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Abstract
Background: This qualitative study explores General Practitioners’ (GPs) perspectives on solutions to address the
problem of excessive prescription of benzodiazepines (BZDs). Over-prescription of BZDs at a primary health care
settings is a prevalent issue in the region under analysis, but also elsewhere internationally. GPs are the gatekeepers
to these medicines in primary care, but for several subjective, organizational and external reasons, they �nd it di�cult
to change current prescription patterns. Simultaneously, GPs recognize the issue of BZD excessive prescription
practices, and propose possible solutions to invert the trend.

Methods: Qualitative data were collected in seven primary health care centers in an interior and mostly rural region of
Portugal. We conducted 12 semi-structured interviews with GPs. Interviews were audio-recorded, transcribed verbatim
and underwent thematic analysis. The themes were integrated and organized into eight axes for action.

Results: Solutions proposed by GPs focused on organizational aspects, such as human resources, infrastructure and
training (including on withdrawal schemes), alternative approaches, and wider community-based initiatives to
counter societal aspects affecting mental health in the identi�ed region. The themes were integrated and organized
into eight axes for action.

Conclusions: The �ndings provide an assessment of the priorities to change excessive BZDs prescription, as
suggested by the GPs in primary health care settings, and hence re�ecting what they consider to be context speci�c
needs. Both experts and multi-stakeholders bottom-up perspectives should be taken into account when proposing
new policies and local strategies to tackle current excessive BZD prescription, especially considering the failure of
previous strategies to change this well-known public health issue. We consider that our results to be generalizable to
all countries where primary health care plays a central role in care provision.

Trial registration: ClinicalTrials.gov number NCT04925596

Background
During the 1960s and 1970s, after the introduction of the �rst antidepressants and benzodiazepines (BZDs) on the
market, there was a growing feeling in medical spheres that prescribing such kind of medications was a safe,
justi�able and effective way to help patients to cope with the stresses and strains of everyday life. Thus, the medical
profession found itself providing a pharmacological response to psychological problems, a situation with profound
implications for society as a whole [1]. These early practices paved the way for a certain structural, political, as well
as public health disregard for what are the social determinants of mental health [2–4]. This, together with wider
organizational issues regarding mental health care provision, and a lack of human resources in primary health care
units has given rise to what has been called the “psychopharmaceuticalization of human suffering” [5].

In this context, the prescription of BZDs, among other kinds of psychopharmaceuticalization and polypharmacy,
grew dramatically [6]. Despite early beliefs about BZDs being a panacea for mental health issues related to anxiety
and depression, their continuous utilization is today recognized as being strongly associated with several serious
side effects and dependence issues [7]. These include the association of BZDs intake with an increased number of
falls and bone fractures [8–10], and with a higher number of road accidents [9, 11]. They have also been identi�ed as
possibly in�uencing suicide risk [12–14].

BZDs are globally one of the most prescribed psychotropic drugs. They are not only prescribed by mental health
experts, but also, and mostly, by General Practitioners (GPs). In fact, GPs are responsible for the majority of BZDs
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prescriptions, which has become a pressing issue in the management of long-term BZDs intake, both in the context
of the research underlying this article – conducted in Portugal - but also elsewhere [15–17]. Previous research has
shown that BZD prescription by GPs is an ambivalent process [18]. Despite the fact that GPs often refer to the act of
prescribing as a consequence of the quest for patients’ well-being, they still perceive these actions as worrisome -
particularly when considering prescribing restrictions coming from both society and health authorities [19, 20], versus
their own (GPs’) subjective doubts and concerns regarding withdrawal processes [21].

The best way to avoid continuous BZDs use is by cautious prescription and, where possible, by avoiding initial
prescription altogether, limiting the time of intake by the patient, and recommending withdrawal strategies to long-
term users [20].

A large number of interventions using different methodologies have been implemented to change BZDs prescription
patterns, such as minimal educational interventions [22–24], systematic discontinuation interventions [25, 26], audit
and feedback interventions [27], and policy interventions [28, 29]. The results are variable, inconsistent and, when
positive, the effect is frequently lost after a short period of time - shedding light on characteristics seemingly related
to a particular countries’ primary health care settings, but also on broader societal medicine consumption patterns.

