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Abstract: Adequate coordination between healthcare levels has been proven to improve clinical
indicators, care costs, and user satisfaction. This is more relevant to complex or vulnerable patients,
who often require increased care. This study aims to evaluate the differences between hospital
discharge follow-up indicators, including number of general practitioners’ (GPs) and community
nurses’ (CNs) consultations, presentiality of consultations, type of first post-discharge consultation,
and time between hospital discharge and first consultation. Vulnerable and non-vulnerable patients
were compared. A longitudinal retrospective study was carried out in the north of Tenerife on the post-
discharge care of patients discharged from the Canary Islands University Hospital (Spanish acronym
HUC) between 1 January 2018 and 31 December 2022. The results obtained show deficiencies in the
care provided to patients by primary care (PC) after being discharged from the hospital, including
delayed first visits, low presentiality of those visits that were less frequent even with increased patient
complexity, scarce first home visits to functionally impaired patients and delays in such visits, and a
lack of priority visits to patients with increased follow-up needs. Addressing these deficiencies could
help those most in need of care to receive PC, thus reducing inequalities and granting equal access to
healthcare services in Spain.
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1. Introduction

Over the last few decades, healthcare integration has become a priority for many
healthcare systems, particularly in addressing chronic health issues involving multiple
professionals and services. Coordination between healthcare levels refers to the degree of
connection needed to provide continuous and synchronised care to a patient [1].

Continuity of care has been defined as the degree to which patients experience a
series of healthcare events as coherent and interconnected over time [2]. It is associated
with increased user satisfaction [3–6], better perceived quality of life [7], greater use of
preventive services [3,6–9], higher adherence rates to treatment [5,6,9], and lower hospital
admission rates [10].

Continuity of care is challenging due to the non-coordinated levels, especially post-
discharge for complex or vulnerable patients needing more care. Vulnerable patients have
additional personal, psychosocial, or health circumstances that increase their risk and
fragility and require special care by the PC team [11].

Frailty assessment at hospital discharge has shown a significant correlation with non-
elective readmission, major adverse cardiac and cerebral events, and post-stroke disability
at 3 months, highlighting its importance in post-hospital care planning [12]. However,
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thorough cognitive function assessments and the consideration of age-specific needs are
crucial when planning home- and community-based services [13].

Regarding post-hospital discharge follow-up and socioeconomic vulnerability, a Dan-
ish study linked lower socioeconomic status with increased cardiovascular mortality in
patients discharged after atrial fibrillation [14]. Additionally, two US studies found higher
mortality and readmission rates among patients with lower socioeconomic status [15,16].

This study hypothesises that the most vulnerable patients with the greatest need of
care at discharge do not receive priority care that meets their greater needs. This study
aims to compare post-discharge follow-up indicators, such as the number of GP and CN
consultations, presentiality of consultations, type of first consultation after discharge, and
time elapsed from hospital discharge to these first consultations between vulnerable and
non-vulnerable patients. The goal is to identify potential deficits in the organisation of the
PC system; resolving these deficits would make the system more inclusive and equitable
by matching the post-discharge follow-up to the patient’s vulnerability level.

2. Materials and Methods
2.1. Study Design

A retrospective study was conducted across 23 health centres in Tenerife, focusing
on the post-discharge care of patients released from the HUC between 1 January 2018 and
31 December 2022. Inclusion criteria were as follows: having been classified during
their hospital stay as fragile patients according to the Care Integration and Coordination
Subprogram (acronym in Spanish SPICA), which is dedicated to care coordination with the
participation of CNs [17]. In addition, patients must have been cared for by the PC public
healthcare services of Tenerife after hospital discharge, have a PC clinical report, and not
be deceased at the time of data collection.

2.2. Data Collection Instruments

The information about the patients included in this study according to selection
criteria was collected from DRAGO-AP computerised medical records using an anonymised
procedure. Data obtained were sex and age, assigned health centre, diagnosis at admission
to the HUC, hospital admission and discharge dates, and whether the patient was deceased
at the time of data collection.

