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Purpose: This qualitative study aimed to investigate experiences and perceptions of hospital physicians regarding the discharging
process, focusing on information transfer regarding medications.
Methods: By purposive sampling three focus groups were formed. To facilitate discussions and maintain consistency, a semi-
structured interview guide was used. Discussions were audio recorded and transcribed verbatim. Qualitative content analysis was used
to analyze the anonymized data. A confirmatory analysis concluded that the main findings were supported by data.
Results: Identified obstacles were divided into three categories with two sub-categories each: Infrastructure; IT-systems currently
used are suboptimal and complex. Hospital and primary care use different electronic medical records, complicating matters. The work
organization is not helping with time scarcity and lack of continuity. Distinct routines could help create continuity but are not always in
place, known, and/or followed. Physician: knowledge and education in the systems is not always provided nor prioritized.
Understanding the consequences of not following routines and taking responsibility regarding the medications list is important. Not
everyone has the self-reliance or willingness to do so. Patient/next of kin: For patients to provide information on medications used is
not always easy when hospitalized. Understanding information provided can be hard, especially when medical jargon is used and there
is no one available to provide support. A central theme, “We're only human”, encompasses how physicians do their best despite
difficult conditions.
Conclusion: There are several obstacles in transferring information regarding medications at discharge. Issues regarding infrastruc-
ture are seldom possible for the individual physician to influence. However, several issues raised by the participating physicians are
possible to act upon. In doing so medication errors in care transitions might decrease and information transfer at discharge might
improve.
Keywords: focus groups, medication reconciliation, medication errors, health information exchange, patient discharge summaries,
patient discharge

Introduction
Medication discrepancies and medication errors are common in care transitions, including admission to,1,2 and discharge
from hospital,2,3 as well as transfer between hospital units.4 These discrepancies and medication errors put patients at risk
of adverse events4,5 which may increase the risk of medication-related readmission to hospital.6,7 In 2017, the risk
associated with medication safety in care transitions was globally highlighted when the World Health Organization
(WHO) initiated its third global patient safety challenge; Medication Without Harm, where care transitions featured as
one of three priorities for action.8

On this note, the Swedish National Board of Health and Welfare states the need for medication review among the
elderly as well as medication reconciliation and information transfer of medications and medication changes in care
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transitions.9 The purpose is to ensure fast and accurate updates on drug changes made during a hospital stay as well as
adequate follow-up after discharge.

In southern Sweden, where this study took place, the current regional guidelines state that medication reconciliation
should be performed in all patients upon admission to hospital.10 A discharge summary with a medication report, which
should be comprehensible to a lay person, should be handed to the patient upon discharge.11,12 Its purpose is to inform
patients of events occurring during the hospital stay as well as changes made to medications, why these changes were
made and the plan for follow-up.11 The discharge summary should also be transferred to the next caregiver along with
a medical case history.12 Also included in the discharge summary is a medications list, automatically derived from the
electronic medical record.11 This list should be updated before handing the information to the patient and/or sending it to
the next caregiver.

It has been shown that writing a discharge summary with medication report, according to these guidelines, and
handing it to the patient and next caregiver at discharge can significantly decrease the number of discrepancies between
medications lists after discharge.13 Better still, it has also been shown to decrease health care consumption after transition
from hospital to primary care.5 Unfortunately, studies show that discharge summaries are often inadequately written and
transferred.3,14–16 Even though general practitioners agree that the discharge summary and medication report could be of
great value,15 they tend to distrust the information given, especially the medications list.14,15 Similar experiences have
been reported in other studies.17–19

Understanding what underlies these problems of suboptimal information transfer regarding medications at discharge
could lead to the understanding of how to improve the process. There are some previous studies exploring physicians’
perceptions on the discharging process,17,20–23 however, none including Swedish hospital physicians.

Hence, the aim of this study was to investigate the experiences and perceptions of Swedish hospital physicians
regarding the discharging process. The focus was documentation and information transfer of medications and medication
changes at discharge.

