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Abstract
Background  On average, older patients use five or more medications daily. A consequence is an increased risk of 
adverse drug reactions, interactions, or medication errors. Therefore, it is important to understand the challenges 
experienced by the patients, relatives, and healthcare professionals pertinent to the concomitant use of many drugs.

Methods  We conducted a qualitative study using focus group interviews to collect information from patients, 
relatives, and healthcare professionals regarding older patients’ management of prescribed medicine. We interviewed 
seven patients using five or more medications daily, three relatives, three general practitioners, nine nurses from 
different healthcare sectors, one home care assistant, two hospital physicians, and four pharmacists.

Results  The following themes were identified: (1) Unintentional non-adherence, (2) Intentional non-adherence, (3) 
Generic substitution, (4) Medication lists, (5) Timing and medication schedule, (6) Medication reviews and (7) Dose 
dispensing/pill organizers.

Conclusion  Medication is the subject of concern among patients and relatives. They become confused and insecure 
about information from different actors and the package leaflets. Therefore, patients often request a thorough 
medication review to provide an overview, knowledge of possible side effects and interactions, and a clarification 
of the medication’s timing. In addition, patients, relatives and nurses all request an indication of when medicine 
should be taken, including allowable deviations from this timing. Therefore, prescribing physicians should prioritize 
communicating information regarding these matters when prescribing.
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Background
Generally, senior citizens use five or more prescription 
medications daily [1]. While an individual prescription 
solves a problem, the combined medications do not 
always give the expected result [2–7], with some patients 
experiencing severe side effects [8–12]. In addition, poly-
pharmacy increases the risk of drug-drug interactions, 
especially among older patients [13, 14].

Healthcare sector transitions increase the risk of infor-
mation loss, misunderstandings, unclear treatment 
responsibilities, and medication errors [15–17]. Medi-
cation management of the older patient after hospi-
tal discharge is a complex process [18]. The complexity 
depends on the number of medications, frequency and 
length of time medications should be taken, frequency 
of sector changes and the number of health professionals 
involved, the patient’s and occasionally relatives’ cogni-
tive function, as well as the patient’s motivation to take 
the medication [19].

In Denmark, all patient-prescribed medications are 
listed in the “Fælles Medicinkort”, an online Shared Medi-
cation Record (SMR) accessible by patients and health-
care professionals across sectors [20–22].

The patients are central to ensuring correct medica-
tion, as they are often responsible for buying, remember-
ing and taking their medication [23]. One Danish study 
reported that 7.5% of patients aged 70 + years fail to 
redeem the first prescription of a new drug prescribed in 
general practice [24].

Research shows that patients experience medication 
errors, misunderstandings, discontinuity, information 
loss, and other obstacles after sector transitions [15–17, 
25]. Understanding the issues experienced by patients 
and their relatives is crucial for improving adherence. 
However, as medication treatments are initiated and 
monitored by healthcare professionals, including phar-
macists, nurses, and physicians, it is crucial to triangu-
late the experiences to become aware of other relevant 
aspects.

Aim
This study explored the medication challenges that older 
patients treated with five or more drugs met.

Methods
Setting and participants
We performed qualitative semi-structured focus group 
interviews (FGI’s) among patients, relatives, and health-
care professionals to represent experiences from various 
central actors. FGI’s are beneficial in exploring an infor-
mant’s knowledge and perspectives [26]. In addition, we 
chose FGI’s to obtain synergetic effects and encourage 
informants to elaborate on the challenges and practices 
of managing their medication [26–28]. The interview 

guides (translated from Danish) are attached as supple-
mentary file 1.

Interviews
Inclusion was based on consecutive sampling among 
patients admitted to the Emergency Department at Hos-
pital Sønderjylland for ten days in April, May, and June 
2021. In addition, the healthcare professionals were 
included by purposeful sampling inviting specific people 
from the primary and secondary healthcare sectors from 
the same uptake area.