Studies have tried to explore the experiences, attitudes and perceptions of GP’s regarding BZDs prescribing patterns
[7, 18, 30], but there is still a gap in the research concerning an in-depth analysis of what GPs are available to do in
order to change the complex behavior implied in BZD prescription. This article explores the solutions suggested by
GPs to reduce BZDs prescription, upon using (or failing to use) a Digital Behavior Change Intervention (DBCI), called
ePrimaPrescribe, focused on BZD prescription and withdrawal strategies. The data for this article are derived from
the qualitative arm of a larger effectiveness-implementation type 1 hybrid study.

We asked GPs to focus on solutions they considered pertinent and feasible for implementation in their daily clinical
practice. This concerned both aspects of GPs’ everyday lives, as well as wider aspects concerning the improved
organization of the health care services, in order to create the ideal conditions for the start of a de�nite change in
BZD prescribing patterns. We argue that bottom-up perspectives should be considered when creating innovative
proposals to solve excessive BZD prescribing patterns within and beyond clinical practice, particularly considering
the failure of previous strategies to change this well-known public health issue.

Research Design And Methods
Methods

We applied a qualitative research approach using semi-structured interviews. This method was chosen due to the
�exibility and depth it offers in exploring individuals’ experiences, perspectives and discourses on particular matters
[31], and due to the potential for articulation with further data, gathered in existing research on the same subject and
in the quantitative arm of this study.

Research design and sampling

We conducted semi-structured interviews with GPs included in a qualitative, intervention arm of a hybrid type 1 study
cluster randomized study, with the aim of evaluating the effectiveness and implementation process of a DBCI –
called ePrimaPrescribe - to change BZD prescription trends. The interview was tripartite: the �rst part of the interview
concerned the facilitators and barriers to changing BZD prescription trends; the second part of the interview
concerned the facilitators and barriers to implementing a DBCI that aimed to contribute to the development of
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innovative medical educational tools; the third and �nal part of this in-depth interview concerned asking participants
to suggest solutions to facilitate their ability to change BZD prescription trends and, secondarily, in a much broader
sense, solutions to improve the management of patients with anxiety and depression (to which these medicines are
often prescribed) in primary health care settings.

We de�ned an initial convenience subject sample for the interviews, balanced for the following characteristics:
having, or not having, speci�c training in mental health; having used, or not having used, the ePrimaPrescribe
educational platform during the intervention implementation phase of the study; and working in different types of
primary health care units. In Portugal, the national health service (NHS) distinguishes two types of primary health
care unit: the default is the ‘personalized care units’ model (UCSP), in which professionals receive a �xed salary; the
second is the ‘family health units’ model (USF), in which health professionals have higher functional and
organizational autonomy and where they might have a mixed payment scheme that includes salary, capitation and
payment for performance [32, 33]. These criteria were chosen considering their in�uence on behavior regarding
implementation of the ePrimaPrescribe educational program and on changing their prescribing patterns.

We carried out 12 interviews until saturation was reached. The interviews were made by the �rst author, in person at
clinical settings and by phone (to comply with Covid-19 restrictions).

Data analysis

Interviews were transcribed verbatim, read and re-read, and analyzed. Segments of text were coded, synthesized and
integrated into categories according to similarities of meaning [34, 35]. Patterns within and across categories were
analyzed and grouped into themes. Both deductive and inductive approaches were employed in the analytical
strategy [34]. Categories and themes were driven by literature concerning the problematic of excessive BZDs
prescription, on interventions to change prescription patterns, and on barriers and facilitators to such changes.
Furthermore, the researchers were aware as new concepts emerged from the data itself and coding continued until
no new concepts emerged from the data. Coding, category-building procedures and thematic analysis were
discussed by the authors until consensus was reached. Data analysis was supported by ATLASti [36]. Participants’
quotes were translated from Portuguese to English and cross-checked for accuracy.

Ethical considerations and informed consent

Before each interview, participants were informed about the purpose of the study, that participation was voluntary
and that they could withdraw at any time for any reason. It was explained that the data would be anonymized and
that the participants could request to have any of their statements deleted from the record. All participants who were
approached con�rmed their willingness to participate and consented to the interviews being audio recorded. When
transcribing the interviews, all names of persons, services, cities and municipalities were exchanged with
anonymized identi�ers.

Results And Solutions Proposed By Gps
We performed 12 semi-structured interviews with GPs. Table 1 presents the characteristics of the participants. Table
2 describes the themes obtained from the content analysis.

