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Post-discharge adjustment of
medication in geriatric patients
A prospective cohort study

Introduction

Hospital discharge is a critical phase in
patient care due to the transition from
one healthcare setting to another. This
is especially true for the therapeutic in-
terventions in older patients suffering
frommultimorbidity. They often present
with a high prevalence of polypharmacy
(PP) and potentially inappropriate med-
ications (PIM). Geriatric units in hospi-
tals are aware of thesemedication-related
risks and use decision support tools to
assist in safe prescription, e.g. START
criteria [20] or the FORTA list [16]; how-
ever, studies have shown that medication
issues particularly arise in the discharge
phase. A variety of factors have been
made responsible, such as reconciliation
errors, mismatch of dosages, non-adher-
enceandconfusing substitutions [18, 25].
Moreover, patients are often not aware
of medication changes, have little knowl-
edge about the discharge medication [5]
and are confronted with unfamiliar rou-
tines in handling new medications [7].
Delays in issuing discharge letters with
the medication charts seem to contribute
towards re-hospitalization [27]. Hence
themedication transition phase after dis-
charge seems to pose a significant risk for
older patients, often contributing to de-
teriorating illnesses and impaired health
outcomes [25].

Despite the observed issues in the
medication management of older pa-
tients and the inherent risks of adverse
drug events post-discharge [15], few
studies have sought descriptive evidence
on the medication changes that occur in

this transitional phase. In a prospective
study focusing on the post-discharge
period, only 16% of the geriatric patients
remained on the hospital prescriptions
after 1 month. A third of all medica-
tions had been modified [18]. Likewise,
a Danish study demonstrated that 64%
of the drugs from a geriatric hospital
were continued by primary care doctors.
The acceptance rate was somewhat lower
for the newly initiated medications dur-
ing hospital stay [17]. In another study
initiated on general medical wards, it
was observed that the number of drugs
increased during hospital stay from an
averageof5.6 to7.6medications. General
practitioners (GP) altered the discharge
medication charts for 86% of patients in
the 4–5 month follow-up period. Only
every fourth discharge letter had arrived
timely within 1 week [28].

With the complexity of medication
management of older geriatric patients
in mind, this study aims to:
4 examine to what amount discharge

medication is maintained in primary
care by the GPs,

4 compare the rate of patients on
excessive polypharmacy in hospital
vs. post-discharge in primary care,

4 analyze appropriate prescription of
medication in this transition phase
using PIM as an indicator,

4 identify medications using anatomi-
cal therapeutic chemical classification
(ATC) codes which are more likely to
be stopped or continued by GPs.

Methods

Study design

The prospective cohort study was set in
the Center for Medicine of the Elderly
(CME), one of Hannover’s three geriatric
inpatient units. Approval was given by
the ethics committee at the Hannover
Medical School (Nr. 2350-2014). Data
were collected at three points in time: at
hospital admission (T0), discharge (T1)
and 4–6 weeks after discharge into pri-
mary care (T2).

Setting and study participants

From 6 October to 1 December 2014
all patients admitted to the acute wards
of CME were approached during an
8-week period. Patients either directly
came from the emergency unit or had
been admitted from surrounding hospi-
tals because of their geriatric conditions.
Informed consent was sought during
hospital stay and in many cases there
was a need for additional consent by
the next of kin or other caregivers. The
inclusion criterion was admittance to
acute geriatric care. Exclusion criteria
were assignment to a geriatric rehabilita-
tion ward or outpatient clinic, short stay
patients from the memory clinic and no
informed consent. Figure 1 shows the
recruitment chart.
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Excluded patients in hospital (n=127)
Not meeting inclusion criterion (n=77):
o Repeated admission to CME in   

enrollment period (n=5)
Rehabilitation patient (n=62)
Admission for dementia testing (n=10)

o
o

Declined to participate (n=28)
Drop out (n=22):
o Transferrals (n=3)

Death during hospital stay (n=3)
Not having a GP (n=1)
Other reasons (n=15)

o
o
o

Geriatric patients assessed for 
eligibility (n=248)

Study patients (n=121; 48.8%)
with informed consent

Patients with incomplete medication chart 
from their GP post-discharge (n=23; 19.0%)

Study patients with complete 
medication charts (n=98; 81.0%)

Enrollment

Follow-up (after discharge) 