Patients admitted acutely to the emergency depart-
ment were invited to participate if they were 72 years or 
older and managed five or more medications themselves 
or with the help of a relative. The first author identified 
patients that matched the age inclusion criteria and 
excluded patients with known dementia. Then, the last 
author assessed if the patient met the inclusion criteria, 
e.g. examined how many medications the patient took 
daily and contacted the nurse responsible for the patient 
to confirm that the patient matched the inclusion criteria. 
Next, the nurse asked the patient if the first author (THM) 
could contact them regarding the research project. If 
the patients accepted, THM approached them, informed 
them, and invited them to participate. If the patient 
agreed to participate, the interviewer (THM) informed 
them in more detail verbally and in writing about the 
details of the study.

Patients who agreed to participate were invited to par-
ticipate in a focus group interview with other patients at 
a later date. Overall 31 patients were eligible. One patient 
were not invited due to confusion. In addition some 
patients were either discharged or transferred to another 
department before they were contacted. A total of 10 
patients, here of three with a spouse, accepted the invi-
tation to the FGIs. One of these died before the FGI and 
another did not show up. In the FGI with the relatives’ one 
of the patients were too ill to participate while the spouse 
participated.

Hospital staff were invited by an internal email sent 
to the relevant departments. An email was sent to head 
nurses at the departments of geriatric, internal medicine, 
and emergency at Hospital Sønderjylland, asking if they 
could contribute to the study by allowing one of their 
nurses to participate. Consultants from the same depart-
ments were invited directly by email. Hospital and local 
pharmacists were also invited to participate directly by 
mail. Homecare nurses were invited via an email to the 
municipalities in the uptake area. General practitioners 
(GPs) and nurses employed in general practice were 
invited by an email to the general practices familiar to the 
authors and also welcomed other colleagues from the 
uptake area.
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At startup, the informants were informed verbally and 
in writing about the study’s details and asked to sign a 
consent form.

Five FGI were conducted with various healthcare pro-
fessionals, and in FGI E a patient and a relative were also 
included:

 	• FGI A − 2 chief physicians (geriatric and internal 
medicine), 1 hospital nurse (Emergency 
Department), and 1 hospital-employed pharmacist.

 	• FGI B − 5 nurses from general practice.
 	• FGI C − 2 homecare nurses, 1 homecare assistant, 

and 2 pharmacists.
 	• FGI D − 2 GPs.
 	• FGI E − 1 GP, 1 homecare nurse, 1 hospital-employed 

pharmacist, 1 patient, and 1 relative.
Three FGI were conducted with patients as well as 
patients and relatives:

 	• FGI F − 2 patients and 3 relatives.
 	• FGI G − 2 Patients.
 	• FGI H − 3 patients.

If possible, we wanted to carry out an FGI with health 
professionals, patients, and relatives. Hence the patient 
and the relative in FGI E also participated in FGI F with 
patients and relatives. Furthermore, the patient and 
relative were invited to FGI E after participation in FGI F, 
because they could enrich the dialogue by interacting 
with the healthcare professionals (see Table 1 for patient 
and relatives characteristics).

In total, 29 informants with different backgrounds 
participated.

Data collection
All interviews were conducted at the hospital, except 
for FGI B and D, which took place at the local GP’s clinic. 
The first author completed all focus groups using a semi-
structured interview guide targeting the specific focus 
group and using open-ended prompt format [26, 29]. See 

the semi-structured interview guides in the supplemen-
tary files.

Data analysis
Interviews were transcribed as well as coded, sorted, and 
managed in Nvivo [30]. Recruitment to the study aimed 
at achieving rich and diverse perspectives as well as var-
ied and sufficiently large to elucidate our aim [31].

The beginning of all interviews were framed with the 
following introduction:

”The purpose of this project is to develop a method or 
solution so that patients receive the correct medication 
after discharge from hospital focusing on patients over 
71 years old, prescribed five or more types of medication 
after discharge”.

Initially all interviews were read to obtain an over-
view over the material before coding. The text was read 
a second time to identify the meaning units. We applied 
an inductive approach focusing on the informants’ per-
ceptions, understandings, and ideas. We also applied a 
deductive analytic strategy based on the themes of the 
interview guide. Hence we coded the interviews after 
the themes in the interview guide as well as emerg-
ing themes. The group discussions were analyzed phe-
nomenally, focusing on the informants’ experiences 
and perceptions of things and events [29, 31]. Based on 
the coded data material we created condensed themes. 
Quotes are used illustratively.

