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Abstract: The WHO established that medication errors are the most common and preventable errors
and represent an expenditure of 42 billion U.S. dollars annually. The risk of medication errors in-
creases in transitions between levels of care, mainly from hospital care to primary healthcare after
hospital discharge. In this context, communication is a key element in the safety of the medication
reconciliation process. The aim of this paper was to describe the barriers to, and facilitators of, effec-
tive communication during the medication reconciliation process at hospital discharge in people over
65 years of age, from the perspective of primary healthcare professionals. A qualitative descriptive
study was designed, and in-depth interviews were conducted with 21 individuals, of whom 13 were
nurses and 8 were physicians. This study was carried out with healthcare professionals belong-
ing to primary healthcare centres in Huelva (Spain). Following content analysis of the discourses
we identified 19 categories, grouped into three areas: interlevel communication, communication
between primary healthcare professionals, and communication between healthcare professionals
and patients/caregivers. The barriers found mainly relate to the adequacy and use of technological
tools, time available, workload and the level of collaboration of patients/caregivers. Facilitating
elements for communication in medication reconciliation included technologies, such as computer-
ized medical history, protocolization of clinical sessions, the presence of case management nurse and
interdisciplinary teamwork.

Keywords: medication reconciliation; assistance levels; safety communication; medication errors

1. Introduction

The National Coordinating Council for Medication Error Reporting and Prevention
define medication errors as ‘any preventable event that may cause or lead to inappropriate
medication use or patient harm’ (about Medication Errors|NCC MERP). The WHO has
established that, globally, medical errors are the most common and preventable healthcare
miscalculations, and they represent an expenditure of 42 billion U.S. dollars annually [1].
For this reason, halving the number of drug incidents is the goal of the WHO’s third
patient safety challenge [1], as drug safety is an indicator of the quality of care and patient
safety [2,3].

However, only the developed countries are equipped to allocate a substantial budget
to reduce medical errors, because globally, not all countries share equal access to medicines
and healthcare finance [4]. Particularly, in rural and suburban areas of low and middle-
income countries, people are still frequently denied access to even the most fundamental
generic pharmaceuticals. These difficulties are worsened by the lack of evidence-based
resource allocation strategies and unsustainable financing strategies [4,5].

Personal conditions, such as advanced age and the presence of chronic diseases, co-
morbidities and polypharmacy, defined as a situation in which the patient uses five or
more medications at once [6], increase the risk of medical errors [7]. In itself, polypharmacy
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is a criterion of frailty in older adults and a risk factor for mortality and morbidity as it
increases the risk of drug interactions, increases the risk of anticholinergic and sedative bur-
den [8], decreases therapeutic adherence and demands greater use of health resources [7,9].
Numerous studies have also argued that transitions between levels of care are a source
of discrepancies in medication, medical errors and potentially adverse events [10–12], oc-
curring mainly in the transition from hospital care to primary healthcare, after hospital
discharge [10,13–16]. The WHO states that more than 40% of medical errors occur in the
transition from hospital to home [1]. These errors may result from a lack of reconciliation
between the previously prescribed medication and the new one, as well as unintentional
omissions in previous medications, duplications and other errors [11,17,18]. Thus, people
over 65 years of age with chronic disease and patients with polypharmacy who are trans-
ferred from hospital to primary health centre seem to be the most vulnerable to potential
medical errors.

Medication reconciliation is defined as the formal, standardized process of obtaining
the complete list of a patient’s previous medication, comparing it to active prescribing, and
analysing and resolving any discrepancies found [19]. This practice has been proposed as
one of the main strategies to reduce discrepancies and medical errors, as well as to ensure
patient safety, especially after hospital discharge [15]. Successful medication reconciliation
not only prevents medical errors, but also reduces the rate of readmissions and increases
patient safety [10,16,20].

In addition, the patient’s allergies and their previous history of adverse events in
relation to the medication should be included to constitute a multidisciplinary network that
also involves patients and their informal caregivers as well in the process of medication
reconciliation [10,16,20–22].

Previous studies have shown that difficulties in carrying out effective medication
reconciliation are mainly related to collaboration and communication between healthcare
professionals [23]. The system used in the Andalusian Health Service to support the
electronic medical record is Diraya®, which integrates all the health-related information
of the people treated in the health centres, ensuring their availability at the right time and
place whenever required to treat the patients and also ensuring efficient management of
the health system (Diraya|Servicio Andaluz de Salud (juntadeandalucia.es)).

The difficulties in the medication reconciliation process have been related to care
overload and lack of time [3,13,21], lack of training, knowledge and skills of healthcare
professionals [17,21], lack of standardization in the medication reconciliation process [22,24]
and the dissolution of medication reconciliation responsibility among healthcare profes-
sionals due to ambiguity over who should assume responsibility and execute it [17,24].

The main actors in the medication reconciliation process are the patients and/or their
informal caregiver and all the healthcare professionals. In Andalusian Health Service, these
professionals are nurses and physicians of the hospital and of the primary healthcare centres.
During the discharge process in the Andalusian Health Service, the case management
nurses is identified as the link between patients/caregivers, healthcare professionals [25].

