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Summary
OBJECTIVES: Due to the increasing complexity of the
healthcare system, effective communication and data ex-
change between hospitalists (in-hospital physicians) and
primary care physicians (PCPs) is both central and chal-
lenging. In Switzerland, little is known about hospitalists’
perception of their communication with PCPs. The primary
objective was to assess hospitalists’ satisfaction with their
communication with PCPs. Secondary objectives ad-
dressed all information about the referral process and
communication with PCPs during and after the hospital
encounter. Lastly, the results of a previous survey among
PCPs were juxtaposed to compare their responses to sim-
ilar questions.

METHODS: This study surveyed hospitalists in six hospi-
tals in the Central Switzerland region. The survey was sent
via email to hospitalists from November 2021 to February
2022. The questionnaire contained 17 questions with sin-
gle- and multiple-choice answers and the option of free-
text entry. Exploratory multivariable logistic regression
was used to analyse independent associations.

RESULTS: In total, 276 of 1134 hospitalists responded (re-
sponse rate 24.3%): (1) the majority of hospitalists are sat-
isfied with the general communication (n = 162, 58.7%)
as well as with referral letters (n = 145, 52.5%), (2) pre-
ferred information channels for referral letters are email
(n = 212, 76.8%) and electronic portals (n = 181, 65.5%),
(3) the three most important items of information in refer-
rals are: medication list, diagnoses and reason for refer-
ral. In multivariable regression, compared to other clini-
cians, internists independently favoured informing PCPs
of emergency admissions of their patients in a timely man-
ner (OR 2.04; 95%CI 1.21–3.49). Comparing responses
from PCPs (n = 109), the most prominent discrepancy was
that 67% (n = 184) of hospitalists claimed to “always” in-
form after an encounter, whereas only 7% (n = 8) of PCPs
agreed.

CONCLUSION: Most hospitalists are satisfied with the
communication with PCPs and prefer electronic communi-
cation channels. Room for improvement was found around

timely transmission of patient information before and after
hospital encounters.

Introduction

Effective communication and information exchange, espe-
cially during transitions of care, have a significant impact
on patient safety and continuity of care [1]. Understanding
and satisfaction among patients and healthcare providers,
as well as the use of limited resources in the medical set-
ting, are also positively affected [2, 3].

A systematic review on provider-to-provider communica-
tion during transition from outpatient to acute care found
that delayed or incomplete transmission of patients’ med-
ical records led to omitted or incorrect assessments, ulti-
mately resulting in longer hospital stays and increased risk
of morbidity and mortality [4]. Given the increasing com-
plexity of health care [4] and the resulting rise in health-
care costs due to insufficient information exchange [5], ef-
fective and secure transmission of patient data is of great
importance [4]. A survey assessing mutual communication
between primary care physicians (PCPs) and specialists in
the Netherlands showed that they disagreed on several as-
pects of their communication [5]. Hence, it is important
to recognise and understand differences and needs of dif-
ferent provider groups in order to improve communication
[6].

To our knowledge, there have been no Swiss studies to
date examining the perspective of hospitalists on commu-
nication with PCPs. The present study focuses on hospi-
talists’ views of their communication with PCPs in the re-
gion of Central Switzerland. Our primary objective was to
assess satisfaction with mutual communication with PCPs.
The secondary objectives of this study were to gather in-
formation about the referral process and communication
with PCPs. This included identifying the required informa-
tion in the referral letter and the preferred communication
channel of the hospitalists. Additionally, regarding mutu-
al communication, the views of hospitalists and those of
PCPs from a previous cross-sectional study were compared
based on seven similar questions [7].
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Methods

A cross-sectional survey was conducted in six hospitals
in the Central Switzerland region to investigate what hos-
pitalists consider important in their communication with
PCPs. The survey was in German and contained 17 ques-
tions (see supplementary material). In this study, a hospi-
talist is a physician of any specialty working in a hospital,
be it with inpatients, with outpatients or in a mixed setting.

Study design

For this cross-sectional survey, a structured questionnaire
was created using Google Forms. The questionnaire ad-
dressed the satisfaction of communication between hos-
pitalists and PCPs from the hospitalists’ perspective. Our
study adhered to the consensus-based Checklist for Report-
ing Of Survey Studies (CROSS) [8]. There was no study
protocol.

