Supplementary files
Supplementary Table 1a. Interview guide for patients.

	Topic to be covered
	What do we want to know?
	What does literature suggest?

	Section 1: Patient experience (Interested in exploring experiences In hospital, On day of discharge, Week or months? following discharge)

	We’d like to know a bit about your most recent hospital experience when you were admitted for your XXX? 
Q. Can you please tell me what the main thing was you remember about this hospital stay. Why is this?
Q. Do you wish anything could have gone differently in this hospital stay? What would that be?
Extra prompts, if required: What do you feel went wrong, what worked well, what else would you have liked? 
Q. How did you feel if/when you had to make a decision or remember something important? Why was this? (Information needs)
Q. How did this affect what you knew about the medicine you have to take?  
	Positive and negative aspects of hospital and post-discharge process

Did they see a pharmacist

What follow up care did they receive

What are patients’ information needs

	Systematic Review: post-MI patients’ top information priorities relate to risk factors, anatomy and physiology, medications, and physical activity (43)(44)
Surgical and medical patients as well as patients with AMI all report that much of a short inpatient stay is dominated by feeling too ill or anxious to be receptive to information(45)
Cardiac education programs that are based on health care workers’ perceptions of what patients need to know about their health are unlikely to be as effective as those in which patients’ factual needs are considered(46)

	We are interested in some of the care you received in hospital, especially related to any medicine you take.
Q What information did you receive in hospital about your medicines? Did you think this information was necessary?
Written versus oral? Preferences (Information needs)
Q. Did anyone talk to you about the medicine you take while you were in the hospital? Who was this? What kinds of things did they talk to you about? Do you remember WHEN this was? (PROMPTS: admission, during, just before discharge)
Q. Was there something missing that you would have liked to know? (Information needs)
Q. When would you prefer information given about your medicines? (Information needs) ?probe – for during stay; for discharge
	

What are patients’ information needs

What are patients’ information needs

What are patients’ information needs

	

	Now we are specifically interested in your dealings with the hospital pharmacist. 
Q. (If not already mentioned) Do you remember seeing a pharmacist while you were in hospital?  What was this about? 
	
	

	Now, we are interested in the first weeks after you went home from hospital. 
Q. What really stands out in your memory about this time? Why is this?
Q. Once you went home from hospital did anyone check up on you (your medicine? Your health?) 
Q. If you had a questions after discharge, who did you ask? Who would you like to ask? (Follow-up preferences)
Q. Did your medicines change between when you went to hospital and when you came home? (Changes to medicines)
If yes, how did you feel about the changes to your medicines? (Changes to medicines)
Q. What would have helped you with these changes? (Changes to medicines)
Q. Would you like to be followed up by a pharmacist to ask any questions etc? How would you like this follow up to occur? Phone vs ftf? (Follow-up preferences)
	How do patients cope with changes to medicines?

	“All participants in our focus groups wanted the possibility of making a phone call to a professional if they had questions after discharge.” None of our informants preferred a consultation with a nurse at an outpatient clinic as follow-up option. Reasons for their preference were that a visit was complex and required considerable inconvenience and effort(45)

	Information sharing/handover
(If you know) Please tell us about how the information about your hospital stay, medicines you take made its way from the hospital to:
1) GP
2) CP
What did you like about this? What didn’t you like about this? 
	Patient acceptability of information sharing
	Uncoordinated medical information sharing was also highlighted as an issue(47)

“When asked if patients would be happy to share their hospital discharge summary with a pharmacist, the majority showed willingness and reported that they would trust a pharmacist with this summary. In addition patients reported that it would be useful for them to be contacted by a pharmacist after discharge regarding their medications.” (48)





Supplementary Table 1b. Focus group guide for health care providers.

	Topic to be covered in interviews
	What do we want to know?

