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Abstract
Background and objective: Drug-related problems (DRPs) are often seen when a patient 
is transitioning from one healthcare sector to another, for example, when a patient moves 
from the hospital to a General Practice (GP) setting. This transition creates an opportunity 
for information on medication changes and follow-up plans to be lost. A cross-sectoral 
hospital pharmacist intervention was developed and pilot-tested in a large GP clinic. The 
intervention included medication history, medication reconciliation, medication review, follow-
up telephone calls, identification of possible DRPs and communication with the GP. It is 
unknown whether the intervention is transferable to other GP clinics. The aim of the study was 
to explore similarities and differences between GP clinics in descriptive data and intervention 
acceptability.
Methods: A convergent mixed methods study design was used. The intervention was tested 
in four GP clinics with differing characteristics. Quantitative data on the GP clinics, patients 
and pharmacist activities were collected. Qualitative data on the acceptability were collected 
through focus group interviews with general practitioners, nurses and pharmacists. The 
Theoretical Framework of Acceptability was used.
Results: Overall, the intervention was found acceptable and relevant by all. There were 
differences between the GP clinics in terms of size, daily physician work form and their use 
of pharmacists for ad hoc tasks. There were similarities in patient characteristics across GP 
clinics. Therefore, the intervention was found equally relevant for all of the clinics. Shared 
employment with unique access to health records in both sectors was important in the 
identification and resolution of DRPs. Economy was a barrier for further implementation.
Conclusions: The intervention was found acceptable and relevant by all; therefore, it was 
considered transferable to other GP clinics. Hospital pharmacists were perceived to be 
relevant healthcare professionals to be utilized in GP, in hospitals and in the cross-sectoral 
transition of patients.
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Plain language summary

Acceptability of a pharmacist activity for patients transitioning between hospital and 
general practice

Why was the study done?

Drug-related problems are often seen in patients transitioning across healthcare 
sectors.

•	 A pharmacist activity was developed and pilot-tested in a large General Practice (GP) 
clinic. It was unknown whether the activity was transferable to other GP clinics.

•	 The pharmacist activity included talking to the patients about their usual medication 
and adjustment of prescriptions accordingly. The pharmacist activity also included 
a review of their medications, a follow-up telephone call to the patients and 
communication with the GP in case of drug-related problems.

•	 The aim of the study was to test the activity in different GP clinics and to explore 
similarities and differences in descriptive data and acceptability.

What did the researchers do?

•	 The activity was tested in four GP clinics within the same geographical area for three 
months.

•	 Descriptive data about the GP clinics, the patients and the pharmacist’s activities 
performed were collected.

•	 Data about acceptability of the activity was collected through focus group interviews 
with general practitioners, nurses and hospital pharmacists.

•	 This qualitative data was combined with descriptive data to explore similarities and 
differences between GP clinics.

What did the researchers find?

•	 Overall, the activity was found to be acceptable and relevant by all.
•	 There were differences between the GP clinics in terms of size, daily physician work 

form and their use of the pharmacist for ad hoc tasks.
•	 There were similarities in patients across GP clinics e.g. in terms of the number of 

medications or drug-related problems. The activity was found equally relevant for 
every clinic.

•	 Shared employment with access to health records in both sectors was important in 
the identification and resolution of drug-related problems. The pharmacist had the 
possibility to bring issues back and forth between the hospital and the GP clinic.

•	 Economy was a barrier for further implementation.

What do the findings mean?

•	 The activity was found acceptable and relevant by all; therefore, it was considered 
transferable to other GP clinics.

•	 Hospital pharmacists were perceived to be relevant healthcare professionals to be 
utilised in GP, in hospitals and in the cross-sectoral transition of patients.
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Introduction
Drug-related problems (DRPs) are often seen 
when patients are transitioning across healthcare 
sectors.1,2 A study found that 81% of discharged 
patients had at least one prescription error, cleri-
cal error or error due to inadequate communica-
tion of medicines stopped during admission.1 
Another study found errors in 20 of 22 discharged 
patients related to treatment efficacy, safety, 
adverse effects, dispensing or missing electronic 
prescriptions.2 DRPs while transitioning from 
General Practice (GP) to hospital were shown to 
be caused by inadequate focus on updated medi-
cation information.3 During patients’ discharge, 
DRPs were commonly caused by, for example, 
inadequate information regarding medication 
changes during admission.3 DRPs may lead to 
medication errors which expose patients to 
unnecessary risk and possibly increased hospital 
stays, healthcare costs and mortality.4–7

In Denmark, information on patients’ current 
medication is shared through the Shared 
Medication Record (SMR) in which both the hos-
pital and GP can access and update the informa-
tion.8,9 Information quality depends on whether 
the SMR is properly updated. Other information 
about the patient is not shared via the SMR, and 
the hospitals and GPs have separate electronic 
patient records for this information. There is no 
easy access to information about the reasons for 
treatment decisions between the sectors.

Hospital pharmacists play a crucial role in collab-
orating with physicians and nurses within the hos-
pital setting. They possess extensive knowledge 
regarding medication-related matters. Pharmacists 

working in both the Hospital Pharmacy and GP 
settings have access to patient records in both 
places. As a result, they can facilitate seamless 
cross-sectoral transitions for patients.

Previously, the cross-sectoral hospital pharmacist 
intervention was developed and pilot-tested in a 
large GP clinic.3 This intervention included med-
ication history, medication reconciliation, medi-
cation review, follow-up telephone calls, 
identification of possible DRPs and communica-
tion with the GP. The pharmacist identified and 
solved several DRPs, medication errors were 
avoided and patient safety was improved. The 
intervention was considered relevant by staff in 
both healthcare sectors and patients,3 but it is 
unknown whether the intervention is transferable 
to other GP clinics.

The purpose of this convergent mixed methods 
study was to explore similarities and differences 
between GP clinics by integrating both quantita-
tive and qualitative data. We conducted qualita-
tive focus group interviews to explore acceptability 
of the intervention. We used descriptive data of 
the clinics, patients and pharmacist activities to 
compare the results from the qualitative and 
quantitative data collection and analysis.

Methods

Design
A convergent mixed methods design was used in 
which quantitative and qualitative data were col-
lected and analysed independently, then inte-
grated and interpreted together10 (Figure 1).

Figure 1.  The convergent mixed methods design.10
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The study is reported in accordance with the 
guidelines for Good Reporting of A Mixed 
Methods Study (GRAMMS).11

Setting
The study was performed in four GP clinics 
within the same cluster (Northern Djurs 
Municipality) and their local hospital, Randers 
Regional Hospital (RRH), located in Denmark. 
Characteristics of the Danish healthcare system 
and RRH are described in Table 1.