Poor multidisciplinary communication with the hospital and fragmented communica-
tion between levels of care lead to chaotic and non-systematic transitions [21,26]. The need
to improve communication between healthcare professionals and patients and their infor-
mal caregivers has been shown to ensure proper medication reconciliation [11,22,27,28].
Taking such facts into account, the WHO has stated that good communication is vital for
successful medication reconciliation, so it proposed to create and implement a specific
communication strategy for it [1].

Therefore, initiatives that aim to improve quality and guarantee the safety of transi-
tional care must address system fragmentation, ensure adequate professional training, and
reduce communication barriers within and between healthcare settings [16,17,21,23,29].
Thus, identifying the factors that influence communication from the perspective of the
healthcare professionals involved, and between professionals and patients/informal care-
givers, so that medication reconciliation is carried out with all the possible safety guarantees,
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is of paramount importance. Thus, the objective of this study was to describe the barriers to,
and the facilitators of, effective communication in the medication reconciliation process at
hospital discharge in people over 65 years of age from the perspective of primary healthcare
professionals.

2. Materials and Method

A descriptive qualitative study, adhering to the COREQ guidelines [30], was designed
to achieve our aims. The dimensions were barriers to, and facilitators of, effective commu-
nication in the medication reconciliation process.

2.1. Setting and Participants

This study was carried out in the city and province of Huelva (Spain), where the
Andalusian Health Service guarantees universal, equitable and free care to the entire
population on two levels: hospital care and primary healthcare [31]. There are two types of
centres that provide primary healthcare: urban centres catering to a population of at least
12,000 inhabitants who reside in the same town; and rural centres, for populations less than
12,000 inhabitants who reside in the same town or nearby [32]. Primary healthcare centres
have a multidisciplinary team of workers, including nurses, case management nurse, social
workers, physicians, and midwives. There are 29 primary healthcare centres in the province
of Huelva; 18 urban (62%) and 11 rural (38%), with 1.07 nurses and 0.8 physicians per
1000 inhabitants (Information by centres|Andalusian Health Service—Junta de Andalucia).

With this setting in mind, we designed an intentional selection strategy to include
physicians and nurses who worked in the urban and rural primary healthcare centres. The
purpose was to select the key participants who had faced medication reconciliation-related
situations in patients over 65 years of age discharged after hospital treatment. Thus, we
proposed a single inclusion criterion: all participants must have had at least two years of
experience in professional healthcare practice.

We explained the aims of this study to the managers of the primary healthcare centres
and asked them to disseminate this information among the groups established so that the
individuals offer their candidature to partake in our study. Those interested in participating
were contacted by telephone by the researchers who, after confirming their willingness to
participate, invited them to an in-depth interview. Applying the snowball technique [33],
new participants were contacted progressively until reaching the information saturation
point [34].

2.2. Data Collection

This was done through individual, face-to-face, and in-depth interviews conducted by
three experienced researchers who applied the following topic script:

Sociodemographic: sex and age.
Work conditions: profession; work centre and area; years of experience; and specific

training in medication reconciliation.
Perceptions of medication reconciliation at hospital discharge in people over 65 years

of age: information received at the time of patient discharge; procedure between patient
discharge and new consultation at primary healthcare; professionals who participated in
the process; and coordination between care levels.

Facilitating and hindering elements of communication in relation to medication rec-
onciliation at discharge: pathways by which they receive information after discharge;
protocols they have/follow for the incorporation of new medication reconciliation infor-
mation; communication technology tools; communication strategies in MR; strengths and
weaknesses of the process; and interaction with patients/informal caregivers.

2.3. Data Analysis

Content analysis of the participants’ discourses was carried out using the Graneheim
and Lundam approach [35]. This analysis technique involves studying the answers of the
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participants until the identification of the units of meaning for their subsequent codification
and categorization into topics that answer the research question [35]. The recordings of the
interviews were visualised and transcribed verbatim. The researchers independently com-
pleted an iterative process to become familiar with the data through successive readings
and re-readings of the speech. They identified the units of meaning related to commu-
nication barriers and difficulties in the medication reconciliation process. The units of
meaning were coded based on their content, and the codes generated were compared,
unified and reduced according to their similarities, and grouped into categories based on
their similarities of content and meaning. The categories were subsequently classified into
three areas of communication that the literature had shown as relevant: interlevel care;
among primary healthcare professionals; and between primary healthcare professionals
and patients/informal caregivers.

This process required several meetings to discuss, agree, rename, unify and reduce
codes and categories by reflective consensus.

Finally, we analyse the interactions between codes through cognitive networks ex-
tracted from the co-occurrence analysis objective criteria for categorization and for estab-
lishing the relationship between categories. This analysis allows to know the absolute
frequency of citations (context units) where the code of rows and columns coincide; and
the coefficient of co-occurrence, that is, the number and link of the citations where they
coincide in relation to the total citations of both codes. In this case, the links in the collective
discourse with those codes whose coefficient of co-occurrence equalled or exceeded 0.1
were considered. On the other hand, the qualitative criterion was valued based on the
emphasis of the content of the citations, that is, two codes were considered linked when
they occurred in a unit of meaning and presented a significant, symbolic or interesting link
with the objectives of the research. For the analysis process, the Atlas.ti program was used.