Data collection methods

Hospitalists from six hospitals in the cantons of Lucerne
and Nidwalden were asked directly and anonymously
about their opinion regarding communication with PCPs
by means of a questionnaire. Prior to sending out the ques-
tionnaire, contact was made with the respective manage-
ment of the collaborating hospitals to ensure that the sur-
vey reached the target physicians. Four of the six included
hospitals were part of the Lucerne Cantonal Hospital
(LUKS): Lucerne, Wolhusen, Stans and Sursee. The other
two participating hospitals were the Hirslanden Clinic St
Anna and the Swiss Paraplegic Centre in Nottwil. Thus,
the definition of the sample size was geographical and not
by power calculation.

Questionnaire

The questionnaire was developed in a two-step process and
then sent to the target group by email. The survey was
anonymous, and participation was voluntary. The devel-
opment process included literature research on effective
provider-to-provider communication and direct communi-
cation with providers by means of a questionnaire. The au-
thors did not pilot-test the questionnaire, but instead re-
lied on expert assessment by experienced hospitalists and
PCPs.

The questionnaire contained (1) five closed-ended ques-
tions on demographics, profession and work setting, with
the option of free-text entries on work location, work set-
ting and profession if none of the options applied, (2) two
closed-ended questions using a 5-point Likert item to in-
vestigate the satisfaction of communication between hos-
pitalists and PCPs, (3) five Likert item questions on the
frequency of information exchange between hospitalists
and PCPs, (4) most important data that hospitalists would
like to have when receiving referral letters from PCPs,
(5) which information channel hospitalists prefer and (vi)
three open-ended questions seeking suggestions on how
to improve interdisciplinary communication, handoffs be-
tween shifts and internal patient triage. All questions had
to be answered except for the open-ended questions. The
questionnaire language was German.

Sample characteristics

The target population consisted of hospitalists, categorised
into residents and specialists, working at one of the six in-
cluded hospitals and who are in regular contact with PCPs,
i.e. mainly internists and surgeons (n = 1134). All physi-
cians employed by a hospital and having patient contact
were regarded as hospitalists. A resident physician is a
physician who graduated from medical school and is be-
ing trained for specialty board certification. An attending
physician is a doctor with board certification.

Survey administration

Data collection started at the end of October 2021 and the
last emails were sent out by the research team or hospi-
tal administration at the beginning of February 2022. Each
site reminded the hospitalists of the questionnaire approx-
imately one month after the first email was sent. Hospital-
ists who had already filled in the questionnaire were told to
ignore the reminder in order to prevent double entries.

Imputation and grouping

In two cases, information given for the year of birth was
not reasonable because the value to be entered was not pre-
defined. These unreasonable values were imputed by using
the mean value of all years of birth, in each case grouped
by either residents or attending physicians.All hospitalists
who reported working in a specialty other than internal
medicine or surgery were assigned to the “Others” group.
All respondents who stated that they worked in the emer-
gency setting were assigned to the “Mixed” group, as they
work in both inpatient and outpatient settings. In the mixed
group, no further distinctions were made regarding the rel-
ative proportions of inpatient and outpatient work.

Comparison with perceptions of primary care
providers

In a previous cross-sectional study among PCPs in Central
Switzerland, PCPs’ views regarding communication with
hospitalists were assessed [7]. As a secondary objective of
our study, the responses of hospitalists and PCPs to similar
questions were juxtaposed and compared.

Statistical analysis

Categorical variables are presented as counts and percent-
ages, continuous variables with non-normal distribution
as medians and first and third quartiles (expressed as in-
terquartile ranges [IQR]). Chi-square tests were used to
compare categorical variables between groups, the
Kruskal-Wallis test to compare continuous variables. Po-
tential associations between hospitalists’ characteristics
and responses were analysed by exploratory multivariable
logistic regression models. We also analysed a potential as-
sociation between age and sex of hospitalists. For regres-
sion analyses, results are reported as odds ratios (OR) and
95% confidence intervals (95% CI). To dichotomise the
Likert-scale item responses, responses categorised as re-
sponses 1 (never; very dissatisfied; strongly disagree), 2
(rarely; dissatisfied; disagree) and 3 (sometimes; neutral)
were placed in one group, while responses 4 (often; satis-
fied; agree) and 5 (always; very satisfied; strongly agree)
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were placed in another. Multivariable logistic regression
analyses were also performed to compare the responses of
hospitalists and PCPs. For table 1, stratification according
to age group quartiles was done. Free-text responses on
suggestions for improvement were summarised according
to their frequencies. The data were processed and analysed
using R (version 4.2.1).

Results

Demographics of surveyed population

A total of 276 completed questionnaires were received
from the 1134 hospitalists included in the survey, corre-
sponding to a response rate of 24.3%.

Table 1 illustrates the demographic characteristics of the
participants stratified by age quartiles. Most participants
were specialists (73.5%, 203/276); most participants
worked in internal medicine (56.5%, 156/276).

