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Presentation Overview 

Change in medication reconciliation process: 

- Where it took place? 

- Why? 

- What changed?  

- How was it changed? 

- What effects did this have? 

- What now? 
 



Study Setting 

St John’s Hospital is an acute General Public 
Voluntary Hospital in Limerick city. 

89 in-patient beds (all adult patients).  

2.0 full time equivalent (FTE) in-patient ward-based 
clinical pharmacists. 



Medication Reconciliation 

Collect, Check, Communicate. 
 

HIQA Guidance for Health and 
Social Care Providers: Principles of 
good practice in medication 
reconciliation - May 2014 

https://www.google.ie/url?sa=i&url=http://www.cpsa.ca/using-medication-reconciliation-medrec-to-optimize-medications-for-seniors-in-the-family-physicians-clinic/&psig=AOvVaw1xz2pw9z5O_v5ZlPJtMhbd&ust=1605712185380000&source=images&cd=vfe&ved=0CAIQjRxqFwoTCKji2JXuie0CFQAAAAAdAAAAABAV


Potential Issues with Traditional 
Medication Reconciliation Process 

Slow – potential for delayed / missed doses 

Communication – potential for errors 



Proposed New Process 

Collect, Check – As usual. 

Communicate – Pharmacists to chart 
unintentionally omitted pre-admission medications 
in patient kardex’.   

 
Medical staff were asked to review and endorse 
with their own signature if appropriate for the 
medication to be administered by nursing staff.  

 



Potential Advantages 

- Less missed doses ->  
Improvement in patient safety 

- Less risk of miscommunication ->  
Improvement in patient safety! 

https://www.google.ie/url?sa=i&url=https://www.arinursing.org/news-events/inside-view-newsletter/inside-view-newsletter-volume-23-issue-5/patient-safety-improvement-of-handoff-report-in-interventional-radiology/&psig=AOvVaw0NqABtOwKev-pm4vI9ZncQ&ust=1605713132724000&source=images&cd=vfe&ved=0CAIQjRxqFwoTCIjFl9nxie0CFQAAAAAdAAAAABAE


Implementation 

• Part of the hospital Covid contingency plan 

• Agreed with lead consultant and drugs and 
therapeutics committee 

• NCHDs and nursing staff informed 

• On the spot education 



Aims of Study 

• To establish the frequency of pharmacists 
charting unintentionally omitted 
pre-admission medications 

 

• To establish the level of agreement between 
pharmacists and medical staff with regard to 
appropriateness of charting unintentionally 
omitted pre-admission medications 

 

• To obtain qualitative feedback from NCHDs 
 



Study – Data Collection 
• Any healthcare records 

pertaining to patients who: 

1) were admitted during May 
or June 2020 and  

2) contained documentation 
of medication 
reconciliation carried out 
by a pharmacist  

were eligible for inclusion.  

• The data was collected 
retrospectively from a total of 
50 healthcare records.  

 



Study - Interviews 

Ten NCHD’s were interviewed. 
 

- “thoughts on this practice”? 

 

- “effective in reducing the number of doses missed by 
patients”? 

 

- “effect on patient safety”?  

 

- “level of agreement between medical team and pharmacist”? 

 

 

 





Results 1 
Findings from data collection (N=50) 
In 29 cases, no unintentionally omitted pre-admission medications 
noted. 
Total of 49 unintentionally omitted pre-admission medications  
(21 patients).  

Total number of unintentionally omitted 
medications noted by pharmacist during 
medication reconciliation process (N=49) 
 

N % 

Charted 33 68 

Charted and “held” 1 2 

Queried in clinical notes 11 22 

No documented action 4 8 



Results 2 
Average of 1.57 medications charted per patient 
amongst patients with discrepancies (n=21)  

 

Average of 0.66 medications charted per patient 
amongst total population (n=50) 

 



Results 3 
Doctor signature present 75.76% of the time  
(25 out of 33 cases) 
 

 

 

 

 
 

 
 

 
One case were doctor stopped/held drug after pharmacist 
charted  – Ventolin inhaler, rewritten. 

Medications charted by pharmacist (N=22) 

Signed by Doctor Given by Nurse Signed as Self-
Admin by Nurse 

Number of 
Occurrences 

✓ ✓ - 25 

✓ - - 0 

- ✓ - 3 

- - - 4 

- - ✓ 1 



Results 4 



NCHD Interview Results 
Overall, the change in service provision 
has been positive 

100% agreed 
 

Should continue beyond the COVID crisis 100% agreed 
 

Positive effect on patient safety 100% agreed 
 





Discussion – Patient Perspective 

• Role in medication reconciliation 
process unaffected 

• Potentially less missed doses 

• Potentially less errors due to 
miscommunication 
 



Discussion – NCHD Perspective 

• Simplifies their role in medication 
reconciliation 

• Less ambiguous, unclear notes/ 
post-its 

• Some initial hesitations, however 
now fully supportive and 
enthusiastic  



Discussion – Pharmacist Perspective 

• Improved job satisfaction 

• Improved relationships with medical 
colleagues 

• Some initial hesitations; certain 
situations still require clarity (e.g. 
controlled drugs) 



Discussion – Where to go from 
here 
It is hoped that this practice will remain in St John’s 
Hospital.  

Potential issues that may arise going forward include how to 
standardise this process amongst pharmacists, and what 
training is required by the clinical pharmacist.  

 

 



Conclusion 

• This change in clinical pharmacy practice was 
well received in St John’s Hospital. 

• This intervention was perceived to have a 
positive impact on patient safety.  
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Questions? 


