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ABSTRACT
Objective Hospitalisation due to medication- related 
problems is a major health concern, particularly for those 
with pre- existing, or those at high risk of developing 
cardiovascular disease (CVD). Postdischarge medication 
reviews (PDMRs) may form a core component of 
reducing hospital readmissions due to medication- related 
problems. This study aimed to explore postdischarge 
CVD patients’ perspectives of, and experiences with, 
pharmacist- led medication management services. A 
secondary aim explored attitudes towards the availability 
of PDMRs.
Design An interpretative qualitative study involving 16 
semistructured interviews. Data were analysed using an 
inductive thematic approach.
Setting Patients with CVD discharged to a community 
setting from the John Hunter Hospital, an 820- bed 
tertiary referral hospital based in New South Wales, 
Australia.
Participants Patients with pre- existing or newly 
diagnosed CVD who were recently discharged from the 
hospital.
Results A total of 16 interviews were conducted to 
reach thematic saturation. Nine participants (56%) were 
male. The mean age of participants was 57.5 (±13.2) 
years. Three emergent themes were identified: (1) poor 
medication understanding impacts transition from the 
hospital to home; (2) factors influencing medication 
concordance following discharge and (3) perceived 
benefits of routine PDMRs.
Conclusions There is a clear need to further improve the 
quality use of medicines and health literacy of transition- 
of- care patients with CVD. Our findings indicate that 
the engagement of transition- of- care patients with CVD 
with pharmacist- led medication management services 
is minimal. Pharmacists are suitable to provide essential 
and tailored medication review services to patients with 
CVD as part of a multidisciplinary healthcare team. The 
implementation of routine, pharmacist- led PDMRs may 
be a feasible means of providing patients with access to 
health education following their transition from hospital 
back to community, improving their health literacy and 
reducing rehospitalisations due to medication- related 
issues.

INTRODUCTION
Cardiovascular disease (CVD) is a leading 
cause of death and disability in Australia. In 
2021 alone, CVD was the underlying cause of 
death in 42 700 individuals, representing 25% 
of all deaths. During this same year, coronary 
heart disease was the leading single cause of 
death in Australia, accounting for the deaths 
of 17 300 Australians, representing 10% of all 
deaths and 41% of CVD deaths.1 Internation-
ally, medication- related issues are a common 
contributor to hospitalisations and mortality 
for patients with CVD who often have a high 
drug burden consisting of multiple medica-
tions and complex dosing regimens.2 This 
is compounded in patients with poor health 
literacy: the inability to understand and act 
on medical information.3

Rehospitalisation due to poor medication 
management presents a significant issue 
for cardiology patients. The likelihood of 
hospital readmission for patients with CVD 
has been shown to increase by 28% in the 
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following month because of poorly managed medication 
regimens.4 Suboptimal medication concordance is closely 
associated with adverse outcomes in patients with CVD 
of whom many are elderly and take five or more medica-
tions.5 Poor medication concordance, the use of harmful 
medications and withdrawal of beneficial medications 
have been identified as precipitating factors for 20% of 
heart failure hospitalisations.6 Patients with poor medica-
tion concordance also have 36% higher mortality from 
ischaemic heart disease, and a twofold increased risk of 
mortality from cerebral haemorrhage and cerebral infarc-
tion than those with good concordance.7

Internationally, the provision of pharmacist- led medi-
cation reconciliation programmes during hospital tran-
sitions has been established as a means for improving 
posthospital healthcare utilisation.8–11 Growing evidence 
highlights that comprehensive medication reviews 
improve health literacy and reduce the number of 
medication- related errors and inappropriate use of 
medicines.12–17 In Australia, medication review services 
were first introduced for residents of aged care facilities 
in 1997, expanded to include those living in a commu-
nity setting in 2001,18 19 and further revised in 2020 to 
include referrals from the hospital- based medical prac-
titioners. The latest amendment enables the initiation 
of comprehensive medication reviews through hospital 
networks along with the allowance for pharmacist- 
initiated follow- up reviews; promoting a patient- centred 
cycle- of- care whereby pharmacists are directly involved in 
the follow- up of medication- specific problems.