Analysis

Fig. 19 Recruitment chart

Study procedure, data collection
and outcome

At admission, patient data were collected
using the standard admission protocol,
including age, gender, and medications
from the current hospital medication
charts. Over the counter (OTC) and
complementary drugs were not taken
into account. Informationonglomerular
filtration, mini mental status examina-
tion (MMSE) and the 15-item geriatric
depression scale was acquired within the
first 3 days. Functional abilities (Barthel

index) and the timed up and go test were
tested twice, at the beginning and end of
hospitalization. Participating inpatients
were treated with the established med-
ical standards without involvement of
a pharmacist. Patients’ medications were
documented again at discharge using the
discharge letter to the GP. The primary
and secondary diagnoses were also taken
from the discharge letter. These unsealed
letters are routinely given to patients to
pass on to their GPs. The respective GPs
were contacted for the first time 4–6
weeks after discharge when they were

informed about the study and asked to
provide the current medication chart.
The medication count, the ATC codes,
polypharmacy measures and PIM were
used as outcome indicators. To describe
the type of drug, each medication re-
ceived an ATC code using one level
for the therapeutic main group [19].
Likewise, each medication was screened
for potential inappropriateness. For this
purpose the PRISCUS list [13] was con-
sulted, which is the equivalent to the
Beers list [1] in German-speaking coun-
tries. The PP was defined as regularly
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Abstract
Background. Little is known to what extent
general practitioners (GP) change hospital
discharge medications in older patients.
Objective. This prospective cohort study
aimed to analyze medication changes at the
interface between hospital and community in
terms of quality, quantity and type of drugs.
Methods. A total of 121 out of 248 consecu-
tively enrolled patients admitted to an acute
geriatric hospital unit participated in the
study. Medication regimens were recorded at
admission and discharge and 4 weeks after
hospital discharge the general practitioners in
charge were contacted to provide the current
medication charts. Changes in the extent of
polypharmacy, in the type of drugs using
anatomical therapeutic chemical classification

(ATC) codes and potentially inappropriate
medications (PIM) were analyzed.
Results.Medication charts could be obtained
for 98 participants in primary care. Only 21%
of these patients remained on the original
discharge medication. Overall, the average
number of medications rose from hospital
admission (6.58 SD± 3.45) to discharge (6.96
SD± 3.49) and again post-discharge in general
practice (7.22 SD± 3.68). The rates of patients
on excessive polypharmacy (≥10 drugs)
and on PIM were only temporarily reduced
during hospital stay. The GPs stopped anti-
infective drugs (ATC-J) and prescribed more
antirheumatic drugs (ATC-M). Although no
significant net changes occurred in other ATC

groups, a substantial number of drugs were
interchanged regarding the subgroups.
Conclusion. The study found that GPs
extensively adjusted geriatric discharge
medications. Whereas some changes may
be necessary due to alterations in patients’
state of health, a thorough communication
between hospital doctors and GPs may
level off different prescribing cultures and
contribute to consistency in medication across
sectors.

Keywords
Potentially inappropriate medication · Poly-
pharmacy · Hospital discharge · Prescription ·
General practitioner

Änderung der Entlassungsmedikation bei geriatrischen Patienten. Eine prospektive Kohortenstudie

Zusammenfassung
Hintergrund. Es ist nur wenig über Art und
Umfang von Medikationsänderungen bei ge-
riatrischen Patienten an der Schnittstelle von
Krankenhausentlassung und hausärztlicher
Versorgung bekannt.
Ziel. Ziel dieser prospektiven Studie ist es,
die Änderungen der Medikation in Hinblick
auf die Qualität und Quantität genauer zu
analysieren.
Methoden. Von 248 Patienten, welche
in eine geriatrische Klinik eingewiesen
wurden, nahmen 121 Patienten teil. Die
Medikationsplänewurden bei Aufnahme, bei
Entlassung und 4Wochen nach der Entlassung
(über Kontakt zum jeweiligen Hausarzt)
erfasst und auf den Anteil an Polypharmazie,
potenziell inadäquater Medikation (PIM)