An adjusted logistic regression showed that younger physi-
cians tend to be female and older ones male (OR 3.33; 95%
CI 1.85–6.10; see also supplementary tables).

Primary results

The majority of participants were satisfied with the general
communication with PCPs and patient referrals (figure 2,
questions 6 and 7; table 2 in the supplement).

Emergency admissions

Most hospitalists reported that they rarely inform PCPs
about their patients’ emergency admissions and that PCPs
rarely contact the hospitalists when they learn about such
admissions. However, most hospitalists agreed with the
statement that hospitals should inform PCPs of their pa-
tients’ emergency admissions in a timely manner.

Patient referrals

The analysis revealed that the information hospitalists
most urgently needed in referrals from PCPs were the med-
ication list (89.9%, 248/276), the diagnoses (88.4%, 244/
276) and the reason for referral (73.9%, 204/276) (see fig-
ure 1 for further results). The preferred communication
channels for referral letters were email (76.8%, 212/276)
and electronic portals (65.5%, 181/276).

On multivariable regression, compared to other clinicians,
internists independently favoured informing PCPs of
emergency admissions of their patients in a timely manner
(OR 2.04; 95% CI 1.21–3.49).

Compared to other clinicians, a positive association be-
tween internists and the frequency of wanting Advance
Care Planning (ACP) in the referral was found (OR 1.88;
95% CI 1.11– 3.22).

Although email was popular among hospitalists, they were
less likely to prefer email in a hospital with an electronic
communication portal (OR 0.20; 95% CI 0.05–0.61) com-

Figure 1: Information that hospitalists most preferred in referrals
from PCPs.

Table 1:
Characteristics of hospitalists, stratified by age quartiles.

Age 26–34 Age 35–44 Age 45–52 Age 53–72 Overall

Number of hospitalists 70 71 70 65 276

Age in years – median [IQR] 30 [29–32] 39 [37–42] 47.5 [46–50] 59 [56–61] 44 [33.8–52]

Male – n (%) 26 (37.7%) 34 (46.6%) 46 (66.7%) 52 (80.0%) 158 (57.2%)

Participants per hospital

Hospital A – n (%) 41 (59.4%) 52 (71.2%) 48 (69.6%) 34 (52.3%) 175 (63.4%)

Hospital B – n (%) 7 (10.1%) 5 (6.8%) 4 (5.8%) 8 (12.3%) 24 (8.7%)

Hospital C – n (%) 9 (13.0%) 3 (4.1%) 2 (2.9%) 6 (9.2%) 20 (7.2%)

Hospital D – n (%) 4 (5.8%) 4 (5.5%) 4 (5.8%) 5 (7.7%) 17 (6.2%)

Hospital E – n (%) 5 (7.2%) 6 (8.2%) 7 (10.1%) 1 (1.5%) 19 (6.9%)

Hospital F – n (%) 6 (8.7%) 4 (5.5%) 5 (7.2%) 11 (16.9%) 26 (9.4%)

Professional background – n (%)

Attending physician, internal medicine 5 (7.2%) 30 (41.1%) 39 (56.5%) 32 (49.2%) 106 (38.4%)

Attending physician, surgery 3 (4.3%) 28 (38.4%) 19 (27.5%) 29 (44.6%) 79 (28.6%)

Attending physician, other specialty 1 (1.4%) 6 (8.2%) 7 (10.1%) 4 (6.2%) 18 (6.5%)

Resident, internal medicine 40 (58.0%) 7 (9.6%) 3 (4.3%) 0 (0.0%) 50 (18.1%)

Resident, surgery 16 (23.2%) 2 (2.7%) 0 (0.0%) 0 (0.0%) 18 (6.5%)

Resident, other specialty 4 (5.8%) 0 (0.0%) 1 (1.4%) 0 (0.0%) 5 (1.8%)

Work setting – n (%)

Inpatient setting 33 (47.1%) 23 (32.4%) 19 (27.1%) 16 (24.6%) 91 (33.0%)

Mixed setting 29 (41.4%) 29 (40.8%) 29 (42.0%) 31 (47.7%) 120 (43.5%)

Outpatient setting 8 (11.4%) 19 (26.8%) 20 (29.0%) 18 (27.7%) 65 (23.6%)
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pared to hospitals without electronic communication por-
tals. Furthermore, with increasing clinician age, telephone,
mail by post and fax were more preferred communication
channels for referrals, independently of other factors (OR
2.52; 95% CI 1.47–4.36).

