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A B S T R A C T
A R T I C L E I N F O
Keywords:
 Background: Older migrants with cognitive impairment exposed to polypharmacy constitute a vulnerable group of pa-
tients. To our knowledge, evidence onmedication safety among this patient group withmultiple risk factors is lacking.
Objectives: To explore the perspectives of health care professionals on medication safety among older migrants with
cognitive impairment taking five or more medications daily.
Methods: A total of 34 health care professionals (general practitioners and hospital-, community pharmacy-, and home
care staff) participated in the study, comprising nine focus groups and one semi-structured interview, and shared their per-
spectives on medication safety among older migrants with cognitive impairment exposed to polypharmacy. The analysis
was inspired by Revsbæk and Tanggaard's “Analyzing in the Present” and was followed by systematic text condensation.
Results: Three main themes emerged: (i) the importance of relationships in medication safety, (ii) culture and finances as
risk factors, and (iii) the health care system as a risk factor. Subthemes and codes were related within and across main
themes and revealed a high level of complexity within the barriers to medication safety. Some of these barriers were
closely related to characteristics of this specific patient group, while others were more general barriers that also affected
other patient groups. Participants found that these more general problems were complicated further by language barriers
and cognitive impairment when working with this patient group.
Conclusion: Health care professionals across various sectors and professions experienced several barriers that threatened
medication safety among older migrants with cognitive impairment exposed to polypharmacy. Closer collaboration
between health care professionals, patients, and relatives is required to improve medication safety.
Medication safety
Cognitive impairment
Language barriers
Polypharmacy
1. Background

Older migrants with cognitive impairment are a particularly vulnerable
group of patients for several reasons. Migrants of non-Western origin in
Europe seem to have poorer health status compared with the host popula-
tion because they are at higher risk of developing certain non-
communicable diseases1 and have a higher mortality rate due to infectious
diseases.2 Migrants are also at higher risk for cardiovascular diseases and
multimorbidity in general than either the host population or the population
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of their home country (Boateng3,4). Multi-morbidity leads to increased use
of medications and potential polypharmacy, which is on the rise among
those aged 65 years and older in general in Europe and the US.5 Polyphar-
macy, commonly defined as the use of five or more medications daily,6 in-
creases the risk of drug-related problems, especially among older patients
and patients with cognitive impairment.7

Language barriers, cultural differences in beliefs about health, and lack
of trust can act as barriers to health care for migrant patients in the general
practitioner (GP) setting.8–10 In the hospital setting, language barriers also
j 4, DK-5000 Odense C, Denmark.
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act as a potential threat to medication safety and thus patient safety.11 Mi-
grants in Europe are reportedly less satisfied with the medical information
provided by health care professionals (HCPs),12 understand less of the in-
formation provided,12 and have a significantly higher risk of unplanned re-
admission and extended length of stay compared to the host population.13

A Danish study showed that older migrants are more frequently under-
diagnosedfor dementia compared with the general population14 and that
the quality of diagnostic evaluations of dementia for older migrants in sec-
ondary care differs significantly from that of the general population.15

A wide range of HCPs play a potential vital role in ensuring medication
safety in that they handle the medication and provide information to pa-
tients. Community pharmacy staff have reported to delivering poor quality
in their encounters with migrant patients.16 Furthermore, migrants report
less effective therapeutic relationships with their pharmacists, which
leads to missed opportunities to improve their health outcomes.17 Home
care nurses and assistants also play a vital role in the medication safety of
older vulnerable patients as they often help patients administer and take
medication at home.18,19

The factors that potentially affect a patient's medication safety include
polypharmacy,20 cultural and language barriers,21 age-related changes in
metabolism,22 and disease complexity and the associated medical
treatments.23However, to our knowledge, evidence is lacking about medi-
cation safety in patient groups with multiple risk factors.

This study aimed to explore the perspectives of various HCPs (GPs; hos-
pital doctors, nurses, and social workers; pharmacists and pharmacy techni-
cians; and home care nurses and assistants) involved in the medication
safety of older migrants with cognitive impairments exposed to polyphar-
macy in a Danish context. In this study, older migrants are defined as per-
sons aged ≥65 years and raised in a country other than Denmark who
are now living permanently in Denmark.

2. Methods

2.1. Theoretical framework

This study used focus groups and one semi-structured interview to ob-
tain a rich understanding of the HCPs' perspectives of their experiences
working with this patient group and their beliefs about how these patients
handle their medication.24 A hermeneutic phenomenological inductive ap-
proach was used to explore the phenomena associated with medication
safety among the patient group as experienced and expressed by the
HCPs.25,26 The pre-understanding of the researchers and the interpretations
of the qualitative data collection were essential to analyzing and reporting
the generated knowledge. Researcher characteristics and reflexivity are de-
scribed according to COREQ in Appendix A.27 The findings of this study
were reported in accordance with the Standards for Reporting Qualitative
research.28

2.2. Setting

This study took place across different municipalities and regions of
Denmark. Approximately 10% of the Danish population are migrants.29

By law, all Danish residents are ensured free and equal access to public
health care including GP, home care, pharmacy services, and hospitals. In
this study, the Geriatric Department and Migrant Health Clinic represent
the public hospital. TheMigrant HealthClinic is amulti-disciplinary depart-
ment comprising doctors, nurses, and social workers who handle the
health, psychological, and socioeconomic problems of the patients. In this
study, all health professionals are referred to as HCPs.