Participants
Quantitative study groups – descriptive data.  Four 
GP clinics with differing characteristics partici-
pated in the study. Two of the clinics were solo 
practices (respectively 1570 and 2270 patients), 

one was of medium size (3800 patients) and one 
was a large clinic (8740 patients).

Patients in cross-sectoral transition were also par-
ticipants. Patients were consecutively recruited 
Monday to Friday at RRH by pharmacists, or at 
the GP clinics by the GPs, a nurse or a pharmacist. 
Written informed consent was obtained. Patients 
⩾18 years old were eligible for inclusion but were 
excluded if admitted to the maternity ward, hospi-
talized due to a psychiatric diagnosis, considered 
too ill (suicidal, cognitive impairment, life-threat-
ening illness), or were unable to speak Danish.

Additionally, three pharmacists from the Hospital 
Pharmacy (Central Denmark Region) who per-
formed the intervention were part of the quantita-
tive study. They ranged between 15 and 27 years of 
experience and frequently dealt with medication 

Table 1.  Characteristics of the setting.

The Danish healthcare system

  Everybody has free, tax-funded access.12

 � Everybody has a real time SMR in which both the primary and secondary healthcare sectors can see and 
update the patient’s current medication.8

 � GPs must update the SMR at elective referral to the hospital and strive to update the SMR in emergency 
admissions.13

Randers Regional Hospital (2021)14

  Beds, n 190

  Acute hospitalizations annually, n 18,000

  Outpatient visits annually, n 95,000

  Inhabitants in the catchment area (including the Northern Djurs Municipality), n 226,000

Medication-related tasks at the hospital

  At admission, physicians Medication reconciliation and updating of the eMAR.

 � During hospitalization, hospital 
pharmacists

Medication review on patients with a high risk of medication 
errors.

  At discharge, physicians Assessment of the patient’s medication, medication reconciliation, 
SMR update and generation of electronic prescriptions.
An electronic discharge letter is written containing a description of 
the admission, treatment and follow-up plans.

  At discharge, nurses For patients in nursing homes or with municipal nursing care, 
an electronic discharge report containing information on the 
admission, treatment, care needs and follow-up plans is written.15

eMAR, electronic Medication Administration Record; SMR, Shared Medication Record.

https://journals.sagepub.com/home/taw


CA Sørensen, L Jeffery et al.

journals.sagepub.com/home/taw	 5

reviews on a daily basis (see Table 2 for a descrip-
tion of a medication review).

Qualitative study groups – acceptability.  Hospital 
pharmacists and healthcare professionals (HCPs) 
from the GP clinics participated in the qualitative 
study.

Intervention
The cross-sectoral intervention was developed 
and piloted prior to this study and included 

medication history, medication reconciliation, 
medication review and follow-up telephone call 
to patients after discharge3 (Table 2), and ad hoc 
tasks.

During the study, the pharmacists had a shared 
employment between the Hospital Pharmacy and 
the GP clinic. The pharmacists were physically 
present in the clinic 3–6 days in January 2022 
where they were introduced to the GP-staff and 
the intervention. In the study period (February–
April 2022), they were in the GP clinics 1–2 days 

Table 2.  Description of the cross-sectoral hospital pharmacist intervention.3

Intervention Location Description

For patients in transition from GP to hospital

 � Medication history +  
updating the SMR

GP – � Talk to the patient about their medication history in 
person, or by telephone

– � Perform medication reconciliation (compare with SMR)
– � When necessary: Adjust prescriptions in SMR, update 

SMR and write electronic note in GP record

  Medication review GP – � Review the medication list according to doses, timing, 
formulation, interactions, side effects, biochemistry, 
guidelines

– � Write electronic note in GP record when necessary

For patients in transition from hospital to GP

  Medication history Hospital* – � Talk to the patient about their medication history in 
person

– � Perform medication reconciliation (compare with SMR)
– � Communicate discrepancies to pharmacist in GP

  Medication review Hospital and/or GP – � Review the medication list according to doses, timing, 
formulation, interactions, side effects, biochemistry, 
guidelines

– � Write electronic note in hospital, or GP record when 
necessary

 � Overview of 
medication changes

GP or Hospital** – � Review hospital prescriptions, SMR and discharge 
letters for information on medication changes after 
hospitalization

  Follow-up GP or Hospital** – � Perform follow-up telephone call to the patient the day 
after discharge (or as quickly as possible)

  – � Identify possible DRPs
– � Talk to GP about DRPs, write electronic note in the GP 

record when necessary

This table gives information on the interventions performed by the three hospital pharmacists who were partly employed 
in the GP clinics during the study. The intervention was primarily patient-oriented and therefore, the GP-staff was affected, 
when a record note was made or the pharmacist talked to the GP about a DRP.
*Pharmacist collecting informed consent.
**Could be performed from the hospital if the pharmacist had remote access to the GP record.
DRP, drug-related problem; GP, general practice; SMR, Shared Medication Record.
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a week depending on the clinic size (10–20 days 
totally).

Outcomes
Quantitative outcomes – descriptive data.  Descrip-
tive data on the GP clinic characteristics, the 
patients and the pharmacist activities were included.

Qualitative outcomes – acceptability.  The Theo-
retical Framework of Acceptability (TFA)16 was 
used to assess acceptability of the intervention. 
TFA describes affective attitude, burden, per-
ceived effectiveness, ethicality, intervention coher-
ence, opportunity costs and self-efficacy.16 
Additionally, perspectives on future intervention 
implementation were explored.

Integrated mixed methods outcomes.  Quantita-
tive and qualitative data were integrated and 
interpreted to highlight similarities and differ-
ences between clinics.

Data collection and analysis
Quantitative data – descriptive data.  Descriptive 
data were presented as numbers, means, medians, 
interquartile range or proportions when relevant.

DRPs were defined as events or circumstances 
involving drug therapy that actually, or poten-
tially, interfered with desired health outcomes.17

Continuous outcomes were compared using the 
Kruskal–Wallis rank test or Bartlett’s equal-vari-
ances test, depending on whether or not data 
were considered normally distributed (more than 
two groups). Binary outcomes were compared in 
a Chi-squared test.

Pharmacists’ ad hoc activities were registered by 
the hospital pharmacists during the intervention.