Methods
Qualitative Approach and Research Paradigm
The goal of the study was to understand the physicians’ experiences of the discharging process, rather than to identify the
“true nature” of it. A qualitative design with focus group discussions was used since this is an appropriate method to use
when studying experiences.24 In a focus group people who share similar experiences are gathered and discuss their
feelings, thoughts, and perceptions on these experiences.25 In addition, focus group participants interact with each other,
which can elicit associations and imagination. Thus, the group dynamics contribute to creating stories and adding
richness to the material.24,25 The interaction between participants is facilitated by the moderator and the interview guide
used and the participants’ thoughts and perceptions are collected and further analyzed to describe the phenomenon under
study.25 Qualitative content analysis is suitable for analyzing data from focus groups.24,25

In reporting this study, the Standards for Reporting Qualitative Research (SRQR) were used.26

Researcher Characteristics and Reflexivity
The first author and moderator of the focus group discussions (MG) is a clinical pharmacist with extensive experience in
working towards decreasing medication related harm in a hospital environment. MG had not worked regularly with any
of the participants before the study but had met some of them briefly in the role of clinical pharmacist and/or educator.
MG had no authority over the participants.

Observing the discussions was AB, a general practitioner who has the perspective of the receiving end of information
transferred from the hospital at discharge. AB has extensive experience in qualitative research and has been involved in
several qualitative studies involving focus group discussions and qualitative content analysis. AB had not previously met
any of the participants in the study and had no authority over them.

Reflexivity was maintained throughout the study by the researchers continuously discussing and challenging
established assumptions. In addition, both researchers kept reflective notes throughout the study.
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Context
The study was conducted at two hospitals in a region in southern Sweden. Hospital 1 is a larger emergency hospital
whereas Hospital 2 is a smaller, local hospital.

Electronic Medical Records
The electronic medical records in the regional hospitals are currently separate from those in primary care, which can
complicate information transfer at transitions of care. To complicate matters further, nursing care for the elderly, in their
homes or nursing homes, is provided by the local municipality using yet another electronic medical record. In elderly
patients, especially those in need of home care or living in a nursing home, multi-dose drug dispensing is quite common.
This is a system involving machine-packaging of the medications the patient should take at any particular time of day.
For these patients, all prescriptions are collected in the Pascal system where changes to prescriptions (initiating
medication, changing doses, and discontinuing medication) should also be performed. This system is used by both
hospital and primary care physicians, but it is neither connected to the hospital nor the primary care electronic medical
record, thus further increasing the risk of medication discrepancies in transitions of care.

Physicians
Graduates from medical school in Sweden do not immediately receive a doctor’s license. This is earned through
a supervised internship of 1.5 years during which the intern physicians are stationed at different departments at the
hospital as well as in primary, and psychiatric care. Before starting the internship, it is common to work for some time as
an unlicensed physician. After earning the doctor’s license, physicians can start their specialist training as a resident
physician. The current duration of the specialty training is a minimum of five years.

In this study, resident, and intern physicians (including unlicensed physicians) were selected as participants as they
are the ones mainly involved in the discharging process on the healthcare wards.

Sampling
Three focus groups with 4–6 participants per occasion were planned with a fourth to be held in case data saturation was
not reached after three.

Initially, interns and residents in both surgery and internal medicine were intended to be included in the study.
However, due to the Covid-19 pandemic of 2020, the surgical interns and residents could not attend. Since the focus of
the study was documentation and information transfer regarding medication and medication changes, the research team
decided that physicians from internal medicine were sufficient as participants.

The sampling strategy was purposive aiming at a mix of male and female interns and residents from the two included
hospitals. Resident and intern physicians at the hospitals were informed about the study and invited to participate. The
goal was to form focus groups with participants familiar with each other and comfortable with sharing their experiences
and perceptions. Hence, the first focus group (FG 1) was formed from those interested and available at Hospital 1
whereas a department secretary in Hospital 2 helped with recruiting and scheduling participants to the second and third
groups (FG 2 and 3).

In total 15 physicians, distributed as shown in Table 1, participated in the three focus group discussions. There were
4–6 participants per group. In total 10 female and five male physicians participated.