Every Danish resident has a personal online medication list showing
current and prior medical treatment in both the primary and secondary sec-
tors. This list is called the Shared Medication Record and it is accessible to
all groups of HCPs represented in this study via the patients' unique civil
registration number (30). Furthermore, all patients have a personal online
prescription list. With few exceptions, prescriptions are electronic and re-
main active and available for patients to pick up at all Danish pharmacies
2

until they are either used up, cancelled by a doctor, or automatically voided
after two years. Active prescriptions unrelated to a current medical treat-
ment are referred to as “unattached prescriptions.” These systems form
the backbone of all medication prescriptions in Denmark and thus have a
significant impact on medication safety.

2.3. Participants

Purposive sampling was used to recruit HCPs who were invited to par-
ticipate based on their place of employment and the likelihood to their com-
ing into contact with the patient group of interest. GPs, pharmacy staff, and
home care staff organized by the municipality were invited to participate in
the study if they were located in an area with a high prevalence of migrants
(over 50% of the population). HCPs from the Geriatric Department and Mi-
grant Health Clinic were invited to participate because these departments
were the most likely ones to receive hospitalized older migrants. The
focus groupswere divided into general practitioners, community pharmacy
staff, geriatricians and geriatrician trainees, nurses at the geriatric depart-
ment, homecare staff, and Migrant Health Clinic staff. Structuring the
focus groups according to profession created in depth knowledge on the dif-
ferent professional perspectives on and experiences with this patient group
and medication safety. The structure of these focus groups also helped to
reveal both the similarities and contrasts between the respective groups.

2.4. Data collection

An inductive approach was used to ensure that the researchers con-
ducted the focus groups and interview with an open mind towards all of
the input from the HCPs. This approach was necessary in order to describe
a phenomenon that had not been addressed by any previous studies.31 The
focus groups and interview were facilitated by author CL and carried out
from April 2020 to October 2020. Due to the COVID-19 pandemic, the
focus groups were primarily conducted using the video platform Microsoft
Teams. The participants were encouraged to turn on their video cameras to
ensure the best possible interpersonal connection with one another. How-
ever four participants had to participate with audio only due to technical is-
sues. The focus groups were video and audio recorded. One focus group
comprising geriatric nurses was carried out face-to-face and audio re-
corded. The focus group comprising geriatricians was mixed, with one ger-
iatrician participating via video and two geriatricians physically attending.
Due to logistical limitations, one participant (Geriatrician 3) was
interviewed alone in a semi-structured interview using the same interview
guide (Appendix B) as the one used in the focus groups. All participants
granted permission to be recorded. No more interviews or focus groups
were conducted when the majority of points made by the participants
were repeated across focus groups or interviews.

2.5. Data analysis

The data analysis was inspired by Revsbæk and Tanggaard's “Analyzing
the Present”32 combined with Malterud's Systematic Text Condensation.33

First, CL listened to the recordings of the focus groups and the interview
in order to create one mind map for each focus group. The mind map cov-
ered all aspects influencing medication safety for the patient group as
expressed by the participants within that group. Second, CL and author
DN discussed all the mind maps to identify similarities and differences
and to find the preliminary main themes of the collected focus groups. All
records were transcribed verbatim.34 All meaning units of the transcrip-
tions were then identified, coded, and gathered into subthemes and main
themes, guided by the preliminary main themes from the mind maps.
Meaning units are parts of the original data material, which can elucidate
the study question. Finally, all authors contributed input to the final analy-
sis and themes. The coding process is demonstrated in Appendix C, and an
additional detailed analysis description is presented in Appendix A. NVivo
12 was used to facilitate the analysis.35
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2.6. Ethics

All participants providedwritten and informed consent to participate in
the focus groups and interview. The study was approved by The Danish
Data Protection Agency (journal no. 19/46044). The National Committee
on Health Research Ethics waived registration (case no.20192000–149)
due to the qualitative design and because the study did not involve partic-
ipants undergoing any interventions.

3. Results

A total of 34 HCPs participated in nine focus groups and one semi-
structured interview, representing a variety of positions and responsibilities
for the patients' medication in both primary and secondary care settings.
Table 1 displays the participants' characteristics.

