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Abstract: Readmissions to the hospital are frequent after hospital discharge. Pharmacist-led in-
terventions have been shown to reduce readmissions. The objective of this study was to describe
pharmacist-led interventions to support patients’ medication management at hospital discharge in
Switzerland and to compare them to international guidelines. We conducted a national online survey
among chief hospital pharmacists focusing on medication management at hospital discharge. To
put our findings in perspective, Cochrane reviews and guidelines were searched for summarised
evidence and recommendations on interventions. Based on answers in the survey, hospitals with
implemented models to support patients at discharge were selected for in-depth interviews. In
semi-structured interviews, they were asked to describe pharmacists’ involvement in the patients’
pathway throughout the hospital stay. In Swiss hospitals (n = 44 survey participants), interventions
to support patients at discharge were frequently implemented, mostly “patient education” (n = 40)
and “communication to primary care provider” (n = 34). These interventions were commonly recom-
mended in guidelines. Overall, pharmacists were rarely involved in the interventions on a regular
basis. When pharmacists were involved, the services were provided by hospital pharmacies or
collaborating community pharmacies. In conclusion, interventions recommended in guidelines were
frequently implemented in Swiss hospitals, however pharmacists were rarely involved.

Keywords: medication management; hospital discharge; clinical pharmacy; pharmaceutical care;
seamless care; hospital pharmacy services; patient-related activities; survey; Switzerland

1. Introduction

After hospital discharge, patients are at risk for unplanned readmissions. In a large US
study, including over 31 million index hospital admissions, the rate of unplanned readmissions
was 11.6% [1]. A systematic review including 19 studies found that a median of 21% of read-
missions are drug-related, of which a median of 69% were considered to be preventable [2].
Drug-related problems (DRPs) occur frequently after hospital discharge. Reported problems in-
clude non-adherence, inadequate dosing/duration/frequency/administration, and suboptimal
drugs [3]. Medication errors occur in up to 50% of patients within 30 days of discharge [4].

Different attempts have been made to reduce hospital readmissions. It has been shown
that pharmacists’ interventions such as medication reconciliation or patient education can
reduce hospital readmissions, adverse drug event-related hospital revisits, DRPs, and
emergency room visits after discharge [5–7]. Topics of discharge medication counselling
include discussing dose and dosage, providing paper-based medication lists, explaining the
indication of medicines, and/or discussing adverse drug reactions [8,9]. Studies showed
that medication counselling at hospital discharge was more effective where it was part
of a set of different interventions (e.g., combined with medication review, medication
reconciliation, or telephone follow-up) rather than as a single intervention [9]. According
to a systematic review, interventions bridging transitions of care can reduce hospital
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readmissions, these interventions include self-management education, telephone follow-
up, and medication reconciliation [10]. Another systematic review found that complex
interventions were associated with a reduction in relative risk of readmissions of 37%.
This systematic review showed that interventions aimed at enhancing patient capacity for
post-discharge care were effective in reducing the relative risk of readmission [11].

A survey conducted in Swiss hospital pharmacies found an average of 1.12 full-time
equivalents of all employed pharmacists per 100 beds, of which 20% were allocated to
clinical pharmacy services [12]. In Switzerland, a hospital pharmacy is an institution that
is part of the hospital, managed by a registered pharmacist and offering pharmaceutical
services to the hospital’s patients; it is not publicly accessible [13]. Hospital pharmacists
carry out the following activities: management of pharmaceutical products, compounding
of medicines in small quantities, and patient-oriented pharmacy/clinical services [14]. For
specialization, there is a postgraduate degree in hospital pharmacy and a postgraduate
certificate of proficiency in clinical pharmacy. The latter enables pharmacists to conduct
“direct patient oriented pharmaceutical activities, developed on patient care wards in
collaboration with other healthcare professionals” [14,15]. However, little is known on how
the above-mentioned resources in Swiss hospitals are used to support patients at discharge.
In Switzerland, patients are normally discharged without contacting the hospital pharmacy
and without medication to take home. Patients receive a discharge prescription that can be
filled in a community pharmacy [16].