Qualitative data – acceptability.  Semi-structured 
focus group interviews were conducted in May–
June 2022. For each GP clinic, two interviews 
were held; firstly, with the hospital pharmacist 
involved and secondly, with HCPs in each clinic.

The interviews were facilitated by the last author 
(CO) and supplemented by the first author (CAS) 
in the clinics and at the Hospital Pharmacy. 
Interview guides were prepared with inspiration 
from the TFA reflecting the seven component 

constructs16 (Supplemental Appendices 1 and 2). 
They were pilot-tested on one pharmacist (data 
included in the data analysis).

The interviews were audio-recorded, transcribed 
verbatim by CAS and anonymized. The tran-
scripts were read by CO and CAS. A preliminary 
analysis was performed by CAS and discussed 
with the authors in an interdisciplinary workshop. 
NVivo (1.5.2) was used for deductive coding into 
the seven TFA component constructs16 and a cat-
egory for ‘Thoughts of future implementation’. 
Quotations were chosen by CAS, CO and the 
second author (LJ).

Integrated mixed methods data.  Similarities and 
differences between the GP clinics were explored 
and integrated in a joint display.18

Results

Quantitative results – descriptive data
GP clinic characteristics and study recruitment 
data is presented in Table 3. The clinics varied in 
size, types of HCPs, record system and daily work 
form. In clinic 1, six different types of HCPs were 
employed, and the senior physicians used super-
vision of junior physicians as their primary daily 
work form. Most of the smaller clinics were more 
traditional in their daily work form with consulta-
tions, and only employed physicians, nurses and a 
secretary.

A total of 511 patients were referred to the medi-
cal, surgical or orthopaedic surgery outpatient 
clinics at RRH; 13 patients were recruited. A total 
of 321 patients were hospitalized; 110 of them 
were included. Eleven patients were withdrawn 
due to death or unrecorded reasons.

Patient characteristics are described in Table 4.

A total of 66% of patients were older than 
70 years; around half of them were men.

The patients received from 0 to 21 medications 
prior to hospital contact (mean: 9.2 medications). 
In total, 86% of patients had hospital medication 
changes; 43% of these patients did not have their 
medication changes properly described in the dis-
charge letters to the GP. In 81% of patients, the 
discharge reports to municipal nursing care lacked 
information about medication changes.

https://journals.sagepub.com/home/taw
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Table 3.  GP clinic characteristics and study recruitment.

Details about GP clinic characteristics and study 
recruitment

GP clinic 1 GP clinic 2 GP clinic 3 GP clinic 4

GP clinic characteristics

  Patients registered, n 8740 2270 3800 1570

 � Patients from urban (U) or rural (R) areas 
(reported by the GP clinics)

U + R U + R R* U + R

  Healthcare professionals employed, types Physicians**
Nurses
Pharmaconomist
Psychologist
Physiotherapist
Secretary

Physician
Nurses
Pharmacist***
Dietician
Secretary

Physicians**
Nurses
Secretary

Physician
Nurses
Secretary

  Physicians (full-time equivalents), n 3.2 1.0 2.4 1.0

  Total staff (full-time equivalents), n 15 5 7.4 3.5

  GP record system Clinea WinPlc XMO Clinea

 � Remote access to GP record system a 
possibility, yes/no

Yes Yes Yes Yes

  Senior physician’ work form**** Supervision 
(Consultation)

Consultation 
(Supervision)

Consultation 
(Supervision)

Consultation 
(Supervision)

 � Hospital pharmacist***** in the clinic during 
the study, days/week

2 1 2 1

Study recruitment

 � Patients referred to an outpatient clinic 
(medical, surgical or orthopaedic surgery clinic 
at Randers Regional Hospital), from February 
to April 2022

243 49 144 75

    Patients recruited, n 4 0 2 7

    Patients withdrawn, n 0 0 0 0

 � Hospitalized patients, RRH (50 inclusion  
days), n

172 47 75 27

    Patients recruited, n 53 24 22 11

      Without consent, n 22 13 4 2

    Patients withdrawn, n 7 (dead) 1 (dead) 2 (dead) 1 (dead)

  Patients for analysis, n 50 23 22 17

Minor in brackets – Supervision: Practice assistants (medical student), physicians under education and nurses have consultations, senior 
physicians supervise when needed. (Consultation): Senior physicians may have consultations in smaller numbers. Consultation: Senior physician 
have patient consultations. (Supervision): Nurses and/or physicians under education have consultations; senior physicians supervise when needed.
*GP clinic 3 is located in a rural area and consults patients from the rural district around.
**Incl. practice assistants (medical students).
***Accountant of the clinic.
****Physician’ work form.
*****Only the Hospital pharmacists participated in the duties with the transitions of care between the hospital and GP clinic.
GP, General Practice; RRH, Randers Regional Hospital.

https://journals.sagepub.com/home/taw
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Table 4.  Patient characteristics.

Details about patient characteristics GP clinic 1 GP clinic 2 GP clinic 3 GP clinic 4 p

Patient characteristics

  Patients for analysis (n) 50 23 22 17  

  Men (n; %) 25; 50% 12; 52% 14; 64% 7; 42% 0.56$

  Age, years (median; IQR) 75; 82–67 77; 84–73 69; 79–56 73; 78–67 0.14*

  Age intervals

  18–60 8 2 8 3  

  61–70 10 2 5 5  

  71–80 15 11 5 7  

  81- 17 8 4 2  

  Nursing care (medication) (n; %) 20; 40% 10; 43% 3; 14% 2; 12% 0.02$

  Dose dispensing by robot (n; %) 6; 12% 3; 13% 1; 5% 1; 6% 0.68$

  Medications (mean; SD; Min–Max) 9.5; 5.0; 0–21 10.9; 4.5; 2–20 7.7; 4.9; 0–19 8.1; 4.7; 1–19 0.31‡

  Referred to Medical Department (n; %) 28; 56% 16; 70% 7; 32% 11; 65% 0.06$

Shared Medication Record

 � Patients without a GP-updated SMR at 
referral to outpatient clinic (N; n; %)

4; 1; 25% None included 2; 0; 0% 7; 1; 14% 0.72$

 � Patients without a GP-updated SMR at 
referral, hospitalized patients (N; n; %)

46; 36; 78% 5; 4; 80%a 5; 4; 80%a 10; 8; 80% 0.99$

 � Patients without a hospital-updated SMR 
(N; n; %)