Free-text responses

Free-text responses provided insight into hospitalists’
opinions on improving interdisciplinary communication.
When asked about suggestions for improving communica-
tion between hospitalists and PCPs, “access for everyone
and simplification of the software” was mentioned most
frequently; a standardised design of the communication
software was explicitly requested. There was also a call for
a “clear line on how and via which system to communicate
[...]” for mutual communication.

Secondary results

Satisfaction with mutual communication

No statistically significant difference in satisfaction with
communication in general (OR 1.40; 95% CI 0.89–2.18)
and with referrals (OR 1.05; 95% CI 0.67–1.63) was found
in multivariable regression comparing PCPs and hospital-
ists. Figure 2 compares hospitalists’ and PCPs’ responses
to seven similar questions.

Communication channel

Among both hospitalists (76.8%, 212/276) and PCPs
(97.2%, 106/109), email emerged as the favoured channel
for information. However, in contrast to PCPs (18.3%,
20/109), substantially more hospitalists (65.6%, 181/276)
chose electronic portals as an additional preferred commu-
nication channel (see regression result in the “Patient refer-
rals” section above).

Discharge summary

When asked how often hospitalists inform PCPs after treat-
ment (question 9), respectively how often PCPs are in-
formed by hospitalists, 79.4% (219/276) of hospitalists in-
dicated that they often to always inform PCPs after the
patient’s stay, 45.9% (50/109) of the latter answered that
they are never or rarely informed. In contrast to PCPs, hos-
pitalists perceived that they inform the PCPs regarding the
hospital stay (OR 8.64; 95% CI 5.23–14.59).

For relative numbers, please refer to table 2 in the supple-
mentary material.

Discussion

This cross-sectional survey was conducted with the ob-
jective of evaluating satisfaction with communication be-
tween hospitals and PCPs in Central Switzerland, as per-
ceived by the local hospitalists, with a focus on
determining the preferred content and communication
channels for referral letters.

Our results revealed the following: (1) Hospitalists are
mostly satisfied with communication with PCPs. However,
there is a discrepancy between hospitalists’ and PCPs’ per-
ceptions regarding the flow of information after the hospi-
tal stay is completed. (2) According to the crude numbers,

communication via email is popular among hospitalists.
On regression however, we found that the availability of
an electronic communication portal is statistically signifi-
cantly associated with a lower favourability of emails. (3)
The three most important items of information hospitalists
need in a referral letter from PCPs in a timely manner are
the medication list, the diagnoses and the reason for refer-
ral. (4) The majority of hospitalists agree with the state-
ment that it is necessary for hospitals to inform PCPs of
their patients’ emergency admissions in a timely manner so
that they can help to optimise care. (5) The most frequently
mentioned suggestions about improving the communica-
tion between hospitals and PCPs were an easily accessible
software for both parties and a consistent communication
style and channel.

Referral letter

In the present study, hospitalists were asked what they re-
quire in a referral letter from PCPs. The three most com-
mon answers were the medication list, the diagnoses and
the reason for referral. A survey of hospitalists and PCPs
conducted in the Netherlands found that hospitalists be-
lieve referral letters from PCPs often contain inadequate or
incomplete information or do not always state a specific
reason for referral [5]. Therefore, the consensus, especially
in relation to reason for referral by PCPs, shows that this
problem also exists internationally.

In this study, compared to surgeons and other physicians,
internists more frequently selected that they would like to
have information on ACPs in referral letters. This could
be explained by the higher proportion of critically ill inpa-
tients for whom ACPs are available. This is also reflected
in a Swiss survey of physicians on ACPs for elective car-
diovascular surgery: nearly 60% of respondents stated that
the optimal moment to establish ACP is when the patient
experiences a serious illness or comorbidity which is often
the reason for hospitalisation [10].

Interprofessional exchange of information

Most hospitalists and PCPs agreed with the statement that
hospitals must inform PCPs as soon as possible about the
hospitalisation of their patients so that they can contribute
to improved treatment. However, compared with PCPs,
significantly more hospitalists disagreed with this state-
ment regardless of sex and age. Most hospitalists reported
that they only sometimes contact PCPs to inform them of
their patients’ hospitalisation. In addition, most hospitalists
stated that they are very rarely contacted by PCPs when
they refer their patients to the emergency department. This
contradiction between attitudes regarding the involvement
of PCPs in treatment and the actual behaviour of hospital-
ists can be explained by several factors, for instance, the
greater workload in reaching out to PCPs and lack of time
[11]. A study from Switzerland also emphasises the uncer-
tainty regarding the best strategy for communication be-
tween hospitalists and PCPs, as PCPs want to be informed
about the hospitalisation or discharge of their patients from
hospital on the one hand, but do not want to be called so as
not to be disturbed on the other [12].