Table 1 Distribution of Participants in the Focus Group Discussions

Focus Group Hospital No of Participants No of Interns No of Residents

FG 1 1 4 2 male, 2 female
FG 2 2 5 1 male, 2 female 2 female

FG 3 2 6 2 male, 2 female 2 female
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Data Collection
The three focus groups were convened from September through November 2020. The first focus group discussion was
held face-to-face in a meeting room at Hospital 1, which was conveniently located for all participants. Due to Covid-19
restrictions physical meetings were not allowed in late 2020 and the remaining two focus groups were held as digital
conferences. All the discussions were audio recorded.

The first focus group discussion lasted approximately 90 minutes whereas the second and third lasted approximately
60 minutes. A semi-structured interview guide in Swedish was used to facilitate the discussions and to maintain
consistency throughout the focus groups. The guide was based on previous knowledge of problems in the discharging
process and started off with the trigger question:

Studies show that primary care physicians do not always trust the information in the discharge summary, especially the
medications list. What are your perceptions on the discharging process in general and the documentation of medications and
medication changes in particular? What are the obstacles and opportunities as you see it?

The guide included general areas of interest as well as a checklist of specific points and probes to bring up as needed, to
ensure that relevant issues were touched upon. Between discussions, the guide was adjusted according to information
provided by the participants. However, the general areas of interest were maintained throughout the study. Hence, the
development mostly included specifications in the checklist and addition of probes, rather than changes to and/or
additions of questions.

Since no new analytical information had emerged after the third focus group discussion, the researchers MG, AB, and
PM found that the study provided enough information on the subject, hence sampling saturation was reached.

Data Processing and Analysis
Data from the discussions were transcribed verbatim by a neutral professional transcriber. The transcripts were reviewed
by the first author (MG) to ensure that they were accurate and reflected the totality of the discussions, including pauses,
punctuations, and non-verbal data. Anonymized transcribed data was used for data analysis. Only the researchers
involved in analyzing the data (MG, AB, PM, AKE and ÅB) had access to the raw data.

MG and AB met regularly (via video conference and face-to-face meetings) to review, discuss, and come to
a consensus on the material. Through an iterative process of reading, discussing, and rereading the material, preliminary
themes were identified and consensually validated. The material was analyzed in order to identify self-standing meaning
units relating to the aim of the study. The units or segments were coded and organized into categories throughout the
analysis. Furthermore, exemplar quotes illustrating each category were chosen and categories were further explored.
Finally, a theme covering the findings of the study was defined. PM, AKE, and ÅB performed a confirmatory analysis
which concluded that the main findings were supported by data. Reflective notes were maintained to track the team’s
developing thoughts. Examples of the analytical process are shown in Table 2.

Results
The hospital physicians described various obstacles in the course of updating and transferring information on medications
at discharge. These obstacles constituted three categories and six sub-categories as shown in Figure 1. Categories and
sub-categories are described below with representative quotations.

Table 2 Examples of the Analytical Process

Meaning Unit Sub-Category Category

And then it’s just that we do not have the same medical record as primary care, so we do not know why the
patient is prescribed ramipril instead of something else. (FG 1)

IT-systems Infrastructure

You want to do it right when you have the time and possibility, of course, but when the pressure is on, even if we
know that we are supposed to do certain things, deviations increase as the pressure is rising. (FG 1)

Routines and work
organization
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A central theme emerged during analysis. This theme encompasses how physicians do their best despite difficult
conditions. As one physician put it: “I think we need to be humble to the fact that we're only human.” (FG 1)

Infrastructure
IT-Systems
Different Systems
The transfer of a correct medications list at discharge from hospital requires an updated medications list at admission.
Participants reported that the fact that hospital and primary care use different electronic medical records makes
medication reconciliation at admission difficult. Participants expressed frustration at not being able to easily access the
medical records in primary care, or to know if the medications list in the hospital medical record had been updated.