The patient’s complexity level was obtained using the Kaiser–Permanente risk pyra-
mid [18], cognitive status assessments were performed using Pfeiffer test [19], functional
status was obtained using Katz [20,21] and Lawton–Brody [22] before admission and at dis-
charge, and falls and risk of falls were obtained using Downton [23,24]. Use of orthopaedic
or prosthetic devices before and after admission was also obtained. As for socio-familial
characteristics, the following data were obtained: type of family, family life, number of
cohabitants, prior carer and carer at discharge, sex of the carer, home help, and having
processed the application included in the Dependency Act [25]. Medical records were also
used to obtain post-discharge follow-up at 6 months according to the number of GP and
CN consultations, the presentiality of consultations, date and type of first consultation, con-
sultation with the centre’s social worker (SW), visits to the PC or hospital A&E department,
and hospital readmissions.

According to this study’s hypothesis, it is crucial to identify the patient most in need of
follow-up after hospital discharge by PC. This definition should consider the patient most
in need of the said follow-up to be those with the worst biological, psychological and social
conditions, also considering ease of patient classification using the information normally
available in the clinical records. Being over 80 or having a level of high-risk complexity
or high complexity, according to Kaiser’s pyramid, is considered a biological condition
of priority for follow-up. Besides fulfilling either of the two said conditions, the patient
should also present one of the following impairments: deterioration of functional state at
discharge compared with before admission according to the Katz index or the Lawton and
Brody scale or need to use orthopaedic or prosthetic devices at discharge. The suffering of
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deterioration in cognitive status after discharge compared with before admission according
to the Pfeiffer test was considered a psychological condition of priority for follow-up. The
socio-familial condition considered of priority for follow-up involved the patient being in
at least one of the following situations: living alone, being in an elderly couple with no
other cohabitant, being a single parent with children, being widowed, or lacking a carer at
discharge despite needing it. The patient with the greatest need for follow-up by PC after
hospital discharge would be one who meets these three conditions.

2.3. Population and Sample

A sample of 387 patients meeting the inclusion criteria were randomly selected, giving
this study a potency of 95% in comparison of proportions, relative frequencies and medians,
with a sensitivity for the detection of relevant differences of at least 10% and 5 points in
medians with dispersions of 15 points.

2.4. Statistical Analysis

The characteristics of the patients are summarised with the absolute and relative
frequencies of their component categories if the variable is nominal, and with the median
(minimum–maximum) if it is of a numerical scale due to its non-normal distribution verified
with the Kolmogorov–Smirnov test. The estimation of the significance of the differences in
nominal variables is determined with Pearson’s Chi2 test and the scale between more than
two groups is determined with the Kruskal–Wallis H test and post hoc Mann–Whitney U
test. The strength and direction of association between scale variables are estimated with
the Spearman correlation coefficient and the adjustment of simple linear regression models.

Multivariable linear regression models were adjusted with consultations as the effect
variable and all those variables that achieved a statistical significance of at least p ≤ 0.10 in
the difference in consultations as potential explanatory factors. In the case of dichotomous
effects, the models that are adjusted are multivariable binary logistics with the same
criterion was used for selecting explanatory factors. The adjustment strategy was that of
full models, performed by backward steps with the statistical significance or Wald criterion.
The number of patients classified as vulnerable permits the use of up to 5 potentially
explanatory factors according to the Hosmer–Lemeshov rule. Hypothesis contrast tests
were bilateral at a statistical significance level of p ≤ 0.05, except in the case of regression
models in order to rule out interactions between factors. The involved calculations and
estimates were executed with IBM Co.® SPSS 25.0™.

3. Results

The study consisted of 387 patients. Their main characteristics are shown in Table 1.
We found a higher proportion of women, a high level of complexity among the included
patients, and a high percentage of functional deterioration at discharge. As for family
characteristics, most were nuclear families and most carers at discharge resulted to be
family members. We also found that carers at discharge were mainly women (74%),
previous falls reached a considerable proportion (58%), and risk of falls was very high
(58%). No differences between sex were observed in the number of consultations with the
GP or CN: nine (1–58) in men vs. ten (2–66) in women with the GP (p = 0.087) and seven
(0–719) in men vs. eight (0–76) in women with the CN (p = 0.535), but a direct correlation
was found between patient’s age and number of consultations, both with the GP (ῤ = 0.146,
p < 0.001) and the CN (ῤ = 0.153, p < 0.001).