It is increasingly important that relevant information from
the inpatient to the outpatient setting is not only concise
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but complete, relevant and timely [13]. In the present
study, the majority of hospitalists said they would always
or often inform PCPs after completion of their patient’s
hospital stay, while nearly half of PCPs said they never
or rarely receive such information from the hospitalists.
This discrepancy was also demonstrated in other studies
between PCPs and specialists [5, 14]. According to another
study, PCPs indicated that they often did not know when
patients were hospitalised and also did not have hospital
recommendations for post-hospitalisation appointments
[11]. We believe that hospitalists actually do inform PCPs,
and that the discrepancy in perception may be explained
by the time taken, several days or even weeks, for the dis-
charge summary to reach the PCPs. One study found that

the strongest predictor of discharge letter availability in
the follow-up setting was direct access to inpatient data
[13]. However, the fragmented digitalisation of outpatient
healthcare is likely to hinder effective communication be-
tween hospitalists and PCPs [12]. Furthermore, a system-
atic review found that well-designed IT solutions can im-
prove communication, coordination and storage of
information, leading to better patient outcomes [15]. Well-
designed electronic portals for data interchange may there-
fore play an increasingly important role in informing PCPs
sooner [11].

Figure 2: Direct comparisons of hospitalists’ (left side) and PCPs’ (right side) responses to seven similar questions.
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Communication channels

According to the crude numbers, email was chosen as the
most preferred information channel by both hospitalists
and PCPs, closely followed by electronic portals for hos-
pitalists. However, on multivariable regression analysis of
the responses of hospitalists, we found that a hospital’s
provision of an electronic communication portal is inde-
pendently associated with a lower favourability of emails.
Another study also examined communication preferences
during care transitions between hospitalists and PCPs us-
ing electronic medical records (EMR). It was found that
PCPs preferred direct communication at discharge through
a message within the EMR, while hospitalists preferred a
message through EMR and email. These results show the
potential of EMR for future communication between the
two provider groups [16].

An association was found in the study between increasing
age and preference for older communication channels such
as telephone or mail by post. However, one study demon-
strated that it is hardly feasible to implement a standardised
process for communication to PCPs by telephone, because
either the hospitalists lacked time or had problems reach-
ing the PCPs [17].

Templates

One goal of this study was to suggest opportunities for
improvement in communication between hospitalists and
PCPs. A study has shown that a referral template leads
to higher-quality referrals [18]. The results of the present
study on the content of referral letters desired by hospi-
talists and the data on the electronic referral portal and its
functionality provide potentially more efficient communi-
cation processes. Further studies are needed to evaluate the
introduction of electronic support to improve referrals and
discharge reporting.

Strengths and limitations

There are some limitations that should be considered when
interpreting the results of our study. Although it involved a
large heterogeneous sample, bias in the sampling strategy
may still have occurred. For example, this survey was con-
ducted online, and it is possible that participants with IT
skills were more inclined to answer the web-based ques-
tionnaires. In addition, the study is based on self-reporting,
which may encourage desirability bias, whereby individ-
uals change their answers in a survey to be viewed
favourably by others. However, participants were informed
in advance that the surveys were voluntary and anony-
mous. There could also be a selection bias due to non-re-
sponses. Generalisation to other regions or countries may
not be warranted and may show different results. As the
survey was conducted in hospitals in Central Switzerland,
it may not be applicable to the whole of Switzerland or oth-
er countries.

Another limitation of our study is that the questionnaire
was developed using face validity and expert assessments
without pretest nor a sample size calculation, which might
have affected the internal validity of the study.

A strength of the study is its multicentre design. Although
the results may not be applicable to the whole of Switzer-
land, the coverage of the survey (Central Switzerland and

six hospitals) makes this study of fundamental value and a
sound basis for further surveys. However, in terms of sam-
ple repetitiveness, some observations in this study align
well with the Swiss landscape: the median age of our hos-
pitalists was 44 (IQR 33.8–52), which is in line with a
recent statistic by the Swiss Medical Association. And,
unsurprisingly, our study confirms known demographic
changes among physicians in Switzerland [9]: with de-
creasing age, it is more likely that the physician is female.

Conclusion

Most hospitalists are satisfied with the communication
with PCPs, and vice versa. What needs to be improved are
the timely transmission of patient information and the use
of electronic communication channels. Electronic data in-
terchange may be the key for future improvements of time-
ly notifications sent from hospitalists to PCPs and vice ver-
sa.
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Appendix: supplementary tables and multivariable regression models

Table S1:
Stratified by hospital.