sowie Art der Medikation (ATC-Code) hin
analysiert.
Ergebnisse. Für 98 Patienten lagen die
Medikationspläne vollständig vor. Nur bei
21% der Patienten führten die Hausärzte
die Medikation unverändert fort. Insgesamt
zeigte sich eine Zunahme der Medika-
mentenanzahl zwischen Aufnahme (6,58
Standardabweichung [SD]± 3,45), Entlassung
(6,96 SD± 3,49) und 4 Wochen nach der
Entlassung (7,22 SD± 3,68). Der Anteil an
Patienten mit schwerer Polypharmazie
(≥10 Medikamente) und PIM konnte durch
den Krankenhausaufenthalt nur temporär
reduziert werden. Die Hausärzte beendeten
Antiinfektiva (ATC-J) und setzten signifikant
mehr Antirheumatika (ATC-M) an. In den

weiteren Subgruppen kam es zuwesentlichen,
aber nicht signifikantenÄnderungen.
Schlussfolgerung. Hausärzte ändern
die Entlassungsmedikation geriatrischer
Patienten in großem Umfang. Auch wenn
manche Änderungen möglicherweise
einem veränderten Gesundheitszustand
der Patienten geschuldet sind, könnte
dennoch eine bessere Kommunikation an der
Schnittstelle dazu beitragen, das jeweilige
Verschreibungsverhalten abzugleichen
und eine Kontinuität der Medikation zu
gewährleisten.

Schlüsselwörter
Potenziell inadäquate Medikation · Po-
lypharmazie · Krankenhausentlassung ·
Verschreibung · Hausarzt

taking five or more medications and
excessive PP as taking ≥10 drugs.

Statistical analysis

Patient medication lists were then
matched at all three points in time
(T0, T1, T2). Descriptive analyses and
significance testing on changes were
performed with SPSS version 23.0 (IBM
Corp., Armonk, NY, USA). The level of
statistical significance was set at p< 0.05.
Wilcoxon signed rank test was used to

evaluate the difference between the. ATC
groups.

Results

Participants

During the study period 248 patients
were admitted to CME and 121 patients
(66.9%) took part in the study (see re-
cruitment flow chart, . Fig. 1). Of the
patients 56 came from the emergency
department, 29 from other acute wards

(internal medicine, surgery) within the
hospital, 27 patients from surrounding
hospitals and 9 patients with a referral
directly from a GP. After discharge it was
possible to follow up 98 (81%) patients
because the GPs were able to send the
current complete medication chart but
23 patients could not be followed up, e.g.
they moved to a new care facility and
changed the GP. These 98 patients were
registered by 80 different GPs: 69 GPs
had 1 patient, 7 GPs 2 patients, and 4
GPs had 3–5 study patients.
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Table 1 Characteristics of the post-dis-
charge study sample (n=98)
Characteristics n (%)

Female sex 72 (73.5)

Age (years) 82.8± 7.23

60–69 6 (6.1)

70–79 25 (25.5)

80+ 67 (68.4)

90+ 17 (17.3)

Living situation after dis-
charge

n (%)

Home 67 (68.4)

Nursing home 24 (24.5)

Short-term care 5 (5.1)

Assisted living 1 (1.0)

Psychiatric institute 1 (1.0)

Geriatric assessment Result (SD)

Barthel index (points)

At admission 47.29
(±25.58)

At discharge 63.98
(±28.65)

MMSE (points)

At admission 23.85
(±5.09)

GDS (points)

At admission 4.51
(±2.36)

Timed up and go test (s)

At admission 22.96
(±8.12)

At discharge 20.39
(±8.37)

Most commonmain diag-
noses at discharge

n (%)

Immobility syndrome 23 (23.5)

Frailty syndrome 12 (12.2)

Pneumonia 8 (8.2)

Dehydration 7 (7.1)

Syncope 5 (5.1)

Congestive heart disease 5 (5.1)

Number of further diagnoses
(at discharge)

n (%)

≤3 17 (17.3)

4–6 43 (43.9)

≥7 38 (38.8)

Mean total (per patient) 5.9± 2.69

MMSE mini mental state examination,
GDS geriatric depression scale

Table 2 Medications of the study sample (n=98)
Admission Discharge Post-discharge

Total mean number of
prescribed drugs (per patient)

6.58± 3.45 6.96± 3.49 7.22± 3.68 (sig. to T0,
p= 0.015); n. s. to T1
(p= 0.131)

Range 0–14 Range 0–20 Range 0–20

Number of prescribed drugs n (%) n (%) n (%)