50; 12; 24% 23; 6; 26% 22; 11; 50% 17; 10; 59% 0.02$

Lost to follow-up 1 0 1 1  

Medication changes during hospitalization at RRHb

 � Patients with medication changes (N; n; %) 49; 44; 90% 23; 22; 96% 21; 18; 86% 16; 10; 63% 0.02$

 � Patients without all medication changes 
written in discharge letter (n; %)

16; 36% 11; 50% 7; 39% 6; 60% 0.47$

 � Patients with nursing care after discharge 
and medication changes (N; n; %)

22; 20; 91% 11; 11; 100% 4; 4; 100% 2; 1; 50% 0.00$

 � Patients without all medication changes 
written in discharge report to nursing care 
(n; %)

17; 85% 10; 90% 2; 50% 0; 0% 0.01$

Electronic prescriptions

 � Patients with new medication prescribed at 
hospital (N; n; %)

49; 40; 82% 23; 19; 83% 21; 17; 81% 16; 9; 56% 0.21$

 � Patients with missing electronic 
prescriptions (n; %)

7; 18% 5; 26% 4; 24% 0; 0% 0.44$

(Continued)
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Details about patient characteristics GP clinic 1 GP clinic 2 GP clinic 3 GP clinic 4 p

  New prescriptions (n; mean; SD) 113; 2.3; 1.9 69; 3.6; 2.2 60; 3.5; 2.0 20; 2.2; 1.5 0.77‡

  Missing electronic prescription (n; %) 9; 8% 10; 14% 7; 12% 0; 0% 0.40*

Medication review

  Medication reviews performed (N) 50 23 21 16  

  Patients with DRPs (n; %) 38; 76% 14; 61% 17; 81% 11; 69% 0.29$

  Drug-related problems (n; median; IQR) 109; 2.0; 3–1 42; 1.0; 3–0 57; 2.0; 4–1 35; 1.5; 4–0 0.59*

    Dose (n; %) 36; 33% 11; 26% 6; 11% 8; 23%  

    Interaction (n; %) 8; 7% 0; 0% 2; 4% 1; 3%  

    Side effect (n; %) 7; 6% 1; 2% 5; 9% 1; 3%  

    Indication (n; %) 12; 11% 5; 12% 13; 238% 5; 14%  

    Optimization of treatment (n; %) 14; 13% 3; 7% 6; 11% 3; 9%  

    Medication reconciliation (n; %) 15; 14% 6; 14% 8; 14% 11; 31%  

    Clean up SMR (n; %) 7; 6% 10; 24% 8; 14% 4; 11%  

    Other (n; %) 10; 9.2% 6; 14.3% 9; 16% 2; 6%  

Follow-up telephone calls

  Patients (Nc) 31 11 19 16  

  Follow-up phone calls performed (n; %) 30; 97% 6; 55% 15; 79% 14; 88%  

    Missed follow-up phone call (n; %) 1; 3% 5; 45% 4; 21% 2; 13%  

      Follow-up after pilot study end (n) 0 1 0 1  

      Nursing care after discharge (n) 0 2 0 0  

      Considered too illd (n) 0 2 0 0  

      Did not pick up the phone (n) 1 0 2 1  

      Othere (n) 0 0 2 0  

 � Patients with medication-related questions 
(n; %)

10; 33% 1; 17% 6; 40% 5; 36% 0.86$

 � Patients with DRPs related to transition 
discovered by the pharmacist (n; %)

2; 7% 1; 17% 3; 20% 2; 14% 0.60$

  Patients who liked the initiative (n; %) 23; 77% 4; 67% 12; 80% 9; 64% 0.74$

aMissing values due to lack of access to historical data in GP record.
bMedication change: any addition/withdrawal of a drug or an increase/decrease in the dose.
cPatients included without their consent according to study permissions, were not followed up by telephone.
dConsidered too ill: suicidal, cognitive impaired or with life-threatening illness (based on patient record notes).
eOther: no medication; no voice.
Statistics: *Kruskal–Wallis rank test; $chi2; ‡Bartlett’s equal-variances test (one-way).
DRP, drug-related problem; GP, General Practice; IQR, interquartile range; RRH, Randers Regional Hospital; SMR, Shared Medication Record.

Table 4.  (Continued)
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DRPs were identified during medication review 
in up to 81% of the patients – often related to 
dose, optimization of treatment, indication, med-
ication reconciliation and a clean-up of the SMR. 
The severity of the DRPs were not assessed.

At follow-up, up to 40% of the patients had med-
ication-related questions. Most patients liked the 
initiative with a follow-up telephone call. DRPs 
related to transition were discovered by the phar-
macist in up to 20% of the patients. For example, 
a patient was discharged on amlodipine, and 
there was a discrepancy in the dosing between the 
SMR and discharge letter. A similar incident 
occurred with another patient who was discharged 
on acetylsalicylic acid. In the SMR, it was docu-
mented that the patient was taking acetylsalicylic 
acid 75 mg twice a day. However, in the discharge 
letter, it was documented that acetylsalicylic acid 
was reduced to once daily, thus revealing a dis-
crepancy between the SMR and discharge letter.

Hospital pharmacist’s ad hoc activities in the GP 
clinics are described in Table 5.

In clinic 3, the GP-staff had many questions to 
the hospital pharmacist about medicines, for 
example, drug choice, dosing interval and drug 
formulations. Also, in clinic 4, three cases of drug 
information were registered, for example, a ques-
tion about long-term side effects.

Qualitative results – acceptability.  In clinic 1 and 2, 
a GP, a nurse and the hospital pharmacists 

participated in the interviews [one interview with 
each of the two hospital pharmacists; one inter-
view with each of the clinics (two participants 
each)]. In clinic 3, two GPs and the hospital phar-
macist participated [one interview with the hospi-
tal pharmacist; one interview with the clinic (two 
participants)]; and in clinic 4, the GP, two nurses, 
a secretary and the hospital pharmacist partici-
pated [one interview with the hospital pharmacist; 
one interview with the clinic (four participants)].

Acceptability is presented for each of the seven 
TFA component constructs16 below.

Affective attitudes (how an individual feels about 
the intervention).  Affective attitudes were expressed 
in positive terms by both GP-staff and hospital 
pharmacists. The intervention gave a feeling of bet-
ter collaboration between healthcare sectors and 
was considered relevant by the GP-staff.

Because you come from the hospital and reach out 
to general practice – it gives a feeling of better col-
laboration. (GPclin1)

She just went into it and was a part of it [the clinic], 
so it was really sad when she stopped. (GP1clin3)

It gave a feeling that it [the intervention] made 
sense. (GPclin4)

The pharmacists felt welcome. It was exciting to 
work in the GP clinics and to see a different eve-
ryday life.

