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Abstract
Background Studies have shown poor post-discharge implementation of changes made to patients’
medication during admission by the general practitioner.

Objective To assess the feasibility of conducting telephone conferences to deliver information about changes
in older patients’ medications from the hospital to the general practitioners.

Setting Danish routine healthcare setting including patients admitted to departments of Geriatric medicine at
Odense University Hospital and Svendborg Hospital.

Method Telephone conferences between pharmacists, geriatricians, and general practitioners were based on a
review of the patient’s medication therapy during hospital stay. Older polypharmacy patients were eligible for
inclusion.  To explore perspectives on the feasibility of telephone conferences, interviews were conducted with
pharmacists, geriatricians and general practitioners. Interviews were analyzed using systematic text
condensation.

Main outcome measure The proportion of telephone conferences conducted.  

Results A total of 113 patients were included. Medication summaries were sent to the general practitioner for
82 patients (75%), thus eligible for telephone conferences. A total of 40 (49%) telephone conferences were
conducted. The main reasons for conferences not being conducted were general practitioners not wanting to
participate or not returning the calls from the pharmacists. The themes from the qualitative analysis were:
Project operations, the telephone conference and cross-sectorial collaboration.

The participating general practitioners, pharmacists and geriatricians expressed varied bene�t from the
conferences and agreed that telephone conferences were relevant and useful for complex patients.

Conclusion Telephone conferences between geriatricians, general practitioners and pharmacists were only
possible for half of the patients and seemingly mainly relevant for complex patients.

Impact On Practice
• Telephone conferences make it easier to explain reasons and argumentation for changes in medication
made during hospitalization, thus making it easier for the general practitioner to get and maintain an overview
of current medication therapy after discharge.
• Telephone conferences is a possible transitional pathway for better multi-professional dialogue across
primary and secondary care, which enhances the clarity of roles required to improve the quality of medication
therapy and e.g. prevent resumption of inappropriate medication.
• Because participants had experienced the telephone conferences as very time consuming and di�cult to �t
in to the daily clinical setting, telephone conferences should only be prioritized for complex patients. 

Introduction
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The transition from hospital to primary care constitutes a critical phase in older patients’ medication therapy
[1–4] and medication related harm after discharge is common [5]. In order to achieve a coherent and safe
medication therapy in the transfer between primary and secondary care, good communication between health
care providers is considered necessary which, however, at present is thought to be inadequate [6]. Often,
reasons and argumentation for changes in medication made during hospitalization are insu�ciently
described in the discharge summary, making it challenging for the general practitioner (GP) to get and
maintain an overview of current medication therapy [7–9]. This has been suggested to lead to poor
compliance to changes made to the patients’ medication during admission [10,11]. One potential explanation
could be the lack of oral communication between hospital and primary care providers [8,12,13]. To enable
interprofessional collaboration, both primary and secondary care providers should be involved in
implementing medication reviews and organizing their follow-up [14]. Direct communication between hospital
and primary care occurs infrequently [9] and telephone conferences between primary and secondary care
could be a solution to optimize the oral communication and take action on organizing follow-up in order to
implement changes based on medication reviews.

Aim of the study

The aim of this study was to assess the feasibility of conducting telephone conferences between hospital
geriatricians, hospital pharmacists and GPs after discharge of older patients.

Methods

Study design, patients and setting
This study was a feasibility study [15] conducted with patients admitted to one of the two departments of
Geriatric medicine at Odense University Hospital and Svendborg Hospital, Denmark. The study was initially set
up as a controlled study with individual-level randomization, with the control group not receiving a pharmacist
intervention. However, this design was abandoned due to challenges in carrying out the intervention resulting
in too few telephone conferences. As such, only the feasibility of the study is reported in this paper. This is in
line with recommendations for testing complex interventions with a feasibility study before designing a larger
trial [16]. Patients were included if they were admitted to the Geriatric ward at one of the two hospitals, 65
years or older, using �ve or more prescribed drugs on a daily basis (polypharmacy patients), and spoke and
understood Danish. Patients were excluded if they were unable to provide informed consent, e.g. due to
cognitive impairment (dementia, delirium etc.), died during admission, were transferred to another department
or in any other way missed the full intervention at discharge.

Patients were enrolled from February 16th 2018 to November 15th 2018. Demographics, medication status
and residential information as well as activities of daily living assessed by Barthel Index [17] status for all
patients were recorded. The patients received a patient-centered medication history and a medication
reconciliation by a pharmaconomist (comparable to a pharmacy technician, although with an education of
three years) as part of usual care during admission. If the medication history and medication reconciliation
were not performed by a pharmaconomist at the time of admission, a pharmacist conducted the medication
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history and the medication reconciliation before the patient was enrolled in the project. This was done for
approximately half of all patients.

