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Abstract
Background: Older patients often experience adverse drug events (ADEs) after discharge that may lead to
unplanned readmission. Medication Reconciliation (MR) reduces medication errors that lead to ADEs, but results on
healthcare utilization are still controversial. This study aimed to assess the effect of MR at discharge (MRd) provided
to patients aged over 65 on their unplanned rehospitalization within 30 days and on both patients’ experience of
discharge and their knowledge of their medication.
Methods: An observational multicenter prospective study was conducted in 5 hospitals in Brittany, France.
Results: Patients who received both MR on admission (MRa) and MRd did not have significantly fewer deaths,
unplanned rehospitalizations and/or emergency visits related to ADEs (OR = 1.6 [0.7 to 3.6]) or whatever the cause
(p = 0.960) 30 days after discharge than patients receiving MRa alone. However, patients receiving both MRa and
MRd were more likely to feel that their discharge from the hospital was well organized (p = 0.003) and reported more
frequently that their community pharmacist received information about their hospital stay (p = 0.036).
Conclusions: This study found no effect of MRd on healthcare utilization 30 days after discharge in patients over 65,
but the process improved patients’ experiences of care continuity. Further studies are needed to better understand
this positive impact on their drug care pathway in order to improve patients’ ownership of their drugs, which is still
insufficient. Improving both the interview step between pharmacist and patient before discharge and the transmis‑
sion of information from the hospital to primary care professionals is needed to enhance MR effectiveness.
Trial registration: NCT04018781 July 15, 2019.
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Background
Care transition after hospitalization, when the patient is
back home, is a high-risk period for adverse events, many
of which are due to drug regimens [1–3]. Such adverse
drug events (ADEs) can cause serious harm to patient
health and are a considerable economic burden on the
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health care system [4, 5]. Some of them lead to emergency visits or rehospitalization as an estimated 4.5% to
24% of hospital readmissions are drug-related [6–8].
Older patients are particularly predisposed to ADEs
because of altered pharmacokinetics and pharmacodynamics, multimorbidity, higher frailty and polypharmacy – usually defined as five or more medications daily
– with a higher risk of drug interactions [9, 10]. Moreover, hospitalization amplifies this risk as it often induces
a discontinuity considering the medical pathway care for
older people because of many drug changes [10, 11].
ADEs could be caused by adverse drug reaction or to
medication errors that can be prevented. [1, 2, 6]. Medication errors can notably result from an inappropriate dosage for the older patient’s frailty or low weight,
the inappropriate interruption of usual medication on
patient admission, erroneous change of doses or galenic
formulations or administration modalities, duplication
of active substance, undue continuation or addition of a
new medication or failure to resume the patient’s usual
treatments on discharge, nonadherence or lack of monitoring [12, 13].
Consequently, many hospital pharmacist interventions have been implemented to reduce the occurrence of
medication errors and ADEs after discharge. The Medication Reconciliation (MR) process has gradually spread
worldwide over the last 20 years and has been acknowledged by many national patient safety organizations as a
way to improve medication safety at the transition points
in the care pathway. The French National Authority for
Health (NHA) published its first recommendations for
MR in health facilities in 2016 and updated them in 2018
[12]. MR was defined as a formalized process that takes
into account all the drugs taken and to be taken by the
patient when drafting a new prescription. It involves the
patient or the person responsible for the patient’s medication (partner or relatives, health professionals that
know the patient) and is based on information sharing
and multi-professional coordination. The objective is to
prevent and correct medication errors, by promoting the
transmission of complete and accurate information on
the patient’s medication among healthcare professionals
at each transition point in the care pathway, i.e. admission and discharge [12]. Two stages can be distinguished
for MR at hospital, namely MR at admission (MRa),
which draws up a detailed inventory of the patient’s usual
medicines, and MR at discharge (MRd). MRd consists
of a new exhaustive pharmaceutical analysis, a collaborative interview between the hospital physician and the
hospital pharmacist as well as a patient interview by the
hospital pharmacist in a therapeutic education approach
to empower the patient and to optimize the chances of
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maintaining the adaptation of the therapeutic regimen
carried out during the hospital stay.
Most previous studies have shown an impact of the MR
process on medication errors [14, 15], but its impact on
the reduction of readmission, for whatever the reasons
or for ADEs, and of emergency visits remains controversial [15–24]. Studies specially focused on people aged
65 or more found similar results [15, 25–28]. The results
of these interventions appear to be highly variable and
dependent on the detailed nature of the intervention
(MRa and/or MRd, sometimes not well documented,
with varying definitions from one country to another),
on the health system and on the primary endpoint. Few
studies have specifically assessed the effect of the MRd
process, mostly only on medication errors, and there are
no data on older people [13, 23, 29–32].
The aim of this study was to assess the impact of MRd
to patients aged 65 or older on healthcare utilization for
ADEs within 30 days following the discharge.

Methods
Study design

The CONPARMED study1 was based on a call for projects funded by the French Ministry of Health aimed at
developing and at assessing clinical pharmacy inside
healthcare facilities. An observational, prospective, multicenter study was set up in 5 French hospitals in 2019.
This study aimed to compare two groups of patients in
routine healthcare practice, those receiving a full MR
process including MRa and MRd – “MRa and MRd
group” — and patients receiving a partial MR process
with MRa only – “MRa only group” – during a hospital
stay, on the basis of design methodological choices relating to pragmatic studies [33–35]. Indeed, in a pragmatic
study, the paradigm is that it is inevitable that there are
some discrepancies between what is ideally planned and
what is actually delivered. The purpose is to record all
these discrepancies and use it as explaining factors of
outcomes of interest.
Setting and participants

The inclusion criteria were patients 65 years or older having received MRa in one of the 12 wards involved in the
study – 7 medical wards (2 departments of internal medicine, 2 departments of geriatrics, 1 of general medicine
and 2 of pulmonology) and 5 rehabilitation wards2—in 5
hospitals including 1 university hospital and 4 standard

1

CONPARMED study on “Guaranteeing the continuity of the medical care
pathway of the older patient: a territorial approach to clinical pharmacy”
(“Garantir la CONtinuité du PARcours de soins MEDicamenteux du patient
âgé: une approche territoriale de pharmacie clinique” in French).