To date, previous research has explored pharmacist and 
general practitioner (GP) perspectives of comprehen-
sive medication reviews, including more recently pharma-
cist perspectives on the implementation of postdischarge 
medication reviews (PDMRs).20–25 There remains a lack 
of evidence relating to patient’s perspectives on PDMRs, 
particularly those with existing CVD or those who are at 
high risk of CVD complications. Patient’s perspectives are 
invaluable in assessing the effectiveness of healthcare service 
implementations aimed at improving health literacy and 
self- management. Some research exploring pharmacist- led 
medication reconciliation reviews suggests there is improved 
health literacy and sustained self- management on returning 
to a community setting in patients with CVD who receive 
pharmacist intervention.26 27 To our knowledge, this is the first 
study exploring these perspectives of transition- of- care (ToC) 
patients with CVD and their experiences with pharmacist- led 
medication management services. We aimed to explore the 
experiences of patients during their ToC from the hospital 
to home probing their understanding of medication- related 
changes and subsequent medicine review referral.

METHOD
Study design, participant selection and recruitment
An interpretive qualitative approach was deemed appro-
priate to explore our research question. Participants 
were recruited from the John Hunter Hospital (JHH): 

a major referral hospital for the Hunter New England 
Local Health District (HNELHD) servicing over 920 000 
people. To reduce the risk of recruitment bias, a clear set 
of inclusion criteria—partly informed by the Australian 
Chronic Disease Prevention Alliance28 and the Pharmacy 
Programs Administrator Program Rules29—as shown in 
figure 1 was created to assist with identifying potential 
participants. Patients meeting our inclusion criteria being 
discharged from the JHH with either newly diagnosed or 
pre- existing CVD were identified by, and invited to partic-
ipate, by cardiology nurses and pharmacists from the 
cardiology ward and cardiac rehabilitation clinic (CRC) 
at the JHH. Purposive sampling was used when identi-
fying and selecting patients with CVD as potential partici-
pants for the study to create a diverse and heterogeneous 
cohort.

Potential participants were provided with detailed study 
information and had the opportunity to ask questions 
about the research. Candidates were aware of the volun-
tary nature of their participation in the study and were 
not reimbursed for their participation. All participants 
provided informed consent. Interviews were conducted 
between 1 September 2022 and 30 September 2023. This 
study employed the use of semistructured interviews and 
was informed by the COnsolidated criteria for REporting 
Qualitative research checklist.30 The interview guide was 
designed by a subgroup of the investigators (JB, HC, JC 
and DN) following a review of existing literature. The 
subgroup then constructed questions based on this liter-
ature review that address the central aim of the study as 
shown in online supplemental file 1. However, consid-
ering the semistructured interview design, participants 
had the freedom to express views and experiences in 
their own words and diverge from the interview guide.

Patient and public involvement
Patient and public involvement was not deemed neces-
sary for the design and implementation of this study.

Data collection and analysis
Semistructured telephone interviews (n=16), ranging 
from 30 to 60 min, were conducted by a member of 
the research team (JB) at a mutually convenient time 
between 1 September 2022 and 30 September 2023. 
Interviews were audio recorded with the participant’s 
consent and transcribed ad verbatim by JB with all iden-
tifying data removed. Guided by an interview schedule, 
questions aimed to probe participant experiences of 
their recent hospitalisation experiences and subsequent 
implementation and management of medications, as well 
as attitudes towards pharmacist- led medication manage-
ment services including availability of PDMR services. 
Identified themes informed continuing data collection 
and sampling continued until thematic saturation (two 
co- coders agreeing that no new themes were emerging) 
was achieved. Coding was performed independently by 
two authors (JB and JW), following an inductive thematic 
approach.31 Analysis followed a three- phase approach: 
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(1) initial familiarisation of the data following a system-
atic identification of salient themes within each interview 
transcript; (2) generation of a coding scheme with distinct 
boundaries linked to sections of the written transcript and 
(3) collation of codes into larger themes by examining 
relationships between each code. Transcripts were coded 
line by line, describing and interpreting emerging cate-
gories, and searching for differences and similarities. The 
next step involved examining the relationship between 
categories in the context of the research question to form 
themes. Consistency of findings was upheld through 
immersion within the data, and peer debriefing with 
data coding reflexivity and discussion with the research 
team.32 33 Coders captured exemplar quotes supporting 
each theme.

