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INTRODUCTION 

Health and social care systems, organizations, and providers are under pressure to organize 

care around patients’ needs with constrained resources.1 To overcome constrained 

resources and to successfully implement patient-centered care (PCC)2, barriers must be 

addressed at all levels of care.3,4 Up to now, there has been a lack of comprehensive 

investigations and concepts on which barriers and facilitators are relevant for PCC.4  

Our study examines the current understanding and determinants of PCC from decision 

maker´s perspectives in health and social care organizations (HSCO) in Cologne, Germany.5 

METHOD 

Semi-structured face-to-face interviews were conducted with clinical and managerial 

decision makers (n=24) from multiple HSCO in Cologne, Germany. Participants were 

recruited via existing contacts to practice partners, cold calling, and snowballing based on a 

maximum variation sampling strategy varying by HSCO types. The qualitative interviews 

were recorded, transcribed verbatim, and analyzed according to qualitative content analysis 

approach. Aspects of communication at different levels of care were considered for this 

analysis. 
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DISCUSSION 

The results provide information on decision maker´s understanding and determinants of PCC 

in multiple HSCO contexts. The interviews revealed that aspects of communication 

determine PCC at all levels of care: the macro level (e.g., no financial compensation for 

patient communication), the meso level (communication within and between HSCO, e.g., 

formal structures for communication - such as regular case meetings - and an informal 

communication culture - e.g., open and short way communication with each other), and the 

micro level (communication between providers and with patients, e.g., communication skills). 

The results provide starting points for health and social care redesign towards more PCC. 

Improving communicative skills of providers and building structures and a culture of 

communication within HSCO have proved to be important starting points. 

But they don't necessarily have one contact person in many countries, that's how 

I know it. And in Germany, one already has the... you have the system that you 

actually have a regular family doctor, is also a bit in flux and always in discussion, 

but from my point of view this also makes sense. And just as medicine is 

becoming more and more specialized, I think it makes sense that there is 

someone who can hold the reins a little bit. 

And here we are, of course, on 

the question of pecunia, you 

don't get paid for talking. 

Here too it is important, do we have systems, 

digital, that allow us to access previous data? 

May we access this data? That's one more 

thing, the patient often doesn't understand that. 

 It is always political decisions, i.e. 

professional policy decisions, too, where 

representatives from the medical 

profession or mainly among doctors 

discuss, how funds are distributed and 

such things. […]. Or at least you 

sometimes have problems with political 

decisions, which within months or at least 

years can change quite a bit in the 

turnover of the practice.  

And I also believe that, yes, that there are not so seldom also economic reasons, 

that extreme therapy is used in some places and one does not want to be looked 

into the cards or does not want to be questioned. 

[…] a resident needs a specially adapted new 

wheelchair, then it often takes weeks until 

there really... until he has the right device. 

Because there, too... it is often about exact 

formulation that are on the prescription.  

We have a number of legal counselors who don't 

really take their responsibilities seriously, either 

through work overload or whatever. Where we 

always have to run after. 

 […] hat this is not easy, this 

communication between all sectors. 

Everybody's just doing their thing. Yes? 

And no one feels responsible, because 

one is, is not paid by this, the other is 

not paid by that. 

So I think this sectoral segregation needs to be softened. Because I think this 

fragmentation of states and responsibilities does not benefit the patient. Because 

a lot gets lost there. And at the end the patient falls by the wayside.  

[…] and then of course about the experience, now from a general practitioner's point of 

view, that you probably build up a kind of network with your colleagues, whom you then 

also know personally over the years, where you can perhaps also discuss something by 

telephone via the short official channels and do not always have to make a referral or 

something quite official. That you then also know the colleagues with whom you work well 

together, with whom you have had good experience and perhaps those with whom you 

were not so convinced of what they then did, then rather avoid. I think such a network is 

important.  

Regarding the, also the interaction with the specialists. Many patients, who then go 

through the free choice of doctors to many different doctors, sometimes do not even tell 

us which doctors they have always been with. If you have been to the ophthalmologist 

or are still in treatment at the orthopedist because of back problems or something. They 

also often come into general medical practice, but still sometimes do this independently 

of us in parallel, so to speak. Then we don't know about a lot of things. And sometimes 

we don't have reports from the doctors, which is already a problem. 

Today, due to a lack of time for conversation, 

almost no real anamnesis is made. And how 

you collect the history and where you can learn 

a lot and then make a diagnosis that is much 

more specific. […] but 50% of the diagnostics 

may be completely unnecessary. Burdensome 

and expensive. Sometimes also, yes, stressful 

and dangerous. 

Then it is often a lack of or bad communication. Patients tend to 

come because they [are] not taken seriously. Or because they 

sometimes report being gruffly dumped. So I think that's more of 

an emotional problem than a real treatment problem. 

A patient is happy when he has someone to talk to. He is unhappy when he is lying 

somewhere at a machine that is staggering around, banging around and scares the hell 

out of him. Patient-orientated means for me first of all finding the disease by listening to it. 

And that is something that I have the impression at the moment that we are completely 

unlearning, where we are no longer on track at all and the patient then naturally feels 

completely misunderstood. He's being discharged, and he's still in the same pain. 

And then I enlighten the patient about what he has. [...] I always try to pack this well. Cause I've been doing this for 20 

years. And I have noticed that when you throw survival statistics and the like at patients who have a bad prognosis, the 

patients are shocked and demoralized very quickly. I'm always open with my patients. I don't lie to my patients. [...] But I 

would formulate it, for example during a conversation, in such a way that it is a disease that you can no longer heal, that 

you can no longer get rid of. This is usually enough as a first message for the patient. 

But I cannot expect a demented 

resident to understand that there is 

an employee who cannot talk to him. 

 So the whole communicative. So this is, I think, you 

have... can have the best medicine on the one side if 

the patient does not... is not reasonably communicated 

with the patient, then he will not have felt this as patient-

orientated. Then he'll go home and say I don't know 

what's wrong with me. 

Well, I mean, you have 

to learn it first, that's 

nothing you learn in 

training to explain 

something like that. 

I also go to certain wards for handovers or 

interdisciplinary meetings, so that I then also 

notice or this also happens in such a way in 

exchange with the other professional groups. 

Such information about which patients may have 

a need. 

The one in the back must know what the one 

in front is doing. Either through continuous 

communication, or as we have just done, 

through communication via computer. It says: 

the patient is there, you have to call there 

immediately, please pay attention to this and 

someone is in a bad way. And also on 

acclamation. Some kind of emergency. 

That although we have 350 beds, we are still relatively 

familiar with each other. And if there are processes 

that do not work well or where there are suggestions 

or an idea or idea management, we have also 

introduced, that is rewarded, that is listened to.  

[…] we have, scheduled a weekly case 

meeting for each team. And then it is 

simply a matter of talking about a specific 

resident, whether the prescribed 

procedure, which we have described in 

the nursing planning, whether it works 

that way. Whether they benefit from this 

or whether it does not make any sense 

what we still have to correct.  

If there are any irregularities in the team, there are team discussions and the nursing 

planning is adapted to the results of the team discussions by the caregiver.  

We have a clear structure 

together in team discussions 

with relatives and doctors 

and all that belongs to it, 

how each inhabitant is to be 

cared for individually. 

You talk to each other a lot, you do a lot unofficially, you can have 

advantages or disadvantages, but these are usually short distances. You 

just call your colleague, so here a lot is perhaps too unofficial for QM, but 

(laughing) on the other hand it is also very effective, as if you are always 

following these, yes, otherwise regulated ways. A lot of things are handled 

here underhand, yes. 
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