All data were processed in the online-based Research Electronic Data Capture system REDCap [18] via Open
Patient data Explorative Network (OPEN) [19].

Intervention
No pharmacist was involved in the treatment of the patients at the departments before this study. A
structured, patient-centered medication review was conducted by a pharmacist corresponding to the method
used in the OPTIMIST study [20,21]. The drug related problems and suggestions were categorized by the
categories from a national drug related problem database [22,23]. The medication review was conducted after
the patient was admitted, when laboratory data, e.g. kidney function were available, and the primary medical
admission note was written.

After conducting the medication review, the pharmacist wrote a note in the patient’s electronic health record
describing the patient’s current medication and medication changes since hospital admission (Figure 1). This
note speci�ed both dose and strength for new medications, deprescribed medications and changed
medications, respectively, and was updated at patient discharge. The pharmacist checked for discrepancies
between the Shared Medication Record and current medication therapy in the electronic patient record. The
Shared Medication Record is a personal pro�le for the single patient which is integrated in the electronic
medical record and provides full access to current medication, updated by the physician who last treated the
patient [24]. Changes and discrepancies were communicated to the geriatrician responsible for the patient’s
discharge. The medication changes and the patient’s medication status was sent by the pharmacist to the GP
and, if relevant, to the patient’s nursing home or home care along with the discharge letter. If possible, the
pharmacist participated in the patient’s discharge consultation.

Following discharge, the pharmacist arranged a telephone conference, if possible, between the geriatrician, the
pharmacist and the GP, to discuss the patient’s medication changes and hospitalization. The conclusions of
the conference were documented by the pharmacist in the electronic patient record and electronically sent to
the GP.

Outcome
The main outcome was the proportion of telephone conferences conducted out of all patients eligible for
telephone conferences. As a supplement to this quantitative outcome, a qualitative study of the practical and
professional feasibility of the study, based on the attitudes and perspectives among the geriatricians,
pharmacists and GPs, was conducted.

Furthermore, as a process parameter of the feasibility, we evaluated the type of medication changes
suggested by the pharmacist, the acceptance rate of the suggestions, and the medication list evaluated by
number of changes during hospitalization as well as changes in the medication list two weeks after
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discharge. Data for these endpoints were analyzed based on information from the Shared Medication Record
and the electronic patient record.

Qualitative data
The qualitative data of this study is reported according to COREQ [25] (Appendix). For evaluation of attitudes
towards and perspectives on the feasibility of the study, we used a hermeneutic-phenomenological approach,
which explores the perspectives of the participants about the telephone conferences openly and incorporates
preunderstandings of the researchers to interpret the explored experiences [26,27]. First, geriatricians and
pharmacists were invited to participate in separate focus group interviews. An interviewer and a moderator
conducted the interviews and took notes (authors AB and TG). Furthermore, individual telephone interviews
were conducted with GPs. For practical reasons, two participant could not enter the focus group interviews
leading to two face-to-face interviews with a geriatrician and a GP from the project group. A semi-structured
interview guide was developed and used to guide the interviews. The topics of the three interview guides were:
 suitability of the patient group, experience with the intervention, aspects of the interprofesional cooperation
and use of the communication form. All interviews were audiotaped and transcribed verbatim by research
assistants and hereafter double-checked for �delity by TG or AB. The qualitative data were analyzed using
systematic text condensation according to Malterud [28], which includes an overall impression of data to
develop preliminary themes, identifying meaning units and sorting them into codes, condensing the content of
each code, and �nally synthetizing the condensates to describe the identi�ed themes. The coding was
conducted by TG and reviewed by LRN and AB and the analysis of all the interviews was discussed by TG,
LRN and AB as an iterative process. Data analysis was conducted using Nvivo 11 (QSR international,
Doncaster, Victoria, Australia).