RESULTS
A total of 18 participants provided written informed 
consent to be interviewed, with 16 completing the inter-
view process. One participant declined the interview and 
another participant passed away prior to being inter-
viewed. Demographics for the 16 participants (mean age 
57.5 (±13.2) years, 9 (56%) male) are shown in figure 2.

Three emergent themes were identified:
1. Poor medication understanding impacts the transition 

from the hospital to home.

2. Factors influencing medication concordance follow-
ing discharge.

3. Perceived benefits of routine PDMRs.

Poor medication understanding impacts transition from 
hospital to home
The overwhelming hospital experience
Many participants reported difficulties comprehending 
health- related information during their hospital admis-
sion, including understanding the cause of their cardio-
vascular event, and subsequent medication and lifestyle 
changes recommended following their discharge. Partic-
ipants reflected on their feelings of anxiety and being 
overwhelmed in response to the experience of a life- 
threatening cardiovascular event. Participants report-
edly attributed anxiety to difficulties in comprehending 
the initiation of, or changes to, medications during their 
acute hospital admission.

[It’s] obviously a very stressful situation I was in, be-
ing so young and having a cardiac thing go on. So, I 
didn’t take everything in those first couple of days. 
(P1)

Because when you’re in hospital and they’re telling 
you what tablets to take, you’re going ‘okay, there’s 
just so much going on in hospital.’ Yeah, it’s not un-
til you get home that you think ‘okay, what was that 

Figure 1 Inclusion and exclusion. CVD, cardiovascular disease.
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all about?’ It was just a whirlwind I went through. 
(P4)

Participants reported that understanding copious 
amounts of new medication- related information was 
more difficult to comprehend while trying to grasp the 
extensiveness of medications now required.

…so, they gave me a week’s medication from the 
pharmacy at the hospital and this big, two A4 sheets 
of all the tablets that you get. I go ‘oh s**t’ because 
you don’t know this. I’m going to check- out, and they 
go ‘oh, here are all your tablets’ and I go ‘oh s**t, 
look at all this!’ (P5)

Challenges associated with education within a hospital 
environment
Participants’ understanding of their medication regimen 
was experienced on a spectrum where some readily 
grasped changes with new information while others strug-
gled. Difficulty understanding was compounded among 
participants who had no prior experience with taking 
regular medications.

My big problem—like, I’ve never had anything be-
fore—is knowing what all these tablets do…you know 
nothing, you’re learning it all. (P5)

Participants recounted varying experiences with educa-
tion during their hospital admission. Most participants 
reported they received a combination of verbal and/or 
written medication instructions during their hospitalisa-
tion or at discharge. Participants valued staff who took 
the time to explain their medication regimen and ‘were 
nice enough to write down’ (P4) or provide written infor-
mation. Information sources included physicians, nurses 
and pharmacists although some participants reported 
they were unsure as to who provided the information.

…the last doctor I’d seen there [in hospital], he ex-
plained to me all the way through me tablets… and it 
was all written out for me. (P17)

I mean, …there was a person, or some nurse, or doc-
tor came around and explained the situation. (P5)

However, other participants commented on the lack 
of information provided during their admission and the 
limited reinforcement of what medication to take and 
why, especially during medication rounds. Participants’ 
reports suggested they were passive during medication 
rounds and only a few pressed staff for information. Many 
participants perceived limited education was due to staff 
time constraints and being unable to take time to engage 
and deliver education in an impactful manner.

