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Aim: The aim of this studywas to explore elderly patients’ and general practitioners’ (GPs’)

perceptions of communication about polypharmacy, medication safety and approaches for

empowerment. Background: To manage polypharmacy, GPs need to know patients’ real

medication consumption. However, previous research has shown that patients do not

always volunteer all information about their medication regimen, for example, such as the

intake of over-the-counter medication or the alteration or discontinuation of prescribed

medication. Method: A qualitative interview study including patients of at least 65 years

old with polypharmacy (⩾5 medications) and their GPs in a German Primary Healthcare

Centre. The transcripts from the semi-structured interviews (n=6 with patients; n=3 with

GPs) were analysed using a framework analytical approach. Findings: We identified three

themes: differing medication plans: causes?; dialogue concerning medication: whose

responsibility?; supporting patients’ engagement: how? While GPs stated that patients do

not always report or might even conceal information, all patients reported that they could

speak openly about everything with their GPs. In this context, trust might act as a double-

edged sword, as it can promote open communication but also prevent patients from asking

questions. Both GPs and patients could name very few ways in which patients could be

supported to become more informed and active in communication concerning poly-

pharmacy and medication safety. Conclusion: This study shows that patients’ awareness

of the significance of their active role in addressing polypharmacy needs to be increased.

This includes understanding that trusting the doctor does not preclude asking questions or

seeking more information. Thus, interventions which improve patients’ communication

skills and address specific issues of polypharmacy, particularly in elderly patients, should be

designed. GPs might support patients by ‘inviting’ their contribution.
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Introduction

Polypharmacy is often defined as the concurrent
prescription of at least four or five medications

(Johansson et al., 2016) and is associated with a
variety of negative outcomes (Flaherty et al., 2000;
Espino et al., 2006; Kuijpers et al., 2008; Cahir
et al., 2010; Calderón-Larrañaga et al., 2012; Pasina
et al., 2014). Due to a higher prevalence of
morbidity and multimorbidity (Barnett et al., 2012;
Fuchs et al., 2012), elderly patients are more often

Correspondence to: Andrea C. Schöpf, Section of Health
Care Research and Rehabilitation Research, Medical Center,
University of Freiburg, Hugstetter Str. 49, D – 79106 Freiburg,
Germany. Email: andrea.schoepf@uniklinik-freiburg.de

Primary Health Care Research & Development 2018; 19: 355–364 RESEARCHdoi:10.1017/S1463423617000883

© Cambridge University Press 2017

https://doi.org/10.1017/S1463423617000883 Published online by Cambridge University Press

mailto:andrea.schoepf@uniklinik-freiburg.de
https://doi.org/10.1017/S1463423617000883
http://crossmark.crossref.org/dialog/?doi=10.1017/S1463423617000883&domain=pdf
https://doi.org/10.1017/S1463423617000883


affected by polypharmacy and associated negative
events. As patients do not always volunteer
that they take medications not prescribed by a
medical professional, or that they have altered
their medication regimen (Stevenson et al., 2000;
Levine et al., 2009; Moen et al., 2009; Bokhof and
Junius-Walker, 2016), general practitioners (GPs)
can be unaware of patients’ real medication
consumption, which can lead to the overlooking
of the use of potentially inappropriate medications
or medication underuse. Even if potentially inap-
propriate medications are identified, there are
barriers to deprescribing on the part of patients
(Reeve et al., 2013) and prescribers (Anderson
et al., 2014). Nonetheless, while polypharmacy and
its negative effects can be worsened by patient
behaviours (Cantlay et al., 2016), patients can
also contribute to more appropriate medication
therapy. The aim of our exploratory study was
to gain initial insights into the perceptions of
elderly patients and their GPs regarding commu-
nication on polypharmacy and medication safety,
as well as empowerment approaches patients
and GPs identify which might be useful to guide
future research.