The research team contributed with their knowledge 
and expertise: THM is a sociologist, JS a clinical pharma-
cologist and GP, NK a GP, JBN is an expert in communica-
tion, JR a chief physician in geriatric medicines, LJK is a 
trained pharmacist and CBM is a chief physician in inter-
nal medicine.

Results
Issues identified through the FGIs fell into seven cat-
egories: (1) Unintentional non-adherence, (2) Intentional 
non-adherence, (3) Generic substitution, (4) Medication 
lists, (5) Timing and medication schedule, (6) Medication 
reviews and (7) Dose dispensing/Pill organizers.

Unintentional non-adherence
In general, patients and relatives do not experience prob-
lems remembering their medicine, but if they are not in 
their home environment or are focused on something 
else, medication can sometimes be forgotten. One strat-
egy used was a telephone alarm as a reminder:

Relative D: Remembering medication, we have an 
alarm on our phone because we have a vegetable 
garden, and when you walk around in the garden, 
you forget what time it is, so I always have an alarm 
reminder.

Table 1  Characteristics of the participating patients and relatives
Focus group interview Pa-

tient 
alias

Age 
of the 
patient

Par-
ticipating 
relatives

FGI F with both patients and relatives

Male M 74 Relative = K

Male Y* 78 Relative = D*

Nonparticipating male patient, rela-
tive attended

73 Relative = X

Patient FGI G

Male 1 A 79

Male 2 B 77

Patient FGI H

Female 1 C 83

Female 2 D 75

Female 3 E 73
* Also participated in the FGI E with a GP, pharmacist, and home care nurse
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Disruptions of routines, for example, during holidays, can 
cause forgetfulness:

Relative X: Yes, that’s what I’m thinking about too. 
What you can forget about it is that if you are on 
holiday in a hotel and you have to eat but have for-
gotten your pills. You have to remember to have 
them with you every time.

These experiences match healthcare professionals’ expe-
riences that without a routine, patients often forget, e.g. 
a penicillin regimen: A routine support to remember to 
take the medication is useful. Therefore, younger and 
more active people primarily benefit from medication 
reminders on the telephone.

Pharmacist Y:… and it’s not that easy. I just had a 
course of penicillin for 8 days, and again and again 
I forgot it, I’m at work in the morning, I forgot it. In 
the afternoon I was busy, I forgot it again, so I only 
had one tablet all day. It happens, it’s really hard to 
remember. “God, I forgot it again”, and I give advice 
every single day, every single second behind the 
counter, “remember to take your medication” right?

There is a big difference in how patients manage their 
medication. Some store the medication in a bag they take 
out as needed, others distribute them into small contain-
ers the night before, and some store them in the kitchen 
cupboard. Interestingly none of the informants used a 
telephone app to manage medications.

Many women manage their own medication, whilst 
men, tend to receive help from a partner:

Patient M: My wife controls my medication because 
we have those pillboxes.
Relative K: Well, every Friday it must be refilled. 
And I sit down and put the medication in the right 
boxes. Then in the morning, he gets it (the pillbox), 
swallows the pills when he eats.

Intentional non-adherence
Some of the patients are intentionally non-compliant and 
one patient decided not to take the newly prescribed 
medication after reading the package leaflet:

Relative D: Yes, my husband, needed to take a new 
kind (of medication) and he also has a bad kidney, 
and then he read that kidney patients should not 
take them. So that’s why he didn’t take them. And 
so when we came to the hospital for control, we 
told them. Then they said, well such a small dose, 
you can tolerate, it’s only 4mg or something like 

that. But still, he damn well did not want them. But 
he had to do it anyway, because it helped the kid-
ney test results, after all.

As one patient explained:

Patient Y: …when I read the leaflet I was thinking, 
oh my God, I can get a bowel obstruction or consti-
pation. Then I put it up on the shelf because I’d had 
one before (bowel obstruction), I knew I wouldn’t 
dare, whilst I was on so much medication, I thought 
they might affect each other negatively. I had to tell 
them that I hadn’t taken this powder, but I kept to 
the diet in another way. It achieves the same.

After reading the package leaflet, the patients were con-
cerned about the side effects and therefore chose to 
avoid taking the medication.