None really. It was just, I guess, the nurses coming 
and saying either ‘this is due’ or ‘how are you feeling? 
Do you need pain relief?’ (P9)

…you know, when you’re in hospital, it’s so busy, full- 
on. The doctors and nurses are running from patient- 
to- patient. So, there’s not a lot of time to actually sit 
and really talk about medications and sort of similar 
things like that. (P6)

Participants’ reports suggested the negative impact of 
receiving differing information from multiple sources. 
Some participants reported a lack of consistency between 
staff members which accentuated anxiety and confusion.

So, I guess it’s probably a little bit of anxiousness 
where you get little snippets of information…you’ve 
got no idea… I think it’s because the message isn’t 
coming from the one person all the time. Like it’s 
coming from various different people. (P7)

Figure 2 Demographics of interviewed cardiovascular 
disease patients. Regular medications at discharge denote 
medications taken daily by patient (excludes ‘when required’ 
or ‘pro re nata’ medications). The number of comorbidities 
according to patient’s hospital discharge paperwork. HFpEF, 
heart failure with preserved ejection fraction; HFrEF, heart 
failure with reduced ejection fraction; NSTEMI, non- STEMI; 
STEMI, ST- elevated myocardial infarction.
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Implementing medication self-management
Many participants described the difficulties engaging 
with self- management education when they felt unwell, 
distracted by an unfamiliar environment or were focused 
on ‘wanting to get home.’ (P5)

The thing is, you’ve been sick in hospital, you don’t 
think. So, your mind’s all muddled up or you go 
‘whatever, I don’t want to listen to you.’ (P17)

Being a passive recipient of medications in hospital, 
alongside struggling to understand a new medication 
regimen, reportedly impacted participants’ confidence 
to manage their medications on discharge. Participants 
reported that they were most unsure during the first 
few weeks postdischarge as they attempted to establish 
routines with either taking medications for the first time 
or implementing a new medication regimen.

But at the time it’s a bit, like, I’m a bit confused about 
what is what, going though boxes and reading my list. 
So yeah, the first few weeks was a bit confusing with 
what I was taking. (P4)

While some participants reported ongoing feelings 
of anxiety and being overwhelmed by a lack of famili-
arity with medication terminology and understanding 
the purpose of their medication, others embraced self- 
education. For many, this involved conducting online 
research or talking to family members who were health 
professionals, especially in relation to side effects.

I came home without too much insight into what they 
[medications] are and that sort of thing. It’s been 
kind of left up to my own accord to basically prepare 
myself. (P9)

I asked my sister—she’s a cardiothoracic nurse. So, I 
asked her, you know, side effects I was having that I 
got on the weekend. (P2)

Factors influencing medication concordance following 
discharge
Discharge home
For many participants, the reality of needing to take life- 
saving medication became apparent on their return home 
when they were confronted with the seriousness of the 
situation and the need to develop new daily medication 
routines. Many were grateful they were on sick leave or 
had time postdischarge to establish a routine, including 
being mindful of when medications needed to be taken 
and if they needed to be taken with meals or not.

And generally, I get up at the same time each day. 
Having said that, I am on sick leave at the moment. 
So that will take time and breakfast will change when 
I go back to work. But that’s down the track manage-
ment. (P1)

For participants, especially those without prior expe-
rience with taking medication, remembering to admin-
ister doses, manage prescriptions and medication supply, 

and follow- up appointments with GPs while balancing 
prior commitments with family or work was an additional 
burden.

I’m just a really busy person. I work full- time and then 
I’ve got two kids. So, by having to throw medication 
in on that…I guess it’s like when you’re a new per-
son to start taking medication…you’ve got to take the 
medication seriously. Like it’s not the first thing that’s 
on my mind which is not good. I need to change that. 
(P7)

Cardiac rehabilitation
Several participants reported they continued to lack 
understanding of their medication regimen, which was 
apparent when engaging with other health professionals 
such as dentists or rehabilitation therapists.