Method

Design and participants
We conducted interviews in a comparably large

group practice providing a typical broad range of
primary care services for a rather rural population.
The practice is attended by ~ 950 patients over
65 years of whom about 480 take five or more
medications. A medical assistant, who is a regular
employee of the healthcare centre, approached
eligible patients during a common practice week.
Patients were eligible to participate if they were
65 years or older, prescribed at least five medica-
tions and were physically and cognitively able to
be interviewed. The patients were given an infor-
mation sheet about the study and had time to think
about their participation. Half of the patients
approached agreed to participate and arranged a
special appointment for an interview several days
later. The interviews were held in a calm atmo-
sphere in a remotely situated meeting room within
the practice premises. Patients were informed that
the GPs have no access to the information about
who is participating or the recordings and

transcripts. We asked all four specialist GPs, three
GP trainees and one final-year medical student
working at the time of the interviews in the prac-
tice (excluding one person due to conflicting
interests) to participate in our study and provided
them with an information sheet; four agreed to
take part, matching the existing gender propor-
tions. All participants provided written informed
consent. In total, 10 interviews were conducted,
one of which had to be excluded due to technical
problems. The remaining interviews lasted
between 16min and 40 s and 76min: six with
patients (Table 1), one with a GP, one with a GP
trainee and one with a final-year medical student.
The patients attended their GPs for two to three
chronic medical conditions, such as diabetes, kid-
ney disease, asthma, cardiovascular diseases and
chronic pain. All medical professionals were male,
aged:M= 41.0 (SD= 20.42) and had worked for an
average of 13.8 years (SD= 20.2) as a doctor and
9.3 years (SD= 15.3) as a GP.

Semi-structured interviews
The interviews addressed on the active role of

patients in communication with focus on important
topics associated with polypharmacy and what –
other than the GPs’ behaviour – might help
patients to engage actively during GP appoint-
ments. The semi-structured interview schedule
was designed by the first and last authors. The
schedule consisted of open-ended questions, core
questions and additional questions associated with
the core questions. All interviews were conducted
by the first author, face-to-face (except one inter-
view conducted by telephone). The interviewer
did not know the participants before the inter-
views. The interviews were recorded and tran-
scribed verbatim.

Table 1 Characteristics of patients

n= 6

Age (years) (mean±SD) 75.0± 4.8
Sex (n female/n male) 3/3
Number of medications (mean±SD) 8.2 ± 2.6
Level of education (highest level completed) [% (n)]

Elementary school 66.8 (4)
University entrance diploma or technical

college
16.8 (1)

Other qualification 16.8 (1)
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Analysis
We analysed the data using a framework analy-

tical approach (Ritchie and Spencer, 1994; Gale
et al., 2013; Parkinson et al., 2016). Table 2 shows
how we implemented the five steps described by
Ritchie and Spencer (1994).

Results

We identified three main themes, each of which is
discussed below.

Differing medication plans: causes?
The actual intake of medications can change

between GP visits because of alterations by other
medical specialists, additional self-medications, or
the alteration or discontinuation of medication by
the patient. If these changes are not communicated
clearly during each consultation, the patient’s
medication plan will become inaccurate, severely
affecting medication safety. All GPs stated that not
all patients address changes, or might even conceal
them. In contrast, all patients declared that they
spoke openly with their GPs, although it became
apparent during the interviews that the patients do
not always report all changes. The reasons for this
phenomenon are manifold. The patients reported
that compatible personalities, the friendliness of

the GP and continuous care by the same GP
promote an open discussion. Hindering factors
are, among others, their own personality (as it is
necessary to have courage), fear, pain, forgetful-
ness, embarrassment, lack of trust in the GP, the
perception that side-effects are less important in
old age and no desire for more information. The
reasons that inhibited patients from addressing a
change in their medication plan also depended on
the source of the change (eg, changes by other
specialists were seen as least problematic).

GPs thought that patients, particularly elderly
ones, did not mention over-the-counter (OTCs) or
herbal drugs as they felt uncomfortable revealing
their use. Patients did not tell their GPs about
non-adherence as they considered this an excep-
tion or they felt that they did not need to justify
themselves, forgot, thought the GP was already
aware of it, or did not want to be seen as incom-
pliant. One GP said that patients assumed that
they had to fulfil certain expectations.

I1: And do you have assumptions why
patients…?