<5 26 (26.5) 24 (24.5) 22 (22.5)

5–9 50 (51.0) 57 (58.2) 51 (52.0)

≥10 22 (22.5) 18 (18.4) 25 (25.5)

Patient characteristics and
assessment results

A total of 86 (71.1%) female and 35 male
patients took part with an average age
of 83 years (range 63–96 years). They
stayedonaverage20± 12daysonthegeri-
atric unit (range 2–56 days). The mean
glomerular filtration rate (GFR) was
85.0ml/min/kg2 (SD± 39.0). . Table 1
provides further patient characteristics
and assessment results. All patients
had one primary diagnosis, which is
generated to receive reimbursement for
the geriatric patient case and coded
according to the German modification
of ICD 10. The most frequent primary
diagnoses were: immobility syndrome
(ICD M62.3), frailty syndrome (ICD
R54) followed by pneumonia (ICD J18),
dehydration (ICD E86), congestive heart
disease (ICD I50) and syncope (ICD
R55). Additionally, a mean of 5.9 fur-
ther secondary diagnoses were recorded
due to German coding guidelines for
inpatients. The commonest were hyper-
tension (n= 93, 76.9%), anemia (n= 31,
25.6%), atrial fibrillation (n= 30, 24.8%),
dementia (n= 29, 24.0%), type 2 di-
abetes mellitus and congestive heart
disease (each n= 28, 23.1%).

Number of medications, PP and
excessive PP, and PIM

Medications were surveyed at three
points in time (. Table 2). During hos-
pital stay a non-significant rise in the
number of medications occurred. Sub-
sequently, in primary care after adjust-
ments by GPs, patients were prescribed
on average 7.2 different drugs, overall
a significant increase (p= 0.015) com-
pared to hospital admission and a non-

significant increase (p= 0.131) compared
to discharge.

Focusing on the post-discharge pe-
riod, only 21 patients (21.4%) remained
exactly on the hospital medication. Al-
together, 36.7% of patients encountered
no difference in the net number of drugs
and 28.6% had a net decrease in drugs
while 34.7% had a net increase. Figure 2
gives anoverviewover the net differences
in drugs post-discharge: GPs discarded
up to 8 drugs and newly prescribed up
to 6 drugs per patient.

Polypharmacy was present in 72
(73.5%) patients at admission. The per-
centage of patients on polypharmacy
tended to increase during hospital stay
and again in the post-discharge phase;
however, the number of patients on
excessive PP declined during hospi-
tal (p= 0.999) stay but increased in-
significantly post-discharge (p= 0.092)
(. Table 2). The rate of patients on
PIM diminished during hospital stay
from 21 patients (21.4%) with at least
1 PIM at admission to 17 patients
(17.3%, p= 0.019) at discharge. Post-
discharge in primary care, a significant
rise could be observed (23.5%, p= 0.034).
The most common PIMs at discharge
were acetyldigoxin (n= 5) and zolpi-
dem (n= 4), in primary care they were
acetyldigoxin (n= 6) and dimenhydri-
nate (n= 4). Many changes occurred,
however, acetyldigoxin and doxazosin
were generally continued.

Post-discharge changes regarding
ATC groups

Significant changes occurred for the
ATC groups J (anti-infective agents)
and M (musculoskeletal). Additionally,
frequent switches without a significant
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Fig. 28 Changes in the number of drugs prescribed after discharge

shift in the net difference of drugs were
observed. Of the patients receiving drugs
within the ATC groups A, N and R more
than 50% of patients experienced an
exchange of drugs (. Fig. 3).

ATC group J (anti-infective agents
for systemic use)
GPs stopped all antibiotics (–6 drugs),
which had been initiated in clinic for
acute infections.

ATC group M (musculoskeletal
system)
Out of 24 patients receiving group M
drugs 14 had changes. Most of the
changes consisted of the addition of
nonsteroidal anti-inflammatory drugs
(ibuprofen and diclofenac, 9 out of
14 patients) after discharge to primary
care.

ATC group A (alimentary tract and
metabolism)
Of the patients 78were prescribed classA
drugs at hospital discharge and 60% of
these patients experienced changes in
their class A drugs post-discharge. They
were either discontinued (for 27 drugs
in 21 patients) or started (33 drugs in
26 patients). Themajority of changes oc-
curred for vitamin D and proton pump
inhibitors, which GPs usually started.
By contrast, they discontinued minerals
(potassium, calcium, magnesium).