	Introduction
· We are interested in understanding your role in caring for patients who have had an AMI/CTS.   
· Tell us briefly about your role at ____ 
· How long have you worked in that role?
· Typically how many patients who have had a recent AMI/CTS would you see in a month?
	Current process

	Current practice and challenges
· In your day-to-day work, what involvement do you have with AMI/CTS patients. Can you tell us a bit about that?
· When you see a patient post AMI/CTS when are medications discussed?
· (if mention a few times (eg admission, during, discharge, visit to clinic or pharmacy), tease apart each later)
· Whose role is it to discuss medications? (Prompt here if needed, which hcp?)
· What are typical challenges of discussing medications with your patients?
· What do you think is/what is discussed? (if it’s their role or not, phrase differently based on previous answer).
· Does this always happen the same way? If yes, how is this ensured? If no, why not? What needs to change?
· Are there any characteristics that you identify in your patients that make you more likely to discuss medications?
· What medication-related challenges do you see in your patients? Have prompts ready here too… in case they don’t volunteer stuff – eg. Patients using specific medications or with specific comorbid conditions?
· E.g. ADRs, adherence, financial, religious/ cultural etc.
· Where do you think a MDT of a specialist pharmacist and nurse could add value/help (your team/ patients)?
Doctor specific questions
· In what circumstances do you consider changing a patient’s medications. Why? Who communicates this to the patient?
· What are your views on guideline-based prescribing vs personalised prescribing?
	Perceived role of HCP in patient’s medication care

Perceived medication-related challenges in patients



	Transition of Care Issues 
· What challenges do you see in your patients when transitioning back home after hospitalisation?
· Prompt medication specific if not discussed
· What strategies do you use/could be used to resolve these challenges?
· Have you had experience in your patients readmitting (within 30 days)? Prompt, any medication-related readmissions?
· What do you think went wrong?
· What strategies could be put in place to prevent this?
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Supplementary Table 2a. Mapping of barriers and enablers identified from the qualitative analysis to the CFIR domains and RECARD project context (24) illustrating how interventions have been informed and operationalised.
	CFIR, with domains outlined below 

	Barriers
	Enablers
	RECARD operationalisation 

	Intervention: 
core components (transferable between settings) and an adaptable periphery (adapted to fit local settings).

	Patient level issues
· patient knowledge and beliefs
· factors and processes that mediate and moderate patient success
System and process issues
· hospital and ward systems
· communication between hospital and community
· primary-care specific processes
Interprofessional collaboration 
· defining and leveraging diverse professional expertise

	Patient level issues
· factors and processes that mediate and moderate patient success
System and process issues
· hospital and ward systems, including evidence-based programs
· communication between hospital and community
· primary-care specific processes
Interprofessional collaboration 
· defining and leveraging diverse professional expertise
· recognising the potential opportunities for a ToC team
	The RECARD ToC model intervention design will include an “Adaptive ToC Pathway” informed by the literature, refined by stakeholder engagement informing the activities of a collaborative team of a pharmacist, nurse practitioner (or clinical nurse consultant), and Indigenous health worker working together both within the hospital and community.

The RECARD ToC model intervention design is shown in Figure 1. 

	Inner setting: includes all of the people (patients, their families and healthcare providers in the hospital), organisational culture , systems  (e.g. modes of communication, hospital processes for AMI/ cardiac surgery  and referral, ToC processes for high-risk groups), infrastructure, and resources of the hospitals.
	Hospital/ward systems
· Information overload for patients
· Shorter patient stays resulting in less clinician-interactions for information
· Staff shortages, especially among specialised nursing and allied health staff
· Exclusivity of existing evidence-based programs (i.e. patients miss out)
Communication between hospital and community
· Communication gaps and delays
· Patients frustrated that information to primary care is delayed
· Hospital clinicians frustrated because all information is supposed to be immediately available on the viewer, however there is no notification for primary care providers to review
Primary-care specific processes
· GPs, often constrained by time and hesitant to adjust specialist-initiated treatments unless very clear instructions are provided, and find it difficult to provide timely, effective follow-up care. 
· Patients without a regular GP may not seek follow-up. 
· Issues like stock availability in CPs
· Variability in education provided within CPs
· Itinerate or GP-less patients turn to nearest CP for help with medication re-supply after 30-day supply has finished. 
· Timely organisation of new webster packs for patients. 
· Patients in rural and remote locations face additional hurdles in accessing timely GP appointments, pharmacies, and specialist follow-up care.
	Hospital/ward systems
· Patients praised existing services and staff for their engagement with them and excellent care
· Good administration
· Good quality and repeated education prior to discharge
· Post-discharge phone calls
· Traffic light dashboard to support staff with patient prioritisation
· Indigenous health workers 
· 30-days’ of medication
· Regular bedside handover for staff 
· Team cohesion and communication 
· Existing evidence-based programs for eligible patients were very effective
Primary-care specific processes
· ToC or hospital staff calling CP and GP in advance of discharge to organise follow-ups
· Pre-organisation of medication stock and/or webster packs prior to discharge