Another patient described that after a minor operation, 
he stopped using a new painkiller (morphine) after expe-
riencing uncomfortable side effects such as vomiting and 
chose to use paracetamol and accept a degree of pain. 
However, other patients seek professional advice before 
altering their medication.

Patient Y: … when I was taking a diuretic, I said that 
I knew the dose was too high - and after I told them, 
they said, OK let’s reduce the dosage now.

Thus, intentionally choosing non-compliance is a phe-
nomenon relatively common among patients.

Generic substitution
One patient explains that dealing with polypharmacy 
in everyday life is difficult. She describes an ingenious 
system in her kitchen cupboard, where the medication 
boxes are arranged in a row with names, numbers, and 
times written on shelf stickers under the boxes:

Patient E: About 7 pills in the morning and 4 or 5 at 
night. It is written there on the shelf, just like in the 
pharmacy. But that’s also the problem, the moment 
you come to the pharmacy, they change the boxes. 
Then you have to change your whole system of 
rows. There are a lot of copy products and it’s rare 
to get the same original pills. They are often out of 
stock when you come in. Then you get some new 
ones- so you have to change… and the labelling on 
the packet says nothing… It has been really trou-
blesome. I think it’s really difficult.

This patient had been through many assessments at sev-
eral hospitals and many changes in medication. If the pre-
scribed medication is out of stock, she often has to buy 
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a generic product resulting in a different brand, name, 
and packing, which is confusing for the patient. This was 
described well by one of the general practitioners:

General practitioner L: It is a big challenge…from 
the general practice perspective. There is a constant 
shift between medical brands because of the price, 
and the pharmacy is obliged to take the cheaper 
product. The medication then looks different, the 
packaging is different, and it does confuse older 
people extremely.

Medication lists
A treating physician or pharmacist often gives patients 
a medication list. It is a great help for the patient and 
enables them to track their medication. However, it can 
confuse patients when the medication has a name that 
does not correspond with the patient’s medication list. 
For example, a nurse from general practice explains:

Primary Care Nurse 4: It’s quite a cocktail they some-
times come up with. And some become confused, 
but I think it’s more due to the names. I think the 
hospital is good at printing medication lists and 
giving the patient the medication (to ensure they 
have enough until they manage to get to a phar-
macy (ed)). I actually think most people get it. Nev-
ertheless, the problem is that it is just not called the 
same.

A general practitioner also acknowledges the problem 
and suggests an addition to the list:

General practitioner 2: Maybe you should write the 
generic and alternative names on the list of medica-
tions that’s handed out to the patients because it’s 
definitely a huge problem.

This simple, practical solution may reduce the patients’ 
confusion when they are given copy medication instead 
of the prescribed medication, which is a problem that 
preoccupies and confuses patients.

Timing and medication schedule
Many patients expressed doubt about the timing of the 
medication intake when instructions indicate 3 or 4 times 
a day.

Relative K: You aren’t really told how long the time 
should be in-between. At the moment, he gets 
quite a lot of medication in the morning, lunch is 
around 12 − 1 o’clock, but when he gets these lunch 
tablets does that harmonize with the fact that it is 

so soon after he has received his morning tablets? 
Because M, you like to sleep until 9–9: 30, so lunch 
is between 12 − 1. So we asked if it was OK? That’s 
good enough, they said… I just think...

As the quote shows, morning is not a straightforward 
concept, and when the patient gets up late, there is a 
relatively short time between morning and lunch medi-
cation. Therefore, patients and relatives would like more 
precise statements about how the medication is best 
taken, even if it only regards one pill per day in combina-
tion with other kinds of medication:

Relative D: Now I have also brought my husband’s 
medication list with me. The first page says morn-
ing, noon, evening, and night, and that’s fine - then 
I know when he should have them. But then further 
down there is just one capsule daily, and another 
that does not say when… it just says the dosage 
and nothing else.

Patients need to be given a recommended timetable 
when taking multiple prescriptions to relieve anxiety 
about possible interactions with other medications.