ATC group N (nervous system)
Of the patients on ATC-N drugs 55%
experienced alterations. The GPs dis-
continued benzodiazepines and Z-drug
use (omission in 7 of 10 patients). They
started some patients on antidepressants
(5 times) after discharge. Changes also
occurred in the pain management: Oxy-
codone and paracetamol were predom-
inately stopped (5 times each), whereas
metamizole and tilidine/naloxone were
started (10 and 5 times, respectively).

ATC group R (respiratory system)
Of the patients on ATC-R drugs 68%
had alterations. Anticholinergics (e.g.
tiotropium bromide, 4 patients) and cor-
ticoids for inhalation (4 patients) were
discontinued. At the same time GPs
started other patients on anticholinergics
(+4) and betamimetics (+7 times).

Drugs of the ATC groups B, G, H, and
S were mostly left unchanged (. Fig. 3).

Discussion

Changes in medications in hospital
and after discharge

In this observational study of 98 pa-
tients admitted to and discharged from
a geriatric clinic, the number of drugs
increased during hospital stay and again
post-discharge. This demonstrates the
challengeofmanagingoldandmultimor-
bid patients with a considerable number
of chronic and acute illnesses that re-

peatedly generate the need for multiple
drugs. Thus, a hospital stay for older
patients is a cause for changes and even
an increase in the number of medica-
tions [14, 17]. This study focused on
the stability of medication regimens for
geriatric patients in the post-discharge
period. Only 21% of the patients re-
mained on the medication plan made at
discharge. TheGPs startedmoremedica-
tions than they stopped, which led to the
average rise in drugs of about 1 drug for
every second patient. This also caused
a rise of excessive PP. The GPs addition-
ally prescribed more PIM than doctors
on geriatric wards.

Changes in ATC codes after
discharge

In this study, GPs stopped anti-infective
drugs (ATC-J) post-discharge and pre-
scribed significantly more non-steroidal
anti-inflammatory drugs (NSAID, ATC-
M)ondemand. Inthe3mainATCgroups
(C= cardiovascular system; N= nervous
system; A= alimentary tract and meta-
bolism) awide range of adjustments took
place, yet with no net significant change.
Noticeably the opioid oxycodone was
stopped and metamizole was added,
probably replacing a “heavy” pain killer
with a “lighter” one. Pantoprazole in
ATC-A also stood out as GPs either
started or stopped this drug.

The detailed analysis of the types of
drug changes showed that GPs avoided
prescribing strong opioids (oxycodone)
for pain management and used NSAID,
metamizole and tilidine/naloxone as re-
placements. This might be due to side
effects of opioids following hospital dis-
charge [8] and the difficulties of long-
term (strong) opioid prescription. The
GPs also started some patients on antide-
pressants after discharge. A rise of de-
pression after hospital discharge has been
observedelsewhere[22]. Inmostpatients
taking benzodiazepines (and Z-drugs)
during the hospital stay, GPs discontin-
ued these drugs. In contrast, a secondary
data analysis from Canada showed that
there is a risk of keeping older patients on
temporarily prescribed benzodiazepines
after discharge [24]. The GPs in the
present study startedpatients onPPI after
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ATC
groupa

N
Patientsb

Patients with medication changes post-discharge
-3 -2 -1 0 +1 +2 +3

ATC-A 78
2 2 17 31 19 7 n.s.

26.9%c 39.7% 33.3%

ATC-B 68
11 53 4 n.s.

16.2% 77.9% 5.9%

ATC-C 83
2 1 9 55 10 4 2 n.s.

14.5% 66.3% 19.3%

ATC-G 10
2 7 1 n.s.

20.0% 70.0% 10.0%

ATC-H 27
2 22 3 n.s.

7.4% 81.5% 11.1%

ATC-J 6
6 sig. (p=0.014)

100% 0%

ATC-M 24
2 10 10 2 sig. ( p=0.007)

8.3% 41.7% 50.0%

ATC-N 73
2 2 11 33 18 7 n.s.

20.5% 45.2% 34.2%

ATC-R 22
1 1 4 7 4 4 1 n.s.