The aim of this study was to describe the frequencies of different interventions to support
patients’ medication management at discharge in Swiss hospitals. We also aimed to describe
different pharmacist-led models that were implemented. As there are no official guidelines
on this topic in Switzerland, we compared our findings to international guidelines.

2. Materials and Methods
2.1. Data Collection

We conducted an online survey among Swiss hospital pharmacies. The survey con-
sisted of two parts. The first part described the development of clinical pharmacy services
in Swiss hospitals and was published separately [12]. The second part focused on interven-
tions to improve medication management at hospital discharge. To formulate questions
regarding hospital discharge, literature was searched for existing discharge processes and
models [17–22]. To verify the understandability of the questions, the survey was piloted
with three German-speaking and one French-speaking practicing clinical pharmacists. The
final version contained 73 questions. The interventions that were inquired by the ques-
tionnaire are summarized in Table 1. All chief hospital pharmacists registered at the Swiss
Society of Public Health Administration and Hospital Pharmacists (GSASA) were asked by
e-mail to participate (n = 60). The questionnaire was accessible from the beginning of June
to the beginning of September 2017. Further details were published elsewhere [12].

Table 1. Interventions covered in the survey with a brief description; taxonomy adapted from
Hansen et al. [17].

Intervention Description

Patient education

Patient counselling on their medication (e.g., therapy
duration/dosing)

In-depth patient counselling on their medication (e.g.,
effect/benefit, therapy goal/side effects)

Patient instructions (e.g., for inhalation devices/prefilled
syringe)

Patient counselling on red flags (symptoms that indicate a
worsening of condition/medication intolerance)

Patient counselling on medication prescribed before hospital
admission
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Table 1. Cont.

Intervention Description

Discharge planning
Organization of medicines (e.g., contact with patients’

community pharmacies/pill dispensers/reimbursement)
Organization of rehabilitation/home care

Appointment scheduled before
discharge

Assuring follow-up care (e.g., a follow-up appointment with
the treating physician)

Timely follow-up Follow-up care by a case manager

Communication to PCP
Medication changes are communicated to at least one
healthcare professional (e.g., practitioner, community

pharmacy) or institution (e.g., home care, nursing home)

Follow-up telephone call Follow-up telephone call with discharged patients

Patient hotline Hospital or hospital community pharmacy 1 offers a patient
hotline for medication related questions

1 A hospital community pharmacy is a community pharmacy with full access to the hospital’s patient records.
PCP = primary care provider.

To put the survey results in perspective, Cochrane reviews and international guide-
lines were searched for summarized evidence about the efficacy and recommendations of
these interventions. We searched the Cochrane library for Cochrane reviews that evaluated
interventions at hospital discharge or at transitions of care. The search string combined
Medical Subject Headings (MeSH) with key search terms (see Appendix A). To find guide-
lines containing relevant recommendations usually published in grey literature sources, we
conducted advanced Google searches using key search terms (see Appendix B). From these
searches, we selected Cochrane reviews/guidelines from English-speaking countries that
contained recommendations for healthcare professionals on medication management at
the transition from hospital to home including every age group and excluding guidelines
that were medical-condition-specific or specific to a single hospital. Two authors (FB, HS)
independently screened the results of the Cochrane search and selected the relevant reviews
based on the aforementioned criteria. Equally, the first 100 search results of the Google
searches were screened by both authors and relevant guidelines were selected. Discrepan-
cies were resolved by discussion. Evidence and relevant recommendations concerning the
above-mentioned interventions were extracted from the selected full texts.

In order to depict in greater detail the different models implemented in Swiss hospitals
to support patients in their medication management at hospital discharge, we conducted
semi-structured, face-to-face interviews. Hospitals were eligible for these interviews if
they indicated, in the survey, to have such a model in place. We selected hospitals with
different models to support patients at discharge to present illustrative examples. In
the interviews, pharmacists were asked to describe the pharmacists’ involvement in the
patients’ pathways throughout their hospital stays. If the hospital collaborated with a
community pharmacy (owned or unowned by the hospital) at discharge, they were asked
to describe this collaboration. We defined a hospital community pharmacy as a pharmacy
open to patients discharged from the hospital with full access to the hospital’s patient
records, in contrast to regular Swiss community pharmacies, which do not have access to
clinical data. The interviews were audiotaped and afterwards transcribed using MAXQDA
2020 (VERBI Software GmbH, Berlin, Germany). The transcripts were validated by a
second researcher.