Table 2 shows the follow-up required for the patient according to their complexity
classification. The number of consultations, both with the GP and with the CN, increases
with the patients’ complexity level, and no statistically significant differences were obtained
in the other follow-up indicators. A comparison of differences in the number of consulta-
tions by complexity level between the GP and the CN showed that this number is higher
in lower-risk patients with chronic conditions and with a GP (p = 0.011). On the other
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hand, the percentage of first home visits among those who showed worsened functionality
measured with the Katz index is much higher in the CN than in the GP.

Table 1. Characteristics of patients participating in the association study between vulnerability of
patients discharged from hospital and their follow-up in PC.

Characteristic Categories N Value (%) or Median
(Min–Max.)

Sex
Man 151 (39)

Woman 236 (61)

Age Years 76 (23–97)

Complexity

Chronic 87 (25)

High risk 166 (48)

High complexity 83 (24)

Hospital stay Days 17 (1–279)

Use of orthopaedic or prosthetic devices
at discharge

Wheelchair 86 (29)

Shower chair 63 (17)

Walking frame 183 (48)

Cane 28 (7)

Crutches 35 (9)

Articulated bed 21 (6)

Anti-bedsore mattress 4 (1)

Change in functional status at discharge
according to Lawton-Brody scale

Unchanged 108 (54)

Deteriorate 89 (48)

Improve 2 (1)

Change in functional status at discharge
according to Katz index

Unchanged 99 (27)

Deteriorate 267 (72)

Improve 6 (2)

Change in cognitive status at discharge
according to Pfeiffer scale

Unchanged 74 (64)

Deteriorate 33 (29)

Improve 8 (7)

Family type

Lives alone 18 (5)

Nuclear 303 (79)

Equivalent 41 (11)

Family life cycle
Contraction 168 (54)

Death 107 (34)

Carer at discharge

Does not have 5 (1)

Family member 291 (79)

Cohabitant 214 (67)

Resources at discharge

Private home care services 69 (18)

Council home care services 135 (36)

Dependency Act 100 (27)

Greater complexity at discharge due to
biological condition 277 (72)

Greater complexity at discharge due to
psychological condition 291 (75)

Greater complexity at discharge due to
socio-familial condition 196 (51)

Greater complexity at discharge due to the
three latter conditions 143 (38)
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Table 2. Relationship between complexity and follow-up indicators after hospital discharge.

Follow-Up Indicators
Complexity According to Kaiser Pyramid

N (%) or Median (Min–Max) p Value
Lower Risk High Risk High Complexity

Indicator Categories 87 (26) 166 (50) 83 (25) ---

Number of consultations with GP Frequency 9 (2–29) 10 (1–29) 12 (2–66) 0.002 1

Number of consultations with CN Frequency 6 (0–62) 8 (0–76) 10 (0–72) 0.001 1

First visit to GP Days since discharge 4 (0–126) 4 (0–50) 5 (1–35) 0.343 1

First visit to CN Days since discharge 4 (0–126) 3 (0–183) 5 (0–171) 0.064 1

Type of first consultation with GP

Virtual 32 (38) 53 (33) 28 (35)

0.347 2
Phone 21 (25) 47 (29) 20 (25)

Health centre 26 (31) 39 (24) 26 (33)

Home 5 (6) 21 (13) 5 (6)

Type of first consultation with CN

Virtual 7 (9) 15 (9) 9 (11)

0.696 2
Phone 21 (27) 45 (28) 22 (27)

Health centre 24 (31) 36 (22) 24 (30)

Home 26 (33) 67 (41) 26 (32)

In-person consultations with GP
No 11 (13) 32 (19) 20 (25)

0.164 2
Yes 73 (87) 134 (81) 61 (75)

In-person consultations with CN
No 11 (13) 10 (6) 6 (7)

0.180 2
Yes 76 (87) 155 (94) 77 (93)

Consultations with SW
No 61 (70) 115 (71) 52 (63)

0.419 2
Yes 26 (30) 48 (29) 31 (37)

1—Compared with Kruskal–Wallis H test. 2—Compared with Pearson’s Chi-square test.