Three preliminary themes emerged during the construction of mind
maps. These preliminary themes guided the systematic text condensation
and were adjusted after the condensation process. The final main themes
were: (i) the importance of relationships in medication safety, (ii) culture
and finances as risk factors, and (iii) the health care system as a risk factor.
Some codes and subthemes interferedwith each other as illustrated in Fig. 1
because this group of patients had several complex characteristics as
expressed by a participating GP:

“The combination of polypharmacy, being a migrant, and being cognitively
impaired - each of these categories poses a challenge in itself. When you
mix them all together in a big mish mash, it becomes VERY challenging.”

(GP 3)

3.1. Main theme (i) – The importance of relationships in medication safety

The relationship between the patient and the HCP was expressed by all
participants to be crucial to treatment and thus, medication safety. The sub-
themes emerging from this main theme were: (a) language is the key,
(b) the use of relatives, and (c) relationships and trust.
Table 1
Participant characteristics.

Median Age, years
median (range)

Sex

Women Men

Primary care
General practitioners (n = 4)
(Focus group 1)

44 (38–57) 2 2

Community pharmacy (n = 6)
Pharmacists (n = 4)
Pharmacy technicians (n = 2)

(Focus group 2, 3)

38 (32–46) 3 3

Home care (n = 11)
Nurses (n = 8)
Health care assistant (n = 3)

(Focus group 4, 5, 6)

39 (25–50) 11 0

Secondary care
Geriatric department (n = 9)

Geriatricians (n = 3)
Geriatrician trainees (n = 1)

(Focus group 7, interview 1)
Nurses (n = 5)

(Focus group 8)

45 (31–59) 6 3

Migrant Health Clinic (n = 4)
Doctors (n = 1)
Nurses (n = 2)
Social workers (n = 1)

(Focus group 9)

44 (33–60) 4 0

a ManyHCPs reported their experience in relation to their experiencewith themajority
older patients of Danish background, and the Migrant Health Clinic primarily treated yo

3

3.1.1. Language is the key
All groups of participating HCPs, except for the staff at the Migrant

Health Clinic, highlighted language barriers as largest overall barrier to
treating this group of patients as intended. The staff at the Migrant Health
Clinic stated that although it was their standard procedure to work with
professional interpreters they still perceived language barriers as a threat
to patient medication safety in other parts of the health care system. Both
diagnostic processes and medication information for this patient group
were highlighted as being complicated, uncertain, and less in depth com-
pared to that of patients without language barriers.

“You get muchmore in depth with patients when you can convey the informa-
tion in a language both parties speak fluently. (…) When you do not have a
language barrier, you conduct patient counselling on a completely different
level. They [the patients] would get a lot more out of it [the counselling] if
they understood.”

(Pharmacy technician 2)

Language barriers were described as the main reason that nurses and
doctors at the geriatric department and pharmacy staff and homecare
staff deviated from standard procedures. Moreover, these HCPs expressed
that communication barriers made it challenging to provide individually
tailored treatment. These language barriers resulted in the provision of a
different and often lower level of examination, treatment, and information
for this patient group, which affected both medication safety and the coop-
eration between the patients and HCPs.

“We have a conversation to align expectation [between the patient and home
care staff] before starting [home care]. (…) This is often not done [when we
cannot talk with each other].”

(Home care nurse 8)

Home care nurses reported not needing an interpreter in order to dis-
pense medication, but mentioned that the patient could have medication-
related concerns or questions for the HCPs that they did not ask because
of language barriers. Hospital and home care nurses also mentioned that
language barriers might have caused missed opportunities to improve
Experience in healthcare,
years median (range)

HCPs' self-reported experience
with the patient groupa

High Medium Low

14 (10−23) 2 2 0

12 (4–15) 6 0 0

13 (3–24) 6 5 0

18 (1−30) 0 0 9

13 (8–35) 1 2 1

of patients in their everyday e.g. theHCPs at Geriatric department primarily treated
unger migrant under the age of 65 years.



Fig. 1. Findings illustrating interactions between main themes, subthemes, and codes.
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health or prevent medication for this patient group. The pharmacy staff
expressed that language barriers also led to missed opportunities to inform
patients about their medication at the pharmacy counter.
3.1.2. Use of relatives
All participating HCPs had experienced relatives being used as inter-

preters to overcome language barriers. However, the HCPs agreed that
this often led to ethical and legal considerations about whether and how
much responsibility could be imposed on relatives.

“Wemust obtain patient to talk to the relatives about their [the patient's] med-
ication. Do we really have that? Because if the person do not speak Danish,
how do we get that consent? This is the first ethical challenge. (…) If we
are unsure whether they [the relatives] understand what we are saying, we
put them [relatives] in a bad position if they misinterpret something. Is this
a responsibility that we can actually pass on to the relatives?”