Table 5.  Pharmacist ad hoc activities performed in the GP clinics.

Pharmacists ad hoc activities GP clinic 1 GP clinic 2 GP clinic 3 GP clinic 4

Drug information (n) 0 0 19 3

Medication review (n) 0 0   1 2

Education (n) 0 1a   0 1b

Other 1c 1c   1d 0

Ad hoc tasks, in total (n) 1 2 21 6

The GP clinics were given the opportunity to ask the hospital pharmacist to perform ad hoc activities when needed. This 
table shows the types and numbers of these activities.
aTriple-whammy (concurrent use of a diuretic, a renin–angiotensin system inhibitor and a NSAID).
bBest practice in SMR.
cIntroduction of pharmacist students.
d360° evaluation of a physician under education.
GP, General Practice; NSAID, non-steroidal anti-inflammatory drug; SMR, Shared Medication Record.
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The GP-staff were really great at welcoming new 
people. You felt welcome and comfortable, being 
there. And everyone had a reason to be there. 
(Pharmacist1)

I think the collaboration has been good. They have 
been very open to – they have not been dismissive  
of me as a person, or have not been dismissive of  
me as a professional group or of the project itself. 
(Pharmacist2)

The pharmacists also felt a humility about not 
wanting to disturb the physicians unnecessarily.

It was difficult to catch physicians and nurses 
because they were sitting in their treatment rooms 
with patients, so you don’t just go and knock [inter-
rupt]. (Pharmacist1)

I don’t know if it’s part of being a pharmacist, or if 
it’s individual, but you don’t want to disturb unnec-
essarily. (Pharmacist3)

Burden (perceived amount of effort that is 
required to participate in the intervention). The 
staff in all GP clinics expressed that it had not 
been a burden to participate in the intervention. 
It made them reflect on the way they normally 
work, but their everyday life in the clinic did not 
change.

It has only been positive that we have gained a dif-
ferent perspective on it [the medicine]. (GPclin1)

We have so much to consider and medicine is just a 
small part of it. It was great to have someone who 
just focused on it [the medicine]. (Nurseclin2)

I don’t think it interfered in any way. You didn’t 
think – Oh no, the pharmacist is coming and getting 
in the way. Not at all. It wasn’t troubleshooting. No, 
it wasn’t that experience at all – troubleshooting and 
pointing fingers. You can’t use that for anything, 
simply. (GPclin2)

Carrying out the intervention was not a profes-
sional burden to the hospital pharmacists. On the 
contrary, it was very rewarding to have direct con-
tact with the patients.

I wasn’t challenged professionally, but I don’t think 
you should put in the youngest colleague. You have 
to have a certain ballast to be able to have a discus-
sion with the GP. (Pharmacist2)

The pharmacists in clinic 1 and 3 found it diffi-
cult to find the right moment to talk to the GPs 
about patients and to offer ad hoc tasks.

They each have their own calendar, where patients 
are booked in. So it was rare that there was time to 
catch them between patients. (Pharmacist3)

It had a lot to do with whether you were visibly pre-
sent. (Pharmacist 3)

In contrast to this, the pharmacist in the solo prac-
tices found that the doctors were easy to get hold of.

There has been easy access to the staff. There was 
easy access to the GP, and if you came and asked 
about something, they knew exactly what, and who, 
you were talking about. (Pharmacist2)

The pharmacist in the solo practices got their own 
office from day 1. In clinic 3, the pharmacist was 
allocated a place to sit from time to time (in an 
examination room or in a hallway). In clinic 1, a 
seat at a cafe table in the conference room was allo-
cated. This challenged the working environment.

The thing about not having a permanent workplace. 
And it’s not because, when you only come twice a 
week, you have to have a specific workplace. But I 
was sitting at such a round cafe table. It faces the 
opposite of all computer desks, so I actually sat 
really badly. (Pharmacist1)

Ethicality (the extent to which the intervention 
has good fit with an individual’s value system).  In 
all clinics, the intervention agreed well with their 
ethical values. The hospital pharmacists had not 
interfered in a negative way. Access to record sys-
tems in both healthcare sectors was perceived as 
particularly advantageous, but a contract or an 
employment in the clinic is necessary.

I have not experienced it as untimely interference, 
but more like positive sparring. (GP1clin3)

You have a duty of confidentiality in both places. So 
I simply can’t see how that would be a blocking fac-
tor. (GPclin1)

When you do something like this. Then there must 
be official agreements. (GPclin4)

The intervention was in line with the hospital phar-
macist’s ethical values. The hospital pharmacist in 
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clinic 1 expressed a concern whether it could be 
confusing for the patients that another HCP looks 
at their medicine. Others could perhaps do it, but 
it requires allocating time to maintain a cross-sec-
toral focus.

What I did, they would be able to do in the clinic. 
The doctor would be able to do it. Or the nurse 
could do it. But will it be done? They focus on deliv-
ering the treatment that the patient demands that 
day at that time, and within the framework they now 
have. (Pharmacist1)

Intervention coherence (the extent to which the 
participant understands the intervention and how 
it works).  Overall, there was good coherence 
between GP-staff and hospital pharmacist per-
spectives, and the purpose of the intervention. 
The hospital pharmacist intervention was a link 
between healthcare sectors, and having access 
to both record systems was perceived as a really 
good idea. The extent to whether the GP-staff 
understood the elements of the intervention and 
how these worked is unknown.

It will be better for the patient because it catches 
some things that would otherwise fall through the 
safety net. (GPclin2).

That someone in a different and more systematic 
way reviews patients’ medication and makes some 
suggestions for adjustments or discontinuations. It 
is always useful. Definitely. (GPclin1)

We have access to e-journals [hospital records], but 
it is wildly outside the scope of what GP can offer. 
(GPclin4)

They are busy in the hospital. . . we are busy here. 
We don’t have time. We constantly think that it is 
their responsibility, and this is mine. So it is good 
that there is someone who builds this bridge 
[between sectors]. (GPclin4)

Opportunity costs (the extent to which benefits, 
profits and values must be given up to engage in 
the intervention). The staff in all of the GP clin-
ics thought it was important to focus on the sec-
tor transition. Additionally, the staff believed they 
would benefit from having a hospital pharmacist 
to perform other delegated tasks in the clinic, for 
example, medication reviews, education and drug 
information.