I even went to the dentist, and they said: ‘what are 
you on, we need to update your records’, and I didn’t 
even know. (P9)

I was just at Cardio Rehab [CRC]…and they asked 
me if I was on a beta- blocker, and I actually didn’t 
know what a beta- blocker was. I was, like, not sure! 
(P7)

Nine participants were recruited through the CRC at 
the JHH and reported increased accessibility and rein-
forcement of medication information through the clinic. 
Participation in the CRC provided participants with an 
opportunity for further engagement with specialists in 
cardiology and ask questions or raise concerns related to 
medications or management of their CVD.

…I was going to have a chat with one of the guys at 
the pharmacy, but I thought I’m at rehab [CRC] to-
day, I’ll chat with them [the nurses] about the choles-
terol medication I’m on. (P6)

External support
Many participants relied on others to help manage their 
medications and adhere to their schedule, be that family 
members, carers or community pharmacists. While this 
was most evident in the weeks following discharge, others 
reported an ongoing reliance on family members or 
carers. As such, some participants acknowledged they 
had less opportunity to engage with community pharma-
cists for ongoing education, information or intervention 
if necessary.

My son sort of gets them out and gives them to me, 
and I just take them as I’m supposed to. I’m a bit fog-
gy at the moment, but he’s looking after it. I’ll have to 
get more involved very shortly. (P15)

Because, say I say to my wife: ‘I’m too sick to get my 
tablets today, can you pick them up for me?’ So, if 
someone else goes and picks up your tablets for you, 
you don’t have any interaction with the pharmacist. 
(P5)
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Engagement with pharmacist-led medication management 
services
Many participants stated that their experience with phar-
macist- led medication management services was limited 
to medication supply and prescription management, 
predominantly delivered in a community setting.

So, you know, I guess their role is pretty broad. But 
personally, I use them for prescriptions and informa-
tion around that and that’s probably about it. (P12)

Sort of nothing really. Just when it comes to 
medication- wise. Like that’s the only time I sort of 
have anything to do with pharmacists, it’s when I’ve 
gotta pick up medication. (P14)

Participants readily identified the importance of 
community pharmacies managing their prescriptions 
and medications, including the use of dose administra-
tion aids (DAAs).

So obviously looking at things of whether Webster- paks or 
blister packs [medication compliance packaging]—pre- made 
medications—that sort of thing as well I think is really im-
portant. (P1)

However, some participants acknowledged that by 
relying on an external source there was the potential for 
error or oversight if they were not familiar with changes 
to their medications.

I gave my prescriptions actually to the pharmacist. 
You don’t have to think about sitting at the table and 
dividing them all up and hoping that they’re not all 
wrong…which has happened a couple of times. I’ve 
gone a couple of weeks without realising I wasn’t tak-
ing one particular [medication]. (P18)

Engagement with community care
Participants who followed through with an appointment 
to see their GP on discharge indicated the benefit of 
gaining further understanding of their recent hospital-
isation and medication changes, including accessing new 
prescriptions.

I was told to go to my GP a week after which I did yes-
terday…she reinforced what [medications] they had 
sent me home with. (P11)

Overall, participants reported a wide range of chal-
lenges adhering to a medication regimen on discharge. 
Many participants were not supplied with sufficient medi-
cation quantities on discharge to see them through to 
their follow- up GP appointment, who were often required 
to wait several weeks.

…because my GP is booked out that far ahead, I’m 
looking at two to three weeks. When I rang up to say 
that I need an appointment to arrange some medi-
cations after I had a heart attack, they had to put me 
on an emergency waiting list, and even then, it took 
them seven days to get me in. (P3)

Participants were reportedly confronted with the 
concept of taking multiple medications, highlighting 
their embarrassment and the stigma associated with 
medication use. Some participants were reluctant to seek 
pharmacist- led medication management services, such as 
DAAs, due to its perceived association with advanced age.