GP2: Yes, sometimes they perhaps think they
somehow have to fulfil expectations, which

Table 2 Data analysis process

Familiarisation The first stage entailed getting to know the diversity of the data. The first and second author
listened to and read five of the interviews (three patients and two doctors). They highlighted
interesting sections and noted first ideas and comments next to the text

Identifying a thematic
framework

In this stage a framework was created helping to organise and manage the material. In our
study, the first and second authors created a framework based on insights from the
familiarisation stage and the key topics of the interview schedule (eg, deprescribing), which
contained 16 codes belonging to five categories. The first and second authors applied this
framework independently to another interview, discussed how they applied it and refined the
framework accordingly. This was repeated with another interview. According to Ritchie and
Spencer’s (1994) recommendation, we used a common framework for patients and doctors

Indexing The thematic framework was applied to all transcripts by the second author. All indexed data
were then transferred to an Excel file, with one row per participant and one column per code.
This means that each cell contained all interview data for one participant regarding one code

Charting The data in each cell were abstracted and summarised in the participants’ own words by the
first author and checked by the second author

Mapping and
interpretation

The last step was to interpret the data set as a whole by finding patterns in the data and
connections within and between codes and cases in order to create themes. The first
interpretation was undertaken by the first author, whowrote down an interpretation that was
reviewed by the second author. Then the third and last author reviewed the interpretation,
asking questions and commenting on them

1 Extracts are translated from German and have been slightly
simplified to increase readability.
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they do not want to fulfil because they think
the medication is stupid or – there are different
reasons – or they have the feeling that it
doesn’t help, but they do not want to put a
strain on the doctor-patient relationship,
because they think that it could make the
doctor angry. Although that’s actually not the
case, but I think that many people think that.

Dialogue concerning medication: whose
responsibility?

The main responsibility for the dialogue and
decisions regarding medications is assigned to the
GPs. One explanation is the trust that patients
have in their doctors based on their expected
medical competence and knowledge of the indivi-
dual case. One patient’s comments also reflect the
asymmetry between the doctor and herself as
she is ‘…only the patient and he is the doctor,
the boss’ (P6).

Discussion and preparation of an accurate medi-
cation plan

While one GP explicitly stated that it is the
responsibility of the doctor to undertake a
systematic review of the medication plan of each
patient, several patient comments show that the
plan is not always or sometimes only partly
reviewed. The discussion itself is seen as a conjoint
task, particularly by the patients. The GPs see the
patient as an important source of information, but
the discussion can be hindered by insufficient
patient knowledge concerning their medication.
Moreover, GPs agree that it is often necessary to
actively ask patients about their real medication
intake, as reflected in the following patient
comment:

I: Can you think of anything else that could
help you or other patients address things in the
doctor consultation, particularly if it is about
tablets?

P6: What should I say, say to that? I mean…
he’s always looking it up, he has it in the
computer…but he has never asked whether
I also take it (laughing).

The patients generally stated that they could
openly address these topics and gave examples of
their participation. However, the interviews also

revealed that some patients altered their medica-
tion regimen (eg, by reducing the dosage) without
telling their GPs.

Deprescribing potentially inappropriate medication
GPs see it as their responsibility to check for

potentially inappropriate medications. While
patients and GPs generally have positive attitudes
towards deprescribing, there are also barriers. The
GPs mention legal concerns, as well as lack of time
and guidance. The patients fear that their condi-
tion might worsen and that they take up too much
time of the doctor’s time, or they have concerns as
the medication was prescribed by another specia-
list. Therefore, the GPs think that it is their
responsibility to explain the reasons for depre-
scribing and to motivate the patients.

In our sample, it is usually the GPwho addresses
potentially inappropriate medications. According
to the GPs, if patients ask for a discontinuation,
they are usually young and only use the medication
for a short time. This confirms patients’ comments
that there are no discussions about medications or
their risks and side-effects if they have taken the
medication for a long time. One GP stated that
patients could help if they questioned what they
were taking and then mentioned it in the con-
sultation. However, this type of engagement might
prove problematic for some patients. One patient
who stated that she had a good relationship with
her doctor demonstrated her wish to discontinue a
tablet, but then stated that she had to take the
medication in order to be an obedient patient:

P6: … the [medication] for the thyroid. This
one I would like to leave out. The daughter
has said: ‘Just don’t take them’. Then I said: ‘I
know, I have already taken that for years’.
And leaving them out, I don’t know. I will talk
to the GP, that at least one or two…

I: And do you find it difficult to address that?