2.2. Data Analysis

Descriptive statistics were used to report the results of the survey. Continuous vari-
ables were expressed as a median with 25th and 75th percentiles (p25, p75) or as a sum
and categorical variables as frequencies. Pharmaceutical interventions discussed during
the interviews were summarized using the taxonomy of Hansen et al. [17] or commonly
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used terms (e.g., interprofessional ward round). Less common interventions were further
detailed as text.

3. Results
3.1. Survey

A total of 44 hospital pharmacies participated in the survey (return rate = 73.3%).
The pharmacists of all five Swiss university hospitals answered the questionnaire, as well
as 18 cantonal or regional hospitals, 11 private hospitals or specialized clinics, and 10
hospitals that were organized in networks. They supplied a median of 340 beds (p25 = 200,
p75 = 937.5, minimum = 82, maximum = 2000) and employed a total of 265.8 full-time
equivalents of hospital pharmacists.

3.1.1. Interventions Conducted by Healthcare Professionals to Support Patients at
Hospital Discharge

The participating hospitals implemented a variety of pre- and post-discharge inter-
ventions involving healthcare professionals (e.g., physicians, pharmacists, and nurses) to
support patients at hospital discharge (Table 2). Some participants did not know if the
interventions were implemented, whereas others reported that the interventions were not
implemented in their hospital.

The evidence promoting the implementation of these interventions and the guide-
lines recommending the interventions are listed in Table 2. The Cochrane search yielded
444 reviews, and, after the title and abstract screening, three Cochrane reviews [23–25]
were selected according to the inclusion criteria. The Google search resulted in 16 guide-
lines [26–41].

In one hospital, pharmacists were involved in following patient education interven-
tions on a daily basis: patient counselling on their medication, in-depth patient counselling
on their medication, patient instructions and patient counselling on what to do with medi-
cation prescribed before hospital admission. Three hospital pharmacies were involved in
patient education interventions several times a month or less. In two hospitals, pharmacists
were involved in the communication of medication changes to at least one primary care
provider on a daily basis. In five hospitals, pharmacists were involved less frequently.

Of the 44 hospital pharmacies, 29 indicated that there are guidelines in place for
the process of hospital discharge, 4 answered that there are no such guidelines, and 11
did not know. In nine hospitals, there were efforts to identify patients in need of more
intensive support at discharge. In 21 hospitals, they did not stratify patients and in 14 cases
participants did not know. For the identification, the hospitals used inclusion criteria (n = 3),
scores (n = 2), or specific conditions (n = 1). The services delivered to the selected patients
consisted of: organizing aftercare (n = 3), organization of medicines (n = 3), discharge
planning/coordination (n = 2), patient education (n = 2), and medication review (n = 1).

3.1.2. Collaboration with a Community Pharmacy

Of the 44 participating hospitals, 17 (38.6%) collaborated with a community pharmacy
(owned or unowned by the hospital) or had a counter in the hospital pharmacy that was
open to discharged patients, and, of these, six had full access to the hospital’s patient
records. The frequency of predefined roles of these 17 pharmacies is depicted in Figure 1.
Additionally, “obtaining specific medications from the hospital pharmacy that are not
easily available otherwise” and “conducting medication reviews and making adaptions to
discharge prescriptions after consultation with the physician” was mentioned as a role by
one pharmacy each.
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Table 2. Number of hospitals that implemented interventions 1 to support patients at hospital discharge (n = 44) and evidence promoting the implementation of these interventions.