2

Called Soins de Suite et de Réadaptation (SSR) in French.
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hospitals. All 5 hospitals were located in the same territorial hospital group. Such groups were created in
2016 throughout France in order to improve coordination between public hospital care providers. These hospital groups were centered around a support facility for
a defined geographical area so as to facilitate joint and
graduated patient care in intra-hospital care systems, formalized in a joint medical and nursing project [36]. The
exclusion criteria were: patients in palliative care, those
who died during hospitalization, those transferred to
a second medical ward after the first ward in which the
inclusion was carried out, and patients still hospitalized
at the end of the follow-up study period. Due to the timetable imposed by the study’s funder—the French Ministry
of Solidarity and Health—inclusions started in June 2019
and were stopped in November 2019.
Medication reconciliation process

In this study, the MRa and MRd processes were conducted in four steps according the recommendations of
the NHA: 1) Data collection (collect the current medication list); 2) Data summary (synthesis of the Best Possible
Medication History and comparison with the patient’s
current prescription); 3) Best Possible Medication History validation (verification of the process by a pharmacist or physician), and 4) Information sharing with
the general practitioner and community pharmacist by
secure e-mail and with the patient him/herself and if
applicable his/her caregiver during an interview [12]. The
detailed stages of MRa and MRd are described in Figs. 1a
and 1b, respectively. All steps were carried out by hospital pharmacists. Details about duration of each steps are
available in a previous study [37].
As part of the patient’s usual care, the MR process was
associated with the pharmaceutical analysis of the prescriptions during the hospital stay where physicians and
pharmacists discuss in order to choose the most accurate
and relevant medication.
Data collection

At inclusion, at the beginning of hospitalization, patients
completed self-reported questionnaires on their demographic and socioeconomic characteristics as well as
their home care services, if any. The pharmacists detailed
the MRa procedure as it had actually been carried out,
the patient’s health status as well as medications taken at
admission. Cognitive impairment was defined by a previous diagnosis of dementia and/or cognitive impairment
noted by the hospital pharmacist during the MRa. At the
time of discharge, it was planned that all patients should
undergone an MRd, but it was sometimes impossible. The
MRd process was detailed in the “MRa and MRd group”
while in the “MRa only group” the reasons why MRd was
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not conducted were recorded. The pharmacists also identified the person responsible for the patient’s medication
(patient himself or herself, partner or relatives, nurses
operating in private practice or in nursing home). This
person was called by phone 7 and 30 days after discharge
by medical and pharmacist students, previously trained
to assess his or her experience of the discharge and their
knowledge and empowerment of the medication. A questionnaire completion guide was developed to standardize
the interviewers’ responses. The interviewer was blinded
to the patient’s arm. In addition, the call at day 30 identified whether any unplanned rehospitalization, emergency
or GP visit had occurred.
Outcomes

The primary endpoint was the proportion of patients
experiencing death, unplanned rehospitalization or visit
to an emergency department for ADEs within 30 days
following the discharge, whichever event came first. An
ADE was defined as an event with a consequence for the
patient’s state of health that may result from appropriate,
inappropriate or absent use of a drug. Under this definition, the term ADE includes harm caused by the drug
during its appropriate use (adverse drug reactions as side
effects) that is not preventable and harm from the misuse
of the drug (including overuse or underuse) that results
from medication errors and is considered as preventable
[38–40].
When a patient included in a medical ward was then
admitted to a rehabilitation ward, the primary endpoint
was assessed 30 days after discharge from the rehabilitation ward. When unplanned rehospitalization or an
emergency visit was reported by the person responsible
for the patient’s medication, investigators collected hospitalization and emergency records, laboratory or imaging results as well as the discharge prescription. When
information on death, unplanned rehospitalization or
emergency visit were missing at day 30 (patient lost to
follow-up, refusal to answer…), the investigators searched
for a possible death, unplanned rehospitalization or
emergency visit in the university hospital and inclusion
ward patient records.
Then, an expert committee adjudicated whether rehospitalization or emergency visit could be linked to an
ADE. Four experts made up the adjudication committee: one geriatrician (LC), one internal medicine physician (PJ), one pulmonologist (CB) and one hospital
pharmacist (AR) with at least 3 years of experience of
care (range 3–30 years) and specific experience in geriatrics i.e. for age-related changes, dosages adjustment
and STOPP START criteria [41]. Experts blinded to the
patient’s group determined retrospectively the likelihood
that the event was drug-related. They were asked to rate
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Fig. 1 a Description of the steps in the Medication Reconciliation procedure on admission. b Description of the steps in the Medication
Reconciliation procedure on discharge
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each event as: (A-probable) "I consider that hospitalization is most likely related to an ADE", (B-unlikely) "I consider that hospitalization is not linked to an ADE" and
(C-doubtful) "I consider that hospitalization cannot be
classified as either A or B”. First, each expert had to independently classify the event. When all four experts were
unanimous, their answer was recorded. Answer (A) was
also recorded when three of out of the four experts classified the event in (A) and the fourth in (B). For all other
cases, discrepancies were resolved by deliberation and
consensus between the four experts.
Secondary endpoints were unplanned rehospitalization
or any visit to an emergency department whatever the
reasons and the patient’s experience of the discharge and
their knowledge and appropriation of their medication, 7
and 30 days after discharge.
Statistical analysis

Rehospitalization rates of patients aged 65 years or
more are estimated at around 15% in France [42]. To
our knowledge, there is no available data on rehospitalization rates on patients who received only MRa and
not MRd during their hospital stay. We hypothesized an
absolute reduction of this rate by 3% when MRa is done,
so the sample size was based on the assumption of 12%
of patients presented the primary endpoint in the “MRa
only” group at day 30. We assumed a reduction in re-hospitalization for ADEs from 12 to 4% at 30 days, according to the results of a meta-analysis published in 2016
[15]. Assuming a two-sided α of 0.05, a power of 80%,
and a 10% dropout rate, the required sample size was 470
patients (nQuery®).
Baseline clinical and demographic characteristics
were described for the global population and compared
according to the intervention group by chi-square tests
for categorical variables and Student’s t test (or the Wilcoxon-Mann–Whitney test according to validity conditions) for continuous variables.
The primary endpoint was defined as the composite of all-cause death and ADE-related rehospitalization
(including both probable and doubtful categories at day
30). We compared the proportion of patients who met
the primary endpoint between the study groups, with
a chi-square test. A logistic regression model was then
used to identify factors linked to the primary outcome,
including patient group as well as potential confounding
factors (age, gender, living alone at home, education level,
monthly household income, cognition status, person
responsible for medication at home, self-reported health
status, number and type of drugs per patient on BPMH,
inclusion in a medical or rehabilitation ward and transfer
from another hospital). Factors finally introduced in the
model were selected according to a forward procedure.
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Results were expressed as odds ratios (ORs) with 95%
confidence intervals (CIs). Sensitivity analysis was conducted excluding patients classified in the doubtful ADE
by the experts of the adjudication committee from the
statistical population. All reported p-values are based on
two-tailed tests of significance. All the analyses were performed using SAS statistical software (SAS version 9.4
SAS Institute, Cary, NC, USA).

