
Barriers and Facilitators in Primary Care Follow-Up upon
Hospital Discharge: Patients’ and Caregivers’ Perspectives

 Soumia Meiyappan MSc, Benjamin Kaasa MD, MScCH, CCFP, & Hannah Sidrak MBBS
 

The transition period from a hospital
inpatient setting to an outpatient
setting is a vulnerable time for patients.

 
1 in 5

 discharges result in
harm within 3 weeks of
leaving the hospital 

 
Part of the care plan includes booking a follow-up
appointment with the patient's primary care provider
(PCP) promptly after the patient leaves the hospital.

 
To reduce this
risk, a care
plan needs to
be arranged
before the
patient leaves
the hospital. 

 

Why do some patients
follow up but others do not?

 

PURPOSE
 

A delay in follow-up or no follow-up at all,
however, can put patients at risk of going back to
the hospital and a longer hospital stay.

 

QUALITATIVE DESCRIPTIVE
RESEARCH DESIGN

 

To explore patient and caregiver experiences with
how easy and/or dif�cult it was for patients to follow-
up with their PCP upon discharge from hospital.

 

Chronic Obstructive Pulmonary Disease (COPD) exacerbations, Congestive Heart Failure
(CHF), Gastrointestinal disorders (GI), Pneumonia, or Acute Myocardial Infarction (AMI); 

 

13 participants recruited via purposive sampling:
 

11 patients who were: 
 

 2 caregivers
 

Discharged home from Family Inpatient Service unit of Toronto Western
Family Health Team in the last 30 days; 

 
Had an identi�ed Ontario PCP at time of discharge;

 Suffered from one or more of:
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“A nurse gave me the papers. But
no explanation as she didn’t

speak Portuguese. She spoke
with my daughter. Doctor did not

come on the last day."
 

"I was given an Rx for
the new diagnosis and
that was included in

the discharge
papers. There was

[instructions] to see
my family doctor…"

 

“I can’t get down there...I
can’t get even around.

You don’t understand it’s
really hard.”

 

“No not hard to get
follow-up. Like I said,

if I’m concerned
about something and
I call they are they’re

there for us”
 

"Yes a friend comes
by and takes me [to
my appt] by his car

and sometimes helps
buy stuff for me."

 

"My son lives far
away...he doesn’t have
time to come here. Only
sometimes he comes to
do a little grocery, or I

go by him or he take me
back home."“Very easy to

get there
because its

right on the TTC
line or I can cab
because I live
downtown”

 

I have to go [to the dr.]
everyday. I take a taxi to see
him...I have no other way to
see him. I don’t have enough
money for groceries when I
spend it all on my appts.”

Understanding patients’ post-discharge experiences has the potential to aid in developing interventions
to improve patient quality of life and care in the post-discharge transitional period.

 
By including the experiences and perspectives of both the patient and his/her caregiver, our research
team was able to gain broader critical insight into patients’ post-discharge experiences and create
recommendations on strategies to improve them.

 Speak English, Portuguese, or Mandarin (interpretation available).
 

Data Analysis of Semi-structured
Individual Interviews revealed 4 themes...
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