	The RECARD ToC model intervention will be trialled at three quaternary hospitals, two in Southeast Queensland and one in North Queensland. All have cardiac services and two of the three perform cardiac surgery, as well as transcatheter procedures.  
Improved transition of care communication will occur through:
· Recognition of patient risk factors: Flagging patients who will benefit from extra support, especially those who do not qualify for existing programs.
· Proactive Post-Discharge Support and Follow-Up: Early follow-up—such as phone calls or home visits in the initial post-discharge weeks—can reinforce medication adherence and address concerns as they arise.
· Enhanced Communication and Information Sharing: Clear, timely discharge summaries, along with robust channels between hospital and community pharmacists, can bridge critical gaps in information.
· Addressing Weekend Discharge Challenges: Specific strategies to manage the risks associated with weekend discharges will help ensure consistency in care (webster pack difficulties, reduced hospital staffing etc).


	Outer setting: encompasses external influences beyond the (inner) hospital setting in the broader community. The outer setting includes the social and cultural factors within the local community and extends to peak body recommendations, Australian and Queensland Government policy, and key literature findings regarding the intervention (above) and improving care for patients during their transitions.

	Improving Understanding and Integration Across Care Settings:  
· Understanding system Perspectives and Constraints: Hospital-based clinicians are encouraged to better appreciate the practical challenges and constraints GPs face in primary care settings, for instance focusing on the future management plan. 


	Improving Understanding and Integration Across Care Settings: 
· The Community Pharmacist as a Post-Discharge Touchpoint: Community pharmacists, while already key to dispensing medications and fielding queries, could be even more effectively integrated into the overall care team. And/or ToC team opportunity. 

	As RECARD is a ToC intervention, this will also consider people within the outer setting. 
This will include: Hospital health care providers (hospital pharmacists, the ToC pharmacist, nurses, doctors, Indigenous health workers) and community health care workers (CPs, GPs, Indigenous health care workers). 
Transition of care communication will be improved by:
· Strengthening the Role of Community Pharmacists: Better integrating community pharmacists within the discharge and follow-up processes could leverage their expertise more fully.
· Clearer Guidelines and Pathways: Developing concise, actionable guidelines for medication management—especially for GPs—can streamline processes and improve adherence.
· Utilising Technology and Innovative Solutions: Digital tools (from shared records and QR codes to telehealth) present novel avenues to improve communication and patient engagement.
· Addressing Regional Referral Issues: Finding solutions to improve specialist follow-up for patients in regional settings is a critical area for further development.

	Individuals involved: the people within the inner setting.  
	The Importance of Interprofessional Collaboration:  
· Need for enhanced collaboration and integration 

	The Importance of Interprofessional Collaboration: 
· Recognition of strong, functional multidisciplinary teams
Defining and Leveraging Diverse Professional Expertise: 
· Specific Roles and Responsibilities: Each professional contributes uniquely—from specialists initiating changes and providing brief descriptions, pharmacists handling reconciliation and counselling, to nurses providing bedside education, to GPs (and allied health) managing long-term care and cardiac rehab offering lifestyle guidance; add CPs here too.
· The Value of Embedded Pharmacists: Pharmacists embedded within cardiology units have demonstrated positive impacts, with a suggestion for broader implementation of this model. Value add is best possible medication history
	

	Patients: an additional domain
	· Patient knowledge and beliefs
· Processes that exacerbate ‘issues’/mediators/moderators