27.3% 31.8% 40.9%

ATC-S 7
1 1 5 n.s.

28.6% 71.4%

Fig. 39 Number of pa-
tients with netmedication
changes per ATC groups
post-discharge. aATC group
(1st level, anatomicalmain
group): A alimentary tract
andmetabolism, Bblood
andblood forming organs,
C cardiovascular system,
Ggenitourinary systemand
sex hormones,H systemic
hormonal preparations,
excluding sex hormones
and insulins, J anti-infec-
tiveagents forsystemicuse,
Mmusculoskeletal system,
N nervous system, R respi-
ratory system, S sensory
organs. bNumber of pa-
tients withmedications in
the particular ATC group at
discharge/post-discharge.
cPercentage of patients
with andwithout changes
for this ATC group

discharge. There are hints that prescrip-
tion of PPI in primary care might be
associated with age and gender of the
prescribing doctors and e.g. the num-
ber of patients per GP [12]. The diver-
gence in the prescription of vitamin D
might be explained by uncertain long-
term effects of vitamin D supplemen-
tation [3]. Remarkably, GPs alter the
dischargemedication very frequently, of-
tenaddingmedicationanddiscontinuing
medication simultaneously. This might
indicate that GPs regularly practice re-
viewing patients’ medications using the
longstanding knowledge about their pa-
tients’ medical history, preferences and
appropriateor inappropriatemedications
[4]. Moreover, this might mirror the
changed health status of the patient back
in primary care, e.g. as patients return to
their baselinemobility (resulting inmore
NSAIDs on demand).

Intersectional medication
management: problems and
solutions

Hospitaldischarge is a complexandavul-
nerable situation for patients and profes-
sionals, where many things might cause
confusion (communication failures, in-
correct documentation etc.) [7]. This
shows the need for intersectional com-
munication with standard procedures in
place that are beneficial concerning e.g.
readmission to hospital [21]. Hence, the
medication should be a major focus in
the post-discharge period. A smaller ret-
rospective study showed that discharge
summaries are often incorrect and that
most of the medication changes in hos-
pital are not communicated thoroughly
to the GPs [9]. A recent qualitative study
focused on GPs’ experiences concerning
the handover from hospital to primary
care: miscommunication between geri-
atric hospital doctors and GPs, delayed
discharge letters and missing structures
for scheduled follow-up visits [26]; how-
ever, therecouldbewaysof improvingthe

cross-sectionalmedicationmanagement.
In hospital, the geriatric patients’ medi-
cation should be revised using electronic
devices [2, 6] and standardized blacklists
and positive lists, such as the FORTA list
on geriatric wards [29]. Additionally, in-
formation for patients and the next of kin
before discharge with a special notice on
changes of drugs was helpful [5]. The
medication changes could reach the GPs
in advance as was done in a recent Ger-
man study with 200 enrolled patients in
a teaching hospital [10]. This procedure
reduced the rate of patients with poten-
tially hazardousmedication changes (e.g.
discontinuation of an indicated drug) af-
ter discharge by 39% in the intervention
group (p< 0.001)compared to the control
group. Tools onhow to improve intersec-
tional medication procedures are being
tested [23], e.g. using a standardized
deprescribing and communication plat-
form linking hospitals to the GPs [11].
The communication pathway should not
be one-sided as GPs also need a chance
to communicate the often long standing
knowledge about the patients to the hos-
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pital doctors, e.g. in quality circles or
web conferences.

Strengths and limitations

This study explored the issues of post-
discharge medication changes more in
detail. The great majority of geriatric
patients could be followed up in pri-
mary care and the medication was an-
alyzed in ATC codes, showing the high
amountofalterationse.g. inpainmedica-
tion (NSAID).The98 study patients with
complete medication charts had 80 dif-
ferent GPs, which reduces any potential
cluster effect.

It was not possible to receive the GPs’
medication charts before admission. The
medication chart on arrival at the geri-
atric ward usually came from the refer-
ringward/hospital. Thus, themedication
at admission is potentially modified and
does not necessarily reflect the last medi-
cation schedules prior to hospitalization.
Hospital standardsonpreferreddrugreg-
imens (e.g. replacement of furosemide
with torasemide or vice versa) need to
be considered as well. It is known that
certain medication changes undertaken
in geriatric units are also due to the pa-
tients’ initial poor health on admission
in the first place. The patients were not
asked about any OTC and complemen-
tary drugs, this might well have played
a role inmedication safety. Furthermore,
the study did not assess changing of drug
regimens in terms of short-term or long-
term treatment or changes of dosage. Fi-
nally, GPs in primary care were not asked
if they had received a complete discharge
letter and for their reasons of adding or
stopping medications.