(Home care nurse 2)

Staff at the Migrant Health Clinic reported using professional inter-
preters as much as possible to avoid having to use relatives to interpret.
On the other hand, all participating groups of HCPs described relatives as
essential when working with patients with cognitive impairment, regard-
less of their ethnicity. Pharmacy staff expressed that relatives remembered
which medications to pick up. Doctors and nurses reported the need for rel-
atives when investigating cognitive impairment, and home care staff often
4

relied on relatives to pick up medication at the pharmacy and to handle
other practical tasks.

“It's important, especially regarding cognitively impaired persons [to involve
the relatives], as there might be some information that they [patients] cannot
remember, which can be important to get from relatives.”

(Doctor, Migrant Health Clinic)

3.1.3. Relationships and trust
Geriatric staff and home care staff expressed that language barriers dis-

tanced them from the patient. They described the difficulties they experi-
enced connecting with patients when having to communicate through an
interpreter. They also found that relatives sometimes talked on behalf of
the patient rather than interpreting for them.Home care staff found this dis-
tance to be a barrier to building a good relationship with the patient, which
was considered essential to home care quality.

“Sometimes we experience that the relatives take responsibility for the patient
and are a kind of spokesperson [for the patient], and it is like everything goes
through them and you actually move away from the [patient], who is perhaps
the most important.”

(Home care nurse 8)

Some geriatricians suggested using bilingual colleagues or other HCPs
to interpret for them in order to provide both linguistic and cross-cultural
translation. They believed that a bilingual colleague, more than a profes-
sional interpreter or relative could bring them closer to the patient.
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“It would be perfect if we had an interpreter who was also a health profes-
sional and who came from the same culture as them because then we could
get even closer [to the patient].”

(Geriatrician 1)

Bilingual colleagues were considered to be an advantage by both the
HCPs with no or limited experience working with bilingual colleagues
and those with several bilingual colleagues. Five out of six pharmacy staff
reported using their own bilingual skills or bilingual colleagues on daily
basis and perceived it to be a great resource when counselling older mi-
grants with language barriers. Pharmacies that had staff with multiple lan-
guage skills were perceived as being better able to help more patients than
those whose staff knew few or no other languages besides Danish and
English.

“We have a number of employees with other ethnic backgrounds or who
speak many different languages, and we really benefit from this in our daily
work when we counsel people with language barriers. (…) We can certainly
help many more customers compared to a pharmacy that do not have as
many languages to choose from [as we do].”

(Pharmacy technician 2)

Most focus groups highlighted trust as an essential aspect of the rela-
tionship between HCPs and patients. Geriatricians and HCPs from the Mi-
grant Health Clinic indicated that a patient's faith in both treatment and
medication depended on their background and that patients tended to pre-
fer and have higher trust in medication from their home country. This was
deemed as an understandable human reaction rather than a culturalmatter.

“Sometimes it could also be about trust if the medication is from your home
country. Well, if we were hospitalized in the Middle East, we would also
rather have our own doctors. (…) You have faith in the place you come from
(…), and nowyou come to a new country and their medication does not work
as well. I believe that says a lot.”

(Doctor, Migrant Health Clinic)

A patient's trust in the HCPs and the health care system was considered
by some home care nurses, pharmacy staff, and geriatric nurses to be com-
plicated due to language barriers, which consequently limited opportuni-
ties to explain complex matters in different ways to patients who were
confused or did not understand things the first time they were explained.
A bilingual pharmacist expressed how a shared mother tongue highly
increased patients' trust in him as a pharmacist.

“If we speak the [patient's] language, then we do the counselling in our own
language, where it becomes MUCH easier for them to believe in us because
we can use the right words and explain ourselves in a completely different
way.”

(Pharmacist 1)
3.2. Main theme (ii) – Culture and finances as risk factors

All groups of HCPs expressed that the minority background of this pa-
tient group affected medication safety in various ways. The subthemes
emerging from thismain themewere: (a)medication and health perception
and (b) finances determine the medication.

3.2.1. Medication and health perception
Across all focus groups, the HCPs found that some older migrant pa-

tients with cognitive impairment had views on medication and illness
that differed from those of similar ethnic Danish patients. These differences
were perceived to be linked to cultural variances. Moreover, most phar-
macy staff and geriatricians believed that educational level affected the
way patients understood health information, and they expressed that pa-
tients with lower level of education were difficult to handle, particularly
5

when providing information about medication and diseases. One pharma-
cist explained how some older migrants in his family used the term “soft
medication” to refer to Danish medication, which they believed to be inef-
fective. The pharmacist believed that this perspective stemmed from a lack
of education. Other pharmacy staff with minority backgrounds agreed that
this term was used among some older migrants.

“He thought that the pharmacy had given him soft painkillers. “Soft“ means
ineffective. (…)Well, the man grew up near a village andwas never educated
(…). Those with higher education just have a different approach and listen to
you more.”