Results
Population characteristics

Of 3,557 patients aged 65 or more, hospitalized in the
study wards during the study period, 441 were initially
included and 64 were excluded, leaving 377 patients in
the analysis population (Fig. 2). Those 377 patients were
more frequently admitted in a medical ward than in a
rehabilitation ward (77.2% vs 22.8%). Among 291 patients
admitted in a medical ward, 16.5% were then transferred
to a rehabilitation ward. The patients came from their
usual residence in 71.5% of cases and were transferred
from another hospital center (in which MR was not carried out) in 28.5% of cases.
During their hospital stay, 41.4% patients received only
MRa (n = 156) and 58.6% both MRa and MRd (n = 221).
Demographic, socioeconomic and clinical baseline characteristics were similar in the two groups (Table 1). The
drugs taken by patients on admission to the inclusion
ward were more frequently cardiac therapies (76.4%),
analgesics (62.3%), psychoactive drugs (46.4%), antithrombotic agents (44.0%) and drugs for acid suppression (35.0%) (Supplemental Table 1). MRd was more
frequently conducted for patients included in a rehabilitation ward than in a medical ward (76.7% vs 53.3%).
Reasons for non-implementation of the MRd process
reported by the pharmacist were: pharmacist not notified of the patient’s discharge (n = 52), pharmacist lacked
time (n = 44), patient discharged outside the pharmacist’s
working hours (n = 27), absence of pharmacist dedicated to MR in the hospital (n = 26), hospital practitioner
not available to carry out the MRd with the pharmacist
(n = 3) or unknown (n = 5).
Medication reconciliation

MRa was performed retroactively in most cases, i.e.,
after the hospital physician had written admission
orders (97.9%). The median time between admission and
the completion of MRa was 1 day (interquartile range
(IQR) = 1.0–3.0). Information about whether or not each
step of both the MRa and MRd processes has actually
been carried out and which healthcare professional has
performed these steps are described in Supplemental
Tables 2 and 3. The various steps of the MRa were carried
out in almost all cases except the pharmacist-physician
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Fig. 2 Flowchart. MRa Medication Reconciliation on admission, MRd Medication Reconciliation on discharge

collaborative meeting, which was held in 75% of cases.
For the MRd, the data collection, summary and validation steps were almost systematically conducted, while
the patient (and informal caregiver interview if applicable) interview was only carried out in three-quarters of
the cases. The MRd letter was sent to the GP and community pharmacist (CP) in 87.3% and 79.2% of cases,
respectively.
Primary and secondary outcomes

There was no significant difference between the two
groups in terms of proportion of death, unplanned
rehospitalization and/or emergency visit for ADEs,
considering probable and doubtful ADEs (5.8% and
9.0% for “MRa only group” and “MRa and MRd group”,
respectively; p = 0.239) (Table 2). Multivariate analysis did not reveal any significant association between
having MRd and the primary endpoint (OR = 1.6 [0.7
– 3.6]) (Table 3). Sensitivity analysis excluding doubtful ADEs from the analysis population did not find any
statistical difference either (OR = 1.4 [0.5 – 3.9]). There
was no significant difference between the two groups
in terms of proportion of death, unplanned rehospitalization and/or emergency visit whatever the reason
(p = 0.960) or in the number of visits to a GP at day 30

(p = 0.810) (Table 2). The difference remained non-significant after stratification on rehospitalization between
discharge and day 30 (p = 0.473).
In the “MRa and MRd group”, only 74.9% of patients
actually had the pharmaceutical interview before discharge that is part of the MRd (Supplemental Table 3)
and this variable was not associated with the primary
endpoint (p = 0.183).
Results regarding patients’ experience of discharge and
their knowledge and appropriation of the medication are
shown in Table 4. There was no difference between the
two groups concerning the patient’s knowledge of his/
her medications when leaving hospital or whether she/he
had a question about the medications after discharge or
not. Only 47.8% of patients who actually received MRd
including the interview with the pharmacist reported
talking with a health professional about their medication (vs. 33.3% of patients who did not receive MRd) and
66.5% did not remember being given a document other
than a prescription setting out their medication and the
changes made during their hospital stay. Patients in the
“MRa and MRd group” were more likely to feel that their
discharge from hospital was well organized (p < 0.001)
and reported more frequently that their CP received
information about their hospital stay (p = 0.003).
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Table 1 Patient baseline characteristics
Total n = 377

MRa only group
n = 156

MRa and MRd group
n = 221

p-value

Age Mean (SD)

81.8 (7.7)

81.7 (7.4)

81.9 (7.8)

0.732

Gender (Female)

214 (56.8%)

86 (55.1%)

128 (57.9%)

0.590
0.400

Living
  Alone at home

158 (42.8%)

62 (40.03%)

96 (44.7%)

  With someone at home or in nursing homes

211 (57.2%)

92 (59.7%)

119 (55.3%)

Education level
  Primary school

62 (16.8%)

21 (13.8%)

41 (19.0%)

  Secondary school

256 (69.6%)

111 (73.0%)

145 (67.1%)

  High school diploma (baccalauréat)

19 (5.2%)

8 (5.3%)

11 (5.1%)

  Higher education

31 (8.4%)

12 (7.9%)

19 (8.8%)

0.583

Household income
   < 500€/month

21 (6.9%)

8 (6.7%)

13 (7.0%)

  [500–1,000[€/month

108 (35.4%)

51 (42.5%)

57 (30.8%)

0.074

  [1,000–2,000[€/month

139 (46.6%)

44 (36.7%)

95 (51.4%)

   > 2,000€/month

37 (12.1%)

17 (14.2%)

20 (10.8%)

Cognition (Impaired)

82 (21.8%)

32 (20.6%)

50 (22.6%)

0.647

Person responsible for medication at home (informal or
professional caregiver)

135 (36.0%)

57 (36.8%)

78 (35.5%)

0.793

Self-reported health status (bad or very bad)

119 (33.1%)

51 (34.7%)

68 (31.9%)

0.583

Medication at admission Mean (SD)

8.2 (4.0)

8.4 (4.0)

8.1 (4.1)

0.406

SD Standard deviation
Values are given as N (%) unless noted otherwise
Missing data: age (n = 2), living (n = 8), education level (n = 9), household income (n = 72), cognition (n = 1), person responsible for medication at home (n = 2), selfreported health status (n = 17)