P6: No, so he is… open. He is… one can talk
to him. Also with Dr [former GP], we also
talked about this, but that … as I said, that I
have to take. That is the thyroid (laughing).
Then you just take it. As you behave: obedient
and (laughing).

In contrast, another patient stated that he
initiated a discontinuation process twice, an
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experience that strongly differed depending on the
type of medication and the prescriber. While the
first case was straightforward, the other showed
the complexity of the discontinuation processes
and that, even if patients usually communicate
openly, they might not mention all information.
These two processes for the same patient are
illustrated in more detail in Table 3.

Patient knowledge concerning medication
As argued by a doctor:

You trust a patient who can accurately tell
their medications more than one who reads it
from a list and then the list is changed three
times because of a doctor or another doctor or
a nurse … (GP1)

This comment shows the importance of patient
knowledge in the doctor–patient relationship, but
also the significance of discussions concerning the
medication plan. The patients generally thought
that the GPs provided them with sufficient expla-
nations regarding their medications. They differed
regarding the amount and the type of information
they wanted. One patient stated that he asked the
reason for a new medication, while two other
patients said that they would neither question the
GP’s decision nor ask for more information as they
trusted that the doctors would know what they
were doing.

I:When you are discussing the medication, do
you also talk about the side effects or the risks
and benefits of the medications?

P5: I always assume that the medications are
prescribed in such a way that the doctor knows
what he is doing. I assume that he knows about
the effect of the medications and he knows how
the medications interact with each other. That
he knows that. That the deliberation regarding
me already took place in the background. So
I do not ask for that at all.

This shows that trust is a double-edged sword.
Patients say that trust is important for open com-
munication, but as a consequence of trust, they do
not ask for important information.

Supporting patients’ engagement: how?
Both patients and GPs, but especially the latter,

considered the behaviour of GPs important in
supporting patients’ openness, particularly by
asking patients about their medications. When
asked about other ways of empowering patients,
the GPs listed a few possibilities. One GP thought
that a public campaign might motivate patients to
address difficult topics during consultations. The
pharmacy was mentioned as an additional entity
that could motivate patients to contact their GPs
if they had any medication-related problems.
Another GP mentioned that it is important that
patients come prepared to the consultation,
including informing themselves, for example by
reading a reliable journal provided in the waiting
area. Other possibilities were to bring medication
plans, relevant documentation from other
providers and diaries, for example concerning
blood pressure.

Table 3 Two discontinuation processes

First case: medication against high blood pressure
The tablets were prescribed by a doctor on call. After a while, the patient asked his GP whether these tablets were still

necessary. The GP guided the patient in the discontinuation process and the patient was no longer taking them at the
time of the interview
Second case: two strong pain killers
A pain therapist prescribed the patient the first pain killer. After an unsuccessful alternative treatment, the patient did

not return to the therapist but doubled the dosage of the first pain killer. On asking a new orthopaedic specialist for a
reduction, he was provided with a discontinuation plan. A psychiatrist exchanged the first pain killer with another pain
killer, but then the former GP of the patient re-introduced the first pain killer. After a while, the patient reduced the first
pain killer on his own initiative and informed his current GP of this. Another attempt to reduce the dosage even further
was not discussed with his GP. The patient stated that he did not tell the GP as he himself had already had experience of
reducing hismedication and in any case the attemptwas not successful. The patient still wished to reduce one of his pain
killers. To do this, he wanted to return to the psychiatrist because of her more profound knowledge about the right
dosages of pain killers
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While patients found preparation important,
including updating their own medication plans,
none of the patients could initially name any ways
of supporting them to be more active. Patients
thought that notes of questions and information
would prevent them forgetting what should be
discussed and considered that they were more
self-confident when they came to the consultation
on an informed basis. The Internet was seen as an
important source of information.

I: And do you think it is helpful if you have
a bit of information beforehand, before you
go to the doctor?

P3: Yes, yes sure. Yes, then you can talk dif-
ferently. You are better informed then and …
in this respect I find the Internet good again,
where you can inform yourself. (laughing)

This patient also mentioned relatives as an
important means of support. As they are more
used to the Internet, her daughters look up infor-
mation for her. In addition, she discusses her
disease and treatment with her daughters, who
motivate her to go to the doctor and address diffi-
cult topics. The daughters sometimes accompany
her, so they are informed and ask questions.