(Pharmacist 3)

None of the participating HCPs experienced general resistance to taking
medication among the patient group or their relatives. Conversely, several
doctors and nurses working in the secondary sector experienced that this
patient group primarily expected medication to fix their problems. The
HCPs also found this patient group to to be less open-minded about physical
training and diet change, which was perceived as a problem, especially
when treating patients suffering from diabetes or falls.

“You expect [as a patient] to get some medication, but if the doctor starts
talking about what to eat and that you should exercise and such things -
no, that's not what the doctor is supposed to do.”

(Geriatrician 1)

The hospital HCPs reported that this group of patients often addressed
mental disorder such as PTSD and dementia as physical issues. Both nurses
and doctors had treated patients who expressed grief or mental trauma as
physical pain. One geriatrician emphasized the importance of being
aware of this phenomenon to avoidmisinterpretingmental pain as physical
pain, which could lead to the prescribing of painkillers.

“They can visit for a dementia investigation, which is not the issue at all. We
can keep telling [the patients]: ‘You have a lot of past experiences that are af-
fecting you’ (…) That can lead to symptoms like pain, and therefore they ask
for painkillers because it hurts, but that pain should not be treated with pain-
killers.” (Geriatrician 3)

GPs, home care staff, Migrant Health Clinic staff expressed that this
group of patients might take other medications that had not been pre-
scribed by Danish doctors, which could make it challenging to maintain
an overviewof their full medical treatment and to ensuremedication safety.
During the interview, one geriatrician trainee reflected on the importance
of being aware of the potential use of non-prescribed medication because
unknown medication use could lead to both abstinences and drug-drug in-
teractions during hospitalization.

“It is interesting whether it [asking specifically about non-prescribed medica-
tion] should be part of our standard procedure when admitting [patients in to
the hospital]. I actually did not know that it [use of other medications] was
an issue.”

(Geriatrician trainee)

HCPs at the geriatric department and in home care discussed that their
department or workplace had no structured way to address or discuss the
use of non-prescribed medication with patients. Home care nurses and hos-
pital doctors reflected on the importance of asking patients specifically
about non-prescribed medication to get to know about it. They also agreed
that no patients had tried to hide their use of non-prescribed medication.

“It's not a secret. They want to be counseled. I have frequently experienced
that they take many other medications than what we know about. But if
you do not inquire into it, then you will not discover it either.”

(Home care nurse 8)

The pharmacy staff expressed the difficulty of explaining generic substi-
tution to the patients, due to not only language barriers but also a lack of
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trust in the authority of pharmacy staff. All participating pharmacy staff
agreed that this patient group associated inexpensive medication with
low quality which could result in unnecessarily high medication expenses
for patients.

“They do not believe that the cheapest medication is as good as the expensive
medication. They only believe that the one the doctor wrote on the prescrip-
tion is the best. … And that's because they do not trust us or the system
overall.”

(Pharmacist 4)
3.2.2. Finances determine the medication
HCPs in the primary sector and at the Migrant Health Clinic all agreed

that finances served as a barrier for this group of patients when it came to
purchasing and taking their medication. In contrast, HCPs at the geriatric
department did not mention the financial aspect of medication safety and
purchase.

“Those who are very limited financially - we often experience that they choose
not to buy their medication, simply because they think it is too expensive.”

(Pharmacist 4)

GPs discussed having to prioritize when prescribingmedication because
they knew the patient could not afford all the medications they needed.
Thus, when treating patients under financial pressure, the GPs prescribed
only the most important medications even though the patients may have
needed additional treatment.

“You have to be hardcore in your prioritization of what diseases you think are
themost important. If the patient can afford three pills a day, then you have to
choose which three pills you think would be of most benefit, knowing that had
it been a Danish patient from a family with a good income, you would have
prescribed seven [pills].”

(GP 3)
3.3. Main theme (iii) – The health care system as a risk factor

The participating HCPs identified several problems with medication
handling due to errors in the SharedMedication Record and electronic pre-
scriptions. These problems were described to be issues for many patient
groups, regardless of cognitive status or ethnicity. However, these problems
were often complicated further by cognitive impairment and language bar-
riers, which also limited the HCPs in their opportunities of actions to over-
come the problems. Three subthemes emerged from this main theme:
(a) Shared Medication Record and prescriptions, (b) dispensing the right
medication, and (c) communication across sectors.

3.3.1. Shared Medication Record and prescriptions
All participating HCPs agreed that an up-to-date SharedMedication Re-

cord was essential to ensuring that the right medication went to the right
patient at the right time. However, both home care and pharmacy staff re-
ferred to non-updated Shared Medication Records as a common problem.

“Especially when they start taking medication [administrated by home care
staff], they can have a Shared Medication Record that has not been updated
at all. Then we have to go back and forth, about what they are taking, what
they recognize, and then there is medication that they have never taken at all
despite it having been prescribed for 12 years.”

