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Abstract

Objectives—To investigate older patient, physician and pharmacist perspectives about the
pharmacists’ role in pharmacist-patient interactions.

Design: Eight focus group discussions.
Settings: Senior centers, community pharmacies, primary care physician offices.

Participants: Forty-two patients aged 63 and older, 17 primary care physicians, and 13
community pharmacists.

M easurements. Qualitative analysis of focus group discussions.

Results—Participantsin all focus groups indicated that pharmacists are a good resource for basic
information about medications. Physicians appreciated pharmacists’ ability to identify drug
interactions, yet did not comment on other specific aspects related to patient education and care.
Physicians noted that pharmacists often were hindered by time constraints that impede patient
counseling. Both patient and pharmacist participants indicated that patients often asked
pharmacists to expand upon, reinforce, and explain physician-patient conversations about
medications, as well as to evaluate medication appropriateness and physician treatment plans.
These groups also noted that patients confided in pharmacists about medication-related problems
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before contacting physicians. Pharmacists identified several barriers to patient counseling,
including lack of knowledge about medication indications and physician treatment plans.

Conclusions—Community-based pharmacists may often be presented with opportunities to
address questions that can affect patient medication use. Older patients, physicians and
pharmacists al value greater pharmacist participation in patient care. Suboptimal information flow
between physicians and pharmacists may hinder pharmacist interactions with patients and detract
from patient medication management. Interventions to integrate pharmacists into the patient
healthcare team could improve patient medication management.

Keywords

pharmaci st-patient interactions; provider-patient communication; prescription medication;
qualitative research methods

Introduction

Globally, the potential role of the pharmacist in enhancing patient care is receiving increased
recognition.[1, 2] Throughout the years, the pharmacist’ s role has ranged from that of a
primary medical practitioner (prior to the early 1900s), to a dispenser of medication.[3] In
the United States, the Omnibus Budget Reconciliation Act of 1990 (OBRA-90) expanded
this role by mandating that pharmacists educate patients about their medications. During
these interactions, pharmacists may help patients manage their medications more effectively
aswell asintervene to reduce the potential for harm when medication problems arise.[5] The
World Health Organization (WHO) and International Pharmaceutical Federation also have
promoted increased pharmacist involvement in patient care,[1] with the WHO describing a
pharmacist’ srole as that of “a caregiver, communicator, decision-maker, teacher, life-long
learner, leader and manager.”[6] Thus, pharmacists have called to expand and revitalize the
pharmacist’ srole in patient health care and within the healthcare team.

Patient medication misuse can result in substantial morbidity and mortality,[7—9] and can be
particularly problematic in older patients,[10-12] for whom polypharmacy may contribute to
difficulties with prescription cost and concerns about side effects or interactions.[13, 14] In
the United States, older patients are dispensed almost three times as many medications per
capita as younger patients. Over 25% of newly prescribed medications may not be dispensed
at all.[16] Pharmacists are often the last healthcare provider with whom patients talk before
obtaining their medications, and they may influence patient medication-related decision-
making. Most studies have focused on pharmacist information-provision to patients[17] and
few studies have considered how patients approach or perceive pharmacists as healthcare
providers. One study on the related topic of pharmacist health counseling suggested that
patients are receptive to pharmacists playing alarger role in their healthcare and providing
counseling about non-medication related topics such as smoking cessation.[18]

A better understanding of patient perceptions about the pharmacist’s role might lead to the
development of community-based pharmacy interventions to improve patient medication
use, and provide insight into how pharmacists might better be utilized as part of the
healthcare team. Recognition and use of pharmacists' full capabilities could result in better
patient medication management. Accordingly, the objectives of this study wereto
investigate: 1) perspectives about the pharmacists’ role in pharmacist-patient interactions,
and 2) barriers to pharmacist-patient and pharmaci st-physician interactions that may affect
patient care. We conducted a secondary analysis of focus group discussions with older
patients, pharmacists, and physicians (originally collected for adifferent objective)[19] to
achieve our current objectives. We chose this approach because qualitative research methods
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such as focus groups are important for learning about topics that are not well understood,
since they allow for discussion of topics that one person may not independently raise.[20]