Results
A total of 113 patients were included in the study. Baseline characteristics of the included patients are
presented in Table 1. The median age was 83 years (interquartile range, 77-87 years) and 69 (61%) were
women. In total, 16 patients were excluded, of which two patients withdrew their informed consent but agreed
to enter the primary analysis, six patients died during admission, and eight patients were excluded because of
transfer to another department. An additional 15 patients received no intervention at discharge because of
missing pharmacist capacity and were hence not eligible for telephone conferences, resulting in 82 patients
receiving the intervention at discharge (Figure 1). Medication changes and status were sent by the pharmacist
to the GP and nursing home or home care for 82 (75%) patients. A total of 40 out of 82 (49%) telephone
conferences were conducted. All three professional groups; geriatrician, pharmacist and GP, were represented
in 34 of the 40 telephone conferences. The main reason for conferences not being conducted (Figure 1) were
GPs stating that they did not want to participate (n=16) or not returning calls from the pharmacists (n=17).

Timing of the conducted telephone conferences in addition to the time spent delivering the interventions are
displayed in Table 2.
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Medication reviews and medication changes
The clinical pharmacist conducted medication reviews for 110 of the 113 (97%) patients and suggested 136
medication changes (averaging 1.2 changes per patient). The median time spent on conducting a medication
review was 20 minutes. The categorization of changes suggested in the medication reviews is illustrated in
Table 3. The most common category of changes suggested in the medication reviews was ”Choice of drug”
(n=73; 54%).

A total of 80% and 60% of the medication changes were implemented in the Shared Medication Record at
discharge by the hospital doctors and two weeks after discharge by the GP, respectively.    

Attitudes and perspectives among geriatricians, pharmacists
and GPs
Three focus group interviews were arranged, one with six pharmacists and two with two and three
geriatricians from Svendborg and Odense, respectively.  One geriatrician and one GP from the project group
participated in separate face-to face interviews. The interviews lasted between 20 and 75 minutes. Of 22
invited GPs, six GPs participated in telephone interviews, which lasted between 8 and 22 minutes.

The themes that emerged from the interviews were: Project operations, the telephone conference and cross-
sectorial collaboration. Table 4 displays the themes and a selection of quotes from the interviews.

Theme 1: Project operation

The interventions

The geriatricians thought that general practitioners (GPs) could bene�t from the discharge summaries written
by the clinical pharmacists, because they provided a good overview. This was supported by a GP.

The patient group

The geriatricians and clinical pharmacists highlighted that several of the included patients were too
uncomplicated to discuss with the GP. According to them, the most suitable patient group would have been
patients with multi-morbidity, patients with signi�cant medication changes, cognitively impaired patients as
well as the most fragile patients. Additionally, the geriatricians highlighted the importance of including
terminal patients, while the pharmacists suggested the inclusion of patients with repeated admissions or
those receiving certain risk medications.

The GPs highlighted the fact that they would like to have better information provided by the hospital about
patients with multi-morbidity, complex patients, and patients for whom the GP found it di�cult to make a
future plan.

Introduction of clinical pharmacists in the geriatric ward
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The geriatricians emphasized that the pharmacists supported the cooperation in the ward, as they were
available and made sure that the medication process was under control. The geriatricians found that the
clinical pharmacists had pointed out some important medication errors. The geriatricians also thought that
they could bene�t from the clinical pharmacists’ knowledge in the doctors conference when they discuss the
patients’ medication. The geriatricians had been pleased with having the clinical pharmacists in the ward
because it gave them the opportunity to ask the pharmacists about many things.

The geriatricians did not recall that the pharmacists dealt with many of the patients and they acknowledged
that the pharmacists spent a long time arranging telephone conferences. The clinical pharmacists did not feel
that they could show their full potential in the project, because they spent so much time on including patients
and scheduling telephone conferences with GPs, and therefore did not get to perform many medication
reviews.

Theme 2: The telephone conference

Barriers and facilitators

The geriatricians thought that the telephone conferences did not work, because it was too challenging to
make a �xed appointment in a busy workday. The clinical pharmacists stated that it could be di�cult for both
geriatricians and the GPs to �nd the time and resources for the conferences. According to the GPs, the
in�exible appointments meant that they had to take the time off of their patients, and it was not easy to �t in
the daily schedule. According to the geriatricians, it is a barrier that general practice and hospitals are
organized so differently. Geriatricians, pharmacists and GPs expressed surprise about the fact that it was so
di�cult to schedule a phone call.

Time and bene�t

Both geriatricians and pharmacists thought that there was a signi�cant waste of time in relation to the
telephone conferences compared to the bene�t from them, and the geriatricians felt that they were too busy
for the telephone conferences. The geriatricians thought that, where uncomplicated patients were concerned,
it was unnecessary for both geriatrician and pharmacist to participate in the conversation. Both geriatricians
and pharmacists had experienced good telephone conferences, in which the GP expressed to be satis�ed with
the conference, and that they bene�ted from the conference.