Hospital A Hospital B Hospital C Hospital D Hospital E Hospital F

n Hospitalists 175 24 20 17 19 26

Age – median (IQR) 44 (34, 50) 44 (32, 56) 38.5 (32, 53.5) 45 (34, 56) 40 (33, 49.5) 50.5 (35.25, 58.75)

Male (%) 101 (57.7) 13 (54.2) 8 (40.0) 12 (70.6) 8 (42.1) 20 (76.9)

Setting (%)

Inpatient setting 59 (33.7) 6 (25.0) 6 (30.0) 1 (5.9) 6 (31.6) 13 (50.0)

Mixed 71 (40.6) 14 (58.3) 10 (50.0) 14 (82.4) 11 (57.9) 4 (15.4)

Outpatient setting 45 (25.7) 4 (16.7) 4 (20.0) 2 (11.8) 2 (10.5) 9 (34.6)

Professional background (%)

Attending physician in other subject 7 (4.0) 3 (12.5) 2 (10.0) 4 (23.5) 5 (26.3) 13 (50.0)

Attending physician of a medical subject 68 (38.9) 9 (37.5) 7 (35.0) 1 (5.9) 9 (47.4) 6 (23.1)

Attending physician of a surgical subject 53 (30.3) 6 (25.0) 6 (30.0) 9 (52.9) 4 (21.1) 7 (26.9)

Resident in a medical subject 28 (16.0) 6 (25.0) 4 (20.0) 1 (5.9) 1 (5.3) 0 (0.0)

Resident in a surgical subject 16 (9.1) 0 (0.0) 1 (5.0) 2 (11.8) 0 (0.0) 0 (0.0)

Resident in other subject 3 (1.7) 0 (0.0) 0 (0.0) 0 (0.0) 0 (0.0) 0 (0.0)

Overall 175 24 20 17 19 26
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Table S2:
Questions with Likert item classification.

Question Mean Median Most frequent
answer

Response n (%)

6 How satisfied are you in general with the communication
between you and the primary care physicians?

3.5 Satisfied (4) Satisfied (4 Very dissatisfied
(1)

9 (3.3)

Dissatisfied (2) 19 (6.9)

Neutral (3) 86 (31.2)

Satisfied (4) 138 (50)

Very satisfied (5) 24 (8.7)

Total 276 (100)

7 How satisfied are you with the communication between
you and the primary care physicians regarding patient re-
ferrals?

3.5 Satisfied (4) Satisfied (4) Very dissatisfied
(1)

5 (1.8)

Dissatisfied (2) 33 (12)

Neutral (3) 93 (33.7)

Satisfied (4) 123 (44.6)

Very satisfied (5) 22 (8.0)

Total 276 (100)

8 How often do you receive a referral letter (letter or email)
when patients are referred to you by primary care physi-
cians?

3.9 Often (4) Often (4) Never (1 11 (4)

Rarely (2) 19 (6.9)

Sometimes (3) 45 (16.3)

Often (4) 117 (42.4)

Always (5) 84 (30.4)

Total 276 (100)

9 How often do you inform the primary care physicians af-
ter completion of treatment/diagnostics/ stay in your hos-
pital?

4.3 Always (5) Always (5) Never (1) 12 (4.4)

Rarely (2) 24 (8.7)

Sometimes (3) 21 (7.6)

Often (4) 35 (12.7)

Always (5) 184 (66.7)

Total 276 (100

10 How often do you inform the primary care physicians
promptly (within 48 hours) about emergency hospital ad-
missions of their patients?

2.8 Sometimes (3) Rarely (2) Never (1) 37 (13.4)

Rarely (2) 84 (30.4)

Sometimes (3) 79 (28.6)

Often (4) 45 (16.3)

Always (5) 31 (11.2)

Total 276 (100)

11 How often are you contacted by the primary care physi-
cians in a timely manner (within 48 hours) when they
learn of the emergency admission of their patients?

2 Rarely (2) Rarely (2 Never (1) 100 (36.2)

Rarely (2) 110 (39.9)

Sometimes (3) 47 (17)

Often (4) 13 (4.7)

Always (5) 6 (2.2)

Total 276 (100)

12 Hospitals must inform primary care physicians promptly
(within 48 hours) about the emergency admission of their
patients in order to enable primary care physicians to as-
sist and thus optimize treatment.

3.6 Agree (4) Agree (4) Strongly disagree
(1)

11 (4)

Disagree (2) 34 (12.3)

Neutral (3) 70 (25.4)

Agree (4) 105 (38)

Strongly agree (5) 56 (20.3)

Total 276 (100)

Model 1:
Unadjusted regression model for association with male sex.