Medication reviews
The combination of many different doctors, pharmacist 
alerts to medication interactions, and warnings on pack-
age leaflets combined with symptoms results in confu-
sion and insecurity among patients and relatives:

Relative K:… at the pharmacy, they said that these 
two medications don’t match together well, and 
they could perhaps find another one. ” Well, what’s 
best for you, is what you need. ” (said the doctor, 
ed.). It’s as if no one wants to go in and revise it. 
Once you get a diagnosis …., then you get some 
pills that you keep getting. They just get prescribed 
all the time. No one goes in and revises… It can be a 
little frustrating sometimes. Also when you see how 
bad he gets, because he can’t keep his balance. It’s 
hard to get a clarification somewhere about it.

…

Patient M: And then he (the doctor, ed.) says, “Well, 
I can’t do that”, or “No, it was (prescribed at ed.) the 
heart department”. “I can’t deal with that, you’ll have 
to call the hospital, the cardiac department ”. So, I 
did. Then the cardiac department says, “Your own 
doctor could do that.“ So you just get thrown back 
and forth”.
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Patients with polypharmacy are very concerned about 
side effects and adverse drug reactions, stemming from 
combining medications; hence they search for better 
options for a medical review. However, patients often 
experience doctors’ reluctance to reconsider or change 
prescriptions if initiated by other doctors.

Although general practitioners and hospital physicians 
take responsibility and adhere to the medication list, it is 
not always sufficient reassurance for the patient:

Patient M: I asked if taking all those tablets on the 
medication list was necessary. I asked my own doc-
tor and here in Aabenraa at the hospital. And they 
said, “Well, these are the tablets you have to take.“

The fear of medication interactions can weaken patients’ 
and relatives’ trust in doctors:

Relative K: It’s a bit annoying. You’re left with a feel-
ing of “argh”. Well, I don’t mean to say that they 
don’t know what they are doing, but sometimes 
you think, it’s some kind of “oops” (random ed.) the 
lot of it.

In attempting to navigate between many different and 
divergent, contradictory pieces of information, patients’ 
and relatives’ trust in information from health profession-
als can be eroded. Interestingly, all participating patients 
and relatives expressed a degree of insecurity regarding 
their medication.

Dose dispensing/pill organizers
Dose dispensing using blisters delivered from the phar-
macy or pill organizers packed by the municipality’s 
homecare team are options available to the patient to 
reduce medication errors. A few patients had tried pre-
packed pill organizers and indicated they were satisfied 
with the solution, but none had tried dose dispensing 
using blisters.

Patient Y: When I came home from the hospital and 
had been through extensive heart surgery, they 
filled me with medication to get me up (on my feet 
(ed.)) again. We went to the municipality’s homec-
are team and got them to pack my tablets. And that 
meant that they packed my medication in pill orga-
nizers a month at a time.

Interviewer: okay, so they come in small packages? 
Morning, lunch, night, etc. Right?

Patient Y: Yes, morning, lunch, and evening. It works 
damn well.
Relative X: And if there are changes to the medi-

cation, they fix that too. Mostly, if it’s just one (pill 
ed), and I know which pill it is, then I remove It from 
the pill organizer, but otherwise, the municipality 
comes and does it.

Although the patient and his relative are competent, 
there is an obvious risk of incorrect medication. This 
risk is present for all patients that manage their own 
medication but is higher for patients managing multiple 
prescriptions.

Patients expressed satisfaction with dose packing in pill 
organizers by the homecare team:

M (mixed FGI): We are so happy that we have the 
nurses to pack my medication, it’s worth its weight 
in gold. It is so important to know the timing of the 
medication.

No patients experienced or mentioned the cost of having 
the medicine packed by the homecare. While no patients 
had tried dose dispensing using blisters delivered from 
the pharmacy, this solution was mentioned by healthcare 
professionals who stated that dose-dispensing using blis-
ters could either delay changes in the medication or be 
expensive for the patient if the blister-packed medication 
is thrown away:

Primary Care Nurse 4: We would rather not use it. 
When the medication is changed, it takes 14 days 
before the changes take effect.
Chief Physician M: Dose dispensing. … it’s a bloody 
nuisance, as far as we are concerned, because it is 
a huge problem when you’re hospitalized, and we 
need to make (medication, ed) changes. There can 
be a huge expense associated with it, especially if 
the patients have just got a new roll (of tablets, ed).