(Home care nurse 2)

Some geriatricians reported that when they experienced language bar-
riers, they tended to rely on the Shared Medication Record rather than of
making a medicine anamnesis with the patient. During the interview, one
geriatrician trainee reflected on the potential danger of patients getting
6

the wrong medication during hospitalization due to the non-updated
Shared Medication Records.

“You hear stories about people who get hospitalized, and they have been pre-
scribed five blood pressure medications from their GP [according to the
Shared Medication Record], and then they have not been properly asked
[about the medications], and then they get all of the medications and they
suddenly get extremely sick.”

(Geriatrician trainee)

3.3.2. Dispensing the right medication
All pharmacy staff expressed “unattached prescriptions” as a common

problem when doctors changed or stopped the medical treatment without
cancelling the related prescription. The pharmacy staff wished that pre-
scriptions not attached to an active ongoing treatment were automatically
deleted to avoid the risk of dispensing the wrong medication.

“The problem is that even if they [the doctors] discontinue Amlodipine in the
Shared Medication Record, the associated prescription is not cancelled. Then
there is still a prescription for Amlodipine. It would be nice if that [prescrip-
tion] just disappeared automatically.”

(Pharmacist 4)

When the doctors changedmedical treatment without cancelling the re-
lated former prescription, the pharmacy staff became uncertain about
which medication to give the patient. The pharmacy staff discussed several
cases where this potential could occur or actually had resulted in the wrong
medication being dispensed to the patient. This put the patient at risk of get-
ting a double dose or thewrongmedication aswell as wastingmoney on the
wrong medication.

“We very often experience that the transition from one GLP-1-receptor ago-
nist to another is difficult because the old prescription has not been cancelled
when the new ones arrive. Therefore, they buy the wrongmedication. It's a big
problem.”

(Pharmacist 2)

All participants agreed that the responsibility for keeping these lists up
to date lies with the doctor in charge of the treatment related to the medi-
cation. However, this could lead to overlaps in cases where patients were
treated by both their GP and doctors in the hospital. Pharmacy staff de-
scribed experiences with patients wherein two prescribing doctors initiated
the same treatment without coordinating, resulting in the patient being pre-
scribed double medication for the same disease.

“I had a patient last week who was given two different strengths of the same
medication, and one [prescription] had actually been discontinued [in the
Shared Medication Record], but he was taking both. The hospital doctor
had written one prescription, and the GP wrote the other. (…) Both prescrip-
tions were still active and both [prescriptions] had been redeemed. One of
each.”

(Pharmacy technician 1)

All participating pharmacy staff agreed that they had to spend time fig-
uring out what medication to hand out to the patient, and that this extra
work could have been spared had the prescription list always been up to
date. The pharmacy staff took extra time to ensure proper patient safety
even though they expressed that it was not their responsibility to correct
the prescription list.When the patient or relatives were uncertain of exactly
which medication to pick up, or when the communication was hindered
due to language barriers, dispensing the right medication became even
more complicated.

“Sometimes you can spend half an hour looking up something in old prescrip-
tions. I did that the other day, specifically because of language barriers and
non-comprehension. The customer had no idea what kind of medication she
should take, and then I looked at the Shared Medication Record and several
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of the things that the customer came and asked for were discontinued, and
then I simply had to spend time deleting prescriptions even though it is the doc-
tor's job to do – simply to eliminate the risk of the customer coming next time
and asking again for the medication that had been discontinued.”

(Pharmacist 4)

3.3.3. Communication across sectors
Just as the pharmacy staff discussed how issues that were not their re-

sponsibility became problems to be solved at the pharmacy, the home care
staff also experienced that they could end up with the responsibility of mak-
ing amedication anamnesis at the patients' homes even though it should have
been done by the prescribing doctor. The home care staff claimed to experi-
ence the same limitations as the GP due to language barriers and found it
even more challenging to make a medication anamnesis than it had been
for the GP, and thus the problem escalated as it was passed on.

“They [doctors] maybe looked into the medication, but they have not asked
the patient whether they actually take it [medication]”

(Home care nurse 3)

“Then it often goes: ‘Will you ask the patient [whether they take themedication]
while you are already in their home?’ when you also have other tasks. But just
as the doctor cannot ask [because of language barriers], we cannot just ask ei-
ther… It needs to be done thoroughly by the doctor from the beginning.”

(Home care nurse 2)

The phenomenon of the problem escalating as it was passed on to the
next HCP to meet the patient was expressed in several ways by both
home care and pharmacy staff.

“We often end up in situations where I think to myself: ‘It is strange that no-
body else [other HCPs] has taken responsibility for this problem.’ That no-
body else could see that here is a challenge.”

(Home care nurse 1)

Pushing the problem forward to the next HCP instead of taking care of
the problem often increased the size of the problem as well as the complex-
ity in solving it, similar to a snowball effect. Several home care nurses
agreed that the dispensing and handling of medication in the patient's
home would be much easier if they knew that the patient had been well in-
formed about the medication by the prescribing doctor before starting new
medication.