2.4. Trustworthiness

Trustworthiness was established using Lincoln and Guba trustworthiness criteria [36].
To ensure the credibility, dependability, confirmability, transferability and authenticity of
the data, the following strategies were employed. Two experienced researchers conducted
the interviews. The analysis of the interviews and the coding process were performed
independently by different researchers. Several meetings were held during the codification
and categorization process to agree, unify and limit codes, and to categorise the topics. At
the end of the analysis, the participants were invited to join a discussion group, attended by
six of them, wherein the results of the analysis were announced, after which the informants
expressed their agreement with what was stated, thus ratifying the results of the analysis.

2.5. Ethical Considerations

The study was conducted in compliance with the ethical and legal standards derived
from the Declaration of Helsinki, and was approved by the Andalusian committee for
ethical research in health (ref: PPPCM/21, with date 11 May 2020).

3. Results
3.1. Participants’ Characteristics

A total of 21 individuals participated in this study, 13 nurses (ID: N.1–N.13) and
8 physicians (ID: P.1–P.8). Of them, 62% worked in urban centres (seven nurses and six
physicians) and 38% worked in rural centres (six nurses and two physicians). Additionally,
of the total participants, thirteen were women (ten nurses and three physicians) and
eight were men (three nurses and five physicians). The mean age of the participants was
50.57 years.

The healthcare professionals who participated in this study had an average work
experience of 24.14 years, with the shortest time of 6 years and longest of 38 years. All
participants met the inclusion criterion, having at least two years of experience in primary
healthcare, with the average of working in this sector being 15.59 years.
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3.2. Descriptive Analysis

The analysis of the arguments of the interviewees generated 90 units of meaning,
which were coded into 65 codes, categorized into 19 categories that were reviewed and
grouped into 3 areas referred to in the literature as relevant: interlevel communication
(8 categories); communication between healthcare professionals involved in medication
reconciliation in primary healthcare (4 categories); and communication between healthcare
professionals and patients/informal caregivers (7 categories).

The code cloud (Figure 1) shows the interactions established between the codes result-
ing from the analysis of the data from the interviews carried out. The image reflects the
intensity of the interactions by the thickness and direction of the arrows. The arrows that
have a greater thickness and that in turn have a double arrow at the end, reflect interactions
of greater intensity, that is, more citations that interrelate these two codes. Unlike those that
are thinner and have only a triangle at their end, they reflect a relationship, but of lower
intensity. In addition, the figure presents the type of interaction they have, indicating “is a”,
“is part of”, “is property of”, “is a cause of” and “is associated with” as a reflection of the
relationship between both codes. This relational information, together with the direction
of the arrows and their thickness, reflect greater interaction in the established dimensions
between interlevel care (hospital care and primary healthcare), communication between
healthcare professionals involved in medication reconciliation in primary healthcare centres
(nurses and physicians) and communication between primary healthcare professionals and
the patient/informal caregiver.
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3.2.1. Barriers to, and Facilitators of, Communication in Interlevel Care

First, the barriers and facilitators related to the interlevel care communication sce-
nario in the hospital discharge process are presented. Our analysis yielded ten categories,
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of which six were barriers and four facilitators. Table 1 shows the classified categories
accompanied by their operational definition.

Table 1. Barriers (B) and facilitators (F) of communication in medication reconciliation between levels
of care.

B/F Category Operational Definition

B

Non-existence or ineffectiveness of
communication channels

Refers to the existence and functionality that healthcare professionals find
when communicating

Cross-level collaboration Lack of collaboration on the part of specialists in the hospital field in
medication reconciliation

Lack of relationship with pharmacist
Lack of relationship with pharmacists and valuation of their work in

communication. Element that they contemplate as necessary (that they
refer to as non-existent or absent) but also referred to as facilitator

Non-comprehensive care
Unique care within an area of specialization without attending to other

pathologies or previous treatments, generating problems in
medication reconciliation

Use of the patient/informal caregivers as a
link between levels

Give the patient responsibility for bringing the information relating to
discharge to the healthcare professionals of other levels of care

Chronic multi-pathological patients Difficulty typical of patients who have multiple pathologies, and the
interaction of many and diverse professionals

F

Figure of the case management nurse Case management nurse who serves as liaison between levels. Work of the
nurse as mediator between both care spaces

Technological tools

Professional mailbox Information through these computer communication resources that
informs of, and gives access to, patients and their processes

Diraya Communication tool to know the care processes between levels

Telemedicine Telematic and internal communication at various levels of specialization
for specific consultations of multidisciplinary patients

Barriers

The findings refer to the non-existence or ineffectiveness of communication channels
as the main barrier. Both nurses and physicians report having many difficulties in rec-
onciling the medication of their patients after discharge due to the lack of an effective
relationship between the different levels.