… and then it’s just that we do not have the same medical record as primary care, so we do not know why the patient is
prescribed ramipril instead of something else … (FG 1)

The participants expressed the belief that a common electronic medical record would increase patient safety and decrease
the risk of medication discrepancies in care transitions. This information would then be immediately available to the
primary care physician instead of it being printed, signed, posted and, ultimately, delivered. This procedure can take
weeks, according to the participants’ experience.

In patients with multi-dose drug dispensing, hospital and primary care do, in fact, use the same system (Pascal) for
prescribing which was considered positive by the participants.

The basis that you are in the same system as the colleagues in primary care facilitates tremendously. You instantly see what they
have done, and they instantly see what we have done, and I think this is the main reason why it feels like mistakes are rarer (in
these patients). (FG 1)

Complicated Software and Dysfunctional Hardware
There is, in fact, a national system in which one can access primary care medical records from a hospital computer (and
vice versa). Similarly, there is a national system in which one can find out the prescriptions patients have filled in the last
15 months. Using these systems requires patient consent and a computer that is available and functions. Hence, doing so
was considered complicated and time-consuming by the participants.

Figure 1 Central theme, categories, and sub-categories. Three categories with two subcategories each were identified. A central theme “We’re only human” encompasses
how physicians do their best despite difficult conditions.
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It can be tricky … often you try to log in and it does not work, and you have to start over … and that’s annoying. So, I tend to
only log in if there is really something … I think it would have been used a lot more if the information had been more organized
and readily available. (FG 2)

Physicians expressed hope for future IT-systems to be more accessible and user friendly.

I hope that the goal is to make it as simple as possible. You can incorporate lots of fancy functions but if no one understands
how to use them they will not be used. And that’s not why you become a physician; to be able to use computer systems in
a flexible way. (FG 2)

Work Organization and Routines
Time and Continuity
Medication reconciliation is not limited to finding out what medications the patient is prescribed. It also includes
determining what the patient is actually taking. This requires talking to the patient and systematically going through the
medications list, finding out what medications they are taking and how. In the participants’ experience this takes time,
which is scarce in the emergency room, leading to medication reconciliation being down prioritized.

… it becomes a matter of medical priority. Sometimes there is a larger medical risk for the patient to wait to be admitted than to
state that “I tried to perform a medication reconciliation, but I didn’t have the information needed and I have not been able to
access it, this needs more time, and I don’t have that time”. (FG1)

If medication reconciliation is not completed in the emergency room the ward physician should complete it the next day.
Unfortunately, the participants’ reported that the ward physicians are also under pressure and have a lot of tasks to
perform in a limited amount of time. There is also a lack of physician continuity that complicates things further and
makes the daily tasks even more time consuming.

If you had had continuity things would have gone a lot faster and every patient conversation during rounds would have gone faster
since you would both know that this was discussed yesterday and there is no need to go through it in detail again today. (FG 2)

In some wards clinical pharmacists help with medication reconciliation. To have another professional, with a different
competency and approach, who can thoroughly investigate the patient’s use of medications, was greatly appreciated by
the participating physicians.

Imagine having that help in the emergency room, someone with only that task (to perform medication reconciliation). That
would be great … (FG 1)

One of the major problems identified by the participants was, in fact, that the medications list used during the hospital
stay has discrepancies regarding what the patient was using before admission. Participants expressed concern that this
leaves patients at risk of medication related problems.

The major problem, when I am at the ward discharging a patient, is the information from admission. That’s where you find these
problems with a previously doubled dose of ACE inhibitor and, at admission, we thought we doubled it. But we have actually
just prescribed the same dose as the one they had before admission. (FG 1)

These discrepancies have been there throughout the entire hospital stay leading to further problems at discharge. If this is
the medication the patient has received during the hospital stay, should it be continued or changed at discharge? If
changed it should be evaluated, and the patient would benefit from staying at the hospital for a few more days.
Unfortunately, this is rarely a possibility. Physicians expressed feeling frustrated and crestfallen as they find that there
is no real solution to the problems they face regularly.