Focus groups were conducted in the Los Angeles metropolitan area between December 2006
and January 2007 with patients aged 63 years and older (4 groups), community-based
primary care physicians (2 groups), and community-based pharmacists (2 groups).
Recruitment strategies varied based on the targeted group. Physicians and pharmacists were
recruited by telephoning community-based physicians and community pharmacies within a
5-mileradius of focus group locations. These focus groups were conducted in University of
California, Los Angeles offices in the Los Angeles metropolitan area. Physicians were
identified through a website (WebMD) containing comprehensive physician listings, and
community pharmacies were identified using telephone book listings. Patients were
recruited from two local senior centers by aresearch assistant, who posted flyersin
prominent locations in the senior centers, and presented seniors with information about the
study prior to senior center group activities. All participants had to speak English, and to be
able to hear conversation in a group setting. Patients were all aged 63 years and older.

Focus groups were conducted by physician-investigators trained in focus group moderation
(DMT, NSW). Discussions were audio taped and transcribed verbatim for analysis. All
transcriptions were anonymised. Patient and pharmacist discussions lasted 2 hours, and
physician groups 1 hour. Physician focus groups were scheduled for less time because their
schedules were more restricted than those of the other groups, and we anticipated that their
responses would be more focused. Discussions were guided by an open-ended protocol,
which was modified dightly after each focus group discussion to prompt better participant
responses.[20, 21] The schedule was similar for al groups. The original aim of the focus
group discussions was to investigate perspectives on critical information to provide when
patients receive new medication prescriptions.[19] As such, the interview protocol contained
guestions about information patients should be given when prescribed a new medication,
and inquired about participant discussions about new prescriptions. The interview protocol
did not specifically ask about pharmacists' rolesin conveying information about a new
medication. A new prescription was defined as one that the patient had not previously taken.
Participants were asked to describe recollections of their personal interactions (with patients
or providers, as appropriate for the focus group) regarding new medication prescriptionsin
detail, and to discuss both positive and negative aspects of their conversations. They also
were encouraged to elaborate about potential points of confusion. The main results from the
primary analysis and the focus group interview questions are reported elsewhere.[19]

Two auditors (DMT, DAP) reviewed the transcripts and notes in depth. One is a practicing
primary care physician who does research on communication about medications, and the
other isamedical sociologist. They independently noted recurring themes concerning
patient utilization of pharmacists for care, and identified themes related to pharmacist-
patient interactions. The two auditors then worked together to generate consensus on
redundant themes and categories. Subsequently, they both assigned agreed upon coding
categoriesto all of the transcripts.[21, 22] Disagreements were resolved through discussion
with athird collaborator (NSW) and arrival at consensus. Theinvestigators used ATLASTI
5.2 (Scientific Software Devel opment, Berlin, Germany) to code the data and to search
within and across transcripts for recurring themes and patterns. Ethics of the study protocol
was approved by the institutional review board at the University of California, Los Angeles
in 2006.
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We conducted eight focus groups with 72 total participants. There were four patient groups
(n=42), two physician groups (n=17), and two community pharmacist groups (n=13). Focus
group participant characteristics are described in Table 1. Codersidentified five distinct
themes from focus group comments regarding pharmacists' role in pharmacist-patient
interactions, which were: 1) resource for basic medication information; 2) intermediary to
supplement physician-patient discussion; 3) medication expert; 4) confidante to patients; and
5) barriersto communication. Further, several subthemes were identified within use of the
pharmacist as an intermediary. The following section presents examples of focus group
comments to elucidate each of these themes.

Resource for basic information about medications

Patients, physicians, and pharmacists all indicated that pharmacists were a good resource for
providing basic information about prescription medications, such as directions for use, side
effects, and interactions. Many patients said they wanted to hear basic information about
medications from a pharmacist in addition to hearing the information from their physicians.
Some patients accepted information from the pharmacist in place of information from their
physician. A few patients felt that pharmacists were the experts when it came to

medications, especially information about side effects, and knew more about medications
than physicians. Patient and physician groups expressed appreciation for pharmacists’ ability
to identify potential medication interactions. As one physician stated:

Physician “ Sometimes fortunately [pharmacists will] let you know if maybe thereisan
interaction that you might not have been aware of ...l mean, that’ s like finding gold or
something when that happens.” (FG1:1)

Intermediary used to supplement physician-patient discussions

Discussions within all focus groups indicated that pharmacists often functioned as an
intermediary between patients and physicians--to expand upon, reinforce, and explain
physician-patient discussions about medications, as well asto help patients negotiate
medication refills and insurance issues.