“That is the great evil of our health system. There is no such fluidity that should exist
between the specialist and primary care. It didn’t exist 30 years ago, or 10 years ago, or
today. And I doubt very much that unless things change, it will ever be. You call the
number you have thousands of times and there is no way to talk to the specialist” N.12

“The first thing is to improve interlevel communication, especially between primary and
specialized, to be more fluid, that there is not that great barrier of communication that we
have had; it is true that it is currently somewhat more fluid, although that problems still
exist. If it were achieved, that would allow the patients we are both treating at the same
time, he from his specialty and I from a more integral medicine, to be much better treated
and above all the issue of drug conciliation would be controlled” P.8

Another barrier detected is the lack of collaboration between healthcare professionals
in medication reconciliation process; they report little involvement of the professionals in
the process, often prescribing medication in their treatment field without assessing the rest
of the treatment that the patient receives.

“Sometimes we miss greater collaboration from specialists, we see how most of the time,
after a consultation with the specialist, the patient receives the discharge report without
an explanation to the patient about taking the medication, the dosage, schedules, the
possible interactions with other medications, etc. All that is in our hands, the patient
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comes to his physician with the report so that it is he who interprets it and makes it clear”
P.6

“[. . . ] greater connection between hospital and primary care, especially in communication
between professionals” N.11

Both nursing and physicians identified the lack of a relationship with the pharmacist
as a barrier, resulting in a disconnection between the prescription of medications and their
acquisition by the patient.

“[. . . ] the pharmacist, if he detects something, the tool for precautionary cancellations
is used, but you have to keep in mind that you see that in the mailbox, and if you
have 40 patients and you have to read the mailbox while running about in your job, it
may escape you, so communication between the pharmacist and the physician should be
improved; it is true that there are easier centres for this than others, since some have 13 or
14 physicians and the pharmacist cannot be in contact with everyone, but there should
be some mechanism that would allow us to contact the pharmacist more quickly if they
detect something that we have not detected” P.7

“I also have a lot of contact with pharmacists to put a kind of signal to the mailbox, to try
to link them with something, for example, at the time of the shots, because we put a cup at
breakfast, at noon and at dinner, etc.” N.7

On the other hand, the non-comprehensive care received by patients in hospital care,
considered as a process of fragmentation by medical specialties suffered by patients in their
healthcare, was identified as another communication barrier since it generates difficulties
in achieving a complete medication profile of the patient.

“The fundamental problem I observe is that the physicians at the hospital change the
treatment, but they do not modify the previous treatment, so the patient comes home with
double prescribed treatment and that has to be realized by the primary care physician
when he is going to renew the prescription or something like that” N.11

“I emphasize that if they go to the specialist and come back with two or three new drugs
that are added to those they already took, it is very difficult for the patient to believe that
the physician tells him not to take this or that and listens to him, to trust the primary care
physician. They come from the hospital, from the specialist and that the word is law” P.5

The nurses detected a barrier in relation to the use of patients/caregivers in transferring
information from hospital to primary healthcare centre. This creates difficulties for pri-
mary healthcare professionals when attempting to find the correct medication reconciliation
information, since the patient or family are not experts in the field.

“The truth is that if the patient notifies us, then we find out, and if not, to this day I
cannot know, with the volume of patients I have, if this patient has been discharged or
not. Either the patient contacts us because he needs a cure, or check something, or an
analysis or whatever, or I don’t know about his discharge” N.11

Several participants related this lack of comprehensive care to the patient’s own condi-
tions that make medication even more difficult, as they are chronic multipathological patients.
They referred to this condition as another barrier in the communication process for medica-
tion reconciliation.

“No, neither in those with heart failure, there is no such communication, it is more with
diabetics and hypertensives. COPD is when they come to the centre for some other reason
or they have a crisis, then we do that work in the emergency room and explain to them,
since they do not come to the consultation unless they have a specific problem. Nor does
the physician refer me to a COPD patient, it is very rare” N.2

“It would be interesting if, above all, in the most fragile patients there was a more direct
communication, from physician to physician, but it is true that within the health system
we have, it does not seem insufficient that we learn that they have been discharged” P.1
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Facilitators

A significant facilitating element was found to be the case management nurse. Both
nurses and physicians acknowledge that the advanced practice nurse is key in communica-
tion between levels of care, and that their presence and work is essential for medication
reconciliation.

“Normally the case management nurse at the hospital alerts the case management nurse
at my health centre. Then, she is the one who has to call that person in case she needs
some kind of assistance from nursing, in that case she already communicates it to us”
N.10

“We have a case management nurse, who does exactly that, she is a liaison between the
hospital and the primary healthcare centre” P.3

Communication technology tools, such as the Diraya® computer program and the
healthcare professional’s mailbox, were cited as fundamental elements for communication
between levels that facilitate medication reconciliation. Information on the patient’s dis-
charge, medication prescribed, procedures developed and difficulties encountered, are just
some of the information that can be obtained using these tools.