Intervention Activities in Swiss Hospitals Frequency, n Evidence in Cochrane Reviews Guidelines

Pre-discharge

Patient education

Patient counselling on their medication (e.g.,
therapy duration/dosing) 40

+ [23] + [26–31,33–41]

In-depth patient counselling on their
medication (e.g., effect/benefit, therapy

goal/side effects)
32

Patient instructions (e.g., for inhalation
devices/prefilled syringe) 33

Patient counselling on red flags (symptoms
that indicate a worsening of

condition/medication intolerance)
26

Patient counselling on medication prescribed
before hospital admission 19

Discharge planning

Organization of medicines (e.g., contact with
patients’ community pharmacies/pill

dispensers/reimbursement)
9 *

+/0 [24] + [26,28–40]

Organization of rehabilitation/home care 20 *

Appointment scheduled
before discharge

Assuring follow-up care (e.g., a follow-up
appointment with the treating physician) 15 * ? + [28,32,33,35,36,38]

Post-discharge

Timely follow-up Follow-up care by a case manager 7 * ? +
[28,30,34,35,39,40,42,43]

Communication to PCP

Medication changes are communicated to at
least one healthcare professional (e.g.,
practitioner, community pharmacy) or

institution (e.g., home care, nursing home)

34 ? + [26–31,33,35,37–39,41]

Follow-up telephone call Follow-up telephone call with discharged
patients 2 +/0 [25] + [28,30,37,38]

Patient hotline
Hospital or hospital community pharmacy

offers a patient hotline for medication related
questions

10 ? + [32,35,36,38,40]

+ = there is evidence of effectiveness in the Cochrane reviews for the intervention or the intervention is recommended by the guidelines. +/0 = there is conflicting evidence of effectiveness in the Cochrane
reviews for the intervention. ? = no data was found for the intervention. * This question was only answered by pharmacists that indicated to have a case manager in their hospital (n = 24). PCP = primary care
provider. 1 Interventions were conducted by any healthcare professional (e.g., physician, pharmacist, nurse).
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Figure 1. Frequency of predefined roles of the pharmacies that were collaborating with hospitals and
that were accessible to patients at hospital discharge (multiple answers were possible), (n = 17).

Participants were asked to give a short description of the collaboration between the
hospital pharmacy and the community pharmacy or the counter in the hospital pharmacy.
Eleven of the 17 gave the following descriptions of the collaboration: in seven hospitals,
the collaboration focused on logistic support (e.g., exchange of medication, provision of
medicines at discharge), four hospitals had a close collaboration (but no further details
were provided), and, in one hospital pharmacy, pharmacists answered general and patient-
specific questions regarding the discharge prescription. Seven of the 17 pharmacies were
contacted prior to patient discharges. Six of them received the discharge prescription in
advance, one received a written report, and one was contacted in advance when there was
a special order or when the patient needed an extemporaneous product (multiple answers
were possible).

3.2. Interviews

Six hospitals that had a model implemented to support patients at discharge were
contacted for an interview and all of them accepted. If they collaborated with a community
pharmacy, the community pharmacy was also asked for an interview. In three out of four
community pharmacies, pharmacists worked in the hospital pharmacy as well as in the
community pharmacy. Table 3 gives an overview of the models implemented to support
the patients’ pathways throughout the stays in these hospitals.

A medication self-management training program was implemented in one long-
term rehabilitation clinic. Patients with long lengths of stay were assessed for suitability
to participate. This program aimed at promoting patients’ independence and self-care.
Starting two to three months before discharge, patients learned to manage their own medi-
cation. They received a prescription that they filled in the hospital community pharmacy.
There the prescription was reconciled with the hospital’s patient record and the medication
was dispensed. At the beginning, patients were supervised by a nurse when they prepared
their medication, often using a pillbox, to check the patients’ capability of medication
self-management. The hospital community pharmacy checked the patients’ adherence
using dispensing records. If the pharmacists detected or suspected an adherence problem,
they either talked to the patient directly or informed the responsible nurses.
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Table 3. Overview of implemented models to support patients throughout the hospital stay in interviewed hospitals (n = 6).