There is no ground to build on when you sit there with the patient thinking “you are ready to go home”, no genuine ground to
build on, and that makes me really sad. (FG 1)
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The participants reported that discharge and all that it entails in form of documentation and information transfer is
often rushed. This is mainly due to municipal care demanding patients to be discharged at a certain time or a shortage
of hospital beds. The participants further reported that many other urgent tasks need to be executed in the wards before
lunchtime, leaving them in a position where they must prioritize. They need to choose between taking care of patients
in the ward or thoroughly going through documentation to compose a correct discharge summary and medication
report.

… you want to do it right when you have the time and possibility, of course, but when the pressure is on, even if we know that
we are supposed to do certain things, deviations increase as the pressure is rising. (FG 1)

Documentation and Information Transfer
If medication reconciliation is not completed in the emergency room the admitting physician should make clear to the
physician at the ward that the medications list needs reviewing. The routine is that this should be documented in a special
note, stating if medication reconciliation is completed – yes/no, in the electronic medical record. However, participants
pointed out that this is not always sufficiently done, nor is this note adequately read by the ward physician.

I write yes or no depending on whether I have done it, but my gut feeling is that this note gets lost in the whizz of everything
else and that quite a large proportion of my colleagues do not give a da … ignores it, to rephrase … (FG 1)

Participants further conveyed that since this note is not accurately used many physicians report the need for completing
the medication reconciliation at the ward in the patient assessment note instead, thus hoping that the ward physician reads
it and acts upon it.

To be able to clearly inform patients of changes made to their medications at discharge these changes need to be
adequately documented in the medical record throughout the hospital stay. This is especially important since physician
continuity is scarce in the wards. Participants reported that it is quite common that patients are discharged by a new
attending physician who has never met them. To assemble a discharge information with medication report under those
circumstances takes time, especially without distinct documentation of changes made.

The problem as I see it with documenting in the medical record is that the information is hard to find and even if you find it
there is nothing confirming that this is the only medication adjustment made. (FG 1)

Hence, participants conveyed that they preferred to use the medications list in the electronic medical record as a source of
information when assembling the medication report. Even if this, too, is hard to overview, due to generic changes and
long hospital stays, they considered it to provide a clearer picture of medication changes made than notes in the medical
record itself.

Many times, follow-up after discharge is needed. If this is the case a referral should be sent to the next caregiver.
Unfortunately, participants reported that this is not always sufficiently done, thus risking that the issue is not properly
taken care of. Further, they pointed out that it is not always clear to the discharging physician what should be followed-up
or by whom.

There is no straight definition regarding what should be taken over by primary care and what you should handle yourself, and
the thoughts on this matter differs between colleagues. (FG 1)

Physician
Knowledge and Education
Participants expressed that some of the problems identified regarding documentation and information transfer could be
resolved by improving physicians’ education in the IT-systems used. Such education has been incorporated in the
internship for some time, but participants expressed concern that education is not always provided for unlicensed
physicians, working before their internship. Further, updating knowledge in the IT-systems used is rarely prioritized
for more experienced physicians.
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In my experience senior colleagues do not get the same continuous education in these administrative tasks, as us newly
graduated. Many times, I have experienced that if I am in need of help, with Pascal or adjusting medications, it’s been hard to
get that help from a senior colleague. (FG 3)

Failure to provide education is not the only cause for not learning the IT-systems. Participants expressed that lack of
motivation is another factor. This is often caused by a sense that there are too many technical tasks to handle.

… but others shut that door in their mind and think that this is not part of my job, and it adds up to there being too many
technical tasks to handle … (FG 1)

Further, participants reported that they have experienced a feeling of aversion towards the IT-systems used among fellow
physicians. One participant expressed concern that such aversion towards the IT-systems could decrease the motivation to
learn how to use them properly, thus jeopardizing medication safety.

Understanding and Responsibility
Since physician continuity is not always possible, information continuity in medical records is vital. To achieve
information continuity, it is important that physicians understand the consequences of not following routines concerning
documentation. Hence, insight regarding the situation and routines of the next caregiver was considered important by the
participants. They believed that if the emergency room physicians were familiar with the routines in the ward, they might
be more thorough in going through the medications list before admission. This could decrease the risk of patients
receiving medications that, for example, should not be given under the current circumstances.