“There are cases where the liaison nurse tells us that this person has just been discharged.
Apart from that, we have the Professional Mailbox that when opening the DIRAYA we
see people who have entered our quota and who have been discharged from the hospital.
So in certain cases of patients who are followed up at home, in those cases we contact
them and we see it directly, other times they are referred to us by the liaison nurse who is
the one who receives the information directly” N.4

“We have a mailbox where every day we find the discharges, There, I see every day who is
discharged, who enters, who goes through emergencies” P.3

“We have the Professional Mailbox where we receive notifications of admissions and
discharges that occur with respect to our patients. When we open the computer in the
morning, a list appears with the patients who have been admitted, or have gone to the
emergency room or have been discharged. In these cases I try to go into the history of that
patient and see what has happened to him and the medication” P.2

Finally, physicians point to the telemedicine service as a facilitator of communication
between healthcare professionals facilitating medication reconciliation decision-making at
discharge.

“We know that in the hospital there is an email for the communication of information
about complex chronic patients, and about some help, or some information about these
patients you can write it there and after a few days the specialist answers you, but this only
works with internal medicine, the ideal would be to do it with the rest of the specialties,
there are other patients who are not so chronic or so complex, but also sometimes you
have doubts about how to manage them and if you go to the ordinary route of making an
appointment, etc., there is a lot of delay in the diagnosis” P.4

3.2.2. Barriers to, and Facilitators of, Communication among Primary Healthcare Professionals

Communication between primary healthcare nurses and physicians involved in medi-
cation reconciliation is another area addressed in the analysis of the results of this study.
This analysis yielded a total of four categories, two as barriers and two as facilitators
(Table 2).
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Table 2. Barriers to, and facilitators of, communication on medication reconciliation between health-
care professionals of the same level of care.

B/F Categories Operational Definition

B

Non-existence/ignorance or lack of use of a
common standardized system for

medication reconciliation

Non-existence/ignorance or lack of use of common standardized
systems for medication reconciliation. Each healthcare professional

acts differently.

Lack of time for communication between
healthcare professionals

Lack of time for communication between nurse and physician,
and to manage cases of highly complex patients in

medication reconciliation.

F

Protocols
Knowledge and use of action protocols, where the interventions

and the form of action between healthcare professionals involved in
medication reconciliation are unified.

Close relationship/Teamwork
Close relationship between the two healthcare professionals

involved in medication reconciliation. Fluid communication and
strategies aimed at responding to the same problem.

Barriers

The first barrier detected was the non-existence, ignorance or lack of use of a standard-
ized system that regulates and standardizes communication on medication reconciliation
between the healthcare professionals involved. The lack of sharing these procedures cre-
ates biases in communication among healthcare professionals, generating difficulties in
multidisciplinary work for obtaining patient medication reconciliation at discharge.

“I don’t have a standardized system as such. When I make the home visit to perform a
cure or something, I usually take the patient’s medication sheet printed in case they have
any doubts and they can be resolved” N.11

Another element detected as a barrier is the lack of time for communication between
nurse and physician, in terms of failing to find those spaces in which to comment on the
situation of patients whose care they share, as well as to share information on difficulties,
strategies or decision-making.

“I have my own nurse and we form a team. We would have liked to have had a little more
communication, we would have liked to have a few days a week to talk and have feedback
on patients. Talk not only about treatments, but also about the evolution of wounds.
Unfortunately it has not been possible and with the arrival of COVID well, less, so now
when my nurse sees anything, he goes through the consultation or I tell him to stop by at
the last minute and we talk more calmly, or we look for a little time” P.1

Facilitators

Elements that facilitate communication on medication reconciliation include the exist-
ence of protocols that unify criteria and forms of action. These protocols are valued as an
element that facilitates communication and intervention in patients in need of medication
reconciliation.

“From here, we get going, we call him by phone, we look at the history and in the report
since we have access to the clinical station of the hospital and we see what has been the
evolution and the problems that have been. We ask him if he needs our help for anything,
since the medication, being new, needs clarification. We do a review, especially with older
patients, by telephone” N.3

The close relationship established between the different healthcare professionals
(nurse and physician) involved in medication reconciliation is identified as a facilitating
element of teamwork and effective communication.

“When we formed, the team the physician who was with me previously, we had good
communication, for example, if he detected a patient with altered blood glucose and
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diagnosed him as diabetic and gave him treatment, he immediately called me and told
me that the patient had been scheduled for the next day. Just as when a diabetic patient
already on time, and it goes wrong, went from oral treatment to insulin, he called me and
passed it on me so that I could explain” N.2

“I get along quite well with my functional unit, the nurse I work with explains perfectly
to patients how they have to take medication, clears all doubts with them, without the
need for them to go through me. On the other hand our relationship is very fluid, we are
talking continuously, we transfer any doubts; sometimes the patient tells one thing to the
nurse and another to me differently, he wants to tell the same thing, but he doesn’t, and
we have to be coordinated to know what to do with him” P.7

3.2.3. Barriers to, and Facilitators of, Communication between Primary Healthcare
Professionals and Patients/Caregivers

The third and final line of argument refers to the barriers and facilitating elements of
communication for medication reconciliation between primary healthcare professionals
with the patient and/or the patient’s informal caregiver. The analysis of these data yielded
seven categories, five barriers and two facilitators (Table 3).

Table 3. Barriers to, and facilitators of, communication on medication reconciliation process between
primary healthcare professionals and patients/informal caregivers.