Hospital
Hospital Admission Hospital Stay Hospital Discharge Follow-Up

Interventions at
Admission

Interventions during
Hospital Stay

Pre-Discharge
Interventions

Post-Discharge
Interventions

Hospital 1
- Medication
reconciliation
- Medication review

- Interprofessional ward
rounds (medical ward)

Hospital community
pharmacy *#:
- Medication reconciliation
- Medication review
- Patient education

Hospital community
pharmacy *#:
- Patient hotline

Hospital 2 None

- Medication
self-management training
program #
- Group training for
patients on different topics
(e.g., bowel management)

Hospital community
pharmacy *#:
- Medication reconciliation
- Patient education

Hospital community
pharmacy *#:
- Patient hotline

Hospital 3 None

- Interprofessional ward
rounds (oncology ward)
- Medication review
(oncology and palliative
ward)

None None

Hospital 4 None None

Hospital community
pharmacy *#:
- Medication reconciliation
- Patient education

Hospital community
pharmacy *#:
- Patient hotline

Hospital 5 None - Medication review
(medical ward)

Hospital pharmacy#:
- Medication reconciliation
- Medication review

None

Hospital 6 None - Interprofessional ward
round (medical ward)

Hospital community
pharmacy *#:
- Patient education

Hospital community
pharmacy *#:
- Patient hotline

* We defined a hospital community pharmacy as a pharmacy open to patients discharged from the hospital with full access to the hospital’s
patient records. # Interventions are further detailed in the text below.

In one hospital, medication reviews of discharge prescriptions were conducted in the
hospital pharmacy. At hospital discharge, physicians sent electronic discharge prescrip-
tions to the hospital pharmacy. There pharmacists performed a medication reconciliation
and a medication review. Any issues detected were communicated to physicians. Once
all issues were resolved, pharmacists approved the discharge prescriptions, which were
then given to patients to fill in a community pharmacy. If patients were discharged before
a pharmacist approved the discharge prescription, issues were still communicated to the
physician. In case of an urgent issue, the patient was contacted by the physician or a coach;
for less urgent issues, a comment was added in the discharge letter to general practitioners.

Of the interviewed hospitals, four had a hospital community pharmacy, either within
the hospital or close by. At discharge, patients had the choice to fill their discharge
prescription there or to take it to any regular community pharmacy. If filled in the hospital
community pharmacy, prescriptions were sent there in advance. In one hospital, all
prescriptions were sent to the hospital community pharmacy and patients had the choice
to either collect their medication there or to take their prescription to another community
pharmacy. Hospital community pharmacies performed medication reconciliation. One
hospital community pharmacy additionally conducted medication reviews, using risk
factors to stratify the depth of the medication review. In case of DRPs and discrepancies that
needed clarification, they were communicated to the physician or the nurse and sometimes
resulted in changes of discharge prescriptions. At discharge, patients were counselled
on their medications; the depth of the counselling depended on the complexity of the
prescription. If patients had a planned discharge outside of opening hours of the hospital
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community pharmacies, the medication was usually prepared in advance and picked up
by a nurse or by the patient before discharge. However, if the discharge was unplanned,
patients received the discharge prescription to fill in a regular community pharmacy. The
hospital community pharmacies did not usually contact patients’ community pharmacies,
except for one that only dispensed small packages and forwarded prescriptions to the
patients’ community pharmacies, requesting them to follow-up on patients within a few
days after discharge. The forwarded prescription contained a quick response (QR) code to
reduce the workload of following institutions and to help trace any changes made by the
hospital community pharmacy.

4. Discussion

The pre- and post-discharge interventions “patient education,” “discharge planning,”
and “communication to primary care provider (PCP)” are commonly recommended by
guidelines [26–41]. For the intervention: “patient education,” there is evidence, reported in
a Cochrane review, for effectiveness in improved knowledge and satisfaction [23]. In Swiss
hospitals, these interventions are frequently performed by different healthcare profession-
als. Our survey showed that “patient counselling on their medication,” “communication
of medication changes to PCP,” “patient instructions,” and “in-depth patient counselling
on their medication,” which were part of the classified interventions, were implemented
most frequently. However, while pharmacists routinely counsel at-risk patient groups on
their medication at hospital discharge in 44% of American hospitals [42], only one Swiss
hospital routinely involved pharmacists in patient education at discharge. Studies have
shown that pharmacist-led medication counselling to older patients at hospital discharge in
combination with other interventions can significantly reduce hospital readmissions for all
patients [43] or specific patient groups [44], reduce visits to the emergency department [45],
and improve medication adherence [44] compared to standard care where the elements
were conducted by a physician or nurse or not conducted at all.