GPs were selected from the total of nine primary health care units included in the intervention group of our larger
effectiveness-implementation hybrid type 1 study, according to their active participation in the study, and looking for
a balanced baseline in terms of the previously mentioned characteristics. The sample had 58% of responders
prescribing in USF primary health care unit types, and 42% prescribing in UCSP primary health care unit types. It was
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balanced in terms of previous training in mental health; 58% of respondents were male and 42% female; and 58%
effectively used the platform, as opposed to the 42% who did not use it at all. The mean age was 54 years-old and
the mean number of years of clinical practice was 27.

 
Table 1

GP sociodemographic characteristics
Characteristics of GPs n (% of total)

Type of primary health care unit

_USF

_UCSP

7 (58)

5 (42)

Speci�c training in mental health

_Yes

_No

6 (50)

6 (50)

Gender

_Female

_Male

5 (42)

7(58)

Usage of ePrimaPrescribe

_Yes

_No

7 (58)

5 (42)

Age Mean: 54.25

SD: 14.88

(Min,Max) (30,67)

Years of clinical practice Mean: 26.8

SD: 14.56

(Min,Max) (5,40)

The solutions suggested by GPs pertain to wider issues: human resources, training in mental health, communication
with psychiatry, time management, performance indicators, collaborative and community-based initiatives and
psychotherapy as therapeutic alternatives to BZD prescription.
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Table 2
Description of themes for suggested solutions

Theme Description

Human Resources Hiring GPs, task shifting, psychologists

Psychotherapy Psychotherapeutic approach to mental health issues

Training in mental health Integrated approach in training

Communication with
psychiatry

Communication and articulation with mental health specialists

Time management Time management during consultations

Prioritization of mental health
in GP appointments

Creation of speci�c resources to manage mental illness in primary health care
settings

Implementation of
performance indicators

Implementation of payment for performance to incentive the management of
mental illness in primary health care settings

Collaborative or community-
based initiatives

Public campaigns in the media, more community-based activities, more local
infrastructure

Human Resources

The solutions mentioned by GPs regarding human resources emphasized the need for more health staff, namely
more GPs and nurses. Participants’ perspectives concurred when referring to how this would indirectly lead to a
change in the current BZD prescribing patterns, since prescribing was often seen as the only resource available to
assist patients with psychological suffering.

GPs mentioned that the involvement of nurses and task shifting with this group of professionals would also
probably be a facilitating factor, but anticipated di�culties justi�ed by their belief on nurses’ lack of interest to be
involved in the multidisciplinary management of mentally ill patients.

Additionally, all participants mentioned the need for more psychologists working in primary health care settings, in
articulation with GPs. Some of the respondents’ opinions were critical about the lack of communication between GPs
and psychologists, and they complained that they referred patients to psychologists who were not accepted because
of a lack of capacity.

“At least [referral to] psychology, I try. Now, it’s not easy, because psychology appointments are completely full,
sometimes requests aren’t even accepted. (Interviewee 2, female, 39 years old, 9 years of clinical practice, with
mental health training, prescribing at an UCSP primary health care unit type, used the ePrimaPrescribe DBCI
platform)

Training in mental health

GPs stated recurrently that they needed more training and continuous support to feel con�dent and able to
effectively intervene in mental health, particularly to become more secure to refuse BZD prescription and propose an
alternative non-pharmacological treatment. Regarding the speci�c areas of training GPs require, they suggest more
input regarding alternative approaches to prescribing.



Page 7/14

“…[training] on the pathology would be important, more important than only at the pharmacological level...It’s true
that a brief approach to pharmacology can be important as well, but to focus on the pathology, inclusively focusing
[...] on alternatives...to medication, only...maybe to have training about alternatives and how they can be, hum,
applied, in different cases, that would be important.” (Interviewee 3, female, 64 years old, 38 years of clinical practice,
without mental health training, prescribing at an USF primary health care unit type, used the ePrimaPrescribe DBCI
platform).

Regarding the organizational aspect of providing continuous training implementation to improve the quality of
mental health care, and hence indirectly to change prescribing patterns, GPs suggested, almost unanimously, the
need for this to be compulsory and integrated into clinical time (versus voluntary and taking place on their free time).
A signi�cant number also referred to the need for this training to be regular, managed by a specialized mental health
professional, and focused on practical situations in daily clinical practice. This training would preferably take place
in person, but GPs acknowledged the possibility of online training if introduced/supported by occasional in-person
contact with a specialist and, once again, that it be included in their clinical time.