…going into the pharmacy and just slapping them 
[the prescriptions] down on the counter, it’s just go-
ing to feel like I’m a walking medication taker! Once 
I get over the initial embarrassment…I’m actually go-
ing to be calling them and saying, ‘I need to fill my 
medication’. (P7)

And for me, personally, I still consider myself still fair-
ly young, and I think this [DAA] is an old person’s 
thing. So, getting your head around it all, you know, 
it’s a little new. (P2)

Many participants commented on the benefit of 
accessing a community pharmacist for medication- related 
information and health advice prior to escalating any 
concerns to their GP.

I wouldn’t go and pick up a multivitamin or some-
thing without talking to the chemist [pharmacist]: 
‘this is what I take. Could there be any interactions?’ 
(P12)

Because sometimes it’s hard to get into see your GP. 
And sometimes it’s not necessary to see your GP. I feel 
that [the community pharmacist] is the ‘first port- of- 
call’; unless you’re really, really sick. (P6)

Conversations with a community pharmacist on 
discharge home provided many participants with the reas-
surance they needed to better manage their medications. 
However, some participants reported they were reticent 
to speak to their community pharmacist due to privacy 
concerns associated with discussing personal medical 
information in public or being a burden when the phar-
macist was perceived to be ‘busy’. (P11)

But what I really hate when I go to the chemist [phar-
macy] is…they want to talk to you—and there are so 
many people around… I actually feel uncomfortable 
talking about that in front of other people…it’s prob-
ably not actually sinking in because I’m like ‘who’s 
standing behind me, is there someone here that I 
know’ you know? And I think that’s probably why I 
didn’t know a lot about my medications. (P7)

For some participants, accessing a community pharma-
cist and pharmacy services centred around medication 
cost whereby participants would seek multiple pharmacies 
to obtain the best price for their medications. Participants 
acknowledged this had potential to impact continuity of 
care facilitated by seeing the same pharmacist.

So, we try to keep costs down where we can…at least 
by going to that [discount pharmacy] kind of thing…
but in a way of a relationship, I wouldn’t know any of 
the people in there. (P9)
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Perceived benefits of routine PDMRs
Most participants acknowledged the importance of taking 
responsibility for their medications. However, all partici-
pants could foresee circumstances where the availability 
of PDMRs would prove beneficial.

I think it [PDMRs] would be really valuable. For me 
who’s never really taken any medication, you know, 
it’s all a bit daunting all of a sudden having to take 
medication. (P2)

As a nurse, there are a lot of people out there who 
have no clue what their medications are or how they 
should be working, or when they should be taking 
them. So, I can see the benefits of it—even for myself. 
(P16)

Incorporation of PDMRs into standard of care
Participants reported that PDMR would provide an 
opportunity for a tailored provision of information. Some 
participants suggested incorporating a ‘triage’ system to 
account for each patient’s individual social situation and 
educational needs, along with assessing those who may be 
at high risk for medication misadventure.

There could be benefits from them [PDMRs] that 
you don’t see until you actually have someone come 
to have a look. I think that you would probably ide-
ally…make contact with a person in hospital, so you 
understand what their circumstances are. And then 
you could make the decision from there. It’s very per-
son orientated. (P12)

…then maybe from that phone call going ‘okay you 
sound really stressed about your medication we’ll try 
and squeeze you in tomorrow’…I guess maybe, like, 
a phone call to kinda like “triage” how urgently they 
need it. (P1)

The option for a PDMR with a pharmacist was 
perceived as a means of easing the anxiety experienced 
during and after discharge home. Participants reported 
that a PDMR would benefit their transition back into a 
community setting to reinforce information and provide 
ongoing monitoring, reassurance and support. Similarly, 
participants perceived that receiving a PDMR at home 
gave them time to process their hospitalisation and any 
changes implemented, which might raise issues to be 
discussed.