Table 3 shows the relationship between the functional and cognitive changes from
admission to the discharge and follow-up of the patient. Regarding the functional deteri-
oration according to the Katz index, it was found that the main type of first consultation
with the GP is generally a virtual consultation, both for patients who improve and for
those who deteriorate, whereas among those whose status remains unchanged, it is a first
visit to the centre. Regarding the CN, the first consultation of those who deteriorate is
home consultation; for those whose status remains unchanged, it is a visit to the centre;
and for those who improve, it is shared between a home consultation and a visit to the
centre. Among those who deteriorate, a gradient of fewer home visits and mostly online
consultations with the GP is shown, whereas an inverse gradient is shown in the case of
the CN: more home visits and fewer online consultations with deteriorating patients. Most
home visits to deteriorating patients are carried out by the CN (43% vs. 11%, p < 0.001). As
for changes in instrumental activities according to the Lawton–Brody scale, it was found
that patients who improve are seen earlier than those who deteriorate. Finally, regarding
change in cognitive state, patients whose status remains unchanged are most frequently
seen in-person by their GP, followed by those who improve and, lastly, those who deterio-
rate. A third of the patients suffering from deteriorations of their cognitive state are not
seen in-person by their GP at 6 months.
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Table 3. Relationship between functional and cognitive status of the patient and follow-up received.

Follow-Up Indicators
Functional/Cognitive Status

N (%) or Median (Minimum–Maximum)

According to Katz Index According to Lawton–Brody Scale According to Pfeiffer Scale

Indicator Categories Deteriorate Unchanged Improve p Value Deteriorate Unchanged Improve p Value Deteriorate Unchanged Improve p Value

GP consultations Frequency 9 (1–32) 10 (1–58) 14 (3–27) 0.292 1 10 (2–32) 10 (1–58) 10 (7–13) 0.966 1 11 (3–27) 10 (2–29) 11 (3–26) 0.997 1

CN consultations Frequency 8 (0–76) 7 (0–71) 8 (0–27) 0.714 1 8 (0–76) 8 (0–71) 9 (8–9) 0.338 1 6 (0–28) 8 (0–72) 4 (0–14) 0.083 1

First consultation with GP Days since discharge 5 (0–126) 5 (0–83) 5 (1–8) 0.927 1 4 (0–126) 5 (0–83) 3 (2–3) 0.049 1 5 (0–18) 5 (0–126) 6 (0–11) 0.708 1

First consultation with CN Days since discharge 4 (0–182) 4 (0–183) 7 (0–29) 0.340 1 3 (0–126) 4 (0–159) 1 (0–2) 0.029 1 4 (0–171) 4 (0–126) 6 (0–27) 0.690 1

First consultation with GP

Virtual 97 (38) 25 (26) 3 (60)

0.000 2

35 (41) 36 (35) 1 (50)

0.113 2

9 (28) 25 (38) 2 (25)

0.090 2
Phone 82 (32) 18 (19) 1 (20) 22 (26) 21 (20) 0 (0) 17 (53) 17 (27) 4 (50)

Health centre 48 (19) 46 (48) 1 (20) 17 (20) 37 (36) 0 (0) 5 (16) 23 (32) 2 (25)

Home 27 (11) 6 (6) 0 (0) 11 (13) 9 (9) 1 (50) 1 (3) 7 (10) 0 (0)

First consultation with CN

Virtual 23 (9) 9 (10) 0 (0)

0.000 2

10 (12) 10 (10) 1 (50)

0.724 2

2 (7) 7 (10) 1 (14)

0.597 2
Phone 72 (27) 23 (24) 1 (20) 17 (20) 26 (26) 1 (50) 12 (49) 21 (30) 0 (0)

Health centre 53 (21) 43 (45) 2 (40) 22 (26) 29 (28) 0 (0) 6 (20) 21 (30) 3 (43)

Home 104 (43) 20 (21) 2 (40) 36 (42) 37 (36) 0 (0) 10 (33) 21 (30) 3 (43)

In-person consultations with GP
No 52 (20) 19 (19) 1 (17)

0.889 2
12 (14) 25 (24) 0 (0)

0.079 2
10 (32) 8 (11) 20 (18)

0.027 2

Yes 210 (80) 80 (81) 5 (83) 76 (86) 81 (76) 2 (100) 21 (68) 66 (89) 6 (75)

In-person consultations with CN
No 22 (8) 12 (12) 1 (17)

0.256 2
6 (7) 12 (11) 0 (0)

0.289 2
5 (15) 5 (7) 2 (25)

0.159 2

Yes 245 (92) 87 (88) 5 (83) 83 (93) 96 (89) 2 (100) 28 (85) 69 (93) 6 (75)

Consultations with SW
No 184 (69) 70 (71) 3 (50)

0.532 2
52 (59) 75 (70) 2 (100)