I think it would be important to have regular training and [laugh] mandatory. Even for us that have already �nished,
that are not interns anymore, and that have no mandatory trainings any longer, I think that would be important.
(Interviewee 3, female, 64 years old, 38 years of clinical practice, without mental health training, prescribing at an
USF primary health care unit type, used the ePrimaPrescribe DBCI platform)

Communication with psychiatry

GPs stated that communication with a psychiatry specialist would allow them to solve situations in the primary
health care units, since it would clarify their questions and help them with more complex clinical cases. One
participant stated that such regular communication would work as continuous medical training. To improve
communication with specialists, GPs suggested the creation of a telephone line or very short regular meetings
speci�cally to share experiences and discuss clinical cases.

To establish such connections, liaisons, between psychiatry and GPs […], if that was in place in a systematized
manner, that would work as continuous training.
(Interviewee 5, male, 67 years old, 40 years of clinical practice, with mental health training, prescribing at an USF
primary health care unit type, used the ePrimaPrescribe DBCI platform)

Time management

The issue of time management was raised very frequently and by the majority of participants. GPs stated that the
current durations scheduled for medical appointments acted as a direct trigger for BZDs prescription. They
suggested that appointments to manage mental health issues should have a longer duration.

“I think that, if I had more time, more time per appointment, we are pressured, hum, a patient every 15 minutes, right?
Well a patient that requires a little bit more conversation, right? That is completely impossible, so, hum, I think that at
this moment the kind of appointment, or approach we take with patients is a little bit ‘aviar bacalhau ao balcão’
[Portuguese expression to denoting a fast and almost mechanical activity]”. (Interviewee 9, male, 66 years old, 37
years of clinical practice, without mental health training, prescribing at an USF primary health care unit type, did not
use the ePrimaPrescribe DBCI platform)

Prioritization of mental health in GP appointments
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Two participants mentioned the possibility of having a speci�c time, or speci�c mental health consultation, such as
exists for perinatal and pediatric care. They recognized, however, the importance of creating a non-stigmatizing
environment, and hence suggested that this speci�c consultation period to be managed by each GP individually,
instead of being scheduled and organized by the primary health care unit.

...having more time for these people. Because, for example, we have diabetes consultation, we have a period to
schedule x diabetics and to see them, we have a consultation for hypertension, I think it would make sense to have
an appointment dedicated to this kind of pathology.
(Interviewee 11, male, 30 years old, 6 years of clinical practice, with mental health training, prescribing at an USF
primary health care unit type, did not use the ePrimaPrescribe DBCI platform)

Implementation of performance indicators

GPs had ambivalent perspectives regarding performance indicators as organizational incentives to change their
BZDs prescribing patterns and to improve the quality of care in general. Although they recognized that implementing
performance indicators might have an immediate effect, they disliked them in general, considering that they are
easily circumventable and that they do, in some way, distort the ultimate purpose of a medical intervention, which
they consider to be the improvement of patients’ health.

“I think things hardly get any more organized by force. I will give you an example. I came across situations where,
because of the benzodiazepines, they [GPs] did not prescribe benzodiazepines in the name of the elderly people
[taking them], they would prescribe them for their son/daughter” (Interviewee 5, male, 67 years old, 40 years of
clinical practice, with mental health training, prescribing at an USF primary health care unit type, used the
ePrimaPrescribe DBCI platform)

Our objective should be to treat our patients well, in any area. Hum, when we mix indicators in that, we are biasing
such objectives.
(Interviewee 7, male, 60 years old, 33 years of clinical practice, with mental health training, prescribing at an UCSP
primary health care unit type, did not use the ePrimaPrescribe DBCI platform)

Collaborative or community-based initiatives

In terms of collaborative or community-based initiatives, GPs recommend fomenting public awareness about mental
health, the perils of BZDs and the destigmatizing mental illness, creating socially-adapted consultations for mental
health (organized either discreetly by the GP, or by the health unit), the training of health staff to provide support in
mental health (task shifting), and more community-based programs and local infrastructure that would enable the
pursuit of therapeutic non-pharmacologic alternatives (exercise, activities, etc.).