Table 2 Summary of outcome at day 30 post discharge
Total n = 377

MRa only Group MRa and MRd
n = 156
group n = 221

p-value

29 (7.7%)

9 (5.8%)

20 (9.0%)

0.239

  Probable

15 (4.0%)

4 (2.6%)

11 (5.0%)

  Doubtful

11 (2.9%)

3 (1.9%)

8 (3.6%)

  Unlikely

30 (8.0%)

16 (10.3%)

14 (6.3%)

  Death without any rehospitalization

3 (0.8%)

2 (1.3%)

1 (0.5%)

56 (14.9%)

23 (14.7%)

33 (14.9%)

0.960
0.810

Primary endpoint
Death or unplanned rehospitalization or emergency visit for ADEs (probable or
doubtful)
  Unplanned rehospitalization or emergency visit for ADEs

Secondary endpoints
  Unplanned rehospitalization or emergency visit, whatever the reasonsa
  GP visit
  0 visit

82 (25.5%)

33 (24.6%)

49 (26.2%)

  1 visit

159 (49.5%)

64 (47.8%)

95 (50.8%)

  2 visits

55 (17.1%)

26 (19.4%)

29 (15.5%)

25 (7.8%)

11 (8.2%)

14 (7.5%)

     ≥ 3 visits
Missing data: GP visit (n = 56)
a

Including one patient who died after rehospitalization

ADE Adverse drug event
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Table 3 Factors associated with death, unplanned rehospitalization or emergency visit for ADEs within 30 days post-discharge
Death or unplanned rehospitalization or emergency visit for ADE within
30 days post dischargea
Univariate analysis OR [95%CI]

Multivariate analysisb OR
[95%CI]

Drugs on BPMH (ref: no)
    Chronic obstructive pulmonary disease drugs

2.6 [1.2- 6.0]

    Alpha-adrenergic receptor blockers

3.3 [1.4 – 8.0]

2.7 [1.1–6.8]

     Immunosuppressive agents or immunostimulants

4.9 [1.2 – 19.6]

4.1 [1.0 – 17.0]

1.6 [0.7- 3.7]

1.6 [0.7–3.6]

MRa and MRd (ref: MRa only)

2.4 [1.0–5.5]

OR Odds Ratio, CI Confidence Interval, MRa Medication Reconciliation on admission, MRd Medication Reconciliation on discharge, ADE Adverse Drug Event, BPMH Best
Possible Medication History
a

Including A-Probable et C-Doubtful link between drugs and unplanned rehospitalization or emergency visit

b

All variables of the bivariate analysis were introduced into the model and then selected according to a forward procedure

Discussion
Main findings

In this observational study, we found that patients who
received both MRa and MRd did not have significantly
fewer deaths, unplanned rehospitalizations and/or emergency visits related to ADEs, whatever the cause, or GP
visits 30 days after discharge than patients receiving MRa
alone. There was no difference between the two groups
concerning the patient’s knowledge of his/her medications
when leaving hospital. However, patients in the “MRa and
MRd group” were more likely to feel that their discharge
from hospital was well organized and reported more frequently that their CP received information about their hospital stay.
While there seems to be a consensus about the effects
of MR on reducing medication errors, our results are in
line with recent systematic reviews and meta-analyses of
randomized clinical trials that did not find any significant
results on readmission post-discharge [18, 21, 22], with
one exception [17]. Indeed, few medication errors have the
potential to lead to harm to patients and to increase healthcare utilization [43]. Furthermore, unlike other recent studies that compared the complete process of MR (MRa and
MRd) to standard care i.e. without any step of the MR, all
the patients included in our study underwent MRa, which
could reduce the potential difference between the two
groups in the primary outcome [15–24].
However, according to a previous study, our results
suggested that MR may improve the patient’s experience of discharge and further studies may be needed
to better understand this positive impact on the drug
care pathway [44].
Limits of the MR process in a real‑life context and potential
improvements

In view of the controversial results concerning the impact
of the MR on healthcare utilization, it seems important

to understand how the different steps are carried out,
their specific effects and the ways to improve them [45].
The fact that our study was implemented in a real-life
context is of interest in various ways. First, we had to
check whether MRd implemented in a real-life context
was conducted in accordance with NHA recommendations [12]. Among the patients who received MRd,
patient interview at discharge was actually performed
in only 3 out of 4 cases and MRd letter was transmitted
by e-mail to GPs and CPs in very few cases. This highlights difficulties in fully implementing a long and complex MR process involving many actors and may partially
explain why a potential clinical impact of MR is difficult
to highlight. Furthermore, the various steps of MRd actually implemented may not be optimal and fully adapted
to patients’ needs. For instance, one-third of the patients
did not or partially knew their medications when they
left hospital, regardless of whether or not MRd was performed. Less than half of the patients who had an interview with a pharmacist reported talking with a health
professional about their medication and most of them
did not remember being given a document other than a
prescription setting out their medication and the changes
made during their hospital stay. This suggests that the day
of discharge from hospital may not be the most appropriate time to perform the pharmacist interview, because
patients and their caregivers receive a lot of information
and documents at discharge and are probably not very
receptive. Moreover, low cognition at discharge is common among older patients without dementia, and cognition often improves one month post-hospitalization [46].
Some interventions in other countries have proposed
an interview a few days to a few weeks after discharge,
with significant results on the rate of preventable ADEs
and healthcare utilization 30 days after discharge [13, 47]
and on patient satisfaction [48]. This raises the questions
of who should be in charge of this interview and of the
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Table 4 Summary of outcome at days 7 and 30 post discharge
Total n = 343

MRa only Group n = 143

MRa and MRd group n = 200

p-value

  Quite or very good

305 (93.3%)

128 (90.8%)

177 (95.2%)

0.117

  Quite or very bad

22 (6.7%)

13 (9.2%)

9 (4.8%)

Phone call 7 days post-discharge
How was your discharge from hospital?