0.161 2
24 (75) 48 (66) 6 (75)

0.596 2

Yes 82 (31) 28 (29) 3 (50) 36 (41) 32 (30) 0 (0) 8 (25) 25 (34) 2 (25)

1—Compared with Kruskal–Wallis test. 2—Compared with Chi-square test.
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Table 4 provides tracking indicators related to biological, psychic, socio-family, and
global needs. Regarding biological condition, more GP and CN visits were found to be
associated with patients with the greatest needs. The CN also pays more home visits to
those patients and sees them mostly in-person. In addition, the percentage of in-person
visits performed by the CN is higher compared to the GP whether they worsen or not. No
difference is observed in any indicator for the psychic need. For the socio-family condition,
higher numbers of GP in-person consultations were observed among those fulfilling this
condition, but with marginal statistical significance. As for the global need, a greater
number of GP and CM visits was observed among those fulfilling this condition, who are
also more often seen in-person by the CN.

Table 5 shows the results of the regression model adjustments. The first block shows
the results of the linear regression models, with effects seen on the number of visits to the
GP and CN, and a reduction in the number of days between discharge and first visit to
the CN. The second block shows the results of the binary logistic regression models with
in-person visit to the GP and CN as effects. The GP consultation increases on average
by 3.8 if the patient has been readmitted, by 3.8 if the patient has visited the PC A&E
department, and by 1.9 for each rise in complexity level. The number of CN consultations
increases on average by 4.7 for each rise in complexity level and by 0.09 for each additional
day of hospital stay. The time elapsed between discharge and first visit to the CN decreases
on average by 7.6 days whenever the patient fulfils the biological condition of priority
follow-up. The possibility of an in-person visit to the GP increases on average by 8.2 if the
cognitive status of the patient remains unchanged. The possibility of an in-person visit to
the CN increases on average by 3.3 whenever the patient fulfils the biological condition of
a greater need of follow-up.
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Table 4. Relationship between greater patient’s need of post-hospital discharge follow-up and post-hospital discharge follow-up received in PC.

Follow-Up Indicators
Greater Need of Post-Hospital Discharge Follow-Up Due to His/Her Condition:

Biological Psychological Socio-Familial Global

Indicator Categories No Yes p Value No Yes p Value No Yes p Value No Yes p Value

Consultations with GP Frequency 8 (1–29) 10 (1–66) 0.001 1 9 (1–66) 11 (2–58) 0.263 1 9 (1–32) 10 (2–66) 0.945 1 9 (1–32) 10 (2–66) 0.033 1

Consultations with CN Frequency 5 (0–70) 8 (0–76) 0.000 1 8 (0–76) 6 (0–58) 0.176 1 7 (0–76) 8 (0–72) 0.154 1 6 (0–76) 9 (0–72) 0.000 1

First visit to GP Days since discharge 4 (0–83) 5 (0–126) 0.230 1 5 (0–126) 4 (0–50) 0.141 1 4 (0–126) 5 (0–95) 0.531 1 4 (0–126) 5 (0–95) 0.149 1

First visit to CN Days since discharge 4 (0–183) 4 (0–171) 0.085 1 4 (0–183) 3 (0–122) 0.597 1 4 (0–182) 4 (0–183) 0.626 1 4 (0–182) 4 (0–166) 0.262 1

Type of first consultation with GP

Virtual 36 (35) 94 (36)

0.394 2

96 (35) 34 (37)

0.832 2

66 (37) 64 (34)

0.532 2

85 (37) 45 (32)

0.786 2
Phone 29 (28) 76 (28) 78 (28) 27 (30) 54 (30) 51 (27) 63 (27) 42 (30)

Health centre 36 (31) 67 (25) 78 (28) 21 (23) 42 (23) 57 (30) 59 (26) 40 (29)

Home 6 (6) 29 (11) 26 (9) 9 (10) 18 (10) 17 (9) 22 (10) 13 (9)

Type of first consultation with CN

Virtual 5 (5) 28 (10)

0.008 2

24 (9) 9 (10)

0.107 2

18 (10) 15 (8)

0.576 2

19 (9) 14 (10)

0.827 2
Phone 24 (25) 78 (29) 76 (27) 26 (30) 47 (26) 55 (29) 59 (26) 43 (30)

Health centre 38 (40) 61 (22) 84 (30) 15 (17) 44 (24) 55 (29) 63 (28) 36 (25)