It’s important to know that when you activate the medications list you prescribe these medications. It’s not an administrative
task without a purpose, but rather an important part of the patients’ care for the next 24 hours. And I am afraid our opinions
differ on this matter. (FG 1)

Similarly, participants expressed the belief that if the discharging physicians were familiar with the situation and routines
in primary care, their documentation and transfer of information regarding medication changes made and follow-up
needed might improve.

You know who has never set foot in primary care before working in the hospital. They can easily send referrals phrased
“grateful for follow-up”, without a specific question and not including specific information. And that will not be greatly
appreciated! (FG 1)

Participants further claimed that physicians need to take responsibility for the medications list and take charge of it. This
includes terminating prescriptions that are no longer valid as well as clearing out doublets and generics. Further,
indications and instructions about medications should be clarified so that the patients understand them. Making these
adjustments would facilitate for the patient as well as for the next caregiver.

The perspective needs to improve so that every physician feels more responsible for the medications list while the patient is
hospitalized, preferably already at admission. (FG 1)

However, participants reported that this is not always done, especially by insecure, unlicensed physicians and interns who
may not have the self-reliance to make such changes to prescriptions made by others. Further, participants expressed
concerns that these inexperienced physicians may sometimes feel reluctant to ask for help from their attending physician.

As a specialist you do not always think to ask “can you handle prescribing medications in the electronic medical record”
because then you feel obliged to ask “do you know how to dictate, do you know how to … ” and so on. You presume that they
tell you if they do not know, but everyone may not have the courage to do so. (FG 1)

Writing the discharge summary, letting the patient know about changes made to medications and why, was considered
important by the participants. However, they expressed concerns that the information given is often inadequate and that
some physicians are having trouble using everyday language. They feared that this may cause compliance issues in
patients who do not understand why the medications prescribed are important for them to take.
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Sometimes I find that we use too much medical jargon so that the patient does not understand, and, at home, they dismiss the
information and stop taking the medicine … (FG 3)

Patient/Next of Kin
Providing Information
In compiling information on medications, the patient is often the key source. Unfortunately, in the hospital, patients are
not always in a state where they can provide this information in a coherent way. Often, they have low cognitive margins
to begin with but even if this is not the case, they are ill and in a stressful situation. The physicians reported difficulties in
retrieving correct information on medications from patients under such circumstances.

The patient is not quite there cognitively and that goes for the young who are ill as well as the old. They are in shock, have
a fever, feel sick … (FG 1)

Physicians further expressed that, in some cases, the retrieval of a correct medications list is hindered by other factors.
Some patients are so reluctant to disturb the staff that they do not tell, even if they receive the wrong medications. Also,
some patients are unwilling to admit to bad compliance, risking that important medical decisions are based on false
information. Further, according to the participants, some patients simply cannot remember their medications and do not
have a next of kin present to assist.

… sure, we have our task in the beginning of the hospital stay, to reconcile the medications list, but sometimes it’s the patient …
We need to eliminate this as best we can, but I think we need to be humble to the fact that we're only human. (FG 1)

Understanding Information
In the participants’ experience, even if the discharge summary, medication report, and medications list are correct and
informative, the patient does not always understand. Sometimes next of kin can help. However, during the Covid-19
pandemic next of kin were not allowed in the wards, making it harder for the frailer patients.

Before Corona next of kin were sometimes there when I talked to the patient regarding the discharge information, and I think
that’s important. Patients are tired, and they can miss information. (FG 3)

The participating physicians pointed out that even if they try hard to simplify information for the patients there are limits
to what can be done. Even if multiple generic names are listed on the discharge summary and it is clearly stated on new
prescriptions that this medication is to replace another, one cannot control patients’ medication intake after discharge.

It’s a different world out there and prescriptions you fill at the pharmacy can be different from those in the cupboard. That
makes it extra important that they get an updated medications list and understand that this is the list to follow. (FG 1)

Discussion
Several obstacles in transferring information regarding medications at discharge were identified. Issues regarding
infrastructure are seldom possible for the individual physician to influence. However, several issues described in this
qualitative study are possible to act upon. In doing so medication errors in care transitions might decrease and
information transfer at discharge, regarding medications and medication changes, might improve.