Were you familiarized with your medications when you left the hospital?
  Yes, absolutely

224 (67.3%)

91 (65.0%)

133 (68.9%)

  Yes, partially

50 (15.0%)

20 (14.3%)

30 (15.5%)

  No

59 (17.7%)

29 (20.7%)

30 (15.5%)

0.474

During your hospitalization, did you meet with a professional to talk about your medications?
  Yes

121 (38.9%)

44 (33.3%)

77 (43.0%)

  No

190 (61.1%)

88 (66.7%)

102 (57.0%)

0.083

At the end of your hospitalization, were you given a document (other than a prescription) setting out your medication and the changes made during
your hospital stay?
  Yes

70 (25.6%)

16 (14.0%)

54 (34.0%)

  No

203 (74.4%)

98 (86.0%)

105 (66.0%)

< 0.001***

After discharge, did you know who to contact if you had a question about your medication?
  Yes

273 (80.5%)

109 (77.9%)

164 (82.4%)

  No

66 (19.5%)

31 (22.1%)

35 (17.6%)

0.297

Has your GP received any information about your hospital stay?
  Yes

82 (76.6%)

42 (77.8%)

40 (75.5%)

  No

25 (23.4%)

12 (22.2%)

13 (24.5%)

0.778

Has your CP received any information about your hospital stay?
  Yes

58 (43.0%)

21 (35.0%)

37 (49.3%)

  No

77 (57.0%)

39 (65.0%)

38 (50.7%)

0.095

Did you feel there was a problem with the transmission of information between the hospital and both GP and CP?
  Yes

29 (12.4%)

17 (16.5%)

12 (9.2%)

  No

205 (87.6%)

86 (83.5%)

119 (90.8%)

0.090

Did you feel that your discharge from the hospital was well organized?
  Yes, absolutely

248 (75.4%)

92 (67.6%)

156 (80.8%)

  Yes, quite well

59 (17.9%)

28 (20.6%)

31 (16.1%)

  No

22 (6.7%)

16 (11.8%)

6 (3.1%)

0.003**

Phone call 30 days post-discharge
Has your GP received any information about your hospital stay?
  Yes

210 (88.6%)

86 (85.1%)

124 (91.2%)

  No

27 (11.4%)

15 (14.9%)

12 (8.8%)

0.149

Has your CP received any information about your hospital stay?
  Yes

42 (38.9%)

13 (27.7%)

29 (47.5%)

  No

66 (61.1%)

34 (72.3%)

32 (52.5%)

0.036*

Did you feel there was a problem with the transmission of information between the hospital and both GP and CP?
  Yes

42 (19.2%)

16 (17.2%)

26 (20.6%)

  No

177 (80.8%)

77 (82.8%)

100 (79.4%)

0.524

Percentages were calculated excluding missing data or response “I don’t remember” or “I don’t know”
CP Community Pharmacist, GP General Practitioner
***

p < 0.001 ** p < 0.01 * p < 0.05

potential role of the CP who is familiar to the patient,
but this implies an effective transmission of information
from the hospital to the CP, which was not the case in our
study.

The implementation of the intervention in real life thus
necessarily entails difficulties and the improvement of
professional practices in the MR process appears to be a
key issue in ameliorating its effectiveness and efficiency.
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This work must be carried out with healthcare professionals working in primary care, i.e., GPs and CPs, hospital healthcare professionals as well as the patients
and their potential caregivers in order to optimize the
patient’s drug care pathway. Like some other studies, our
results suggested that MRd has an impact on the way
patients experience hospital discharge [44, 49]. Their
involvement in identifying actions to improve the MR
process is therefore essential.
Several points could thus be discussed to improve the
MRd process. In addition to considering the most appropriate time to conduct the patient interview at discharge,
as mentioned above, the intensity of the intervention
could also be increased by strengthening the coordination of the drug care pathway between the hospital and
primary care. For example, the hospital pharmacist could
systematically call the CP and CP could pursue a close
follow-up after hospital discharge [13, 47, 48, 50]. It is
also essential to improve patient empowerment (in particular through the use of adapted and co-constructed
tools and enhanced training for pharmacists in conducting pharmaceutical interviews, adopting an educational
approach) and to involve the caregiver in the pharmaceutical interview at discharge if he or she is responsible for
the patient’s medication [51, 52]. Furthermore, the implementation of integrated care requires the use of a shared
information system between the healthcare professionals involved in the patient’s drug care pathway in both
hospital and primary care, which is not currently the
case in France [53]. Finally, an increase in the resources
dedicated to MR would make it possible to guarantee continuity of care by hospital pharmacists or other
professionals (nurses, pharmacy assistants) in order to
increase the number of patients receiving MRd.
Strengths and weaknesses of the study

To our knowledge, few studies have evaluated the specific impact of the MRd alone as defined by the NHA and
mostly only on medication errors, but with very little or
little evidence and none on the at-risk population aged 65
or more [13, 29–32]. One of the strengths of our study
is that it was designed with a pragmatic approach whose
objective, according to Ford et al., “is to inform a clinical or policy decision by providing evidence for adoption
of the intervention into real-word clinical practice”, and
which has been widely deployed over the last 20 years
[33, 35, 54, 55]. First, our results highlight the difficulties of implementing an intervention in a real-life setting
as pharmacists were only able to perform MRd for twothird of patients who received MRa. Patients were thus
included in several medical and rehabilitation wards, in
healthcare facilities of different size and status, the number of exclusion criteria was limited and the patients
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experienced different care pathways. Pharmacists and
physicians involved in the intervention had the necessary knowledge and skills to conduct the MR process,
but were not specifically trained to work together for the
study, had varying levels of professional experience and
varying amounts of time dedicated to the deployment of
MR in their facilities.
Our intervention was planned according to NHA recommendations with a precise description of each MR
step, but we observed flexibility in its actual implementation e.g., not all patients in the “MRa and MRd group”
received a patient interview at discharge. Moreover, we
chose a primary endpoint of clinical significance rather
than an event without systematic impact on the patient,
e.g., medication errors or medication discrepancies.
Pragmatic studies thus complement randomized clinical trials on this topic with consideration of the generalizability of the findings to routine clinical practice
situations and contribute to our understanding of the
real-life effectiveness of interventions [33, 35].
Our study also has several limitations. Unlike other
studies that focus on MRa and MRd compared to no
intervention, all the patients included in our study
encompassed MRa that could reduce the potential difference between the two groups on the primary outcome.
Furthermore, due to the observational and pragmatic
design of this study, patients who received both MRa
and MRd may not be comparable to patients who only
received MRa, which could lead potential confounding
bias. For example, we could hypothesize that the pharmacist who lack time may have prioritized the MRd he
performed, for instance by targeting the most at-risk
patients (risky drugs, polypharmacy, more complex medical situations, etc.). However, we found no statistical difference between the characteristics of patients in the two
groups. Finally, only 441 of the 470 patients estimated in
the sample size calculation were initially included in the
study due to the limited funding of pharmacists dedicated to perform MR, the reporting schedule imposed by
the funder, i.e. the French Solidarity and Health Ministry and recruitment took more time than expected due
to the organizational constraints. These limitations are
inherent in pragmatic studies design and we thus cannot rule out that a lack of power could be leading to a
nonsignificant result.