Expand upon medication-related information not discussed by physicians—
The pharmacist focus groups included extensive discussions about needing to supplement
the information given by physicians, particularly since physicians often provided suboptimal
counseling about medications. As one pharmacist stated:

Pharmacist “...alot of timesthey leave the doctor’ s office not knowing what was given to
them.” (FG7: 2)

Many patients indicated similar experiences, for example:

Patient “...doctors don’ t take the time to explain about medications...if you ask they might
give you ashort answer, but it’sreally up to you to talk to the pharmacist.” (FG4:2)

One patient mentioned that his physician told him to approach his pharmacist with any
guestions about his medications.

A few physicians mentioned instructing patients to ask pharmacists for details about a
prescription when a medication required more detailed instructions for use, or as an adjunct
to physician counseling. As one physician stated:
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Physician “Oncein awhileI’ll tell a patient to ask the pharmacist. If I’'m really busy and |
give someone [the medicine] albuterol [salbutamol (INN name)]...I say look, if you've
never used this, just ask the pharmacist how you’ re supposed to use that and they’ll do it.”
(FG1:2)

One physician commented that pharmacy handouts could be helpful for patient education
about new medications.

Reinforce information—~Participants in both the patient and pharmacist focus groups
indicated that patients often relied on pharmacists to reinforce information discussed with
their physicians. Many patients said it was reassuring when the pharmacist and physician
said the same things about prescribed medications. One patient stated:

Patient “...what my doctor saysto me...if the pharmacist confirmsit, then I’'m very happy.”
(FG5:10)

Pharmacists also mentioned the importance of concordant discussions, as exemplified by the
following participant:

Phar macist “When we reinforceit, | find alot of patients, not necessarily elderly patients,
...find that that’s comforting. ‘ That’s what the doctor told me." Just that two people are
confirming the same expectations or something. It's comforting for them and maybe for me
too.” (FG8:6)

Physicians did not comment about pharmacists' role in reinforcing information, but instead
discussed pharmacists' potential to find interactions and catch errors, such as problems with
dosing.

Explain physician recommendations—Both patient and pharmacist groups referenced
the role of pharmacistsin clarifying information provided by the physician. Severa
pharmacists noted that patients were commonly confused about which medications to
continue when a new medication was prescribed. Pharmacists said they also were called
upon to clarify information about directions for medication dosing, such as the timing of
use. Pharmacists described typical interactionsin which patients questioned them about
physician treatment plans, for example:

Phar macist “They want to know, ‘Why do | have to take three different medications for my
blood pressure? They don’t understand.” (FG8:4)

A few patients indicated that physician directions were not always so clear, requiring them
to ask pharmacists for further information. Physicians did not comment about the
pharmacists’ rolein clarifying information.

Negotiate medication changes, refills—Sometimes pharmacists assisted patientsin
negotiating medication changes or obtaining medication refills. According to one
pharmacist, patient questions such as, “ Can’t the doctor give me something that doesn’t
cause one of these side effects?’ (FG8:2) often prompted them to contact physicians for a
potential medication change.

Many pharmacists noted that patients sometimes misunderstood the dynamic introduced by
insurance plan formulary changes. These occur when the pharmacist changes a prescribed
medication to a different but equivalent medication paid for by a patient’ s insurance plan.
These changes need to be approved by the prescribing physician, but patients may not
understand this, as evidenced by pharmacists stating that patients were, at times, displeased
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when they felt the pharmacist was thwarting physician intentions. One pharmacist noted that
patients would sometimes say: “Y ou’ re not giving me the right medicine. Dr. X wanted
this,” (FG8:4) and another pharmacist remarked, “ They think we're just giving them
something other than what the doctor said.” (FG8:7)

Poor understanding about pharmacists' roles in medication prescribing was evidenced by
one of the patients, who expressed frustration over having to go back to his doctor for a new
prescription, and commented that pharmacists are: “...kind of like the middle man. | don’t
understand that.” (FG3:4)

However, another patient was grateful that a pharmacist suggested away to decrease
medication costs, as shown in the following example:

Patient “...[generic] simvastatin came on the market and the pharmacist told me that | can
get the simvastatin cheaper price than the Zocor and | went to the doctor...and the priceis
really different.” (FG5:1)

Physicians did not comment about this aspect of pharmacist care.