Someone who has knowledge, and sort of knows 
what is up to date and what has just been found out. 
I think it would be fruitful. (GPclin4)

In GP clinic 1, the staff saw the hospital pharma-
cist’s input as a benefit for the patients’ annual 
check-up. The record note would be taken into 
account there and not months before, unless 
something life-threatening was discovered.

I would say if you have a medication review note, or 
something that you know is there, and then you say: 
now I need it; now we have to look at medicine. 
Okay, then we will find it and read it. Then it is a 
saving. Although it is an extra thing to have. 
(GPClin1)

Economy was a barrier to implementation in 
three of four clinics.

Economy is a barrier, and so is practicality. Where 
do you get hold of someone like that – we can’t hire 
a full-time pharmacist. (GPclin1)

A fee would be motivating; if you could take a fee 
within the payment system we have now. I actually 
think that you could use that argument. (GPClin1)

Basically if it is us who has to pay for it, you can say 
that it also has to pay off in another way, and I don’t 
know how. (GP2clin3)

In the solo practices, the GP preferred not to have 
an employer–employee relationship, as this would 
affect the professional relationship.

So, she’s independent, you could say, impartial. She 
becomes more neutral in her being here when she 
does not have an employment relationship. So she’s 
coming and if we’re just looking politically at this 
thing with local hospitals, and we need to have more 
coherence, right? Then I could easily see a – not a 
pharmaconomist – it must be a pharmacist, I’m 
sorry to say. (GPclin2)

I think that the effective, and the good and the fruitful 
– it is that there is someone who is neutral in relation to 
both the hospital, and us, and sees things from a higher 
perspective, and can see where the hell things are going 
wrong and has access to both records. (GPclin4)

The hospital pharmacists saw the cross-sectoral 
task as particularly important; however, every 
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patient cannot be followed up by a hospital phar-
macist. Shared employment and access to both 
records systems was a benefit.

We are not very good at discharging patients. It is of 
course a superficial solution to put in another pro-
fessional group to deal with what the first profes-
sional group may not have done well enough, but 
there is no one else who has that focus. (Pharmacist2)

The thing about a patient always being followed 
home by a pharmacist. I think it is a resource inten-
sive task, but perhaps you could find another com-
munication model. (Pharmacist1)

Perceived effectiveness (the extent to which the 
intervention is perceived as likely to achieve its pur-
pose). The GP-staff found it valuable to have a 
person with an overview of the patient’s medical 
treatment in both healthcare sectors as the cross-
sectoral transition is often problematic. The staff 
experienced benefits from having a collaboration 
with a hospital pharmacist with shared employment 
between Hospital Pharmacy and GP. Both the great 
insight into what goes on at the hospital, and the 
advantages of having access to both record systems. 
For clinic 2, it was crucial that the hospital phar-
macist came from their own local hospital, so the 
pharmacist would know about local circumstances.

The intervention has changed the GP’s way of 
working with updating SMR, but apart from that 
it has not changed their daily workflow.

The medication reviews were useful; however, the 
GPs did not act on suggestions right away, but 
may be the next time the patient is in the clinic.

According to the secretary in clinic 4, patients 
often required prescriptions after a discharge, so 
it made good sense to have someone who catches 
it before it becomes a problem.

The shared employment and access to both record 
systems has made decidedly good sense, because it 
would have taken us a very long time to solve the 
problems ourselves. It was actually quite effective. 
(GPclin1)

The thing about having someone who covers both 
sectors, is actually quite nice. (GPclin4)

Before, updating SMR was something that we 
didn’t really know what was used for elsewhere. 

Now it has actually become something we use, 
because we hand over information to someone who 
can use it at the hospital. I think that is a big advan-
tage. (GPclin1)

It gave me quite a lot, especially those ‘Attention’ 
patients, since they are not patients I otherwise pay 
attention to. I think that this small project has prob-
ably changed my way of thinking more than those 
big surveys. (GPclin2)

It [the medication reviews] was useful. And also 
something that could result in making some changes. 
(GP1clin3)

Yes, you take it [a medication review note] to heart. 
But it’s not certain that you act on it now. It’s not 
like we act urgently on a comment. It may well be six 
months before you see the patient again. But the 
note from the pharmacist will still be there. (GPclin2)

My experience was that when I asked about some-
thing, she explored it thoroughly and spent a long 
time on it. She took things seriously and was thor-
ough. (GP2clin3)

The hospital pharmacists perceived that the inter-
vention was effective in optimizing patients’ medi-
cation in the sector transition – particularly as no 
one else has that focus. It has made very good 
sense to be employed in both sectors and to have 
access to both health records. It gave an under-
standing of both worlds and an opportunity to take 
topics back and forth between hospital and GP.

It [being employed in both places] makes really 
good sense, and it has meant that I have been able 
to take some things back to the hospital and say: 
This, it doesn’t work in general practice. Can we do 
something about it? (Pharmacist2)

It has of course been good that you have had insight 
into both record systems. Because discharge letters 
sometimes come a day too late in relation to what is 
actually needed. (Pharmacist3)

It was difficult for the hospital pharmacists to find 
the optimal time for the follow-up telephone calls 
to the patients when the pharmacist was in the 
clinic only once or twice a week; however, most 
patients were happy about the call.

I haven’t called anyone who thought I should not. 
There were some who perhaps didn’t think they 
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were in the target group. It helped to call them, 
because that’s where you get the truth. Sometimes 
they don’t take the medicine that the doctor believes. 
(Pharmacist2)

The patient could have been discharged on 
Thursday, and when I came the next Tuesday a lot 
could have happened during the weekend. 
(Pharmacist1)

When you are at the hospital, you should really have 
been in the GP clinic. And when you are in the GP 
clinic you should really be in the hospital. It is a 
challenge that I do not know how to fix. Besides 
having several pharmacists working in the same 
way. (Pharmacist2)

The hospital pharmacists reported that they lacked 
feedback on the notes in the medical record.

It would have been nice to know what they thought 
about the relevance of my comments. (Pharmacist1)

I made some notes in the system, but I don’t think 
that the physicians necessarily took a position on the 
notes that I made. But I also have to respect that the 
doctor knows how far he can go with the patient. 
(Pharmacist 2)

Self-efficacy (the participant’s confidence that 
they can perform the behaviour(s) required to par-
ticipate in the intervention).  In GP clinic 1 and 4, 
the GP-staff felt confident with the intervention 
and the hospital pharmacist’s role; however, the 
hospital pharmacists’ tasks were not fully incor-
porated in their daily routines in clinic 1.