Conclusion
This study found that the MRd had no effect on healthcare utilization 30 days after discharge in patients over
65 years of age, but appeared to improve the patient’s
experience of continuity of care. Further multiprofessional studies associating primary care healthcare
professionals, i.e., GPs and CPs, hospital healthcare
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professionals as well as the patients and their potential
caregivers are needed to improve professional practices
in the MR process. Optimizing the procedures for the
pharmaceutical interview at discharge—the time at
which it is carried out, the patient empowerment, the
systematic involvement of the caregiver if he or she is
responsible of the patient’s medication, the tools used
and the training of hospital pharmacists—would appear
to interesting way to improve the effectiveness of MRd
and the continuity of the drug care pathway between
the hospital and primary care.
Abbreviations
GP: General Practitioner; CP: Community Pharmacist; MRa: Medication Rec‑
onciliation on admission; MRd: Medication Reconciliation on discharge; NHA:
National Health Agency; ADE: Adverse Drug Event; CI: Confidence Interval; OR:
Odds Ratio; BPMH: Best Possible Medication History.

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12877-022-03192-3.
Additional file 1. Supplemental tables
Acknowledgements
The authors acknowledge the pharmacy students who contributed to data
collection (Lucas Charbonnier, Florian Laval, Elodie Lhelgoualch, Camille
Lediguerher, François Leclainche, Zaineb Mimouni), Béatrice Marie-Dit-Dinard
and Astrid Bacle who participated in the initial development of the project,
the four adjudication committee members (Chantal Belleguic (CB), Amélie
Rousseau (AR), Patrick Jego (PJ) and Lucie Cornée (LC)), Laurianne Dischli for
her help in building the data collection tools, the pharmacists who carried
out the medication reconciliation in the study hospitals, and the patients who
agreed to participate in this study.
Authors’ contributions
CB, MM, JH, VC, CLI implemented the intervention, included the patients and
contribute to data acquisition. LC and PJ contribute to data acquisition. EB,
BH, DS, JMJ, LA, PJ, LC, BC, VG, VM, FXS contributed to the conception and the
design of the work as well as interpretation of data. EB was a major contributor
in writing the manuscript. SH performed statistical analysis. All authors read
and approved the final manuscript.
Funding
This work was supported by the French Solidarity and Health Ministry –
Direction Générale de l’Offre de Soins. Instruction n° DGOS/PF2/2017/295 du
17 octobre 2017 relative au second appel à projets de mise en œuvre de la
pharmacie clinique en établissements de santé.
Availability of data and materials
The datasets used and/or analysed during the current study are available from
the corresponding author on reasonable request due to the study sponsor’s
data privacy policy.

Declarations
Ethics approval and consent to participate
The French national ethics committee approved the protocol and all patients
provided informed consent at enrollment (N°RCB 2019-A00455-52). All meth‑
ods were carried out in accordance with relevant guidelines and regulations.
Consent for publication
not applicable.

Page 11 of 13

Competing interests
The authors declare that they have no competing interests.
Author details
1
Department of Epidemiology and Public Health, Univ Rennes, Rennes
University Hospital, F‑35000 Rennes, France. 2 Department of Internal
Medicine and Clinical Immunology, Univ Rennes, Rennes University Hospital,
F‑35000 Rennes, France. 3 Department of Geriatrics, St-Laurent Polyclinic,
Hospitalité St-Thomas de Villeneuve, F‑35000 Rennes, France. 4 Department
of Pharmacy, Rennes University Hospital, F‑35000 Rennes, France. 5 Depart‑
ment of Pharmacy, Fougères Hospital, F‑35300 Fougères, France. 6 Depart‑
ment of Pharmacy, Montfort/Meu Hospital, F‑35160 Montfort/Meu, France.
7
Department of Human and Social Sciences, Univ Rennes, EHESP, EA7348
MOS, F‑35000 Rennes, France. 8 France Asso Santé, F‑35000 Rennes, France.
9
Univ Rennes, CNRS, CREM‑UMR 6211, F‑35000 Rennes, France. 10 Department
of Geriatrics, Department of Geriatrics, Univ Rennes, EHESP, CNRS, Inserm,
Arènes - UMR 6051, RSMS - U 1309 , F‑35000 Rennes, France.
Received: 5 January 2022 Accepted: 31 May 2022

References
1. Beijer HJM, de Blaey CJ. Hospitalisations caused by adverse drug reac‑
tions (ADR): a meta-analysis of observational studies. Pharm World Sci.
2002;24(2):46–54.
2. El Morabet N, Uitvlugt EB, van den Bemt BJF, van den Bemt PMLA,
Janssen MJA, Karapinar-Çarkit F. Prevalence and Preventability of DrugRelated Hospital Readmissions: A Systematic Review. J Am Geriatr Soc.
2018;66(3):602–8.
3. Schwab C, Korb-Savoldelli V, Escudie JB, Fernandez C, Durieux P, SaintJean O, et al. Iatrogenic risk factors associated with hospital readmission
of elderly patients: A matched case-control study using a clinical data
warehouse. J Clin Pharm Ther. 2018;43(3):393–400.
4. Roughead EE, Semple SJ, Rosenfeld E. The extent of medication errors
and adverse drug reactions throughout the patient journey in acute care
in Australia. Int J Evid Based Healthc. 2016;14(3):113–22.
5. Rottenkolber D, Hasford J, Stausberg J. Costs of adverse drug events in
German hospitals–a microcosting study. Value Health J Int Soc Pharma‑
coeconomics Outcomes Res. 2012;15(6):868–75.
6. Forster AJ, Clark HD, Menard A, Dupuis N, Chernish R, Chandok N, et al.
Adverse events among medical patients after discharge from hospital.
CMAJ Can Med Assoc J J Assoc Medicale Can. 2004;170(3):345–9.
7. Davies EC, Green CF, Mottram DR, Rowe PH, Pirmohamed M. Emergency
re-admissions to hospital due to adverse drug reactions within 1 year of
the index admission. Br J Clin Pharmacol. 2010;70(5):749–55.
8. Ruiz B, García M, Aguirre U, Aguirre C. Factors predicting hospital
readmissions related to adverse drug reactions. Eur J Clin Pharmacol.
2008;64(7):715–22.
9. Davies EA, O’Mahony MS. Adverse drug reactions in special populations the elderly. Br J Clin Pharmacol. 2015;80(4):796–807.
10. Koronkowski MJ, Semla TP, Schmader KE, Hanlon JT. Recent Literature
Update on Medication Risk in Older Adults, 2015–2016. J Am Geriatr Soc.
2017;65(7):1401–5.
11. Harris CM, Sridharan A, Landis R, Howell E, Wright S. What happens to the
medication regimens of older adults during and after an acute hospitali‑
zation? J Patient Saf. 2013;9(3):150–3.
12. Haute Autorité de Santé. Mettre en œuvre la conciliation des traitements
médicamenteux en établissement de santé. Sécuriser la prise en charge
médicamenteuse du patient lors de son parcours de soins. Guide version
février 2018. [Internet]. 2018 Feb. Available from: https://www.has-sante.
fr/jcms/c_2736442/fr/mettre-en-oeuvre-la-conciliation-des-traitements-
medicamenteux-en-etablissement-de-sante
13. Schnipper JL, Kirwin JL, Cotugno MC, Wahlstrom SA, Brown BA, Tarvin E,
et al. Role of pharmacist counseling in preventing adverse drug events
after hospitalization. Arch Intern Med. 2006;166(5):565–71.
14. Chiewchantanakit D, Meakchai A, Pituchaturont N, Dilokthornsakul P,
Dhippayom T. The effectiveness of medication reconciliation to prevent
medication error: A systematic review and meta-analysis. Res Soc Adm
Pharm RSAP. 2020;16(7):886–94.