Regarding speci�c solutions or interventions, two participants stated that their perspective on awareness campaigns,
using, for example, the distribution of lea�ets in waiting rooms, would fail to have any signi�cant impact

Concerning lea�ets, I don’t think so. People normally read them once and throw them away […]. I don’t know if
communication media could come in somehow, with some counseling, I think mainly television, radio, they could
have that role. Sometimes there are informative programs, pressure programs, that people listen to a lot.
(Interviewee 3, female, 64 years old, 38 years of clinical practice, without mental health training, prescribing at an
USF primary health care unit type, used the ePrimaPrescribe DBCI platform)

Psychotherapy
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As alternative, and preferable, therapies to medication, GPs mentioned psychotherapy (some speci�cally mentioned
cognitive behavior therapy), and community-based initiatives to promote mental health outside clinical sites.

I think psychologists, as I already said, I think it would be important and that it would allow, in many situations, to
take a different approach, and by taking a different approach, the prescriptions would be for smaller amounts of
time. This could even lead to a change in prescription patterns.
(Interviewee 4, male, 63 years old, 37 years of clinical practice, without mental health training, prescribing at an UCSP
primary health care unit type, used the ePrimaPrescribe DBCI platform)

GPs were unanimous when referring to the crucial need to integrate a greater number of psychologists into primary
health care units to allow them to choose other treatment options over prescribing BZDs. Although the need for
articulated care was also mentioned, GPs seemed to recognize the value, or importance of implementing and
integrating community mental health teams into their practice.

Discussion
The present study provides an overview of solutions suggested by GPs to bring about a change in BZD prescribing
patterns. Identi�cation of the most prominent needs and priorities for prescribers was grounded in perceptions
adapted to daily practice in primary health care settings.

The focus of the GP’s discourses about their own prescribing patterns, as well as about BZDs prescribing practices in
general, re�ect ambiguities, but also general patterns regarding the identi�cation of barriers and facilitators that are
crucial for a comprehensive understanding of what is as stake in medical practice and in GPs’ relations with patients
and medicines [3, 37].

Addressing human resources needs, and speci�cally the need to hire more GPs, was considered a crucial issue to
change BZDs prescribing patterns and improve the quality of mental health care in primary health care settings. In
fact, the arguments used by the participant GPs to justify this suggested solution are consistent with other research,
which reports dissatisfaction among GPs with their large patient loads and perceived work overload [2, 15, 38].

The issue of human resources was also mentioned in terms of the need for task shifting and the involvement of
nurses. GPs anticipated di�culties in the articulation with nurses, however, because of a perceived lack of nurse
interest in the management of mental illness. This perception might nevertheless be biased, as suggested by the
results of a systematic review exploring the barriers and facilitators to different stakeholders to de-prescribe BZDs,
where nurses expressed a willingness to be more involved, but reported feeling that their opinion was not considered
or valued, and felt powerless to change a prescription or hesitant to contradict the physician [38]. Thus, despite the
importance of an integrated - interdisciplinary and intersectoral - collaboration, other factors related to organizational
communication between health staff, seem to compromise, to some extent, the effective implementation of wide-
scope mental health therapeutic options and solutions to psychopharmaceuticalization.

The need for more psychologists was highlighted as a priority to change the management of mental health disorders
in primary health care settings. This is in line with the literature [39]. However, this might not be a direct solution to
excessive BZD prescription patterns. Taking the example of England, the access to psychological therapy services
through the NHS program “Improving Access to Psychological Therapies”, is widely available, either through GP
referral or self-referral. However, BZDs utilization in England remains very high and the majority of misuse appears to
be with medication legitimately prescribed by health professionals [40], showing, once again, that there are other
important factors in�uencing BZDs prescription. These include not only prescription patterns but also how lay people
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deal with mental health issues and the possibility of psychopharmaceuticalization as a way ‘out’ of unpleasant
situations or situations of mental and physical suffering [41].

Regarding training in mental health most studies agree with our data, mentioning that there is a general need for
better training of GPs [15]. The suggestion of our GP participants that there be regular compulsory training for GPs,
as exists in other European countries [42], would probably be a more feasible and cost-effective solution than the
implementation of regular meetings between GPs and psychiatry specialists in the short-term.