B/F Categories Operational Definition

B

Geographical distribution of the health centre
(urban or rural)

The number of patients to be treated, according to the
characteristics of the geographical space in which they are treated.

Unstable job conditions of the staff
Lack of contact, knowledge and fluid and effective communication

caused by staff turnover. They do not know the patients and
their circumstances.

Patient is unaware of the need for medication
reconciliation.

The patient in hospital care is not made to participate in the need
for medication reconciliation at discharge.

Informal caregiver characteristics:
knowledge, skill and attitudes

Lack of knowledge and skills of caregivers in the communication
process. It hinders communication and transfer of information from

the healthcare professional to these mediators.

Low sociocultural level Difficulty observed in communication for medication reconciliation
with people of low sociocultural level.

F

Medium/high sociocultural level The medium/high sociocultural level facilitates and improves the
effectiveness of communication for medication reconciliation.

Proximity of the primary healthcare centre to
the home space

Knowledge acquired by the healthcare professional of the patient
and family environment, and knowledge of their communication

channels and intra-family relationship.

Barriers

The barriers detected refer to the environment in which communication with the
patient/informal caregiver takes place. On one hand, the geographical distribution of the
primary healthcare centre is important, as the setting where the care work is performed
influences the possibility of communicating with the patient/caregiver.

“[. . . ] here there are 22,000 inhabitants and there is no communication like that in the
Redondela, for example, which belongs to Isla Cristina and is a small town, and there
is a pharmacy and people know each other better, but in Isla Cristina, which is a rural
environment, the quotas of physicians are for 1700 or so, and then it can be put at the
level of an urban environment” P.8

Unstable job conditions of the staff was identified as a barrier by nurses, since health-
care professionals do not have time to get to know the patients, nor do they have the ability
to follow up, making it difficult for establishing fluid and effective communication.



Healthcare 2023, 11, 1495 11 of 18

“[. . . ] They tell the physician that they have understood and then they come to you, and
it happens that sometimes we have had many changes of physician, few stable staff; the
stable staff were the nurses and they came to us to ask us, since they were in a hurry to
go to the physician they did not know, they had more confidence with you and asked you
their doubts. Then, you realized that they did not understand the things that were being
explained to them” N.8

Some healthcare professionals detected that patients were not informed or aware of
the need for medication reconciliation when they were discharged. Therefore, they con-
sider this to be a barrier in communication.

“[. . . ] I believe that information to patients or relatives should also be improved in some
cases, so that when this patient reaches us, it allows us to achieve a better MR. If you
come with solid information, what I explain to you will be faster and more efficient” P.5

In addition, the knowledge, practical skills and attitudes of the informal care giver
were identified as fundamental for productive communication about MR.

“In other cases, it is the caregiver or the family member who brings the pills, puts them
in front of him, and the patient does not know what is being taken, and when you ask him
they do not know what is being taken of each thing” P.2

On the other hand, the low sociocultural level of patient/informal caregiver, which
is prevalent in certain mainly rural areas, was identified as an element that hinders commu-
nication for medication reconciliation.

“We have a native population of the town that has a slightly lower cultural level, so you
have to use a simpler vocabulary with them, which is more effective” N.3

“Sometimes it’s a question that they do not understand our explanations well, I try
to write them down in a very detailed way, systematically, but sometimes they do not
understand well” P.2

Facilitator

Two facilitating elements were detected. First, patient/informal caregiver with a
medium/high sociocultural level, mainly in urban areas, was seen as a facilitator of com-
munication for medication reconciliation.

“[. . . ] for being a dormitory city, so to speak, for its proximity to Huelva and for being a
residential area of villas and residential areas, we have a younger population and with a
higher cultural level, so communication with them has other characteristics” N.3

The proximity offered by the primary healthcare field with the provision of home
care was detected as the second element that facilitates communication for correct med-
ication reconciliation at hospital discharge, thus favouring the establishment of a direct
relationship.

“When it comes with the report, if they have not reconciled the medication there, when it
comes with the report, we already take the opportunity to do the review and the MR, at
the same address or in the consultation” P.4

This situation promotes a greater degree of trust in the patient and informal caregiver
towards primary healthcare professionals.

4. Discussion

This study describes the perceptions of primary healthcare professionals of the barriers
and facilitating in elements encountered communication during the medication reconcili-
ation process in the Spanish context. To the best of our knowledge, this is the first study
carried out in Spain that identifies the barriers and facilitators of communication for medi-
cation reconciliation from the perspective of primary healthcare professionals. The results
obtained show, along the lines of other studies, that the challenges in communication
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can be interlevel, involving transitions between different levels of care [23,29]; among
healthcare professionals involved in primary healthcare [22,37,38]; and between healthcare
professionals and patients/caregivers [39,40].

Our participants identified communication difficulties with specialized hospital pro-
fessionals as a communication barrier between hospital care and primary healthcare. They
attributed this to the ineffective communication channels and to the difficulties in collabora-
tion between different healthcare professionals. However, they do perceive the existence of
technologies, such as computerized medical records, as a facilitator, although it seems that
even after two decades of its implementation, they are still seen as insufficient mediums
for exchanging information. This feeling is enhanced by the fact that the current tool
(Diraya) appears to have not improved this communication exchange, given its structure
and the display of varied and inexact information based on the healthcare professional’s
profile, which obliges them to look for new and more precise information [13,29,41,42].
This becomes difficult because the healthcare professionals are already overburdened with
work and have little or no time available. Lack of time can also influence the quantity and
quality of the information that healthcare professionals record in medical records [21,22]
which also undoubtedly hinders the proper exchange of such data.