Thus, healthcare professionals find that dose dispensing 
using blisters can be expensive if pre-packed medica-
tion must be repackaged or thrown away, for example, 
because of changes to a patient’s medication or may 
delay adjustments to changes hence risking incorrect 
medication. However, for patients in contact with the 
municipality, homecare can be helpful and provide pro-
fessional packaging of medication in pill organizers free 
of charge.

Discussion
This study furthers our understanding of why older 
patients with polypharmacy continue to have issues 
regarding medication management and often ask for a 
medication review. First of all, this study shows that older 
patients and nurses request an accurate indication of the 
timing of the medication. Despite all patients’ interest 
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in managing their medication, information describing 
adverse events and harm from various sources results in 
confusion and, for some patients, intentional non-adher-
ence. Therefore, many older patients request medication 
reviews simply for reassurance about correct medication 
and the opportunity to obtain more explicit guidelines, 
such as the most optimal time to take the medication, to 
minimize the risk of interactions. In addition, the phar-
macy’s legal obligation to supply the cheapest medica-
tion results in constant changes in the brand names of 
medications contributing to the confusion of patients 
and many requests for medication reviews. Hence the 
medication lists handed out to the patients might be 
improved by adding the names of the generic and alter-
native medications.

Medication management is a task that must be fit-
ted into daily routines and differs substantially between 
patients [32]. For example, in this study, some patients 
stored their medication in a plastic bag whilst others 
organized it in medication boxes packed for a week or 
months packed by a relative or supplied by healthcare 
professionals employed at the municipality.

Medication lists
Medication lists are important for patients to track what 
medication they are using. A treating physician or phar-
macist often hands out the medication list to the patient. 
However, it can confuse patients when the medication 
has a name that does not correspond with the patient’s 
medication list due to generic substitution.

Generic substitution
Previous research has shown that patients become con-
fused and uncertain when original-brand name medi-
cation is substituted for a cheaper generic medication, 
increasing the risk of the patient making medication 
errors [33–36]. This study supported these results with 
patients and healthcare professionals describing this 
problem. Patients suggested solutions similar to other 
studies, such as insisting on the original prescribed 
medication despite associated higher medication costs 
[36]. Another solution proposed by a GP was that the 
overview with the originally prescribed brand was sup-
plemented with the generic products that can replace 
them. This simple solution could be quickly adapted and 
matches the older patient’s wishes and needs well. How-
ever, such a list may be quite extensive. An alternative 
could be a pharmacist adding the new generic medica-
tion to the patient’s medication list. If the medication list 
is too extensive, an app could be developed to provide 
an alternative solution but might not help older patients 
since our informants do not even use apps to remember 
to take the medication. A simpler alternative could be a 

label on the distributed product indicating that it is an 
alternative to the original prescription.

For frail older patients with difficulties managing their 
medication, the opportunity for assistance from the 
municipalities’ home care is vital. Patients with suspected 
declining mental function risk losing their ability to man-
age medication and should be offered help.

Timing and medication schedule
In this study, the timing of medication was important 
for patients and relatives with specific requests for more 
precise instructions about when medication should be 
taken to ensure optimum treatment and avoid interac-
tions. Patients request a recommendation for a specific 
time, even if the medication only needs to be taken once 
a day. In Denmark, instructions for prescribed medication 
commonly state that the medication should be taken, 
for example, morning, noon, and evening. Extra informa-
tion about timing could be provided in writing regarding 
when medication should be taken, e.g. every 8 h with a 
deviation of +/-2 h or combined after dialogue with the 
patient about specific, suitable times and added to the 
medication list. In addition, a graphic illustration of medi-
cation timing for polypharmacy patients may improve 
understanding. However, improving this factor should 
be tested in a rigorous research design to see if it can 
improve medication adherence.

Medication reviews
Studies show that patients are often concerned about the 
side effects and interactions with other prescribed medi-
cations [37, 38]. Medication reviews conducted by physi-
cians or pharmacists can reduce treatment problems and 
identify challenges related to the medication [39] but are 
time consuming and hence costly. In this study, many 
patients requested more opportunities for a medication 
review. Patients receive different information from health-
care professionals and package leaflets, resulting in fear 
of possible side effects or interactions. Patients lose confi-
dence, and sometimes discontinue the prescription when 
they feel the medication is not thoroughly reviewed. 
The patients indicated that one healthcare professional 
should be responsible for reviewing and adjusting the 
patient’s medication. In Denmark, general practitioners 
can access tools to support a medication review. In addi-
tion, all patients can be referred to outpatient clinics spe-
cializing in optimizing medications, and older patients to 
geriatric outpatient clinics [40]. Increased utilization of 
these resources may improve the patients’ experiences 
and need to be studied more specifically.