If we had actively hired the pharmacist, then we 
would also have had it much more under our skin. 
Not as such a project that comes like ‘icing on the 
cake’. (GPClin1)

I was pleasantly surprised. That’s because you don’t 
know what they [the pharmacists] represent. 
Knowledge, that is – great knowledge, I think. 
(NurseClin4)

In GP clinic 2, it took some time for the GP-staff 
to build confidence, and in clinic 3, the GP-staff 
did not feel confident with the intervention or 
how best they could use a hospital pharmacist.

Quietly we got confident, but I could probably have 
been introduced a little better. (NurseClin2)

So, exactly that, what can they be used for? Not that 
I don’t know what they [pharmacists] stand for. . .
No, but from there and then to what you can use 
them [pharmacists] for in your own daily practice. 
(GP2Clin3)

The hospital pharmacists felt confident perform-
ing the intervention but were challenged by the 
fact that the GP-staff did not know how a hospital 
pharmacist could best be utilized in the clinic. 
They thought that the study period had been too 
short.

They found it difficult to define what kind of tasks 
they wanted to use the pharmacist for ad hoc. It was 
also only perhaps in the last 14 days, when you really 
started to get to know each other, that you could 
have the dialogue there. So perhaps the study period 
was too short. (Pharmacist3)

Thoughts of future implementation. The staff 
in all of the GP clinics saw advantages of having 
a collaboration with a hospital pharmacist in the 
future. Besides cross-sectoral tasks, medication 
reviews and teaching, the GPs highlighted dele-
gated tasks that could be carried out in the clinic, 
for example, follow-up of patients in treatment of 
hypertension or a medication review as part of the 
annual check-up.

It is important that it is someone with a connection 
to both sectors. Otherwise it will only be tasks in the 
clinic, and then we will not utilise the advantages of 
having focus on the sector transition and access to 
both systems. (GPclin1)

I have considered if we could create a ‘hybrid clinic’. 
Were a pharmacist could follow-up on our patients 
with hypertension and also have an extra eye on the 
patients that are discharged from the hospital. A 
‘sector transition clinic’. Politically, maybe that is a 
better name. (GPclin2)

Economy was a barrier to most of the GP clinics; 
however, the possibility to share a hospital phar-
macist between the clinics was a considered option. 
The small clinics did not want an employer–
employee relationship; they preferred a neutral 
relation. However, it was still important that they 
were familiar with the pharmacist, so they would 
feel it as a collaboration and not as a correction.

It is important that it is a person that you can relate 
to, so that it is not a system. Because as soon as it is 

https://journals.sagepub.com/home/taw


CA Sørensen, L Jeffery et al.

journals.sagepub.com/home/taw	 15

a system, you can get the feeling that you are being 
corrected. So it’s much nicer when it’s a collabora-
tion. (GPclin4)

The hospital pharmacists saw advantages of 
working in a GP clinic alongside working at the 
Hospital Pharmacy. In addition to cross-sectoral 
tasks, medication reviews and teaching, other del-
egated tasks were mentioned, such as the possibil-
ity of a pharmacist being available to the municipal 
nursing care after discharge. However, the chal-
lenges of identifying which patients are in need of 
being followed up by a hospital pharmacist was 
highlighted.

The hospital pharmacists also contemplated the 
advantages of the hospital discharge process, which 
included enhanced communication regarding the 
medication changes and follow-up plans. 
Currently, discharge letters – written by various 
practitioners – are received by the GP and munici-
pal nursing care, leading to inconsistent messages.

Integrated mixed methods results.  Aggregated 
quantitative and qualitative data are presented in 
Table 6. Similarities and differences are described 
as well as interpretations of integrated results.

Discussion
In this study, we tested a cross-sectoral hospital 
pharmacist intervention in four GP clinics to 
explore similarities and differences between the 
clinics using quantitative and qualitative data. 
Overall, the intervention was well-accepted by the 
GP-staff and the hospital pharmacists.

The GP clinics
There were differences in clinic sizes and the way 
their daily work was organized.

The smaller clinics prepared an office for the 
pharmacist. The pharmacist experienced easy 
access to the GP and felt integrated in the team. 
The larger clinics were used to interdisciplinary 
collaboration allowing the pharmacist more free-
dom to work independently, although pharma-
cists had less access to the GPs due to GPs busy 
schedule.

There were differences in the way the GP clinics 
chose to use the pharmacist resource for ad hoc 

tasks. In the largest clinic, they oversaw the 
opportunity whereas others requested drug infor-
mation, medication reviews or teaching. The dif-
ferences may be due to busyness, visibility or an 
expression of different needs. It may also be 
because most of the GP clinics did not know what 
tasks a pharmacist could perform.

When looking at patient characteristics, we found 
patients with similar baseline characteristics (e.g. 
age and number of medications), SMR update, 
medication changes, DRPs identified in the med-
ication reviews and at follow-up. Thus, patient 
characteristics were similar across clinics and 
therefore, the cross-sectoral pharmacist interven-
tion was found equally relevant to all of the GP 
clinics.

The intervention
The intervention made sense to GP-staff as they 
experience many DRPs in cross-sectoral patient 
transitions. This is in line with previous research 
where DRPs were seen in 81–91% of discharged 
patients.1,2 In our study, the cross-sectoral inter-
vention identified and solved several DRPs; in 
this way medication errors were avoided.

DRPs could be avoided if the hospital had more 
focus on the discharge process; however, this will 
not solve every problem. Some DRPs happen 
when transitioning patients between the hospital 
and the GP. No one else, besides the pharmacists 
in this study, has particular focus on medicine in 
the cross-sectoral field. Additionally, if the patient 
doesn’t understand what medication changes 
have been made, there can still be DRPs after dis-
charge. Some patients have low health liter-
acy,19,20 leading to increased health inequality.21 
To reduce inequality in healthcare, we need to 
differentiate the treatment and healthcare offered 
to the individual to mitigate unequal access to 
and use of healthcare services (equity).22 A cross-
sectoral hospital pharmacist intervention with 
special focus on frail patients may be an option. 
In addition to improved treatment, communica-
tion and fewer readmissions,23 coherence of the 
treatment is expected to improve. The population 
in the Northern Djurs Municipality may be dif-
ferent from other municipalities as 87% of the 
population has low socio-economic status19; 
therefore, the intervention may be more applica-
ble to clinics serving this population. Not every 
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country has an electronic SMR as in Denmark, 
and communication about the patients’ medica-
tion may be even more challenged in these 
countries.