Variable OR (95% CI)

Physicians aged 26–34 Ref.

Physicians aged 35–44 1.56 (0.80, 3.06)

Physicians aged 45–52 3.24 (1.64, 6.57)

Physicians aged 53–72 6.77 (3.18, 15.18)
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Model 1:
Adjusted regression model for association with male sex.

Variable OR (95% CI)

Physicians aged 26–34 Ref.

Physicians aged 35–44 1.67 (0.63, 4.57)

Physicians aged 45–52 3.75 (1.34, 10.99)

Physicians aged 53–72 7.68 (2.50, 24.85)

Other clinicians Ref.

Internists 0.71 (0.41, 1.24)

Attendings Ref.

Residents 1.02 (0.40, 2.67)

Inpatient setting Ref.

Mixed setting 0.90 (0.48, 1.66)

Outpatient setting 0.50 (0.24, 1.02)

Model 1:
Adjusted regression model for association with male sex.

Variable OR (95% CI)

Physicians aged 26–44 Ref.

Physicians aged 45–72 3.33 (1.85, 6.10)

Other clinicians Ref.

Internists 0.69 (0.40, 1.19)

Attendings Ref.

Residents 0.70 (0.36, 1.36)

Inpatient setting Ref.

Mixed setting 0.91 (0.49, 1.66)

Outpatient setting 0.52 (0.26, 1.05)

Model 2:
Unadjusted regression model for association with advance healthcare directives.

Variable OR (95% CI)

Other clinicians Ref.

Internists 2.08 (1.28, 3.42)

Model 2:
Adjusted regression model for association with advance healthcare directives.

Variable OR (95% CI)

Male sex Ref.

Female sex 1.38 (0.80, 2.36)

Physicians aged 26–34 Ref.

Physicians aged 35–44 1.12 (0.55, 2.28)

Physicians aged 45–52 1.01 (0.49, 2.09)

Physicians aged 53–72 0.89 (0.41, 1.93)

Other clinicians Ref.

Internists 1.88 (1.11, 3.22)

Inpatient setting Ref.

Mixed setting 0.37 (0.21, 0.66)

Outpatient setting 0.41 (0.20, 0.80)

Model 3:
Unadjusted regression model for association with e-mail.

Variable OR (95% CI)

Hospital without communication portal Ref.

Hospital with communication portal 0.21 (0.05, 0.59)

Original article Swiss Med Wkly. 2024;154:3643

Swiss Medical Weekly · www.smw.ch · published under the copyright license Attribution 4.0 International (CC BY 4.0) Page 10 of 13



Model 3:
Adjusted regression model for association with e-mail.

Variable OR (95% CI)

Female sex Ref.

Male sex 0.80 (0.41, 1.55)

Physicians aged 26–34 Ref.

Physicians aged 35–44 0.09 (0.02, 0.26)

Physicians aged 45–52 0.20 (0.04, 0.67)

Physicians aged 53–72 0.11 (0.02, 0.37)

Other clinicians Ref.

Internists 1.07 (0.56, 2.03)

Inpatient setting Ref.

Mixed setting 0.82 (0.38, 1.72)

Outpatient setting 0.67 (0.29, 1.56)

Hospital without communication portal Ref.

Hospital with communication portal 0.20 (0.05, 0.61)

Model 4:
Unadjusted regression model for association with older communication channels (telephone, fax).

Variable OR (95% CI)

Physicians aged 26–34 Ref.

Physicians aged 35–44 0.85 (0.41, 1.78)

Physicians aged 45–52 2.20 (1.11, 4.46)

Physicians aged 53–72 2.13 (1.06, 4.35)

Model 4:
Adjusted regression model for association with older communication channels (telephone, fax).

Variable OR (95% CI)

Female sex Ref.

Male sex 0.77 (0.44, 1.33)

Physicians aged 26–34 Ref.

Physicians aged 35–44 0.88 (0.41, 1.89)

Physicians aged 45–52 2.37 (1.14, 5.02)

Physicians aged 53–72 2.34 (1.08, 5.16)

Other clinicians Ref.

Internists 1.06 (0.62, 1.82)

Inpatient setting Ref.

Mixed setting 1.88 (1.04, 3.46)

Outpatient setting 1.07 (0.52, 2.20)

Model 4:
Adjusted regression model for association with older communication channels (telephone, fax).

Variable OR (95% CI)

Female sex Ref.

Male sex 0.76 (0.44, 1.31)

Physicians aged 26–44 Ref.