Patients and relatives describe needing an overview of 
possible side effects and interactions. This could easily 
be built into an app assisting patients in remembering 
their medication. However, our FGI’s also show that the 
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participants aged 72 or older chose not to use an app for 
medication management. A study from 2014 indicated 
promising results when an app was used for patients 
aged 65 and above [41]. However, the participants from 
this study prefer contact with healthcare professionals 
combined with printed medication lists. Younger genera-
tions may be expected to be more familiar with using cell 
phones and apps [42] and have the same need for infor-
mation about their medication. Therefore, apps may be 
more useful in the coming years. An interactive collec-
tion of information in an app might satisfy many patients’ 
wishes. However, given how the interviewed patients 
were worried by the information in the prescription leaf-
lets, the app must be developed to encourage individuals 
to take their medication as planned rather than scaring 
them into Intentional non-adherence.

Intentional non-adherence
Interestingly, some patients choose to discontinue medi-
cation based on information from package leaflets and 
wait until a future appointment with the physician to 
discuss the decision [33]. Similarly, some patients experi-
enced side effects but kept taking the medication despite 
the discomfort until they could discuss it with a physician 
[33]. In another study [43], 11% of geriatric patients with 
chronic illnesses deliberately opted not to take a particu-
lar medication, due to side effects or financial limitations 
[43–45]. None of the participants in this study reported 
intentional non-compliance due to financial concerns. 
The Danish welfare state ensures that all older people 
receive a national pension and medication subsidies [34].

A systematic review of interventions to increase medi-
cation compliance showed that verbal and verbal/writ-
ten information was the most effective [35]. The authors 
concluded that the effect was because patients suffered 
from cardiovascular diseases where non-compliance has 
life-threatening consequences [35, 36]. This is similar to 
findings from other studies [46]. However, the results of 
this study indicate that thorough information about their 
medication is important for patients, and it is an essential 
prerequisite for improving patients’ ability to medicate 
themselves. Thus, the prescribing physician should dis-
cuss the new medication’s side effects in relation to the 
information on the package leaflet so the patient is aware 
that the treatment is correct, even if the package leaflet 
warns against the medication with certain conditions.

Unintentional non-adherence
The patients and relatives do not report significant prob-
lems in remembering to take their medication except 
when routines are interrupted or they are preoccupied, 
which is similar to other studies that reported that age 
itself is not a predictor of non-adherence [47]. However, 
forgetting to take medication is common [48]. Some of 

the participating patients reported using an alarm on the 
phone to remember to take their medications if preoccu-
pied or interrupted.

Dose dispensing/pill organizers
While medication management is a practice that must be 
fitted into everyday life, it is also the subject of many con-
siderations, concerns, and wishes among patients and 
relatives. The patients in this study who had tried dose 
dispensing in pill organizers packed by the home care 
team were satisfied with the service. Whilst there were 
no patients that had tried dose dispensing using blisters. 
Blister-paced dose dispensing also makes adjustments 
difficult, especially during a pre-packed period. Other 
studies also show that dose dispensing can make it dif-
ficult for the primary care sector to maintain an overview 
of the patient’s medication after discharge from hospi-
tal [38]. Another concern among healthcare profession-
als regarding dose dispensing is that it may be costly for 
patients if a medication change results in dose-dispensed 
medication being regarded as waste. This aspect was, 
however, not voiced by the participating patients.

Perspectives
While the medication lists greatly help the participating, 
well-functioning patients, patients request more guid-
ance and knowledge about their medication. Our study 
indicates that this should include suggestions for when 
the medication can be taken, combined with intervals 
showing how much the patient can deviate from this 
schedule. Nurses also requested this knowledge, which 
may reduce the number of phone calls to the GPs. In 
addition, the medication list could be supplemented 
with a list of generic medications that can replace the 
prescribed medication helping the patient to maintain 
an overview of which generic medication can replace 
the prescribed medication. This solution could be cre-
ated digitally as an app. The design and applicability of 
these elements should be examined in a rigorous future 
research design examining whether lists of side effects 
and interactions help the patient establish an overview 
and increase confidence in the medications and perhaps 
reduce patients’ desires for a medication review.