Implications for the patient

Overall, the geriatricians felt that the telephone conferences did not have major implications for the patient.
While some conferences might have helped the patient a little, it did not save lives. One geriatrician expressed
that a patient was re-admitted, even though a telephone conference was conducted, because the patient
suffered from other conditions that were not brought up. Sometimes the telephone conference revealed that
the patient had not gone for follow-up, or that they should be referred to the outpatient clinic, but it was not
medication-related. The geriatricians thought that an explanation in a telephone conference could reduce the
risk of medication being resumed without consideration by the GP.
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Theme 3: Cross-sectorial collaboration

Discharge letters and the Shared Medication Record

A GP thought that the hospital, sometimes, disclaimed the responsibility by telling the patient, that they could
consult their GP regarding a problem, where there was not really much they could do. Sometimes the GPs are
unhappy with the fact that patients come to them for prescriptions for which the treatment responsibility lies
with the hospital.

Cross-sectorial telephone communication

The geriatricians thought that the telephone conference could help advance the collaboration, because it was
then clearer that the hospital and general practice worked together. GPs are, as a rule, positive towards
telephone conferences from the hospital, e.g. concerning complex patients. However, there had to be a stated
purpose with the phone call.

Choosing a path of communication across primary and secondary care

GPs thought that it would be easier to communicate via the telephone, if you were to have a discussion,
whereas electronic correspondence messages were particularly useful for speci�c, non-urgent questions that
could be answered relatively easily. According to GPs, it becomes too di�cult to answer clarifying questions
through written communication, because it is easier to understand and �nd answers together by talking.
However, both paths of communication should only be used when it’s relevant, according to GPs.

Discussion
In this study we tested a multifaceted intervention by establishing telephone conferences to hand over
information about changes to geriatric patients’ medication from hospital geriatrician and pharmacist to the
patients’ GP. Our �ndings suggest that this is possible for half the patients eligible for a telephone conference,
although time consuming and di�cult to �t in to daily practice, and that prioritization and selection of the
right patients is important.

From our �ndings we believe that the GPs could bene�t from the discharge summary from the pharmacists
but the gold standard aiming to improve patient handovers from hospital to primary care are multifaceted.

Medication reviews and medication changes
In this study, 110 of 113 (97%) patients received a medication review, which indicates that a medication
review is possible under the given circumstances, and shows that this structured method is feasible. The time
spent on conducting a medication review (median 20 minutes) is a reasonable time frame and in accordance
with the �ndings of a prior study, that reported a mean of 26 minutes [20]. The acceptance rate of 80%, which
is high compared to previous literature [29], implies that the �ndings are clinically relevant.



Page 10/19

Attitudes and perspectives among geriatricians, pharmacists
and GPs
Our �ndings suggest that the different organization of hospital and primary healthcare and coordination
between these is one of the main barriers to implementing cross-sectorial telephone conferences, e.g.
di�culties in scheduling an appointment across the primary and secondary care in a busy workday.
Furthermore, summer vacation was the main reason for the relatively high number of weekdays (median = 9)
between patient discharge and the conducted telephone conferences. Holleck et al. [31] also mention the time
frame of the telephone conferences and GPs’ vacations as challenging, and found that only 39 % of the GPs
in their study wanted an automatic follow-up appointment within two weeks of discharge.

Different organization and procedures across primary and secondary care are di�cult to change, but it is
required, according to our �ndings, in order to establish quick cross-sectorial contact. Phipps et al. report that
there are a number of technical and organizational  challenges to medication management, and that meeting
these challenges involves decision-making, planning and team coordination [32].

The geriatricians in our study believed that the GPs could bene�t from the discharge summary from the
pharmacists because it provided a good overview of the changes made in the patient’s medication. This view
was supported by some GPs. However, the gold standard aiming to improve patient handovers from hospital
to primary care are multifaceted [33]. As an example, a randomized controlled trial assessed the impact of a
‘pharmacist transition coordinator’ on medication management and health outcomes in older adults
undergoing transfer from a hospital to a long-term care facility, reported improved aspects of inappropriate
use of medicines across primary and secondary care [34]. This intervention included medication-management
transfer summaries from hospitals, coordinated medication reviews by accredited community pharmacists,
and case conferences with general practitioners and pharmacists [34]. Another example reported on the use of
a structured medication reconciliation form, in many ways similar to our discharge summary, as an example
of good practice in relation to primary health care providers’ adherence with medication adaptions and
recommendations [35] . This complies with the requests from the GPs for reasons and explanations for
medication changes and recommendations according to the results from a qualitative Danish study [8].

