
Medication Review Practices at Hospital Pharmacy

Moira Kinnear







Patient Journey

Hospital
admission

Medicines 
reconciliation

In-patient 
management

Medicines 
Review
Changes to 
medicines

Discharge

Communication 
of any 
changes to 
medicines

Medicine has been stopped including reason
Medicine has been started including reason
Intended duration of tx (eg antibiotics)
Dose has been changed including reason
Route of admin. has been changed including reason
Frequency of dose has changed including reason

‘The process that the healthcare team undertakes to ensure 
that the list of medication, both prescribed and over the 
counter, that I am taking is exactly the same as the list that I or 
my carers, GP, Community Pharmacist and hospital team have. 
This is achieved in partnership with me through obtaining an 
up-to-date and accurate medication list that has been 
compared with the most recently available information and has 
documented any discrepancies, changes, deletions or additions 
resulting in a complete list of medicines accurately 
communicated. ’

Prioritisation of those at 
highest risk







Medicines reconciliation- standard form



Risks of an Incomplete History

• Fail to identify medicines that should be stopped

• Fail to identify when medicines should be started

• Fail to identify when a dose needs reducing

• Fail to identify when a dose needs altering

• Fail to identify non-adherence
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Evidence for clinical pharmacy services in inpatient care
Ulrika Gillespie @ 46th ESCP Symposium Heidelberg Germany Oct 2017 

akademiska.se/MedBridge



Clinical Pharmacy: Patient Prioritisation

New Zealand



http://www.ggcprescribing.org.uk/media/uploads/p
ostscript_acute/ps_acute_issue_17_june_2014.pdf



http://www.acutemedicine.org.uk/wp-content/uploads/2013/10/sod24-re-
designofclinicalpharmacyservicestotheamuninewellshospital.pdf
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http://www.gov.scot/Resource/0052/00527530.pdf
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http://www.gov.scot/Resource/Doc/158742/0043086.pdf

NHS Boards will be asked to work with the profession to develop models of practice to 
ensure that every patient has their medicines reviewed and medication problems 
addressed before their discharge from hospital. (December 2004) 

http://www.gov.scot/Resource/0043/00434053.pdf

All patients, regardless of their age and setting of care, receive high quality 
pharmaceutical care from clinical pharmacist independent prescribers. 

Establish an education and training framework to help pharmacists deliver 
pharmaceutical care to patients in all settings 

http://www.gov.scot/Resource/Doc/158742/0043086.pdf
http://www.gov.scot/Resource/0043/00434053.pdf


http://www.gov.scot/Resource/0052/00523589.pdf

http://www.gov.scot/Resource/0052/00523589.pdf












https://fip.org/files/fip/PharmacyEducation/2017/WHA_2017.pdf
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Summary- Medication Review Practices
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