And also, when you’re in the hospital, you might not 
be thinking of these things to ask either because it’s 
all new and stuff. So, by the time you get home you 
can all of a sudden sit down and sort of absorb the 
information. (P2)

…like you feel quite safe while in hospital. But when 
you come home, it’s a little bit daunting. (P6)

Home visitation for a PDMR was also perceived to be 
more conducive for medication- related education, away 
from the time pressures experienced in other settings.

You’re not in the pharmacy with people glaring at 
you thinking ‘hurry, hurry up, get out of the way.’ 
And even you’re not sitting in the doctor’s surgery 
thinking ‘I’m getting charged for every 5 minutes I’m 
sitting here.’ (P9)

And when you go to the GP, it’s very transactional. 
Like, it’s just like you’re in, out. They’re really busy 
to the point that you don’t feel confident that they 
really listen. (P7)

DISCUSSION
Summary of main findings
Our study explored perspectives of patients with CVD 
on their experiences with medication management and 
pharmacist- led medication review services during their 
ToC, including attitudes towards having access to PDMRs. 
Cardiology patients’ ToC following a hospital admission 
is often associated with a period of vulnerability that may 
be ameliorated through pharmacist medication recon-
ciliation.34 Our findings identified that the hospital envi-
ronment presented several challenges which impacted 
the effective delivery of education for inpatients. Partic-
ipants detailed difficulties understanding and retaining 
medication- related information during their admission 
for a significant health event. Feelings of anxiety and 
being overwhelmed contributed to poor information 
retention and meant participants returned home lacking 
confidence in managing their medications. Despite these 
feelings, many participants received minimal support 
through pharmacist- led medication management services 
across their ToC. Overall, while participants took time to 
establish a routine back home, many gradually became 
confident and expressed value in a medication review to 
monitor and provide support on their return to a commu-
nity setting.

Comparison with existing literature
The impact of time pressures on the quality and efficacy 
of hospital- delivered education for inpatients has been 
extensively covered in the published literature.35–38 In 
response, patients may be less equipped to manage their 
medications on discharge to a community setting, thus 
affecting their quality use of medicines (QUM)—the 
safe, effective and appropriate use of medicines—and 
increasing the risks of future hospitalisations.

Obtaining the patient’s perspective is a critically 
important phase of implementing new health services. 
Our results provide the perspectives of patients with CVD, 
thus building on existing literature.39 For example, White 
et al40 conducted a qualitative study that identified four 
key benefits of medication reviews as perceived by eligible 
patients: (1) acquisition of personalised medication infor-
mation and advice; (2) reassurance regarding medica-
tions and coordination of their care; (3) feeling valued 
and cared for by a healthcare provider and (4) enhancing 
the patient–provider and pharmacist–GP relationships. 
Our study mirrors these observations concerning the 
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perceived benefits of PDMRs, particularly the need for 
postdischarge follow- up and the reassurance that patients 
experience when receiving pharmacist input into their 
care.

However, the White et al study identified patient 
concerns around the potential for pharmacist medication 
reviews to be perceived as undermining the authority of 
the GP, thus having a negative impact on the patient’s 
relationship with their GP.40 Participants in our study 
did not share these same perspectives, and instead felt 
that PDMRs would have potential to improve access to 
primary care postdischarge through pharmacists due to 
difficulties experienced with accessing their GPs. Our 
study demonstrated PDMRs were considered an opportu-
nity to ask questions and more actively engage in educa-
tion within the security of their own home. We posit that 
PDMRs have the potential to bridge education deficits 
that emerge on discharge home and promote communi-
cation between hospital and community- based medical 
practitioners.

The timing of service provision is crucial to ensure 
that QUM is maintained, and the risk of medication- 
related problems is minimised. Evidence detailing the 
incidence of medication- related problems ranges from 
18.4% 2 weeks postdischarge to 37.5% 4 weeks postdis-
charge.41 Recently, Daliri et al demonstrated that pharma-
cy- led transitional care education programmes reduced 
the proportion of patients experiencing self- reported 
medication- related problems 4 weeks postdischarge.42 
Participants in our study highlighted their desire for early 
pharmacist follow- up, within the first 7 days postdischarge 
being the most common request. This demonstrates the 
importance of early postdischarge follow- up to promote 
the safe and effective use of medicines for ToC patients.