Medication Expert

In the pharmacist focus groups, discussions often reveal ed that patients approached
pharmacists as “medication experts’ - a source for more than just basic medication-related
information such as directions for use or side effects. Several pharmacists said that patients
often asked them to evaluate the appropriateness of prescribed medications and physician
treatment plans. Patients and physicians did not comment about these types of pharmacist-
patient interactions. One pharmacist’ s description of these discussions suggested that some
patients were seeking a second opinion about their medications:

Phar macist “They just ask alot of things about possible alternatives to treatments, like the
doctor prescribed this, what may be the alternative? What may be some different ideas?
What is the best treatment regimen and so on?’ (FG8:1)

Patients frequently used pharmacists as a resource for medication management. Though not
all patients agreed, several felt that pharmacists knew more about medications than
physicians, as evidenced in the following exchange:

Patient 1 “I think they know more than the doctor.” (FG6:1)
Patient 2 “Yes, | agree with her. They’re better than the doctor.” (FG6:3)

Many pharmacists also described encounters in which patients used them asa
supplementary resource for medication expertise. As shown in the example below,
pharmacists said patients often approached them for advice about medications:

Phar macist “Or they go home and call you if they’re confused, they call you and say, oh, |
forgot how to use this or — so you would help them.” (FG7:4)

In most of the scenarios described, pharmacists indicated that patients approached them
prior to contacting their physicians. While the pharmacists said that they advised these
patients to inform their physicians, they rarely mentioned notifying physicians themselves
about patient problems or concerns.

Int J Pharm Pract. Author manuscript; available in PMC 2013 October 01.
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Pharmacists also indicated that patients used them as a resource for recommending or
discussing the appropriateness of taking over-the-counter medications along with their
current medications, as depicted by the following pharmacist comment:

Phar macist “They ask alot of over-the-counter questions. They’re fine with all the
medications, so they come and say, ‘Oh, isit going to interact with the medications that I'm
taking? ... we are the only people they talk to about the [over-the-counter medications].”
(FG8:7)

A few pharmacists indicated that patients sometimes told them about difficulties with
medication cost or adherence before disclosing the problems to their physicians:

Pharmacist “They’ll confessto me... ‘I don’t take as much as the doctor said because it's
so expensive.” | said, ‘Did you tell the doctor? ‘No.”” (FG8:2)

Pharmacists also said they routinely addressed patient fears about side effects, and
sometimes influenced patients to continue a medication, asin the following example:

Pharmacist “Like Boniva. It's a new medication and it’s once a month and the patient is
like, *Am | going to get sick? It’'svery strong and she didn’t want to take it and then |
explained to her...it"'s not that bad, and she took it.” (FG7:4)

As shown in the following example, one patient admitted to confiding in her pharmacist,
rather than her physician, about not wanting to complete her antibiotics.

Patient “And it will also say on the bottle, complete the prescription. And | said to the
pharmacist, oh, you know, | don’t want to takeit all. God, | feel better. I’m taking six of the
antibiotics and | feel great. No, take the complete prescription because if you don’t, you
could have arelapse. So | took the whole thing. (FG3:10)

In this case, the pharmacist’s counseling contributed to appropriate patient medication use.

Barriers to communication

Focus group participants identified multiple barriers to pharmaci st-patient and pharmacist-
physician communication. Pharmacists said that their discussions with patients were often
limited because of incomplete information about patient medical conditions, indications for
prescribed medications, and physician treatment plans. As one pharmacist explained
regarding a patient who presented with a prescription for a new medication:

Phar macist “We are confused alot of times. We just don’t know if it's a combination
therapy, or one that’s being discontinued. So | think the doctor’s part, it's agood thing if
they could on the top put [discontinue one medication and start the other].” (FG8:7)

Good pharmaci st-physician communication could potentially enhance pharmacists’ ability
to communicate effectively with patients, but many pharmacists expressed frustration with
reaching physicians in atimely manner with questions, for example:

Pharmacist “...don’t ask the doctor, you know, that would take 12 seconds to resolve.
Please fax it and you may or may not get the answer promptly. Usually not.” (FG7:6)

