern 
or conflict.

She’s my main doctor, so she makes sure everybody 
gets the email when I'm in the hospital. They'll know 
that: ‘OK I gotta go see how he’s doing, and see if I 
can give him any help for his pain or anything.’ So 
that’s the best thing I can ask for. That’s probably why 
I switched from another hospital. Since I can just ask 
my Comprehensive Care anything wrong with me, 
she'll make sure that all my other doctors know too, 
so I ain't gotta be worrying about it, like my pain, or if 
I miss an appointment they'll all be informed that I'm 
in the hospital […] (Male, CCP)

DISCUSSION
The main aim of this study was to explore frequently 
hospitalised patients’ experiences and preferences 
related to PCP involvement during hospitalisation. A 
unique contribution of this study was the qualitative 
comparison of perspectives of standard care patients who 
were cared for by hospitalists or housestaff teams to those 
of CCP patients being treated by their own PCP during 
hospitalisation.

Both standard care and CCP patients expressed a pref-
erence for repeated interactions with their PCP over time 
to build a relationship and shared knowledge. While CCP 
patients described consistent relationships with their 
PCPs that benefited from shared experiences across inpa-
tient and outpatient settings, many standard care patients 
described relational discontinuity with PCPs, which 

sometimes weakened these relationships. These results 
were consistent with prior research that patients prefer, 
and may benefit from, relational continuity of care with 
physicians,20–23 and that patients’ trust in their PCP was 
associated with the duration of their relationship.24

It is concerning that in this study of patients with 
frequent hospitalisation and multiple chronic condi-
tions, many in standard care may not experience the 
benefits of long-term relational continuity. Most of the 
patients experiencing discontinuity received care in a 
resident clinic characterised by frequent turnover. It is 
possible that the purposive sampling of this embedded 
qualitative study disproportionately selected for standard 
care patients with resident PCPs. Unfortunately, these 
patients’ experiences with PCP discontinuity are not 
unique. Previous studies found that, as compared with 
patients with attending PCPs, patients with resident PCPs 
were more likely to have multiple health conditions, and 
be non-white, of low socioeconomic status, and on Medi-
care or Medicaid insurance.25–29 Patients who transition 
care to a new resident reported challenges including 
missed tests and difficulty building a relationship with a 
new provider.30 Patients may also experience PCP discon-
tinuity due to the resident clinic schedule.31

A vast majority of patients in this study wanted their 
PCP to be involved during hospitalisation, a preference 
consistent with previous findings.9 32 Despite the overall 
preference for PCP involvement during hospitalisation, 
few standard care patients described actual involvement 
of their PCP during hospitalisation; when involved, the 
PCP role was usually limited to single visits or brief conver-
sations with the patient or hospital providers. The finding 
that a majority of the standard care patients did not have 
interaction with their PCPs during hospitalisation echoes 
previous research.9 10

In contrast, consistent with the structure of the 
programme, CCP patients described substantial involve-
ment of their PCPs during hospitalisation. A major contri-
bution of this study was in highlighting the value of PCP 
involvement in the hospital setting through the lens of 
patients in CCP. Specifically, patients in CCP emphasised 
the PCP’s role as a leader of their care team. Patients 
found it reassuring to have their PCP working to align the 
knowledge and goals of the various hospital providers. 
CCP patients expressed that shared trust with their PCP 
allowed for more patient involvement in care decisions 
due to greater patient comfort to voice disagreement, and 
PCP respect for the patient’s input. As the CCP model is 
further developed and disseminated to other care settings, 
longitudinal relationships and direct patient engagement 
in the inpatient setting will be important components to 
uphold.

Inpatient–outpatient relational continuity is a compo-
nent of other interdisciplinary programmes for frequently 
hospitalised patients. The nature of team involvement in 
the inpatient setting varies. For instance, the University 
of Colorado intensive outpatient clinic team collabo-
rates with hospital providers to develop care plans.33 In 
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the CareMore Health System, hospitalists treat high-risk 
patients for a limited duration across the transition from 
inpatient to rehabilitation or community settings.34 Social 
workers in the Northwestern University Complex High 
Admission Management Programme provide continuity 
by rounding on their admitted patients.35 It is unknown 
if and to what extent findings from this CCP study may 
translate to programmes with inpatient–outpatient 
continuity involving a non-PCP provider, or inpatient 
involvement that is not direct care. Incorporating patient 
perceptions into evaluation plans for these interdisci-
plinary programmes could refine our understanding of 
the nature of involvement needed.

In practice, it is uncommon for patients in the USA to 
be treated by their PCP while hospitalised. In a sample 
of 2013 Medicare data, PCPs cared for their own patient 
in only 14.2% of hospital admissions.36 However, for 
frequently hospitalised patients, increasing PCP engage-
ment in the inpatient setting may improve patient experi-
ences, even if the PCP is not providing direct care. PCPs 
can use their relationship with the patient to help assess 
preferences and identify needs. This may benefit the 
patient by encouraging patient engagement in decision-
making, strengthening the patient–PCP relationship, and 
improving interdisciplinary coordination across settings. 
To achieve this, a first challenge is ensuring that PCPs 
receive information when their patient is hospitalised.37 
Healthcare systems may also consider how to provide 
PCPs with time and compensation for communicating 
with their hospitalised patients and their inpatient care 
teams by phone or in-person visit.38

There are several limitations of the patient sample 
and analysis. First, patients recruited for the embedded 
qualitative study may have been a healthier and more 
engaged group than the overall study population. In the 
case of CCP patients, those with positive feelings towards 
the programme may have been most likely to participate. 
Second, while all CCP patients had attending physicians 
as PCPs, 67% of the standard care patients had resident 
physicians as PCPs. Although a limitation, it also reflects 
the reality that complex, vulnerable, patients who experi-
ence frequent hospitalisations often receive primary care 
from residents. Third, the exclusive focus on PCPs in the 
analysis is a limitation. CCP PCPs may share similar roles 
or characteristics with specialists or other providers who 
see patients across care settings.

CONCLUSION
In summary, this study was a valuable contribution to the 
existing literature on PCP involvement during hospital-
isation due to the qualitative comparison of perspectives 
of standard care and CCP patients. Specifically, the results 
suggested that for frequently hospitalised patients, active 
inpatient involvement by a consistent PCP with knowledge 
of the patient’s health and personal preferences could 
improve patient experience with interdisciplinary coor-
dination and engagement in care during hospitalisation. 

For frequently hospitalised patients not being treated 
in the hospital by their PCP, future research is needed 
to clarify which forms of PCP engagement may be most 
likely to confer these benefits.
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