Whether these medication changes
observed during hospitalization and the
transition phase back to primary care are
adequate, could be another subject un-
der scrutiny, yet little evidence has been
generated so far. Future research is also
required to evaluate the post-discharge
medications changes in a larger sample
and to study the effects of changes with
longer follow-up. The GPs reasons of
changing medications and conceptions/
guidanceonhowmedications inthepost-
discharge are optimally managed could
also be an issue for further research.

Conclusion

Post-discharge, it was observed that
GPs adjust the medications of geriatric
patients up to a high amount. In this
prospective study, this has led to small
increases in polypharmacy, excessive
polypharmacy and PIM. In the pro-
cess of medication adjustments, GPs
favored prescribing NSAID and an-
tidepressants over opioids and stopped
benzodiazepines and Z-drugs. Further
research is required to investigate prag-
matic approaches on how to improve
post-discharge prescription and depre-
scription patterns and communication
between clinicians (e.g. geriatricians)
and GPs.
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Fachnachrichten

Zi-Auswertung zeigt: Immer
mehr Patientinnen und Patien-
ten nehmen Darmkrebsvorsor-
ge in Anspruch
Behandlungszahlen für präventive
Darmspiegelung zwischen 2018 und
2019 um 14,4 Prozent gestiegen

Die Anzahl der vertragsärztlichen Untersu-

chungen zur Früherkennungskoloskopie

im Rahmen der Darmkrebsvorsorge hat
2019 stark zugenommen: Während 2018

lediglich 447.840 Patientinnenund Patienten

entsprechend untersucht wurden, waren es
2019 bereits 512.428. Mit einem relativen

Zuwachs von 14,4 Prozent ist dies die
deutlichste Steigerung zwischen zwei auf-

einanderfolgenden Jahren seit Einführung

dieser Krebsfrüherkennungsmaßnahme
2004. Die Behandlungszahlen waren zuletzt

zwischen 2004 und 2006 ähnlich hoch.

Die höchsten regionalen Zuwachszahlen
waren 2019 in Hamburg (25,9 Prozent),

Niedersachsen (22,9 Prozent) und Westfalen-
Lippe (21,8 Prozent) zu verzeichnen,

die niedrigsten in Sachsen (2 Prozent),

Thüringen (6,2 Prozent) und Schleswig-
Holstein (6,6 Prozent). Das ist das Ergebnis

einer aktuellen Analyse des Zentralinstituts

für die kassenärztliche Versorgung (Zi).

„Für die starke Zunahme 2019 sind zwei

Faktoren entscheidend: zum einen die Ab-

senkung des Alters für teilnahmeberechtigte
Männer auf 50 Jahre seit dem 19. April 2019

und das zum 1. Juli 2019 neu eingeführte

Einladungsverfahren. Die besonders starke
Zunahme im dritten und vierten Quartal,

in denen die Zuwachsquoten bei 24,3 Pro-
zent bzw. 19,9 Prozent lagen, deutet darauf

hin, dass das Einladungsverfahren hier eine

zentrale Rolle spielt. Trotz dieser positiven
Entwicklung ist bei der Inanspruchnahme

der Früherkennungskoloskopie nach wie

vor Luft nach oben. Schließlich haben die
Untersuchungen der Darmkrebsfrüherken-

nung, insbesondere die Darmspiegelung,
ein hohes Potenzial für die Prävention und

Früherkennung von Darmkrebs“, so der Zi-

Vorstandsvorsitzende Dr. Dominik von Still-
fried.

Zi-Jahresbericht 2019: Früherken-
nungskoloskopien in Deutschland

(Vorabveröffentlichung zu den Un-
tersuchungszahlen): https://www.zi-

dmp.de/Koloskopie/Vorabbericht.aspx

Quelle: Zentralinstitut für die
kassenärztliche Versorgungin der
Bundesrepublik Deutschland (Zi)

www.zi.de
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