GPs’ lack of communication with and support from psychiatry specialists is frequently referred to in the literature as
an important barrier to changing BZDs prescribing patterns [43]. Thus, it was predictable that the GP participants
suggested the improvement of communication with psychiatrists. GPs suggested speci�c ways to implement this
solution, such as the creation of a telephone help line for professionals, as opposed to the idea of regular meetings,
which would probably be relatively easy and cost-effective to implement.

The issue of time management was frequently mentioned by the GPs in our study as a signi�cant barrier to
changing prescribing patterns, and in general to managing of mental health issues in primary health care settings.
GPs mentioned the need for more time to dedicate to patients with mental health issues but solving this problem by
increasing the duration of consultations would aggravate the lack of human resources. This reinforces the need for
investment in mental health, and more speci�cally in hiring more health workers for primary health care units [2].

GPs had ambivalent perspectives regarding the implementation of indicators associated with payment for
performance (P4P). Despite the fact that P4P has demonstrated signi�cant effects, such as improving the attention
given to speci�c therapeutic areas associated with these types of incentives, patients with mental health disorders
would probably require a signi�cant amount of care to reach the indicator target (if ever) [44]. Additionally, when
doctors are resource-constrained, a redistribution of care between the patients under P4P inevitably arises, which
might lead GPs to dedicate more time and care to patients with disorders that more easily reach performance targets
[44]. Thus, such solutions would have to be carefully implemented to avoid unintended inequalities in patients’
access to healthcare, and would have to be closely monitored for the maintenance of high ethical standards in
primary care.

GPs considered that solutions integrated in the community would have a signi�cant impact. In fact, the literature
points to the importance of involving different stakeholders to achieve a successful change in prescribing pattern. A
recent publication is in agreement with the suggestions of the participants in our study, mentioning that cooperation
between all stakeholders involved in managing mental health disorders (i.e. GPs and nurses) facilitates successful
changes in BZDs prescribing patterns [38]. In addition, this publication emphasizes that increased communication
and shared decision-making between GPs and patients would optimize medication according to patient’s’
preferences.

Regarding speci�cally community-based solutions, the GPs in our study had more di�culty in mentioning speci�c
solutions, possibly because they had reservations about the impact of interventions such as public awareness
campaigns. However, despite most participant GPs questioning the impact of implementing minimal interventions
with patients, such as lea�et distribution, this type of intervention has been demonstrated to have a signi�cant
impact [45].

Conclusions
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The results of most research dedicated to the implementation of interventions to change BZDs prescribing patterns
are variable and inconsistent, a �nding that is probably related to the particular characteristics of primary health care
settings. We believe our study to be innovative since it responds to a gap in the literature by giving voice to GPs to
suggest the solutions that they consider most feasible and adapted to their clinical daily routines. Despite some of
the solutions maybe being considered very speci�c to the Portuguese primary health care system, the fact that most
of the barriers to prescription change that underlie these proposed solutions agree with the literature, points to the
probable possibility of their generalization. Portugal has an NHS with free coverage of the entire territory. Primary
health care holds a large share of the responsibility for the provision of care and has a gatekeeping function for
hospital care. In this sense, the results of this study can be applied to countries where similar a NHS exists, and
where primary health care has a central role in the provision of care.

The solutions suggested by the participant GPs emphasize the relevance of taking GPs’ perspectives into
consideration when aiming to improve the quality of care. It has been demonstrated elsewhere that the utilization of
models, such as practice based research networks, to investigate complex topics such as healthcare disparities,
prevention, chronic disease management and mental health can be successful [46]. Thus, practice-based research
networks, where groups of primary care practices are devoted not only to the primary care of patients, but also to a
mission to investigate questions related to community-based practice and to improve the quality of primary care,
could have an interesting and signi�cant impact on the research to improve of health outcomes.

The solutions proposed, such as communication with psychiatry, time management, the prioritization of mental
health in GP appointments, and the implementation of performance indicators are mainly organizational. Thus,
despite the bottom-up approach of our research, the implementation of the proposed solutions would also depend on
profound top-down changes, with simultaneous intervention in areas as diverse as human resource management,
collaboration and interdisciplinary training, and would require the commitment of all stakeholders involved in
community mental health disease management, namely nurses, GPs, psychologists, psychiatrists and patients.
Nevertheless, some suggested solutions that might be feasible internally if better communication and time (and
bureaucratic) management strategies are designed, including internal strategies for each primary health care setting,
or for the small coverage areas of these healthcare units.
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