Bajeux et al. BMC Geriatrics

(2022) 22:576

15. Mekonnen AB, McLachlan AJ, E Brien J anne. Effectiveness of pharmacistled medication reconciliation programmes on clinical outcomes at
hospital transitions: a systematic review and meta-analysis. BMJ Open.
2016;6(2):e010003.
16. Daliri S, Boujarfi S, El Mokaddam A, Scholte Op Reimer WJM, Ter Riet G,
den Haan C, et al. Medication-related interventions delivered both in
hospital and following discharge: a systematic review and meta-analysis.
BMJ Qual Saf. 2020;30(2):146–56.
17. Renaudin P, Boyer L, Esteve MA, Bertault-Peres P, Auquier P, Honore S. Do
pharmacist-led medication reviews in hospitals help reduce hospital
readmissions? A systematic review and meta-analysis: Pharmacist-led
medication reviews and hospital readmissions. Br J Clin Pharmacol.
2016;82(6):1660–73.
18. Cheema E, Alhomoud FK, Kinsara ASAD, Alsiddik J, Barnawi MH, Al-Muwallad
MA, et al. The impact of pharmacists-led medicines reconciliation on health‑
care outcomes in secondary care: A systematic review and meta-analysis of
randomized controlled trials. PLoS ONE. 2018;13(3): e0193510.
19. Redmond P, Grimes TC, McDonnell R, Boland F, Hughes C, Fahey T. Impact
of medication reconciliation for improving transitions of care. Cochrane
Database Syst Rev. 2018;8:CD010791.
20. Kwan JL, Lo L, Sampson M, Shojania KG. Medication Reconciliation Dur‑
ing Transitions of Care as a Patient Safety Strategy: A Systematic Review.
Ann Intern Med. 2013;158(5_Part_2):397.
21. Guisado-Gil AB, Mejías-Trueba M, Alfaro-Lara ER, Sánchez-Hidalgo M,
Ramírez-Duque N, Santos-Rubio MD. Impact of medication reconciliation
on health outcomes: An overview of systematic reviews. Res Soc Adm
Pharm RSAP. 2020;16(8):995–1002.
22. Anderson LJ, Schnipper JL, Nuckols TK, Shane R, Le MM, Robbins K,
et al. Effect of medication reconciliation interventions on outcomes:
A systematic overview of systematic reviews. Am J Health Syst Pharm.
2019;76(24):2028–40.
23. Dawoud DM, Smyth M, Ashe J, Strong T, Wonderling D, Hill J, et al.
Effectiveness and cost effectiveness of pharmacist input at the ward
level: a systematic review and meta-analysis. Res Soc Adm Pharm.
2019;15(10):1212–22.
24. Al-Hashar A, Al-Zakwani I, Eriksson T, Sarakbi A, Al-Zadjali B, Al Mubaihsi
S, et al. Impact of medication reconciliation and review and counselling,
on adverse drug events and healthcare resource use. Int J Clin Pharm.
2018;40(5):1154–64.
25. Chiarelli MT, Antoniazzi S, Cortesi L, Pasina L, Novella A, Venturini F, et al.
Pharmacist-driven medication recognition/ reconciliation in older medi‑
cal patients. Eur J Intern Med. 2021;83:39–44.
26. Gillespie U, Alassaad A, Henrohn D, Garmo H, Hammarlund-Udenaes M,
Toss H, et al. A comprehensive pharmacist intervention to reduce mor‑
bidity in patients 80 years or older: a randomized controlled trial. Arch
Intern Med. 2009;169(9):894–900.
27. Bonnet-Zamponi D, d’Arailh L, Konrat C, Delpierre S, Lieberherr D, Lemaire
A, et al. Drug-Related Readmissions to Medical Units of Older Adults
Discharged from Acute Geriatric Units: Results of the Optimization of
Medication in AGEd Multicenter Randomized Controlled Trial. J Am
Geriatr Soc. 2013;61(1):113–21.
28. Tomlinson J, Cheong VL, Fylan B, Silcock J, Smith H, Karban K, et al.
Successful care transitions for older people: a systematic review and
meta-analysis of the effects of interventions that support medication
continuity. Age Ageing. 2020;49(4):558–69.
29. Eggink RN, Lenderink AW, Widdershoven JWMG, van den Bemt PMLA.
The effect of a clinical pharmacist discharge service on medication
discrepancies in patients with heart failure. Pharm World Sci PWS.
2010;32(6):759–66.
30. Ibrahim OHM. Impact of Clinical Pharmacist Intervention on Decreasing
Incidence of Preventable Adverse Drug Events after Hospital Discharge.
Adv Pharmacoepidemiol Drug Saf [Internet]. 2012 [cited 2021 Jan
7];01(02). Available from: https://www.omicsonline.org/open-access/
impact-of-clinical-pharmacist-intervention-on-decreasing-incidence-of-
preventable-adverse-drug-events-after-hospital-discharge-2167-1052.
1000111.php?aid=6570
31. Singh D, Fahim G, Ghin HL, Mathis S. Effects of Pharmacist-Conducted
Medication Reconciliation at Discharge on 30-Day Readmission Rates
of Patients With Chronic Obstructive Pulmonary Disease. J Pharm Pract.
2021;34(3):354–9.