One pharmacist admitted that physicians may have problems contacting pharmacists. “...
[doctors] may not have time to call us. We put you on hold for along time.” (FG8:4)
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Uncertain about whether physicians would be responsive to phone calls, afew pharmacists
said they were reluctant to call physicians with questions. Many commented that they
advised patients to contact their physicians about certain issues, but only afew indicated that
they themselves reached out to physicians. In fact, it appeared that pharmacists sometimes
did not even consider the option of calling a physician about a perceived problem, as
evidenced by the following discussion about possible prescription drug abuse:

Pharmacist “...some of the elderly...are basically taking alot of habit forming medication.
Kind of like you think they are abusing it...taking too much, going to different doctors to get
all these control medications, especially for sleep and for pain...we basically do not know
what to do with them.” (FG7:1)

In the above situation, aerting physicians about a patient’ s potential medication misuse
would be areasonable first step, but was not considered. Several pharmacists mentioned
occasionaly contacting physicians when they were particularly concerned about a patient,
but most noted that these situations were rare.

All groups noted that pharmacists were under a great deal of time pressure. As one patient
noted:

Patient “...[pharmacists are] under even more pressure because the huge line up [of
patients] there...the phones are jangling, ringing al the time, they’ re even under more
pressure”’ (FG5:5)

Several physicians a so recognized the problem, and one commented:

Physician “...I think alot of people just fedl like thereis abig line behind them and they
don’'t want to hold up the line [to receive medication counseling], several people just say no,
that's okay.” (FG1:1)

Physicians were especially concerned about what they perceived to be variationsin the
quality and content of pharmacists’ counseling, as expressed in the following example:

Physician “In terms of pharmacy, thereis abig variation depending on where you go and
who you talk to and yes, if it's one of the assistants, you may not get somebody who can
answer the patient’s questions and explain things correctly.” (FG1:1)

Another physician commented:

Physician I’ ve had the experience where if [there's] one pharmacist and lots of
technicians...they dispense information and they don’t dispense it correctly or they don’t
inform the patient.” (FG1:4)

As aresult of these concerns, many physicians were wary about relying on pharmaciststo
provide medication-related information, unless they knew which pharmacy (and
pharmacists) their patients were frequenting.

Discussion

This study analyzed focus group discussions with older patients, pharmacists, and physicians
to describe perspectives about the pharmacist’ srole in patient care. The results indicate that
community-based pharmacists are often asked to address multiple patient needs. The major
study strength is the use of focus groups to solicit conversations about the roles of
community pharmacists. Focus group discussions often give rise to insights and experiences
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beyond what are scripted by research questions or that might be disclosed by participants as
adirect response to study questions alone. Study limitations include those specific to focus
group methodology. The attitudes and opinions expressed by purposefully-sampled group
participants may not reflect those of the general population, and could even exaggerate
experiences by creating “group think” around a specific set of circumstances. However, this
limitation is often outweighed by a skilled group moderator. All of the patients in the study
spoke English, most had at least some college education, and all were mobile and able
enough to participate in senior center activities. While the study sought to include patients
aged 65 and older, one 63-year old patient initially misrepresented her age and participated
in afocus group discussion. We included her comments in our analyses and informed the
UCLA Ingtitutional Review Board about the protocol deviation. The guiding questions for
the focus groups did not specifically query participants about physician-pharmacist or
pharmacist-patient communication. Thus, lack of detailed commentary about these sorts of
interactions should not be interpreted as alack of perceived importance of these interactions
by group participants. Despite these limitations, the interactions described by focus group
participants provide valuable insight for including pharmacists as part of patient healthcare
teams.

All groups recognized community-based pharmacists as a good resource for basic
medication information, which is consistent with mandates that pharmacists educate patients
about medications.[23] The groups also described pharmacists as good intermediaries to
supplement physician-patient discussions, particularly for expanding upon information not
provided by physicians. Patient and pharmacist focus groups provided insight into other
ways in which pharmacists served as intermediaries (e.g. reinforcing and explaining
physician recommendations, negotiating medication changes and refill requests). These
groups a'so claimed that pharmacists frequently played more substantial rolesin medication
management, serving as medication experts and patient confidantes. Only one of the two
physician focus group extensively discussed pharmacists’ roles, and the participants
commented minimally about pharmacists more involved rolesin patient care. However, it is
difficult to know if the absence of detailed discussion about the pharmacists' role was due to
poor recognition of these roles or because focus groups were not asked to provide detailed
comments about the specific role of pharmacistsin counseling about medications. Future
studies should probe for greater detail about physician perspectives on pharmacists
contributions to patient care.

