
Inter-professional 
education and practice:  
Towards collaborative 

transition of care

Lilian M. Azzopardi

Department of Pharmacy, Faculty of Medicine and Surgery, University of Malta

Chair, International Pharmaceutical Federation, Academic Institutional Membership



Outline

▪ Reflect on enhancing collaborative skills through interprofessional

education

▪ Describe opportunities to support patient-centred collaborative care

▪ Recognise challenges and facilitators of collaborative care models in 

transition of care
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Positioning 
Interprofessional
Education

Azzopardi LM. Digital health in pharmacy education: 
Faculty perspective. In Mantel-Teeuwisse A, Khatri B, 
Uzman N, Meilanti S (eds) : Developing a digitally 
enabled pharmaceutical workforce. The Netherlands: 
International Pharmaceutical Federation, 2021. DOI: 
10.1177/08971900221104254 3



Spearheading transformation

People-Centric

Medicines 
Management

Patient 
Monitoring

Collaborative Practice

Interprofessional Education

Self-care
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Skills and 
competences to 
facilitate 
transition of care

Azzopardi LM. How to become a successful hospital and 
community pharmacist. In:  Thomas JR, Saso L, van 
Schravendijk CFH.  Career options in the pharmaceutical 
and biomedical industry: An insider’s guide.  
Switzerland: Springer; 2023: 271. 5



Graduate preparedness

Culture shift

Sustainability 

Smartifying

Academic and institutional

Digital platform

Prioritisation
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Interprofessional Rotations

Learning Outcomes:  

• Manage co-ordination of patient care 

within an interdisciplinary setting and 

across care settings 

• Understanding patient needs

Different 
practice sites

Interprofessional
tutors team
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Patient needs
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Co-ordination 
of care

Collaborative 
care

Personalised  care

Systems talking

Health professionals connect



Co-ordination of care

Specialist out-patient 
clinic

Treatment 
optimisation

Community 
pharmacy

Misunderstandings

Overwhelmed patient

Risk of errors
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Specialist review

Collaborative
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Community pharmacist profile



Digital platform
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Medicines Use Review



Patient involvement

Rheumatology Transitional Care Letter

•Biologic medications

•Biosimilars- switching

•Ensure access to medication, provide patient support, 

liaise with primary care physicians
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Galea F. Transitional care in rheumatoid disease patient management.  Department of Pharmacy, University of Malta. 
Master of Pharmacy Dissertation, 2019.



Standardised model

Pharmacist-led 
hospital discharge
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Acute general hospital Transitional
Care Discharge Service

Specific 

• Patient advice

• Validation of discharge 
documentation

Targeted

• Prioritisation

• Potential medication 
errors

Signficant

• 22% of patients 
discharged referred for 
service

• Partnerships

Borg D, Grech L, Azzopardi LM. Implementation of a pharmacist-led transitional care service at an acute general hospital.   J Am Coll Clin Pharm 2018; 1: 329.
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60 
day

Outcomes of transition of care

Pharmacist-facilitated 
transition-of-care for 
hospitalised heart failure 
patients 

Assess: 30-day all-cause readmission, 

31-60 days post-discharge readmission

Intervention group: 19% readmission

Control group: 31% readmission 

30 
dayIntervention group: 

22% readmission

Control group: 14% 
readmission 

Debono I, Grech L, Xuereb R, Azzopardi LM. Reducing readmissions in heart failure patients through 
pharmacist-facilitated transition-of-care interventions.   Int J Clin Pharm 2020; 42: 221.
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Bridging the Gaps

Hospital
Primary 

Care

Community 
pharmacy

Care 
providers

• Domiciliary 
services

• Family 
doctor

• Out-patient 
specialist

ConsistencyMedicine 
reconciliation
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What are the next challenges?

IPE good 
practices

AI-driven risk 
stratification

Scalability and 
reimbursement 

Equity

Transition of 
care
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lilian.m.azzopardi@um.edu.mt

Thank you 


