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Survey Parameters

- 13 questions created by provider team

« N=9 unique clinic responses (clinics are participating in the
Oregon Health Leadership Council’s High Value Patient Centered Primary
Care Initiative)
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How do you find out when one of your patient’s is admitted to the
hospital?

*

Varied, inconsistent

Covers own patients in
primary hospital

Receives notification flag
from affiliated hospitals

Receives report from most
affliliated hospitals
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How do you find out when your patient is discﬁarged?

How we find out

Often but not
always receive
discharge
summary

Patient contacts
office for
appointment

Inconsistent
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Who receives the
Information?

Medical records -

Care manager -

MDF
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Do you call the patient within a certain timeframe?

2
Do We Call? Time Frame
If we know 3-10 days h
35 ays [
No :
1-2 weeks -
ves Varies -
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Do you have a standard process for medication reconciliation?

*

Yes
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No standard process described; “Usually done at patient visit”
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Can you accommodate the need for home visits to assess
patient’s ability to manage?

*

Do assessments Track admissions or
readmissions

DC planner or
clinic arranges

Can order home _
health

Some MD's do
home visits

Yes

No
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What is most frustrating for you when your patients are in the
hospital?

L 4

- Family expectations
« Lack of coordination

« Lack of available information/communication with
hospitalists

Not having discharge summary at visit

Nursing home discharges; lack of info on patient
- Not knowing of admission or discharge

- Lack of medication reconciliation

. Stopping/starting meds without talking to PCP
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What is the most difficult or frustrating issue you face when your
patient is discharged?

L 4

Patient does not qualify for SNF but needs it

Missing info, d/c summaries, plan of care

Patients not sure what to do when discharged

Communication with d/c planners

Making sure pending issues are followed up

Unavailability of d/c summaries

- Specialists not getting post d/c info to PCP

- Patient d/c on meds not covered by insurance

- Lack of knowledge of what PCP should follow up
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