Regarding the communication of medication changes, pharmacists were involved in
this task only in two hospitals daily and in five hospitals less frequently. In comparison,
39% of participants of a European-wide survey indicated that, at transitions of care, phar-
macists contribute to the transfer of information on medicines [46]. Studies have shown that
pharmacists provide more comprehensive information on medication changes (e.g., new or
stopped medication, changed dose) to general practitioners than physicians [47] and that
community pharmacies need to contact hospital physicians less often when pharmacists
add information on medication changes to discharge prescriptions [16]. A reduction of
interruptions by such inquiries may increase the efficiency of hospital physicians and may
possibly contribute to patient safety [16]. One hospital community pharmacy that partic-
ipated in our study communicated changes to patients’ regular community pharmacies
on a daily basis. A study has shown that community pharmacies appreciate receiving
discharge prescriptions (including information on new and stopped medications) before
patients come to the pharmacy [48]. They feel that, this way, they have more time to prepare
the prescriptions and resolve discrepancies. Additionally, the community pharmacies in
the mentioned study received the discharge summary, which was also considered to be
helpful by most pharmacists [48]. It would therefore be beneficial for the quality of the
communication of medication changes to involve pharmacists more often in this process. It
would also be helpful to communicate changes not only to the patient’s general practitioner,
but also to their regular community pharmacy.

Overall, at hospital discharge, pharmacists were not regularly involved in interven-
tions to support patients with their medication management. This may be because of a lack
of resources. In Swiss hospitals, one will find only 1.12 full-time equivalents for pharmacists
per 100 beds [12]. In addition to the resources, patient-centred services require adequately
trained pharmacists to perform these interventions. However, Swiss hospitals only offer
18.5 training positions for the certificate of proficiency in clinical pharmacy, a postgraduate
education program focusing on patient-oriented pharmaceutical activities [12]. Another
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reason may be that, although medication safety is gaining importance in the Swiss Federal
Office of Public Health, there are no legally binding recommendations for Swiss hospitals
to implement such services [49].

One strategy of improving patient safety at hospital discharge could be a community
pharmacy in or close by the hospital accessible to patients being discharged. Seventeen
of the participating hospitals indicated to have such a community pharmacy or a counter
in the hospital pharmacy. The main role of these pharmacies seemed to be the initial
medication supply to patients at discharge. However, they were not often involved in tasks
such as medication reconciliation or communication with patients’ community pharmacies.
Community pharmacies in close collaboration with the hospital, especially with full access
to the hospitals’ patient records, would be well-positioned for such services. Pharmacist-led
medication reconciliation at hospital transitions has been shown to reduce medication
discrepancies, all-cause readmissions, and all-cause emergency department visits [6,50].

One hospital implemented a medication self-management training program. The
ability to take medication correctly after discharge is important, and helping patients to
learn to do so can have a favorable impact on health outcomes. In the last few years, patient
self-management has gained awareness [51], and, in a systematic review, self-management
education or coaching showed a significant reduction in hospital readmissions [10]. The
Society of Hospital Pharmacists of Australia recommended that patients who are enrolled
in self-administration of medication programs should be counselled by a pharmacist (e.g.,
indication, dosage, and storage requirements) [52]. However, this service may be more
suited for patients with a longer hospital stay to allow sufficient time for the observation
and evaluation of included patients (as was the case in the hospital that implemented
this service).

Of the six hospitals where the interviews took place, pharmacists were involved
at hospital admission in only one hospital. In this hospital, pharmacists conducted a
medication reconciliation and a medication review for patients with planned admission.
Comprehensive involvement of pharmacists throughout the hospital stay has been shown
to have positive effects on readmission within 30 days and 180 days [43]. Lack of resources
may be a barrier for the implementation of medication reconciliation and medication
review. A risk score could help select patients who benefit most from such services, e.g.,
patients with a risk for drug-related problems [53].