Home 28 (30) 105 (39) 95 (34) 38 (43) 69 (39) 34 (34) 82 (37) 51 (34)

In-person consultations with GP
No 19 (18) 55 (20)

0.581 2
47 (16) 27 (29)

0.824 2
44 (23) 30 (15)

0.050 2
51 (22) 23 (16)

0.175 2

Yes 89 (82) 219 (80) 241 (84) 67 (71) 144 (77) 164 (84) 186 (78) 122 (84)

In-person consultations with CN
No 19 (17) 16 (6)

0.000 2
24 (8) 11 (11)

0.347 2
22 (12) 13 (7)

0.097 2
29 (12) 6 (4)

0.009 2

Yes 91 (83) 260 (94) 266 (92) 85 (89) 169 (88) 182 (93) 212 (88) 139 (96)

Consultations with SW
No 83 (75) 182 (66)

0.084 2
200 (69) 65 (69)

0.973 2
125 (66) 140 (72)

0.231 2
165 (69) 100 (69)

0.988 2

Yes 27 (24) 92 (34) 90 (31) 29 (31) 64 (34) 55 (28) 74 (31) 45 (31)

1—Compared with Kruskal–Wallis test. 2—Compared with Chi-square test.
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Table 5. Results of multivariable linear and logistic regression models’ adjustments with frequency of
visits to GP and CN and presentiality of consultations as effects.

M
od

e

It Happens Because the Patient. . . In Consultations or Times
[B(CI95%) or OR(CI95%)] p Value

Li
ne

ar

increase in consultations
with GP 1

has had readmissions 3.814 (1.202–6.426) 0.004
has urgent PC consultations 3.807 (1.930–5.685) <0.001

complexity increases by one level 1.912 (0.790–3.034) 0.001

increase in consultations
with CN 2

complexity increases by one level 4.714 (3.810–5.618) <0.001
increases his hospital stay by a day 0.093 (0.039–0.146) 0.001

reduction in days between
discharge and first visit

to CN

has greater need of follow-up due to
biological condition 7.676 (1.542–13.810) 0.014

Lo
gi

st
ic in-person visit to GP 3

cognitive status changes 4

for the better ref
does not change 8.250 (3.961–17.184) 0.000

for the worse 2.100 (0.989–4.459) 0.053

in-person visit to CN 5 has greater need of follow-up due to
biological condition 3.393 (1.674–6.878) 0.001

1—Converges at fourth iteration not retaining age, complexity, hospital stay, higher need of follow-up due to
biological, socio-familial, and global condition. 2—Converges at third iteration not retaining age, greater need
of follow-up due to biological and global condition. 3—Converges at second iteration not retaining urgent
consultations in PC and greater need of follow-up due to socio-familial condition. 4—Valued as change in Pfeiffer
scale between status prior to admission and at hospital discharge. 5—Converges at third iteration not retaining
greater need of follow-up due to socio-familial and global condition.

4. Discussion

The results of this study confirm the initial hypothesis that patients with the greatest
needs of follow-up at hospital discharge do not receive priority follow-up in PC. Despite
the patients with the greatest needs of global follow-up presenting a slight increase in
number of visits and having more in-person consultations with the CN, most follow-up
indicators do not show a positive discriminatory difference in this area.

This study uses ubiquitous classifications and ratings as labels for patients most in need
of follow-up, including one created by the authors. The decision to create this classification
is supported by the absence of a label for patient follow-up need after hospital discharge.
In our study, we have used criteria commonly associated with frailty, covering factors
that influence vulnerability and that are individually linked to worse health outcomes
and higher readmission rates, as indicators of follow-up need [26–28]. This definition
addresses the biological, psychic and socio-family dimensions of health status inherent
in the patient-centred care approach as a paradigm of PC [29,30] and meets the criterion
of ease of use and care utility. One might argue against the spuriousness of combining
patient status indicators to classify them as in need of follow-up when the direct use of
such indicators would be sufficient, but the emergent property of Bertalanffy’s biological
systems [31] conceptually supports it.

Our sample is representative of particularly complex patients given the use of selection
criteria that employ SPICA, as pointed out by García-Hernández [17], so their functional
deterioration is greater than is observed in other studies, where only a third suffered
deterioration [32]. Regarding carers’ characteristics, the majority were found to be women,
in agreement with other studies carried out in Spain [31–34]. Moreover, most carers
were family members, which could be explained by the deeply rooted Spanish tendency
towards family solidarity and the limitation of public resources dedicated to dependency
care [35,36].

