Additional file 2
The detailed of the Intervention cases by pharmacists in IG
Resolved Cases
Process A. Interventions “implemented by community pharmacists”
Case 9
The patient, who had not been to the pharmacy, was contacted, and a prescription request to the primary care physician was made. The patient had poor medication adherence, and the hospital pharmacist and the community pharmacist set post-discharge self-management as the critical item during follow-up. After discharge, the patient did not visit the pharmacy despite their remaining drugs running out. After contacting the patient, the community pharmacist discovered that although the patient had visited the primary care physician, no drugs were prescribed during the visit. Therefore, the community pharmacist requested the primary care physician to prescribe four drugs to the patient. In the feedback shared by the community pharmacist with the hospital pharmacist, it was noted that detailed prior sharing of patient information enabled effective resolution of the issue.

Process B. Intervention “implemented by collaboration between hospital pharmacists and community pharmacists”
Case 1
Eldecalcitol, which had been discontinued due to renal dysfunction and hypercalcemia at the request of the patient, was resumed at a reduced dose compared with that administered pre-admission. The hospital pharmacist expressed concerns about a potential rise in serum calcium levels and requested the community pharmacist to monitor the test value. The community pharmacist explained the possible adverse drug reactions and requested the family of the patient to provide the blood test results. Three months later, the test value was confirmed to have risen again, and the community pharmacist recommended that the primary care physician either discontinue the drug or switch to an alternative.
Case 5
A vulnerable plaque was suspected in the left internal carotid artery by a specialist, and continuation of statins was recommended for strict low-density lipoprotein control. However, the outpatient prescription after discharge did not include rosuvastatin. When patient information feedback was provided after discharge, the hospital pharmacist suspected that the prescription for rosuvastatin was overlooked due to the high number of prescribed drugs, totaling 10. In response, the hospital pharmacists and community pharmacists had a discussion; consequently, the community pharmacist provided a tracing report to the primary care physician detailing the prescription intention for rosuvastatin and proposing its continued use.
Case 7
The community pharmacist reported to the hospital pharmacist that the dose of amlodipine was reduced at the initial outpatient visit, although post-discharge home blood pressure had not changed. The hospital pharmacist reviewed the medical record and considered the possibility of the primary care physician prescribing 2.5 mg, given that the patient referral documents had been prepared before the attending physician increased the dose of amlodipine for elevated blood pressure several days before discharge. Thereafter, the hospital pharmacist requested the community pharmacist to inquire with the primary care physician. As a result, the primary care physician corrected the prescription accordingly.
[bookmark: _Hlk207388266]Case 8
The specialist recommended switching from dual antiplatelet therapy (DAPT) to single antiplatelet therapy (SAPT) in the post-discharge prescription, which was added to the patient referral documents. However, antiplatelet drugs were not prescribed during the first outpatient visit after discharge because the primary care physician could not decide which antiplatelet drug to choose. The community pharmacist communicated to the hospital pharmacist that the family of the patient had requested the drug to be prescribed by the hospital where the patient was admitted. As a result, the attending physician during hospitalization prescribed aspirin, and patient referral documents were revised.

Unresolved Cases
Case 2
Since the patient didn’t take brotizolam or etizolam during the hospital stay, the physician and community pharmacist deemed them unnecessary, but the prescriptions continued at the patient’s request as the patient wished to keep them on hand just in case.
Case 10
The community pharmacist issued a prescription query and tracing report regarding the extension of DAPT based on the opinion of the specialist, but neither was approved by the attending physician. No clear opinions were obtained from the primary care physician concerning the inquiry made by the community pharmacist.