Pharmacists asked to serve as medication experts or patient confidantes may be presented
with opportunities to promote patient medication adherence. In fact, pharmacists may play
an integral role in patient adherence, since patients may use them as sounding boards when
they are reluctant to disclose medication difficulties to their physicians. These conversations
may facilitate recommendations to improve prescribed regimens.[24-26] It is unknown
whether patients seek out pharmacistsin order to circumvent the time and costs associated
with physician office visits, for their additional expertise or because pharmacists are more
readily accessible than physicians. Regardless, patients trust pharmacists to provide
information about medications,[27] and this study suggests that community-based
pharmacists may have ample opportunities to address medication regimen problems and
adherence. Better physician communication about medications is associated with increased
medication adherence, [28, 29] but to date pharmacists' process of encouraging medication
adherence has not been well explored.

Focus groups identified several barriers to pharmacist-patient and pharmacist-physician
communication that may impede pharmacists’ ability to promote good medication use.
Pharmaci sts expressed frustration about not having enough information about a prescribed
medication and about a patient’s clinical situation to effectively counsel patients. Y et there
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was little recognition among focus group participants of the potential role of collaborative
physician-pharmacist interactions in optimizing patient medication management.
Surprisingly, pharmacists sometimes did not even consider contacting physicians when they
identified a problem that could have benefited from consultation with a physician. Similarly,
few pharmacists mentioned informing physicians directly about patient concerns, and
instead advised patients to inform physicians on their own.

Collaborative pharmacist-physician team approaches have led to better patient outcomes for
avariety of disease processes,[30—33] but few interventions have been conducted in
community pharmacies, where pharmacists have alarge number of competing tasks.
Improved collaboration in these settings might result in better patient care, but research
exploring facilitators of increased physician-pharmacist collaboration is still in itsinfancy.
[34-37]

These focus groups suggest that the pharmacist currently is an underutilized member of the
healthcare team. Both patient and pharmacist focus group participants noted that poor
integration of pharmacistsinto patient healthcare teams detract from pharmacists' ability to
provide more complete medication-related care. Attention should be given to educating
physicians about the breadth of services that pharmacists can provide, building pharmacist-
physician relationships to enhance patient care, and devel oping systems to promote
pharmaci st-patient communication.

Systems encouraging better physician-pharmacist communication could facilitate patient
medi cation management. Physicians could include more information when prescribing
medications. Information about medication indications and how medication changes fit
within the overall regimens would help pharmacists provide more effective patient
counseling. Instant communication messaging and e-mail correspondence would allow
pharmacists to aert physicians when patients decide not to fill a medication prescription or
admit to non-adherence. Though increased communication would require extra time for both
parties, it may save time in the long run by contributing to better coordination of patient
medication management. Physicians also could facilitate pharmaci st-patient interactions by
explaining to patients that pharmacists can be used as a medication resource, and making
explicit referrals to pharmacists for medication consultation and follow up.[37]

Older patients, physicians and pharmacists all value greater pharmacist participation in
patient care. Suboptimal physician-pharmacist communication may hinder pharmacist
interactions with patients and detract from patient medication management. Interventions to
integrate pharmacists into the patient healthcare team can assist improved medication
management and use by patients.

Conclusion

In conclusion, pharmacists currently communicate with patients about a wide range of
topics, and often serve as medication experts and confidantes when patients have difficulties
with their medications. These roles may provide opportunities for pharmacists to encourage
proper patient medication use and adherence. However, barriers to pharmacist-physician
communication may impede pharmacists from fully utilizing their skills.
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Table 1
Focus Group Characteristics
Pharmacists Patients  Physicians

N 13 42 17
Mean age (SD) 39.3(128) 783(6.8) 435(9.2)
Agerange 28-69 63-89 33-61
Female, % 69 76 41
Ethnicity, %

White 54 74 47

Latino 23 21 12

Other 23 5 41
Education, %

High school or less N/A 12

Some college 54 NA

College graduate 34
Mean percentage of time spent on pharmacy tasks (SD)

Patient counseling 16 (9)

Prescription preparation 61 (20)

Contacting providers 11(7)

Contacting insurers 6 (6)

Pharmacy administration 5(8)

Other 3(6)

n=41; one participant did not respond to the question
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