The relationship found between complexity and follow-up coincides with recent
studies carried out in Spain, where the most complex patients according to the Kaiser
pyramid accumulated a greater number of visits in PC and showed more frequent visits to
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the GP than to the CN [37], a tendency maintained in this study after hospital discharge.
However, this study found that more complex patients do not receive a visit closer to
discharge, nor are they seen in person more often. Furthermore, their in-person visits to
the GP decrease as their complexity increases.

In the case of patients with access difficulties, home visits are crucial to ensure equity
in the care [38,39]. It is thus surprising that the results showed that, in patients whose
functionality deteriorated, the GP undertook fewer first home visits. However, the opposite
results were derived on the part of the CN. A qualitative study found a series of challenges
to home care performed by nurses, such as difficult instances, economic problems, pro-
fessional barriers, social difficulties, and bureaucratic tension [40]. This result requires an
analysis to identify the specific barriers blocking home visits in our environment.

Regarding the change in instrumental activities, we find that, paradoxically, those
who improve are seen sooner, while it is known that functional deterioration is the main
determinant of morbidity and mortality and of the consumption of health and social
resources after hospital discharge [41–43].

The follow-up indicators of the most needy patients reveal that they are not attended
to as a priority. The lack of differences in post-discharge follow-up points to the absence of
discrimination in the setting of priority of care for the most fragile patients.

Here, the number of GP visits increases whenever the patient is readmitted, in agree-
ment with the results obtained by another Spanish study [27]. Consultation frequency in
general also increases in patients who visit the PC A&E department and who show greater
complexity. The second seems feasible, as a rise in CN consultations was observed with
the increase in the complexity level of the patient. Regarding CN visits, it was found that
patients fulfilling the biological conditions setting priority for follow-up are seen sooner
and encounter more possibilities for in-person consultations. Such evidence could serve in
establishing predictors in the management of consultations and priority of care.

The high number of patients who are not evaluated in person by their GP or CN in the
6 months following discharge is alarming because, through these visits, the evolution of
their health is evaluated, possible complications are detected, and the patient’s environment,
support network, and barriers they face are addressed. Patients in our environment have
associated the lack of in-person visits with a lower quality of care, described as a loss of
effectiveness, and a lack of trust and security in care [44].

Overall, our results point to an inequity in access to health services, a persistent
challenge that goes against the preferential distribution of resources and attention to the
neediest, thus confirming Tudor Hart’s inverse care law [45]. A comparison of this study’s
results with those for other countries is hindered by the considerable differences between
healthcare systems.

Our study presents some important limitations. Firstly, its observational nature is
an issue; however, the needs for post-discharge follow-up arise prior to the follow-up,
so associations have a natural cause–effect temporality. Another limitation is that the
peculiarity of SPICA patients, with greater fragility and subjected to a special coordination
process between levels of care, makes it difficult to extrapolate our results to the general
population, for whom follow-up would reveal even worse indicators. The third limitation
is the exclusion of patients who had died at the time of data collection, as the software
program did not allow access to that information whenever a lack of appropriate post-
hospital discharge follow-up was among the possible causes of death. Although unsolved,
this could only lead to worse results than those obtained.

Among the strengths of this study are its multicentric character, the large volume of
patients included, and the variety of biopsychosocial variables considered. Additionally,
we might note the attention paid to aspects related to family and carers at discharge that
have been insufficiently studied in previous works.

According to our results and considering its limitations, the initial hypothesis that
patients with greater needs of post-hospital discharge follow-up do not receive priority
follow-up in PC cannot be disregarded.
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In conclusion, the results show deficiencies in the care provided to patients in PC
following hospital discharge, particularly in the delay of visits after discharge, the low
presentiality of visits (even lower with increased patient complexity), the number of first
in-person visits to patients with impaired functionality and delays in such visits, and the
lack of priority visits to patients with a greater need of follow-up. Considering these
deficiencies and addressing them would help PC to reach those more in need of it, thus
reducing inequalities and granting fair access to healthcare services in Spain.

Future research is required that considers not only quantitative indicators but also
qualitative aspects and a global perspective of patient care after hospital discharge.
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