Strengths and limitations
The main strengths of this study are the development of the multifaceted intervention and the mix of
quantitative and qualitative data that supplement each other in order to assess the feasibility of the
intervention and the attitudes and perspectives in relation to it. Another strength of this study is the fact that
all interviews were reviewed and double-checked for �delity by two authors. Finally, the analysis was
performed using an established method for synthesizing qualitative data [28].

The study also has several weaknesses. First, the randomization of the planned RCT was not completed due
to the challenges in providing an adequate amount of telephone conferences. Second, the telephone
interviews were relatively short which could mean that the data generated was not as rich as they could have
been. However, this re�ects very well the busy daily setting of the GPs and is also one the reasons why only
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six of the 22 invited GPs participated in telephone interviews. Another limitation is the fact that patients with
severe dementia and delirium were not represented in our population because of the requirements for
informed consent. Future research should assess whether patients with dementia or cognitive impairment
could bene�t from a telephone conference because of the diminished capability of bringing a message across
primary and secondary care on account of their diagnosis. Unfortunately we did not register how many of the
patients who had a telephone conferences and on behalf of that had changes implemented. This also could
be a topic of future research. As the electronic patient record system is only designed for one-way
communication, it is not ideal for handling complex questions or dialogue, and other communication systems
might have to be developed and tested.

Conclusion
Telephone conferences between geriatricians, GPs and pharmacists were possible for half of the patients. The
geriatricians, pharmacists and GPs agreed that telephone conferences were only relevant and useful when the
patients were complex. Under the given circumstances in the present clinical Danish setting, it was di�cult to
establish a telephone conference between geriatrician, pharmacist and GP due to practical issues, timing and
prioritizing.
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Table 1. Patient characteristics of the 113 patients included at baseline. Patients were recruited in the Geriatric
wards of Odense University Hospital and Svendborg Hospital.
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n=113  n (%)

Men 44 (39)

Women 69 (61)

Age, median (IQR) 83 (77-87)

Number of medications by admission, median (IQR) 11 (8-15)

Number of medications by discharge, median (IQR) 12 (9-16)

Residential status  

   Nursery home/rehabilitation home 9 (8)

  Own home living alone 69 (61)

  Own home with relatives 35 (31)

Medication administration status  

   Self-administrating patients 81 (72)

   Patients with unit dose drug dispensing 7 (6)

   Patients with help from nurse to medication     management 25 (22)

Barthel Index* median (IQR) 48 (36-69)

* Data available for 83 patients

Abbreviation: IQR, interquartile range.

 

Table 2. Timing of telephone conferences and time spent on interventions for the 110 patients in the Geriatric
ward at Odense University Hospital and Svendborg Hospital.

n= 110 Median  (range)

No. of workdays after discharge until telephone conferences where conducted (days) 9 (1-34)

Time spent per medication review (minutes) 20 (5-120)

Time spent per sent correspondence to GP inclucluding preparation (minutes) 20 (5-60)

Time spent per telephone conference including preparation (minutes) 20 (2-90)

 

Table 3. Categorization of changes suggested in the medication reviews for 110 patients in the Geriatric ward
at Odense University Hospital and Svendborg Hospital.
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n= 110 No
(%)

Choice of drug (contraindication, no indication for treatment, interactions, therapeutic duplication,
more optimal choice of drug, preventive treatment is missing, new indication)

73
(54)

Drug formulation (inexpedient choice of drug formulation) 5
(4)

Dose (too high/too low, wrong dosage interval, lack of monitoring) 17
(13)

Duration of treatment (too long/too short) 4
(3)

Administration (time of administration, drug not administrated, wrong drug administrated, drug
abuse, the patient cannot use the drug)

7
(5)

Logistics (the drug is not accessible, mistake in the prescription, mistake in dispensing, medication
reconciliation or SMR/EPR related mistakes)

13
(10)

Patient related (patient forgets to take the medicine, patient stored the medication wrong) 5
(4)

Other 12
(9)

Total 136
(-)

Abbreviations: SMR, Shared Medication Record and EPR, Electronic Patient Record

 

Table 4 Schematic example of the steps in the analysis from meaning units to main themes
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Meaning units Condensation Sub theme Main theme

“But here you had the reasons for it
[medication changes] and […] it was
very clear, as I remember, that it was
stated, something along the lines of
which speci�c changes were done,
while a standard discharge summary
does not necessarily mention which
three medications were changed,
speci�cally. You kind of have to �gure
that out yourself, so it gave a better
overview.” (GP 7)

In the new discharge letter,
there were reasons for
medication changes listed
along with speci�c
medication changes, which
you sometimes have to
�gure out yourself in a
standard discharge
summary, and it provided a
better overview.