	· In a program that provides d/c follow-up
· Have ’a dutiful wife’ or other carer to provide support
· Providing 30-days of medication on discharge (except when patients don’t have a post-supply continuity plan)
· Home medication review or consultation post-discharge 
· Environmental and relational factors during care that encourage patients to ask questions and seek necessary clarification
	The RECARD study includes patients (and their families, carers and community) being separately identified to highlight the central part they play in our context. 
This will facilitate a patient-centred approach to delivery of the RECARD ToC model of care by:
· Individualised and Patient-Centered Care, also targeted/prioritised patients: Customising communication and care to match individual health literacy levels, beliefs, and cultural contexts is essential. Vulnerable groups (like Indigenous patients, those with low health literacy, or regional residents) require tailored, culturally appropriate interventions.
· Empowering Patients and Improving Health Literacy with Tailored Messaging and Education: Creating accessible educational materials, including pictorial aids, can help dispel misinformation and empower patients to manage their medications effectively. Culturally sensitive educational materials and personalised messaging strategies can help combat misinformation and align treatment with patient beliefs.
· Considering High-Risk Medication and Patient Groups: Special attention is needed for patients on high-risk medications, such as heart failure drugs and anti thrombotic drugs, to enhance monitoring and adherence.
 






Supplementary Table 2b. Mapping of CFIR-ERIC strategy matching tool (30)  guiding implementation operationalisation. 
	Strategy
	Definitions
	

	Assess for readiness and identify barriers and facilitators
	Assess various aspects of an organization to determine its degree of readiness to implement, barriers that may impede implementation, and strengths that can be used in the implementation effort
	Engaging three sites; Map workflow; Feedback qualitative solutions and integrate the two.

	Build a coalition
	Recruit and cultivate relationships with partners in the implementation effort
	RECARD team + each site, with Project Steering, Project Management Team and Expert Advisory Board

	Capture and share local knowledge
	Capture local knowledge from implementation sites on how implementers and clinicians made something work in their setting and then share it with other sites
	As for assessing for Readiness and Coalition

	Change physical structure and equipment
	Evaluate current configurations and adapt, as needed, the physical structure and/or equipment (e.g., changing the layout of a room, adding equipment) to best accommodate the targeted innovation
	

	Change record systems
	Change records systems to allow better assessment of implementation or clinical outcomes
	Discharge planning/ discharge communication sheets – share and standardise

	Change service sites
	Change the location of clinical service sites to increase access
	Telephone calls and home visits as part of ToC program

	Conduct educational meetings
	Hold meetings targeted toward different stakeholder groups (e.g., providers, administrators, other organizational stakeholders, and community, patient/consumer, and family stakeholders) to teach them about the clinical innovation
	As per Assessing readiness process of feedback and planning  

	Conduct local consensus discussions
	Include local providers and other stakeholders in discussions that address whether the chosen problem is important and whether the clinical innovation to address it is appropriate
	As per Assessing readiness + coalition

	Conduct local needs assessment
	Collect and analyze data related to the need for the innovation
	Service mapping and qualitative studies

	Conduct ongoing training
	Plan for and conduct training in the clinical innovation in an ongoing way
	As for Assessing for readiness and Coalition; in-services prior to introduction of ToC team

	Create new clinical teams
	Change who serves on the clinical team, adding different disciplines and different skills to make it more likely that the clinical innovation is delivered (or is more successfully delivered)
	ToC team, per site requirements

	Develop a formal implementation blueprint
	Develop a formal implementation blueprint that includes all goals and strategies. The blueprint should include the following: 1) aim/purpose of the implementation; 2) scope of the change (e.g., what organizational units are affected); 3) timeframe and milestones; and 4) appropriate performance/progress measures. Use and update this plan to guide the implementation effort over time
	RECARD workstream 2 project (23, 24)

	Develop academic partnerships
	Partner with a university or academic unit for the purposes of shared training and bringing research skills to an implementation project
	RECARD project (https://pharmacy.uq.edu.au/research/recard)

	Develop and implement tools for quality monitoring
	Develop, test, and introduce into quality-monitoring systems the right input—the appropriate language, protocols, algorithms, standards, and measures (of processes, patient/consumer outcomes, and implementation outcomes) that are often specific to the innovation being implemented
	RECARD workstream 2 project (23)