Several authors have pointed out the need to redesign interprofessional work systems
to improve patient follow-up [17] In this sense, and taking into account the statements of
the participants in our study, this redesign could involve improving computerized clinical
histories, and the protocolization of clinical sessions or meetings that can now be carried
out via videoconferences and other telematic media with some ease; this has already been
proven to be useful [17,22,29]. There is no doubt that, for this to happen, it is also necessary
to adjust workloads and include this communication as another care task to be carried out
by healthcare professionals. In any case, it would seem to be necessary to include a person-
centred care model [43], which allows professionals to focus on the person as a whole and
move away from the exclusive focus on their specialty. In fact, different studies have shown
how non-integral HC is also one of the difficulties in medication reconciliation [44,45].

In the Spanish context, computerized medical records are only available to hospital
care and primary healthcare professionals, but not to pharmacists, whose sole function is
to dispense the medication prescribed by physicians of different specialties. Facilitating
community pharmacy staff’s access to medical records and encouraging their participation
in medication reconciliation processes after discharge could enhance communication and
lead to efficient exchange of information; as shown by different studies [46,47], pharmacy
staff could become the mediator between hospital and primary healthcare for medication
reconciliation.

This observation is context-dependent, and cannot be extrapolated to other countries,
particularly the ones with an increasingly aging population and a high prevalence of non-
communicable diseases. Moreover, economically developed countries have the advantage
of having access to substantial pharmaceutical budgets and an efficient public health
system equipped with advanced resources which enables them to respond adequately to
the growing health needs of their population [4,48].

In the context where our study is carried out, we find that it is important to have a
single record of the patient’s medication which must be used correctly, be updated and
accessible to all the healthcare professionals involved, including community pharmacy
professionals [3,42,49]. The use of new technologies can also contribute to improving and
streamlining communication and care effectiveness [50], especially in the case of multi-
pathological older adults with polypharmacy, thereby enhancing patient safety [15,51,52].
In addition, computerized medical record systems would need to include applications or
systems to warn about MR problems. Previous studies have already shown that the lack of
a computerized system that alerts healthcare providers of polypharmacy issues in at-risk
older adults can be a major barrier to medication reconciliation [22].

Another barrier identified by our particpants was the condition of multipathological
and older adults with polypharmacy. Being a patient with polypharmacy and having been
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treated by more than one medical professional makes medication reconciliation difficult [4].
Some authors describe the transition from hospital care to primary healthcare for these
patients as a complex situation which requires establishing protocols prior to discharge and
post-discharge follow-up from hospital [53].

Making the patient or family member the mediator between hospital care and primary
healthcare is another barrier identified by our participants. This situation was not unusual
a few years ago, when there were no computerized medical records and discharge reports
were delivered on paper to the patient/caregiver when leaving the hospital; this enabled
the primary healthcare professional to be informed of the indications for treatment after
hospitalization, when the patient/caregiver would take the report to the physician for
consultation. It is striking that current primary healthcare professionals continue to identify
this situation as a barrier to communication, despite the existence of tools, such as comput-
erized medical records. However, it does seem that this tool is not properly used or does
not have the alert systems that allow primary healthcare professionals to be informed of
discharges and changes in the health of their patients, regardless of whether they come for
their consultation after hospitalization. It is essential to properly inform patients/caregivers
of changes in medication, as some studies show that medication reconciliation improves
when this is done correctly [39]. However, it must be a complementary action, and not the
primary one, to ensure adequate medication reconciliation.

It is noteworthy that all the healthcare professionals participating in our study high-
lighted the case management nurse as a key element for medication reconciliation, which
is in line with other studies [28]. The main function of case management nurses is ensuring
precise coordination and communication between the different levels of care [22]. However,
and despite the benefits for interlevel coordination of the actions of the case management
nurse, the number of such professionals in primary healthcare centres in Spain is insuffi-
cient [54,55]. Therefore, not all older people who are discharged after hospitalization can
benefit from the coordination that the case management nurse can provide.

Regarding the barriers to communication between healthcare professionals of the same
level of care, our interviewees emphasized, as in other studies, the lack of standardized
systems for medication reconciliation, as well as the lack of time [21,22,56]. It therefore
seems necessary to generate standardized protocols and processes for communication
between primary healthcare professionals, and to reduce workloads in consultation to
improve care and free up time for professionals to hold coordination meetings, clinical
sessions and other activities that improve the exchange of information and teamwork. In
fact, teamwork has been identified in our study, and in others [13], as an important facilitator
of medication reconciliation in primary healthcare. Other studies showed that a good
relationship between healthcare professionals is key to the continuity of care for patients,
especially in older adults with polypharmacy and multipathological condition [39,57].