“If you had the feeling, ‘Okay, the GP has taken care of this medication before
we [in home care] start administering it. We would know that the individual
agrees onwhat they should take because the GP has explained it, either with a
relative or an interpreter.’ Then it would also be a different experience to come
into the home and dispense [the medication].”

(Home care nurse 2)

All participants found the transfer of patients between sectors to cause
complications in the patients' medication because it involved multiple
changes. This was highlighted as a problem for all polypharmacy patients,
regardless of their ethnicity or cognitive status.

Some GPs and staff at the Migrant Health Clinic perceived the collabo-
ration with the municipality, which grants and coordinates the home care
staff, as a barrier to the patientmedication safety due to the complicated na-
ture of the cooperation. The complicated cooperation between sectors was
considered to result in delayed or a complete lack of help to the patient in
terms of medication handling or purchase.

“...Then [you have to] get in touch with their social worker, but that is a jungle
too… so. That is often the point where I throw in the towel. And then I simply
have to say (pushing hands away), ‘Now, I cannot help them any further.’”

(GP 2)
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4. Discussion and implications

This in-depth focus group study found several risk factors and mecha-
nisms affecting the medication safety among older migrants with cognitive
impairment and polypharmacy from the point of view of HCPs. Some fac-
tors and mechanisms affected only one or a few professional groups of the
participatingHCPs, butmost of the barriers weremore general and spanned
across professions and sectors. The analysis revealed a high level of com-
plexity within these factors and mechanisms because several of them
were interrelated and interfered both within and across the three main
themes.

For those participants who did not work consistently with professional
interpreters, the language barrier became a barrier to providing adequate
medication information, establishing a good relationship with the patient,
and thereby delivering the proper treatment and care that are vital to med-
ication safety. Some participants in this study reported deviating from stan-
dard procedures when challenged by communication barriers. Other
studies have similarly reported that language barriers can lead to HCPs
omitting to double check that the right medication goes to the right
patient.11 Language barriers have been reported to reduce the degree of
medication information offered at the pharmacy,16 and in one study
Swiss pharmacies perceived migrants to have increased risk for adverse
drug events primarily due to communication barriers.21 In addition, a
study across 16 European countries found language barriers or communica-
tion barriers to be the most frequently reported problem area for HCPs
treating migrants.36 A Danish study found that tailored pharmacy services
that include interpretation for migrants improved self-reported medication
adherence.37 However, our current study revealed that sufficient treatment
of patients with cognitive impairments requires the involvement of rela-
tives to support the patient and HCPs, regardless of language or ethnicity.

This study also found that language concordance between patient and
HCP could increase trust and improve collaboration. A qualitative study
on the involvement of HCPs with ethnic minority backgrounds in consulta-
tion withmigrant patients showed that use of bilingual HCPs has the poten-
tial to improve quality of health for migrant patients but also has downsides
to take into consideration.38 Another way to address cultural gaps between
HCPs and patients is through education in cultural competences39 and rais-
ing cultural awareness among HCPs.36 This can enable HCPs to address and
handle problems related to cultural differences40 instead of pushing a prob-
lem forward to the next HCP who meets the patient, thus creating a snow-
ball effect.

One of the key findings of this study was the phenomenon of snowball
problems, which are defined as problems that are generated or not handled
by the first HCP to face the problem and thereby grew larger or more com-
plicated as was pushed forward to the next HCP. Snowball problems leave
the patient in an unsustainable situation, which introduces a potential dan-
ger regarding medication safety. In this study, GPs were generally per-
ceived to be responsible for the combined medical treatment which is in
accordance with the results of other studies on HCPs treating older patients
with polypharmacy.41 The consequences of snowball problems included in-
creased time use for other HCPs trying to fix the root cause of the problem
or derived problems, less effective problem solving and most importantly,
potential risk to the medication safety of patients.

Non-updated Shared Medication Records was also identified by this
study as an important risk factor in medication safety for all of the repre-
sented health care professions and across sectors. This was perceived to
be a problem for many older patients with polypharmacy, no matter their
ethnicity or cognitive status, which is also reported in other Danish
studies.42,43 At the same time, the combination of non-updated Shared
Medication Records with communication barriers related to cognitive im-
pairment and language barriers limited the HCPs' options to overcome
these problems. Furthermore, communication barriers reduced the HCPs'
chances of detecting and stopping medication errors derived from non-
updated systems or miscommunication between HCPs. Beside the risk of
medication errors, the presence of non-updated SharedMedication Records
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often resulted in extra workload and uncertainty among the participating
HCPs.