	Develop and organize quality monitoring systems
	Develop and organize systems and procedures that monitor clinical processes and/or outcomes for the purpose of quality assurance and improvement
	RECARD workstream 2 project (23)

	Develop educational materials
	Develop and format manuals, toolkits, and other supporting materials in ways that make it easier for stakeholders to learn about the innovation and for clinicians to learn how to deliver the clinical innovation
	Developed in conjunction with sites

	Develop resource sharing agreements
	Develop partnerships with organizations that have resources needed to implement the innovation
	RECARD workstream 2 project (23)

	Distribute educational materials
	Distribute educational materials (including guidelines, manuals, and toolkits) in person, by mail, and/or electronically
	Developed in conjunction with sites

	Facilitation
	A process of interactive problem solving and support that occurs in a context of a recognized need for improvement and a supportive interpersonal relationship
	Workstream 1 

	Identify and prepare champions
	Identify and prepare individuals who dedicate themselves to supporting, marketing, and driving through an implementation, overcoming indifference or resistance that the intervention may provoke in an organization
	Developed in conjunction with sites

	Identify early adopters
	Identify early adopters at the local site to learn from their experiences with the practice innovation
	Developed in conjunction with sites; As per Assessing readiness + coalition

	Inform local opinion leaders
	Inform providers identified by colleagues as opinion leaders or “educationally influential” about the clinical innovation in the hopes that they will influence colleagues to adopt it
	As per Assessing readiness + coalition

	Intervene with patients/consumers to enhance uptake and adherence
	Develop strategies with patients to encourage and problem solve around adherence
	Workstream 1, needs assessment (this paper +(24) )

	Involve executive boards
	Involve existing governing structures (e.g., boards of directors, medical staff boards of governance) in the implementation effort, including the review of data on implementation processes
	RECARD team

	Involve patients/consumers and family members
	Engage or include patients/consumers and families in the implementation effort
	Workstream 1, needs assessment (this paper + (24))

	Mandate change
	Have leadership declare the priority of the innovation and their determination to have it implemented
	RECARD project

	Obtain formal commitments
	Obtain written commitments from key partners that state what they will do to implement the innovation
	RECARD project

	Organize clinician implementation team meetings
	Develop and support teams of clinicians who are implementing the innovation and give them protected time to reflect on the implementation effort, share lessons learned, and support one another’s learning
	As for Assessing for readiness + coalition

	Promote adaptability
	Identify the ways a clinical innovation can be tailored to meet local needs and clarify which elements of the innovation must be maintained to preserve fidelity
	As for Assessing for readiness and Coalition; Local adoption of model of care determined through initial engagement and planning

	Promote network weaving
	Identify and build on existing high-quality working relationships and networks within and outside the organization, organizational units, teams, etc. to promote information sharing, collaborative problem-solving, and a shared vision/goal related to implementing the innovation
	RECARD Project Steering, Project Management Team and Expert Advisory Board, First Nations reference group, including Elders

	Provide local technical assistance
	Develop and use a system to deliver technical assistance focused on implementation issues using local personnel
	Engage each site through roll out

	Provide ongoing consultation
	Provide ongoing consultation with one or more experts in the strategies used to support implementing the innovation
	Engage each site through roll out

	Remind clinicians
	Develop reminder systems designed to help clinicians to recall information and/or prompt them to use the clinical innovation
	ToC model plans

	Revise professional roles
	Shift and revise roles among professionals who provide care, and redesign job characteristics
	In building the ToC model through - assessing for readiness + coalition

	Tailor strategies
	Tailor the implementation strategies to address barriers and leverage facilitators that were identified through earlier data collection
	As for assessing for readiness + coalition

	Use advisory boards and workgroups
	Create and engage a formal group of multiple kinds of stakeholders to provide input and advice on implementation efforts and to elicit recommendations for improvements
	RECARD Project Steering, Project Management Team and Expert Advisory Board, First Nations reference group, including Elders

	Use an implementation advisor
	Seek guidance from experts in implementation
	Workstream 1 team

	Visit other sites
	Visit sites where a similar implementation effort has been considered successful
	Draw on previous ToC implementation project learnings (7)