Strengths and limitations
Patients were interviewed after discharge from the hos-
pital. However, they were asked if they would participate 
in the study during their hospitalization where they were 
informed verbally and provided with patient-oriented 
information material. After discharge, the patient was 
contacted by telephone by THM to arrange the FGI. 
Hence, the patients had the opportunity not to partici-
pate. Approaching the patients at the hospital may be a 
limitation if patients felt obliged to participate. However, 
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the patients had many other opportunities to decline 
participation.

Bias may occur if the informants do not speak their 
minds and may always affect FGI’s. Hence the surround-
ings and meeting facilities may influence the partici-
pants, and the participants may have affected each other. 
Therefore, it is important to ensure good meeting facili-
ties and a good dialogue, ensuring that different opin-
ions and experiences are heard without judgments. The 
meeting rooms at the hospital were arranged as classic 
meeting rooms without hospital characteristics, and nei-
ther interview nor analysis shows that the informants 
were affected by the environment. One of the FGI’s com-
prised of a patient and relative as well as a GP, pharmacist, 
homecare nurse, and in the FGI the patient may have felt 
insecure and refrained from speaking out. However, the 
patient and the relative did not seem affected and spoke 
freely, and the atmosphere was friendly and relaxed. Their 
participation is considered to be a strength as they par-
ticipated and enriched the discussion in the group. How-
ever, their participation may also have caused healthcare 
professionals to moderate their opinions of patients, 
treatments, or medications to avoid offending the patient 
and relative. THM is a trained researcher in qualitative 
methods and ensured that the participants had good 
opportunities to speak their minds by asking open-ended 
questions and additional non-biased clarifying questions. 
THM ensured that all voices were heard and all experi-
ences and opinions were accepted and debated properly. 
As a sociologist, THM had no prior expectations regard-
ing patient medications and the possible problems facing 
older patients after discharge from hospital or knowledge 
of medication challenges forhealthcare professionals.

A strength of this study is that patients and relatives 
managed medication daily and were mentally well func-
tioning. They answered relevantly and clearly and par-
ticipated in the dialogue with the interviewer and the 
other informants expressing experiences and feelings. 
A limitation of the study is that frail senior citizens may 
be underrepresented,and patients taking no particular 
interest in their medication might be expected to decline 
participation in the FGI’s. However, the participants had 
a high degree of knowledge about their conditions and 
were willing to discuss the central problems of polyphar-
macy. Patients are probably the best informants to high-
light the factors preoccupying this target group. Another 
limitation is that all participating patients were Danish, 
so the results may not represent issues relevant to older 
patients of other ethnic backgrounds.

FGI’s allow participants to challenge, elaborate, and 
clarify questions illuminating the informants’ opinions. 
Likewise, FGI’s, including patients and healthcare profes-
sionals, create a platform for listening to a unique dia-
logue. Including healthcare professionals enables the 

perspectives of weaker patients or patients with no par-
ticular interest in their medication to be included.

Conclusion
Physicians must prioritize giving information regarding 
when medication should be taken, including an accept-
able timespan deviation to reduce patient concern 
about potential medication interactions. Timing of the 
medication is also requested by hospital and homecare 
nurses,. Medication lists are helpful to well-functioning 
patients and may be supplemented by a list of generic 
medications that can replace the prescribed medica-
tion helping the patient to maintain an overview of the 
medication. However, information from different actors 
compared with information from package leaflets, may 
lead to intentional non-adherence. Therefore, patients 
often request a thorough medication review to ensure 
an overview of the medication, side effects, interactions, 
and timing. Future studies should address whether the 
patients may benefit from a list or an app including more 
information about these aspects. In addition, the design 
and applicability of these elements should be examined 
in a future rigorous research design which could explore 
whether lists of side effects and interactions help the 
patient establish an overview, increase confidence in the 
medications, and perhaps reduce patients’ desires for a 
medication review.
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