One strength of our study was the high return rate (73.3%) of the survey, which
resulted in a representative sample for this study. In addition to the information obtained
through the questionnaire, the follow-up interviews with selected hospitals gave a more
detailed insight into pharmacists’ involvement in the hospitals’ processes. However, both
the survey and the interviews relied on self-reporting, which allowed for reporting bias.
It is also possible that interventions were implemented without pharmacists’ knowledge.
This could have resulted in underreporting of some interventions.

5. Conclusions

In conclusion, interventions such as patient counselling and communication to pri-
mary care providers are widely recommended in guidelines. While Swiss hospitals mostly
implemented these interventions, pharmacists were rarely involved. Some hospitals chose
to support patients being discharged through a hospital community pharmacy, which
performed different interventions. As studies have shown that involving pharmacists at
hospital discharge can reduce readmissions, the results presented in this study should
encourage hospitals to expand the involvement of pharmacists in medication management
at hospital discharge.

Author Contributions: Conceptualization, H.S., F.B., K.E.H., and M.L.L.; methodology, H.S., F.B.,
K.E.H., and M.L.L.; software, not applicable; validation, H.S., F.B.; formal analysis, H.S.; investigation,
H.S.; resources, not applicable; data curation, H.S.; writing—original draft preparation, H.S.; writing—
review and editing, H.S., F.B., K.E.H., and M.L.L.; visualization, H.S.; supervision, F.B., K.E.H., and



Pharmacy 2021, 9, 33 10 of 13

M.L.L.; project administration, H.S.; funding acquisition, not applicable. All authors have read and
agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: Approval of an ethics committees was not required accord-
ing to Swiss law, as the study did not use health-related data of patients.

Informed Consent Statement: Informed consent was obtained from all participants of the interviews.
From the survey participants informed consent was not required.

Data Availability Statement: The data presented in this study are available on reasonable request
from the corresponding author. The data are not publicly available due to confidentiality issues (e.g.,
interviews not anonymous).

Acknowledgments: The authors thank the hospital pharmacists who participated in the survey
and those that took the time to participate in the interviews for their contribution to the findings
of this study. They also thank the master’s students Noémie Felder and Roberto Cerone and the
researchers Dominik Stämpfli and Tamara Imfeld-Isenegger who helped develop the interview guide
and conduct the interviews or who were involved in the transcription or validation of the transcripts.

Conflicts of Interest: The authors declare no conflict of interest.

Appendix A. Cochrane Search

#1 (Continu* NEXT “of Patient Care” OR Aftercare OR Discharg* OR Handoff OR
Transfer OR “Retention in Care” OR Trans* NEXT “to Adult Care” OR Trans* NEXT Care
OR handover* OR “transitional care” OR “seamless care” OR patient* NEXT transition*
OR “transmural care”)(:ti,ab)

#2 MeSH descriptor: [Continuity of Patient Care] 2 tree(s) exploded
#3 Hospital
#4 (#1 OR #2) AND #3
#5 #4 AND “Impact of medication reconciliation for improving transitions of care”
#6 MeSH descriptor: [Aftercare] this term only
#7 MeSH descriptor: [Patient Discharge] this term only
#8 MeSH descriptor: [Patient Handoff] this term only
#9 MeSH descriptor: [Patient Transfer] this term only
#10 MeSH descriptor: [Retention in Care] this term only
#11 MeSH descriptor: [Transition to Adult Care] this term only
#12 MeSH descriptor: [Transitional Care] this term only
#13 MeSH descriptor: [Continuity of Patient Care] this term only
#14 (#1 OR #2 OR #6 OR #7 OR #8 OR #9 OR #10 OR #11 OR #12 OR #13) AND #3

Appendix B. Guideline Search

- Clinical guideline and hospital discharge and *
- Guideline * continuity OR aftercare OR handoff OR transfer OR handover OR “tran-

sitional OR care” OR “seamless OR care” OR transition OR “hospital discharge”
-covid-19

* Interchangeable terms: England, Wales, Scotland, Northern Ireland, Ireland, Canada,
United States of America, Australia, New Zealand.
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