Page 12 of 13

32. Nickerson D, Smith N, Hunter P. New developments in a strongly coupled
cardiac electromechanical model. Eur Eur Pacing Arrhythm Card Electro‑
physiol J Work Groups Card Pacing Arrhythm Card Cell Electrophysiol Eur
Soc Cardiol. 2005;7(Suppl 2):118–27.
33. Ford I, Norrie J. Pragmatic Trials. Drazen JM, Harrington DP, McMurray JJV,
Ware JH, Woodcock J, editors. N Engl J Med. 2016 Aug 4;375(5):454–63.
34. Barnish MS, Turner S. The value of pragmatic and observational studies in
health care and public health. Pragmatic Obs Res. 2017;8:49–55.
35. Ware JH, Hamel MB. Pragmatic Trials — Guides to Better Patient Care? N
Engl J Med. 2011;364(18):1685–7.
36. Décret n° 2016–524 du 27 avril 2016 relatif aux groupements hospitaliers
de territoire [Internet]. Available from: https://www.legifrance.gouv.fr/eli/
decret/2016/4/27/AFSH1609031D/jo
37. Alix L, Bajeux E, Hubert J, Cador B, Josselin JM, Tuffier S, et al. Medication
reconciliation in hospital patients over the age of 65: How long does
it take and how much does it cost? A time-motion study in an internal
medicine ward. Eur J Intern Med. 2020;73:100–2.
38. Expert Group on Safe Medication Practices. Creation of a better medica‑
tion safety culture in Europe: Building up safe medication practices
[Internet]. Conseil de l’Europe; 2006. Available from: https://www.edqm.
eu/medias/fichiers/Report_2006.pdf
39. VA Center for Medication Safety, VHA Pharmacy Benefits Management
Strategic Healthcare Group and the Medical Advisory Panel. Adverse drug
events, adverse drug reactions and medication errors frequently asked
questions [Internet]. 2006 Nov. Available from: https://www.google.
com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=&cad=rja&uact=
8&ved=2ahUKEwi8kOud-uf0AhVCDWMBHUmDB0wQFnoECAMQAQ&
url=https%3A%2F%2Fwww.pbm.va.gov%2FPBM%2Fvacenterformedicat
ionsafety%2Ftools%2FAdverseDrugReaction.pdf&usg=AOvVaw2dOm
7oFXztx_GBHi3II7z8
40. Nebeker JR, Barach P, Samore MH. Clarifying adverse drug events: a clini‑
cian’s guide to terminology, documentation, and reporting. Ann Intern
Med. 2004;140(10):795–801.
41. O’Mahony D, O’Sullivan D, Byrne S, O’Connor MN, Ryan C, Gallagher P.
STOPP/START criteria for potentially inappropriate prescribing in older
people: version 2. Age Ageing. 2014;44(2):213–8.
42. Gusmano M, Rodwin V, Weisz D, Cottenet J, Quantin C. Comparison of
rehospitalization rates in France and the United States. J Health Serv Res
Policy. 2015;20(1):18–25.
43. Urban R, Armitage G, Morgan J, Marshall K, Blenkinsopp A, Scally A.
Custom and practice: A multi-center study of medicines reconciliation
following admission in four acute hospitals in the UK. Res Soc Adm
Pharm. 2014;10(2):355–68.
44. Jack BW, Chetty VK, Anthony D, Greenwald JL, Sanchez GM, Johnson AE,
et al. A reengineered hospital discharge program to decrease rehospitali‑
zation: a randomized trial. Ann Intern Med. 2009;150(3):178–87.
45. Fernandes BD, Almeida PHRF, Foppa AA, Sousa CT, Ayres LR, Chemello C.
Pharmacist-led medication reconciliation at patient discharge: A scoping
review. Res Soc Adm Pharm. 2020;16(5):605–13.
46. Lindquist LA, Go L, Fleisher J, Jain N, Baker D. Improvements in Cognition
Following Hospital Discharge of Community Dwelling Seniors. J Gen
Intern Med. 2011;26(7):765–70.
47. Phatak A, Prusi R, Ward B, Hansen LO, Williams MV, Vetter E, et al. Impact
of pharmacist involvement in the transitional care of high-risk patients
through medication reconciliation, medication education, and postdis‑
charge call-backs (IPITCH Study). J Hosp Med. 2016;11(1):39–44.
48. Flanagan P, Kainth S, Nissen L. Satisfaction survey for a medication
management program: satisfaction guaranteed? Can J Hosp Pharm.
2013;66(6):355–60.
49. Karapinar-Çarkıt F, Borgsteede SD, Janssen MJA, Mak M, Yildirim N, Siegert
CEH, et al. The effect of a pharmaceutical transitional care program on
rehospitalisations in internal medicine patients: an interrupted-timeseries study. BMC Health Serv Res. 2019;19(1):717–29.
50. Pellegrin KL, Krenk L, Oakes SJ, Ciarleglio A, Lynn J, McInnis T, et al.
Reductions in Medication-Related Hospitalizations in Older Adults with
Medication Management by Hospital and Community Pharmacists: A
Quasi-Experimental Study. J Am Geriatr Soc. 2017;65(1):212–9.
51. Coleman EA, Smith JD, Frank JC, Min SJ, Parry C, Kramer AM. Preparing
patients and caregivers to participate in care delivered across settings:
the Care Transitions Intervention. J Am Geriatr Soc. 2004;52(11):1817–25.

Bajeux et al. BMC Geriatrics

(2022) 22:576

Page 13 of 13

52. Vervloet M, van Dijk L, Rademakers JJDJM, Bouvy ML, De Smet PAGM,
Philbert D, et al. Recognizing and Addressing Limited PHarmaceutical
literacy: Development of the RALPH interview guide. Res Soc Adm Pharm
RSAP. 2018;14(9):805–11.
53. Bajeux E, Corvol A, Somme D. Integrated Care for Older People in
France in 2020: Findings, Challenges, and Prospects. Int J Integr Care.
2021;21(4):16.
54. Zwarenstein M, Treweek S, Gagnier JJ, Altman DG, Tunis S, Haynes B,
et al. Improving the reporting of pragmatic trials: an extension of the
CONSORT statement. BMJ. 2008;11(337): a2390.
55. Loudon K, Treweek S, Sullivan F, Donnan P, Thorpe KE, Zwarenstein M. The
PRECIS-2 tool: designing trials that are fit for purpose. BMJ. 2015;8(350):
h2147.

Publisher’s Note

Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.

Ready to submit your research ? Choose BMC and benefit from:

• fast, convenient online submission
• thorough peer review by experienced researchers in your field
• rapid publication on acceptance
• support for research data, including large and complex data types
• gold Open Access which fosters wider collaboration and increased citations
• maximum visibility for your research: over 100M website views per year
At BMC, research is always in progress.
Learn more biomedcentral.com/submissions