Regarding communication between primary healthcare professionals and patients/
informal caregivers, our participants identified the turnover among healthcare professionals
in their centres as a barrier, since it prevents the professionals from acquiring in-depth
knowledge on the health status of the individuals and families they serve; this observation
coincides with the findings of other studies [58]. Undoubtedly, one of the key elements in
primary healthcare is the continuity of care provided over time, which enables healthcare
professionals to acquire an exhaustive knowledge of the health conditions of the people
they attend to, as well as the changes in them. Therefore, staff turnover is a problem when
it comes to following the medication reconciliation process in a structured way.

Another barrier identified by the study participants was related to the characteristics
of informal caregivers, as most often they lack knowledge on the skills and attitudes
requisite for providing healthcare, as evident from the fact that they sometimes experience
difficulties when participating in the conciliation process [17,41]. In this sense, several
authors have described useful strategies such as informing patients and caregivers about
medications, their training with communication tools and skills or the integration of patients
or caregivers as full members of the care team [15,28,40,59]. Other authors have shown that
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a substantial improvement in the accuracy of information on medication reconciliation at
discharge can be achieved when patients participate in this process [17,44].

The medium/high sociocultural level of the patient/caregiver was identified as a
facilitator in communication with healthcare professionals, as it improves the effectiveness
of the medication reconciliation process. It should be noted that instructions given often do
not adjust to the literacy levels or information needs of the patient, which makes it difficult
to implement changes [17], so, adapting the information could improve communication
between healthcare professionals and patients/caregivers [28,50].

Proximity to the family and awareness of the home environment, with all the elements
that this involves, were highlighted by our participants as facilitators of communication
between the patient, informal caregiver and the primary healthcare professionals, which
coincides with the finding of previous authors [28,60].

Limitations

This study has certain limitations. As the first and the most exploratory phase of
approaching the problem, we decided to focus on medical and nursing professionals since
they are, within the Spanish health system, the main actors in the medication reconciliation
process. However, our study does not include the perspective of patients, informal care-
givers, or other professionals, such as pharmacist. On the other hand, this study represents
a localist reality, influenced by a health system that provides universal, free and equitable
care, as is the case of the Spanish health system. However, it cannot be extrapolated to other
countries that follow different models of health systems or where other professionals, such
as pharmacists, are already a part of the medication reconciliation process. We understand
that future studies focusing on the perception of patients, family and caregivers, as well as
that of other professionals not included in the process, will be important and relevant to
enhance medication reconciliation processes.

5. Conclusions

The primary healthcare professionals surveyed in this study perceived MR difficul-
ties in interlevel communication, between primary healthcare professionals and between
healthcare professionals and patients/caregivers. In general, these difficulties mainly have
to do with the adequacy and use of technological tools, the time available, workload and the
level of patient’s or family member’s collaboration. It is necessary to improve information
technology tools and the quality of computerized medical histories to reduce workloads
in consultation, facilitate teamwork among healthcare professionals and generate proto-
cols and strategies that allow the systematization of medication reconciliation processes
for older adult patients after hospital discharge. This could help reduce medical errors,
particularly in vulnerable population groups, such as older adults, who frequently have
multiple pathologies and require polymedication.

As facilitating elements of communication for medication reconciliation, the partici-
pants highlighted the use of technologies, such as computerized medical histories, and the
protocolization of clinical sessions. New technologies have been proven to improve com-
munication and the effectiveness of care. The participants also emphasized the importance
of the role of the case management nurse as key for medication reconciliation and interdis-
ciplinary teamwork, which allows to develop a model of care centred on the person and not
on exclusive medical specialty of the professionals. A good relationship between healthcare
professionals is needed to improve the continuity of care for patients. In primary healthcare,
awareness of the home environment enables the healthcare professional to create a climate
of trust to ease communication between healthcare professionals and patients/informal
caregivers. Finally, a medium/high sociocultural level in patients/caregivers was seen to
facilitate communication in medication reconciliation.

This study demonstrates the need for coordinated, protocolized, effective and multi-
disciplinary communication among all healthcare professionals involved in the medication
reconciliation process at hospital discharge, accommodating patients, family members and
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caregivers and encouraging their active participation. Only in this way can we ensure
quality of care and guarantee patient safety.

It is striking that the barriers and facilitators identified by the Spanish primary health-
care professionals are similar to those described by other studies carried out in other
countries with very diverse cultural contexts and health systems. It therefore seems that the
professionals’ perceptions of the elements that hinder and facilitate medication reconcilia-
tion are very consistent and independent of the country or healthcare environment in which
they work. It is undoubtedly something that health system managers should take into
account when establishing the necessary measures to improve medication reconciliation.

Finally, we have included the main recommendations to facilitate communication in
the medication reconciliation process, extracting of our findings in the following Box 1.

Box 1. Recommendations to facilitate communication in the medication reconciliation process.

• Develop a common standardized system for medication reconciliation
• Protocolization of clinical sessions
• Include case management nurses in the medication reconciliation process
• Use up-to-date technologies to save time of the physician, nurse, pharmacist involved in the

discharge of patients
• Build collaboration with pharmacists
• Write instructions for patients and caregivers
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