Impact of a clinical pharmacist at transition of care
A prospective study in an orthopaedic ward of a regional hospital
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Transition of care (TOC) is a high-risk period for medication errors1-2. Discrepancies and incomplete
medication information are common on hospital admission and discharge, potentially leading to
drug-related problems and adverse drug events at TOC1-3.

To identify discrepancies on admission and at discharge and to detect completeness of
medication information in discharge documents
To assess the potential clinical impact of discrepancies

Method
Discharge

Admission
4-week
prospective
interventional
study

Completeness of
medication-related
information in
discharge letters &
prescriptions

29-bed
orthopedic
surgery ward of
a regional
Belgian
hospital

Discrepancies
analyzed by
• ATC class
• Type
• Level of risk
for patients
• Intentional or
not

Discrepancies
analyzed by
• ATC class
• Type

Assessment of
risk by clinical
pharmacist and
internist

Discrepancies
analyzed by
level of risk for
patients

Discharge

Admission
Omission:

Results

most common
discrepancy

331
discrepancies
that impacted

92%
of patients

60%

drugs prescribed
found in discharge letters

97
unintentional
discrepancies

41%

that impacted

of patients
Antithrombotic:
Class at extreme
risk

39%
of patients with

high or
extreme risk

40%

discrepancy

Conclusion

2.
3.

extreme risk discrepancy

Discrepancies and incomplete medication information are real issues at TOC. To improve patient
care, the hospital pharmacist is a suitable and valuable healthcare professional.
References

1.

of patients with high or

Contact

Ensing, H. T., et coll., (2015) Identifying the Optimal Role for Pharmacists in Care Transitions: A Systematic Review. J
Manag Care Spec Pharm 21 (8), 614-36.
Monfort, A. S., et coll., (2016) Medication at discharge in an orthopaedic surgical ward: quality of information
transmission and implementation of a medication reconciliation form. International journal of clinical pharmacy 38 (4),
838-47.
Nicholls, J., et coll., (2017) Preventing drug-related adverse events following hospital discharge: the role of the
pharmacist. Integr Pharm Res Pract 6, 61-69

REIMER Charlotte - Hospital pharmacist
reimer.charlotte@hotmail.com

This work was performed as part of the master in hospital pharmacy, UCLouvain 2018-2019

S
C
A
N
M
E