Participants in the study experienced issues engaging 
with primary care once discharged from the hospital, 
identifying a potential role for pharmacists to bridge 
this gap. GP access for prescription resupply was the 
most common challenge experienced by participants 
when returning home. The limited quantities of tablets 
provided to participants at the time of discharge was 
sometimes insufficient to sustain them until their GP 
appointment. The HNELHD is part of the New South 
Wales (NSW) public health system which stipulates 
that take home supplies of regular medications must 
not exceed 7 days’ supply when discharged from the 
hospital.43 Unfortunately, this restriction imposes signifi-
cant challenges for patients discharged from NSW public 
hospitals. This varies considerably to other states within 
Australia—for example, both Queensland and Victo-
rian public hospital networks allow a 1- month supply of 
regular medications under the Pharmaceutical Benefits 
Scheme.44 45 Given that access to a GP may be difficult 
on discharge due to lengthy wait times, we advocate 
that pharmacists may in fact play an important role in 
ensuring the continuity of care and appropriate access 
to medications through the incorporation of a PDMR as 
standard of care for ToC patients.

Strengths, limitations and implications on future research and 
practice
The strength of this study lies in the exploration of a 
heterogeneous sample of cardiology patients. A diverse 
cohort of participants was purposively selected to capture 
the broadest range of perspectives possible. Further-
more, the inductive thematic analysis approach used 
in this study enables the richness of the qualitative data 
to be captured through a more flexible and reflective 
process. This method aims to remove a researcher’s 
analytic preconceptions, ensuring thematic analysis is 
data driven rather than researcher driven. We acknowl-
edge that many patients were reflecting on the prospect 
of a PDMR across their ToC rather than having received 
one. A limitation of this study includes the potential for 
reporting bias. It is possible that ToC patients with CVD 
who engaged with the study may in fact have a differing 
experience with pharmacist- led medication manage-
ment services compared with those who did not partici-
pate. The relatively young mean age of participants (57.5 
years of age) may also not accurately reflect the views 
and experiences of ‘older’ adult patients (over the age 
of 65 years) surrounding their need for pharmacist- led 
medication management services. It is well documented 
that patients living outside major Australian capital cities 
have poorer health outcomes.46 Our study recruited 
patients who predominantly live outside the major capital 
city area(s) of Australia. Hence, their inclusion may, 
therefore, represent unique health outcome challenges 
associated with their geographical location. Our results 
provide a baseline understanding of the perspectives of 
ToC patients with CVD in terms of the implementation of 
PDMRs. Future research is needed to evaluate the clinical 
benefit of routine PDMRs for patients with CVD, investi-
gating the acceptability of the service but also its impact 
on key CVD outcome markers, including 30- day hospital 
readmission rates and the incidence of major adverse 
cardiovascular events. In addition, future research should 
explore the perspectives of other population groups 
and their engagement with pharmacist- led medication 
management services. This may include the perspectives 
of patients who are not immediately engaged with the 
hospital system, along with culturally and linguistically 
diverse patients and those residing in regional, rural and 
remote localities.

CONCLUSION
Pharmacists are ideally positioned to assist patients with 
CVD across their ToC journeys as part of a broader multi-
disciplinary team. PDMRs are viewed by ToC patients with 
CVD as an acceptable means of improving their health 
literacy and QUM when transitioning from the hospital 
back home. However, our study indicates that patients with 
CVD do not frequently engage with pharmacist- led medi-
cation management services during their ToC. Routine 
service implementation may address the patient’s desire 
for postdischarge follow- up and provision for education 
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away from the busy hospital environment. Service imple-
mentation may benefit from an initial ‘triage’ to individu-
alise the delivery by assessing the patient’s own needs and 
expectations of the service while screening for those who 
may be at high risk of medication misadventure.
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