Staff in all of the GP clinics saw possible benefits 
of delegating tasks to a pharmacist. This is in  
line with previous reviews describing possible 
pharmacist tasks in GP, for example, medication 
reconciliation, medication review, patient coun-
selling/follow-up, drug information and educa-
tion.24–26 Shared employment and access to health 
records in both healthcare sectors was considered 
valuable by all. This was also the case when the 
intervention was pilot-tested.3 The GP clinics 
already have access to the hospital record (e-jour-
nal); however, it requires detective work to find 
the information they are looking for, and for some 
it is ‘wildly outside the scope of what GP can offer’.

The shared employment also gave the pharmacist 
the opportunity to bring issues back to the 
hospital.

The pharmacists lacked feedback from the GPs 
on their medication review notes. As patients 
often are hospitalized for a very short time, the 
pharmacists are accustomed to working quickly 
and getting response from the hospital physicians 
shortly after their medication reviews. GP clinics 
primarily treat patients for current issues on the 
specific day. The GPs stated that they had taken 
the notes into consideration; however, the notes 
would be used at a later date when the patient had 
a consultation, for example, at an annual check-
up. Thus, what the pharmacists considered as 
lack of commitment or an inefficiency of the 
intervention was actually due to differing cul-
tures/expectations among the different HCPs. A 
study period of 3 months may have been too short 
to start a feedback loop and see the effect of the 
study; however, this was not the aim of the study. 
It is unethical to have a cross-sectoral pharmacist 
intervention and a medication review note that is 
not taken into consideration before the patient 
revisits the clinic. A lot can happen in 6 months. If 
a cross-sectoral intervention is implemented in 
the future, the GPs must reconsider the work flow 
to gain the most of the intervention.

The pharmacist reported that the timing of the 
telephone call to the patients after discharge was 
difficult, as they were only in the GP clinics 
1–2 days a week. Perhaps the use of remote access 

to the GP record system or having a team of sev-
eral pharmacists working the same way would 
solve this problem.

Implementation in the future?
For most, economy was a barrier for further 
implementation. The possibility to share a phar-
macist within the cluster was considered an 
option. The possibility to delegate tasks from the 
GP to the pharmacist was also considered, for 
example, medication review prior to an annual 
check-up or follow-up on hypertension patients 
in a ‘hybrid clinic’. This would give a chance to 
receive a fee covering the costs of having a phar-
macist. This would, however, not cover cross-
sectoral tasks as in the intervention. The Danish 
healthcare system works in silos, both economi-
cally, and professionally. In the spaces between 
the silos, no one is responsible for things being 
connected.27 There is an ambition to have a future 
healthcare system, which supports a preventive 
and coherent healthcare system with more equal-
ity.28 With the current lack of physicians and 
nurses, we perceive hospital pharmacists to be a 
relevant HCP to be used in GP, in hospitals and 
in the cross-sectoral transition of patients. The 
question is, who should pay for the pharmacist?

The largest clinic perceived that an employer–
employee relationship would commit them more; 
however, in both solo practices, they preferred 
not to have this relationship fearing it would not 
be neutral.

Future research
As perceived by one of the pharmacists, it would 
be very resource-intensive if every discharged 
patient were followed up by a pharmacist. 
Therefore, future research with focus on which 
patients may benefit the most from this interven-
tion, is considered.

Possibilities for a pharmacist to be more inte-
grated in the discharge process is considered. In 
some hospitals in England, a pharmacist pre-
scriber is embedded within the medical team and 
is in charge of writing about medication in the 
discharge letter and review prescriptions.29 In the 
OPTIMIST study,23 the extended pharmacist 
intervention included medication review, three 
motivational interviews, communication with the 
primary care physician, pharmacy, and nursing 
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home, and follow-up after 6 months. This study 
showed to reduce the short- and long-term rates 
of readmissions.

As economy was a barrier to most of the clinics, 
further investigation on financial models is needed 
– who pays and how should the work of a phar-
macist in a shared employment between the 
Hospital Pharmacy and GP clinics be organized?

Strengths and limitations.  This study has 
strengths and limitations that merit further 
discussion.

Strengths
The intervention was initially tested in one GP 
clinic3 and afterwards in four GP clinics with dif-
fering characteristic; therefore, acceptability was 
thoroughly explored.

The study was a mixed methods study including 
both quantitative and qualitative methods. The 
two data types were integrated and expanded the 
understanding of the topic.

Acceptability was assessed using TFA16 as it rep-
resents a deliberate way to assess acceptability in 
the feasibility phase of a complex intervention. 
TFA captures key dimensions of acceptability, a 
strong tool when assessing acceptability.

Limitations
The collaboration between pharmacists and GP 
clinics is new in Denmark; therefore, not all of the 
GP-staff knew how a pharmacist can be utilized 
prior to the study. The study period was 3 months 
and in the solo practices the pharmacist worked 
there once a week, giving around 10 days where 
the pharmacist and the GP-staff met. Additionally, 
some of the pharmacists had a personal mind-set 
of not wanting to disturb the GPs unnecessarily. 
Therefore, a study period of 3 months may have 
been too short for the GP-staff and the pharma-
cist to become familiar with each other.

The GP clinics volunteered to participate when 
the Hospital Pharmacy was recruiting clinics for 
the study, possibly introducing selection bias.

Recruitment of patients referred to an outpatient 
clinic did not work so well. The GP-staff had to 
collect written informed consent from the patient, 

which drowned in busyness. If the intervention 
was implemented as part of daily work in the clinic, 
this process would not have been necessary.

Conclusion
The cross-sectoral hospital pharmacist interven-
tion was found acceptable and relevant by all and; 
therefore, considered transferable to other GP 
clinics. The pharmacist in the smaller clinics had 
easier access to clinicians and felt integrated in 
the team. The larger clinics were more used to 
interdisciplinary collaboration, allowing the phar-
macist more freedom to work independently.

The intervention was found equally relevant for all 
GP clinics; however, further investigation on how to 
choose patients for the intervention is needed. To 
increase equity in healthcare, differentiated solu-
tions are needed. In a time with a shortage of physi-
cians and nurses, hospital pharmacists are perceived 
to be a relevant HCP to be used in GP, in hospitals 
and in the cross-sectoral patient transition.

Shared employment with unique access to health 
records in both sectors was an important tool in 
the identification and resolution of DRPs. 
Financial models need further investigation.
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