The
interventions

 

Project
operation

”It [the challenge] could be with multi-
morbidity, where the patient suffers
from many diseases and sometimes
the question is, like, how much or how
little do you need to follow up on the
different issues […]if we subsequently
receive them [after discharge], we
could end up doing many blood tests
for things that should not have been
checked, and you could say, that you
put down a speci�c plan for, what to
follow up on and what not to, what is
being followed up at the hospital and
what do we have to follow up on” (GP
2)

The relevant patient group
for the project would be the
ones with multi-morbidity
because the question is how
much you need to follow up,
as we can end up doing
many unnecessary blood
tests, so it could be
bene�cial to have a focused
plan.

The patient
group

 

Project
operation

“But we have used you to answer
questions and issues that were
present; it has been nice to have a
lexicon walking around [the ward].”
(Geriatrician 6)

 

We have used you to answer
present questions, and it
was nice to have a lexicon
available at the ward.

 

Introduction of
clinical
pharmacists in
the geriatric
ward

Project
operation

  In my view, the problem is
mainly administrative and
organizational rather than
professional.

Barriers and
facilitators

 

The
telephone
conference

“I think, that [the issues] I spoke with
the GP about, are things that she [the
pharmacist] might as well have talked
with the GP about, there was no
reason for us both to be there.”
(Geriatrician 5)

There was no reason for
both the pharmacist and the
geriatrician to be present at
the consultation with the
general practitioner, the
pharmacist could have had
the consultation alone or I
could.

Time and
bene�t

 

The
telephone
conference

“I think that, maybe, it is of
importance for the medication
therapy if you have a conversation
where you, with words. Explain that
this and this [medication] have been
discontinued for this or that reason.
Then I think that the risk of it [the
medication] being resumed without
consideration would be lower.”
(Geriatrician 1)

I think the risk for
medication to be resumed
without consideration at the
general practitioner is lower
if you have been told which
speci�c medication have
been discontinued and for
what reason.

Implications for
the patient

 

The
telephone
conference
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“And therefore they should align their
medication lists from there [the
hospital] and write the missing
prescriptions, because I do not have
any chance of knowing what has
happened in there [the hospital],
speci�cally if the answer comes a
little later. So there is that, and then
there is the good nurse who says [to
the patient], on their way out, that they
can just go to their general
practitioner and get it �xed, those I
also reject. But I’ve had some [cases]
where I just thought ‘this isn’t good
enough’.” (GP 6)

The hospital should align
their medication lists and
write the missing
prescriptions, because I do
not have any chance of
knowing what has happened
in the hospital, especially if
the discharge letter comes a
little later. There is the good
nurse, who says to the
patient on their way out that
they can just go to their
general practitioner and get
their prescription, but I reject
those.

Discharge
letters and the
Shared
Medication
Record

Cross-
sectorial
collaboration

“Generally, my position is that I am
positive towards this collaboration
around complex patients.” (GP 3)

I am positive towards
collaboration around
complex patients.

Cross-sectorial
telephone
communication

Cross-
sectorial
collaboration

“No, I think, generally, that people are
positive if you contact them, and I
hope that we are as well, when we are
contacted here sometimes. It’s not
something to be used at any time, the
telephone, I mean, neither are
electronic correspondence messages,
unless it’s something you can’t solve
yourself, because we’re all busy. But I
do think that we are good at helping
each other, mostly.” (GP 3)

In general, I think people are
positive if you contact them,
and I hope that we are as
well, when we are contacted
here sometimes. I think that
you should not use the
telephone or electronic
correspondence messages
at any time, unless it is
something that you cannot
solve yourself, because we
are all busy. I think we are
mostly good at helping each
other.

Choosing a
path of
communication
across primary
and secondary
care

 

Cross-
sectorial
collaboration

Figures
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Figure 1

Diagram of intervention and patient �ow for 113 patients in the Geriatric ward at Odense University Hospital
and Svendborg Hospital.

Supplementary Files

This is a list of supplementary �les associated with this preprint. Click to download.

AppendixCOREQ20210309.docx

https://assets.researchsquare.com/files/rs-311274/v1/1dc743e00dff17701cb63c5d.docx