There are previous studies investigating physicians’ perceptions on the discharging process,17,20–23 some of which
report results similar to ours. In 2017 Pinelli et al20 identified five primary barriers in a qualitative study including
providers as well as patients. These barriers included system insufficiencies, lack of understanding each other’s roles,
information-communication breakdowns, patient-perspective issues, and poor collaboration processes. Similar barriers
were identified by Manias et al21 in a qualitative study including patients and family members as well as physicians,
nurses, and pharmacists.

Also, in the current study, one of the major obstacles identified was the infrastructure and system insufficiencies. As
reported by Pinelli et al,20 system insufficiencies and obstacles related to infrastructure are often out of the physicians’
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immediate control. These obstacles can be IT-related, such as poor usability, time-consuming data entry, or inability to
exchange health information between electronic medical records.22 They can also be related to routines and work
organization, such as inadequate documentation, time scarcity, lack of continuity, and instructions not being under-
standable to patients.20,21 All these obstacles were also identified by the participants in the current study.

Using different electronic medical records in hospital and primary care was considered a major obstacle by the
participants in this study and similar results have been previously identified.15,23 Discrepancies between medications lists
in the hospital and those in the primary care electronic medical records are common.3,20,21,23 This calls for performing
medication reconciliation at admission to hospital but since time is scarce in the emergency room as well as in the wards,
this is not always prioritized.21 Further, as physician continuity is not always possible, and discharges are often rushed,
medication reconciliation during the hospital stay or at discharge is not always possible either, as stated by the
participants in this study. The fact that discharge, with all that it entails, is often performed by the least experienced
physicians is not helping this matter. Hence, discrepancies are often present throughout the entire hospital stay and
included in the discharge information27 as experienced by the participants in this study. This poses a risk to patient safety
after discharge. Not being able to deliver high-quality care has been previously identified to cause professional
dissatisfaction among physicians.22 Similarly, participants in this study expressed feelings of frustration and resignation
towards their situation.

General practitioners in the region where this study took place have previously expressed distrust in the discharge
summary, especially the medications list.15 They have further reported that their trust would increase if it was stated in
the discharge summary that a clinical pharmacist had been involved in medication reconciliation and review during the
hospital stay.15

Involving clinical pharmacists in medication reconciliation has been previously identified as an appreciated strategy
to improve the discharging process.20,28 Clinical pharmacists are viewed as critical partners to facilitate safe and effective
medication management as well as to decrease medication errors and medication related problems.29,30 Participants in the
current study similarly expressed appreciation towards clinical pharmacists helping with medication reconciliation and
review in the wards. They further wished for expansion of the service presently provided in the included hospitals.

In order to fully reconcile a patient’s medications list, it is important to know what the patient is actually taking.28

Unfortunately, patients are not always well enough to answer questions, not willing to admit to deficient compliance, and
not able to remember medications used.20,21 Seeing that the staff is stressed can also render patients unwilling to initiate
conversation leading to them not telling, even if they have received the wrong medications.21 Next of kin can sometimes
be of assistance but are not always readily available.21 This issue was also reported by participants in the present study.
Involving clinical pharmacists in this process could help as patients are often more prone to admit non-adherence to
someone other than the physician.28

It has been previously shown that patients often have poor recall of discharge instructions.31 Further, patients have
expressed that information given at discharge is often inadequate and hard to understand.17,21,27 This can cause
uncertainty and anxiety as well as compliance issues,17,21,27 a concern similarly reported by participants in the present
study.