Physicians aged 45–72 2.52 (1.47, 4.36)

Other clinicians Ref.

Internists 1.07 (0.63, 1.84)

Inpatient setting Ref.

Mixed setting 1.88 (1.04, 3.45)

Outpatient setting 1.05 (0.52, 2.14)

Model 5:
Unadjusted regression model for association with agreeing or strongly agreeing that hospitals must inform PCPs promptly about the emergency admission of their patients
(question 12).

Variable OR (95% CI)

Other clinicians Ref.

Internists 1.84 (1.13, 2.99)
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Model 5:
Adjusted regression model for association with agreeing or strongly agreeing that hospitals must inform PCPs promptly about the emergency admission of their patients (ques-
tion 12).

Variable OR (95% CI)

Female sex Ref.

Male sex 1.18 (0.69, 2.01)

Physicians aged 26–34 Ref.

Physicians aged 35–44 0.89 (0.45, 1.78)

Physicians aged 45–52 1.73 (0.84, 3.60)

Physicians aged 53–72 1.51 (0.71, 3.24)

Inpatient setting Ref.

Mixed setting 1.26 (0.70, 2.25)

Outpatient setting 0.99 (0.50, 1.97)

Other clinicians Ref.

Internists 2.04 (1.21, 3.49)

Model 6:
Unadjusted regression model for association with the general satisfaction in communication between PCPs and hospitalists (question 6).

Variable OR (95% CI)

Primary care providers Ref.

Hospitalists 1.40 (0.89, 2.18)

Model 6:
Adjusted regression model for association with the general satisfaction in communication between PCPs and hospitalists (question 6).

Variable

Male sex Ref.

Female sex 0.94 (0.62, 1.44)

Physicians aged 26–34 Ref.

Physicians aged 35–44 1.00 (0.56, 1.79)

Physicians aged 45–52 0.69 (0.39, 1.23)

Physicians aged 53–72 0.74 (0.41, 1.34)

Primary care providers Ref.

Hospitalists 1.38 (0.88, 2.16)

Model 7:
Unadjusted regression model for association with the general satisfaction in communication regarding patient referrals between PCPs and hospitalists (question 7).

Variable OR (95% CI)

Primary care providers Ref.

Hospitalists 1.05 (0.67, 1.63)

Model 7:
Adjusted regression model for association with the general satisfaction in communication regarding patient referrals between PCPs and hospitalists (question 7).

Variable OR (95% CI)

Male sex Ref.

Female sex 0.96 (0.63, 1.47)

Physicians aged 26–34 Ref.

Physicians aged 35–44 1.61 (0.91, 2.87)

Physicians aged 45–52 0.96 (0.54, 1.68)

Physicians aged 53–72 1.20 (0.67, 2.15)

Primary care providers Ref.

Hospitalists 1.06 (0.68, 1.66)

Model 8:
Unadjusted regression model for association of how often the hospitalists informing the PCPs (question 9) results: PCPs vs hospitalists.

Variable OR (95% CI)

Primary care providers Ref.

Hospitalists 7.79 (4.79, 12.90)
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Model 8:
Adjusted regression model for association of how often the hospitalists informing the PCPs (question 9) results: PCPs vs hospitalists.

Variable OR (95% CI)

Male sex Ref.

Female sex 0.80 (0.49, 1.31)

Physicians aged 26–34 Ref.

Physicians aged 35–44 2.16 (1.10, 4.30)

Physicians aged 45–52 2.35 (1.20, 4.69)

Physicians aged 53–72 1.59 (0.81, 3.15)

Primary care providers Ref.

Hospitalists 8.64 (5.23, 14.59)

Model 9:
Unadjusted regression model for association with agreeing or strongly agreeing that hospitals must inform PCPs promptly about the emergency admission of their patients
(question 12) results: PCPs vs hospitalists.

Variable OR (95% CI)

Primary care providers Ref.

Hospitalists 0.44 (0.26, 0.72)

Model 9:
Adjusted regression model for association with agreeing or strongly agreeing that hospitals must inform PCPs promptly about the emergency admission of their patients (ques-
tion 12) results: PCPs vs hospitalists.

Variable OR (95% CI)

Male sex Ref.

Female sex 0.74 (0.48, 1.15)

Physicians aged 26–34 Ref.

Physicians aged 35–44 0.62 (0.34, 1.12)

Physicians aged 45–52 1.30 (0.71, 2.39)

Physicians aged 53–72 1.20 (0.64, 2.25)

Primary care providers Ref.

Hospitalists 0.43 (0.26, 0.71)
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