I: And could you perhaps think about some-
thing to motivate patients to address it anyway
or what could help them?

P3: I just think that the young ones, the chil-
dren or whoever takes care of you, should
influence you. I know that frommy daughters,
who say: ‘Now you are going to the doctor and
also tell him that’ and so on. Perhaps that is
less the case with some people who are totally
alone or so on. So, one sometimes needs a bit
of a push. (laughing)

[…]

I: But you, would you go alone to the doctor
or do you have someone (overlap)?

P3: Yes, that is no. Depending on what it is
about, one of the daughters comes with me.
She will probably talk more than me. Because
one probably talks more openly at home after
all or in my case I forget it again and think:
‘Oh dear! You wanted to say that as well’.

I have to start with making notes. That and
what I want to know.

Discussion

Patient–GP communication is a two-way process,
which is why we included the perspectives of
patients and GPs in our analysis. Although our
sample size is small, the interviews provided
interesting insights regarding the sometimes
diverging perceptions of elderly patients and GPs
of the communication process and about potential
foci for further research. GPs are seen by patients
and GPs as having primary responsibility for the
dialogue and decisions regarding medications, but
the patients have an important role in this process.
While GPs identified problems with patients’
participation, patients’ answers initially implied
that there are no communication problems and
that they perceived the patient–GP communica-
tion regarding medication as very open. However,
due to the qualitative nature of the study, the
narratives of the patients could unfold, and it was
possible to identify potentially problematic
sequences during the course of the interviews. The
patients recounted situations which revealed that
their GPs were not aware of all medication chan-
ges or concerns. Despite patients’ affirmation that
they have a trusting, good relationship with their
GPs, these problems in open communication
might be caused by social desirability, as well as by
an understanding of trust which implies not posing
questions. Thus, while it is important that patients
trust their GPs, this may also militate against
patients’ involvement, for example in decision
making (Blumenthal-Barby, 2017). As in a synth-
esis of qualitative studies on GPs’ and elderly
patients’ perceptions regarding the reduction in
polypharmacy (Bokhof & Junius-Walker, 2016),
the GPs in our study felt that patients tended not to
inform them completely about their actual medi-
cation intake and potential side-effects. The
synthesis also illustrated that patients do not
always inform their GPs of medication changes.
This is in line with the results of Barat et al. (2001),
who revealed a deviation of 22% regarding medi-
cations and 71% regarding doses between what
patients reported and the information collected
from GPs. Our study did not only agree with
previous studies about GPs’ potential ignorance
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regarding the actual consumption but also shed
light on the issue that patients might not be aware
that this ignorance might cause problems. While
this signifies that patients might need support in
engaging more actively, here the main role was
again assigned to the GPs.
Patients and GPs in our study also found it

difficult to name ways of empowering patients to
bemore prepared for and active duringmedication
discussions. While a bigger sample might have
provided more ideas, the problem of naming
empowerment strategies for patients can also be
seen as a reflection of research into patient–phy-
sician communication in general. The majority
of research has focused on physician behaviour,
interventions to improve their communication
skills and guidelines and electronic support tools
for GPs to avoid inappropriate polypharmacy. The
scarcity of interventions to empower patients for
discussions with their doctors might explain why
they did not come to participants’ minds as
empowering strategies. This shows that future
research on communication skills interventions
and their implementation must find creative ways
to reach patients as they might not look for them.
This is particularly important as communication
skills interventions for patients seems a promising
strategy, as reviews and further studies show that
interventions targeting patients’ communication
skills have the potential to influence patients’
communicative behaviour and outcomes (Post
et al., 2002; Rao et al., 2007). Three broad types of
interventions can be distinguished: (a) provision of
materials, such as workbooks, web-based plat-
forms or CDs; (b) a combination of materials and
individual coaching sessions; and (c) group train-
ing (D’Agostino et al., 2017). While it might not be
feasible to conduct coaching sessions or group
trainings in a GP practice, patients could be easily
provided with booklets or access to a web-based
intervention which helps them to prepare for their
visits and engage more actively. For example,
Cegala et al. (2000) compared the effects of a work
booklet sent some days before the appointment
(trained patients) with a brief summary of the
information provided only before the consultation
(informed patients) and a control group on
patients’ active behaviour. These authors found
that trained patients asked more medical questions
and obtained more medically related information
in general and per question than informed or