Unintentional, as well as intentional, non-adherence is common after discharge.27 To avoid this, improved commu-
nication at discharge is important.27 Again, involving clinical pharmacists could help.16,27,32 In 2016 Daliri et al32

showed that a pharmacist-led transitional care program decreased the amount of medication related problems after
discharge. Apart from medication reconciliation at admission and discharge, the program included clinical pharmacists
informing patients of medications and medication changes at discharge.32

In the present study, participating physicians raised concerns about not being able to influence what patients are
actually taking post discharge. Telephone follow-up or home visits a few days after discharge have been previously
identified as ways to bridge the transition from hospital to home.33 Such follow-up appointments, carried out by
physicians, nurses, or clinical pharmacists, provides a chance to attend to any patient questions regarding medications
or medication changes. This can decrease the risk of adverse events33 and medication related problems.32

It has been previously stated that poor usability of electronic medical records is a prominent source of dissatisfaction
among physicians.22 Similarly, participants in this study expressed concerns that the motivation to learn new systems is
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lacking, especially among the more experienced physicians. Hence, even if the IT-systems in this region improve it is
important that physicians’ attitudes toward them also improve and that they learn to use them as best they can. Education
needs to be prioritized and continuously updated to achieve better use of the IT-systems used.

Similar to the results of Pinelli et al20 participants in this study identified lack of routines and ineffective commu-
nication as obstacles in the discharging process. Routines regarding documentation need to be distinct, known and,
ultimately, followed by all. Further, physicians must be aware of and understand consequences that result from them not
following these routines.

As identified by the participants in this study, not understanding each other’s roles or work situations can lead to
duplication of work or failure to complete pertinent tasks.20 Hence, being able to put yourself in the next caregivers’
shoes and see the next step in the patient’s continuous care is essential if wanting to improve the discharging process.
In doing so information continuity could be improved and the risk of adverse events in transitions of care might
decrease.

Strengths and Weaknesses
We used several techniques to enhance trustworthiness in this study:

Prolonged engagement was applied as we (MG and AB) used a semi-structured interview guide based on previous
knowledge of problems in the discharging process. Using this guide, we asked the participants several distinct questions
regarding topics related to discharge. We also asked follow-up questions and encouraged participants to support their
statements with examples.

Persistent observation was secured as we (MG and AB) initially read and reread the data and analyzed the focus
group discussions independently after which we compared interpretations. If interpretations differed, they were discussed
until the most suitable interpretation was found, which best represented the meaning of the data. We (MG and AB) met
regularly throughout the process of the study and minutes from these meetings were reflected upon as was the
development of the study.

Investigator triangulation was applied by including researchers with differing research backgrounds and data
triangulation was secured as the various datasets that emerged throughout the analysis process, i e, the raw material,
preliminary themes and codes, and reflective notes, were all used for analysis.

Another strength in this study was including participants with recent experience from working with admission and
discharge of patients. With the processes and perceived obstacles fresh in their minds, the participating physicians were
well suited to contribute to a rich material.

The fact that the first focus group consisted of residents only whereas the other two groups included interns as well
could be considered a strength as well as a weakness. The overall sense was that the first focus group resulted in a thicker
material, which could be due to the participants in the first focus group being more experienced. However, it could also
be because the first discussion was conducted face-to-face whereas the second and third focus groups were conducted as
digital conferences. The digital conference environment can be inhibiting but was, unfortunately, a must due to the
Covid-19 pandemic.

Physicians from surgical specialties did not participate in this study which may, perhaps, have influenced the results.
However, since the processes of medication reconciliation and transfer of information in care transitions are the same regardless
of specialty, we believe that the results of this study are transferable to all specialties as well as to similar contexts.

Conclusions
There are several obstacles in the course of transferring information regarding medications at discharge. Issues regarding
infrastructure, such as suboptimal IT-systems, time scarcity, and lack of continuity, are seldom possible for the individual
physician to influence. However, several issues raised by the physicians participating in this qualitative study are possible
to act upon. Establishing routines and making sure they are known and followed by all could, possibly, help improve
information continuity. Further, providing, and prioritizing education in IT-systems used and making sure physicians take
responsibility for the medications list could, possibly, help decrease medication errors and improve information transfer
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at discharge. Involving clinical pharmacists could be of great value in these activities. Further studies are needed to verify
these hypotheses.

Abbreviation
WHO, World Health Organization.
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data are not publicly available due to privacy or ethical restrictions.
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