All participating HCPs agreed that oldermigrant patients in general had
views on medication and treatment that differed from Danish patients of
similar age. Patients withminority backgrounds were described to be likely
to expect health-related issues to be cured by medication. A Dutch study
also found that non-Western migrants expect more prescriptions and exam-
inations from GPs compared with the European populations in the
Netherlands.44 Eastern European migrants in UK have described GPs as re-
luctant to prescribe antibiotics and claim that they only prescribe paraceta-
mol and rest.45 This opinion is also described in our study, where HCPs
perceived these patients to be less understanding of the ‘Wait-and-see’ ap-
proach before prescribingmedication. Moreover, in this study there was con-
sensus across GPs and HCPs in the secondary sector that the perception of
cognitive illness of this patient group differed from that of the clinicians,
which has also been found among Indigenous communities.46 Illness percep-
tion appears to be significantly associated withmedication adherence among
migrants,47 and interventions to enhance medication adherence by modify-
ing illness perceptions amongmigrants has been recommended.47 Lowhealth
literacy48 is associated with lower health status, decreased ability to under-
stand and follow medical instructions,49 and higher risk of forgetting to
take prescribed medication.50 Several HCPs across professions and sectors
in this study believed that older migrants' level of education affected their
ability and willingness to receive and follow advice of HCPs regarding medi-
cation. Education level has been associated with health literacy among both
older Black Americans51 and older Chinese Americans.52 Furthermore,
being from an ethnic minority group, not being able to work, having a
lower household income, and having strong religious beliefs have all been as-
sociated with lower health literacy.51,53 Our study is in line with other
studies46,50 that highlight the importance of working towards improved
health literacy among older migrants with cognitive disorders by closing
the gap between patients and HCPs regarding their respective perceptions
of health and medication. A better understanding of treatment purpose and
medication greatly increases adherence among older migrants.54

Cultural differences also exist within native populations; however, the
native population was not the target patient group of this study. Some mi-
grants also master Danish and do not experience any language barriers,
but the patient group of interest in this study was older migrants born
and raised outside of Denmark with cognitive disorders, which meant
that Danish was not their first language.

5. Strengths and limitations

The primary strength of this study is the in-depth knowledge obtained
from the HCPs working in a wide range of settings within the health care
system on issues threatening medication safety among older migrants
with cognitive impairment taking five ormoremedications daily. Including
the perspectives from five different HCP groups helped to clarify similar is-
sues from multiple perspectives and revealed both similarities and differ-
ences within and across the groups. The diversity among the HCP groups
and individuals also clarifies that the level of experience with the patient
group determine what options the HCPs consider themselves to have and
how aware they are of the risk factors for medication safety for this patient
group.

During the process of collecting data, the researchers critically evalu-
ated the knowledge obtained and found that some perspectives needed to
be elaborated and uncovered in the groups of homecare staff, community
pharmacists, and geriatricians. Therefore, more focus groups were con-
ducted with these groups. No additional perspectives were revealed
among participants after nine focus groups and one interview were con-
ducted (Table 1), and the researchers found that sufficient data had been
obtained to answer the research question. Thereby, the researchers as-
sumed that data saturation was reached and conducted no more focus
groups or interviews.55

A limitation of this study is the sudden introduction of online focus
groups in the early stage of data collection due to the COVID-19 pandemic.
8

The online format potentially affected the synergy among the participants,
some of whom appeared to hold back to avoid interrupting each other.
Mixing physically present and online participants in the same focus group
seemed to create unequal interaction between them. If some participants
held back due to the online setup, this could be a limitation to the study be-
cause interaction is essential in conducting focus groups.24 On the other
hand, holding online focus groups also allowed the inclusion of HCPs
from different geographical areas in the same online focus group, which en-
abled these HCPs to reflect on differences between urban and rural areas.

The transferability of the study are limited due to the mechanisms and
barriers to medication safety that are directly related to the structure of
the Danish health care system, especially problems concerning the Shared
Medication Record and electronic prescription lists. Furthermore, the on-
line setup eliminated travel time and expenses, which could have contrib-
uted to a higher rate of participation in the focus groups.56 Finally, this
paper lacks insight into the perspectives of patients and their relatives
about medication safety. Although this was outside the scope of the current
paper, such insight is needed in order to investigate and fully understand
the barriers to medication safety for this vulnerable group of patients.

6. Conclusion

This study found that HCPs involved in themedication of oldermigrants
with cognitive impairment and polypharmacy experienced several barriers
to medication safety in working with patients. The barriers were related to
the relationship between patients and HCPs, the non-Danish background,
and the health care system. These barriers interacted with each other and
highlighted the complexity of securingmedication safety for this vulnerable
patient group. Most of the participating HCPs lacked effective work strate-
gies to overcome these barriers and ensure medication safety for older mi-
grants with cognitive disorders and polypharmacy. This study underline an
increased need for all health care departmentsworkingwith this vulnerable
patient group to develop effective strategies to overcome these barriers and
ensure medication safety for older migrants with cognitive disorders ex-
posed to polypharmacy.
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