control patients. While limited, there have also
been some reports of positive results for specific
booklets and pre-visit sessions for elderly patients,
which increased their involvement in primary care
consultations (Wetzels et al., 2007). A specific area
regarding polypharmacy is deprescribing. While
there are few direct-to-consumer interventions,
Tannenbaum et al. (2014) found that elderly
patients receiving a short booklet with information
regarding the risks of benzodiazepine use and
including a self-assessment element led to a higher
discontinuation rate of benzodiazepine use.
During the interviews, participants also ment-

ioned to involving third parties to improve the
communication about medications. One GP men-
tioned the involvement of pharmacies. The action
plan for improving medication therapy safety of the
German Federal Ministry of Health includes an
important role for pharmacists (Bundesministerium
für Gesundheit, 2016). A Cochrane review of out-
patient pharmacists’ non-dispensing roles shows
that most studies confirm that pharmacists can
positively influence themanagement ofmedications
and therapies (Nkansah et al., 2010). The benefits
for patients of pharmacists and GPs cooperating
with each other is not yet clear. For example,
Geurts et al. (2012) reported contradicting study
results, for example regarding hospital (re)admis-
sions. One explanation for the differences might be
the training that pharmacists received.
In our study, participants also mentioned rela-

tives, particularly younger relatives, as support.
The open communication about medications
between elderly patients and GPs might benefit
from the involvement of younger persons. Studies
have shown that younger patients tend to be more
positive about a more equal relationship and
patient participation. In a study by Farin et al.
(2013), compared to older patients, younger
patients showed a higher preference for patient
participation and orientation as well as effective
and open communication. Levinson et al. (2005)
found that the preference for an active role in
medical decision making increases up to 45 years
and declines thereafter. Building on these findings,
future research could address how many elderly
patients with polypharmacy would like younger
relatives involved in the communication process,
how the communication process has changed and
whether there are positive but also negative effects
due to the involvement of a third party.
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Limitations
One limitation of the study is the sample size

and the fact that all the GPs and patients were
from the same practice. Thus, we must be careful
when generalising our results. Studies including
patients from various GP practices in different
catchment areas might provide more solutions in
terms of how patients can be empowered. Ways of
empowering might also be different depending on
gender or between different age categories.
Moreover, all patients had multimorbidity and
were experienced with taking several medications
and consulting their GP. Interviews with patients
who were only just prescribed or started to take
more than four medications recently might have
added another perspective. That said, it should
also be noted that both GPs and patients had
difficulties articulating how they communicated
exactly in certain situations. Talking about
talking can be challenging as we tend not to think
consciously about the communication process.
Therefore, additional tape-recordings of consulta-
tions, or tape-assisted recall, could provide
important additional information.

Conclusions
To take an active role in addressing poly-

pharmacy, patients must be aware of the
significance of their involvement and empowered
to voice issues, including those that are uncom-
fortable. In addition, elderly patients with poly-
pharmacy might benefit from having a better
understanding of why medication needs might
differ in older age and why deprescribing of
medications can be beneficial.

Due to the time restrictions of consultations and
also some patients’ reluctance to speak openly
with their GP, research can support patients by
designing patient interventions. One step is to raise
patients’ awareness of the importance of their
contribution and to increase their communication
skills. Previous communication skills interventions
tend not to be about specific communication
situations related to polypharmacy. Therefore,
studies should investigate whether a combination
of communication skills training and other
interventional components, such as the provision
of information concerning deprescribing, can
increase medication safety. Also, GPs can support
patients by encouraging them to express their

ideas, concerns and expectations (Larsen and
Neighbour, 2014). As patients might not be used to
this, GPs can provide them with medication plans,
prompting patients to note medication changes,
potential side-effects, questions and concerns, thus
highlighting the importance of this information
and reducing the probability that these details will
be forgotten. The invitation to write this informa-
tion down might also contribute to the patient’s
understanding that voicing questions and concerns
is not a sign of a lack of trust.
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