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Introduction
Hospitalised patients should have an understanding of their medicines, especially any new additional medicines, at discharge.
National annual surveys show that there are gaps in the provision of this information. Though the pharmacy team have a role to play
in counselling patients, the ward nurse is also able to contribute to this process. A medication safety reminder guide has been
introduced to support this nurse function and the aim of this study was to evaluate the usefulness of the guide.
Method
A cross sectional review of nursing notes for patients requiring discharge medication to ascertain if the necessary discharge
documentation - the medication safety reminder guide and a pre-existing discharge transfer plan - had been completed, and a
survey of ward nurses’ views on the use of the documentation.
Results
Nursing notes for 66 patients were reviewed, of which 46 patients had required discharge medication. There was poor compliance
with the discharge transfer plan – only 37/66 could be found in the notes, and in only 10/37 was the plan completed. There was
somewhat better compliance with the medication safety reminder guide – though only 21/46 were found in the notes, 17/21 were
completed. The small sample of nurses expressed slightly more positive views about the medication safety reminder guide.
Discussion
Compliance with the requirements for both documents was relatively poor, though the medication safety guide performed better than
the discharge plan which has now been discontinued. The nurses in this small sample did agree they have a role to play in medication
counselling at discharge.
Conclusions
There is still room for improvement in establishing a process that ensures nurses utilise the medication safety reminder guide to its
full potential.
Keywords: patient education, nurse, checklist, compliance, medication, safety, guide, counselling.

Introduction
Imagine you are a patient admitted to hospital for an acute
medical condition and are taking a few regular medicines for
your pre-existing long term condition(s). Treatment for your
acute condition requires another two or three new medicines to
be added to your regime during your inpatient stay – medicines
you will need to take possibly for life. Assuming you want to

have some understanding and knowledge about these new
medicines, ideally before you are back at home, which
professional (nurse, doctor, or pharmacist) should discuss and
communicate this new information to you?1 Failure to
communicate effectively with patients may negatively impact on
a patient’s ability to understand medication issues, contributing
to poor health outcomes.2,3
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The National NHS inpatient survey, which compares patient
experiences across 149 NHS hospital Trusts in England,
identified some deficiencies in the provision of medicines
information.4 For 2016, 25% of patients were not completely
told the purpose of the medicines they were to take at home in
a way they could understand; 25% were definitely not told how
to take medication clearly; 62% were not completely told about
side effects to watch out for when they went home and 29%
were not completely given clear written/printed information
about medicines. From a pharmacy perspective there appears
to be no obvious simple explanations as to why some Trusts
score better than others on these medicines-related questions,
though possible actions have been described.5
O’Leary and colleagues comment that hospital settings present
unique challenges to patient-centred care, including the lack of
a prior relationship with professionals, complexity and rapid
pace of clinical care, and potential for uncertainty related to
evolving diagnoses and response to treatment.6 Nurses and
physicians seldom visit patients together, creating the potential
for patients to receive conflicting information. It is of little
surprise that patients have limited involvement in their own
discharge from hospital.1
In their literature review, King et al note the small body of
literature suggesting that hospitalised patients do not have a

clear understanding of the participation of pharmacists in
their care or the availability and types of services pharmacists
provide.7 For instance, in one study with inpatients admitted
to acute medical wards across three NHS Trusts, there was
a dichotomy of expectations and opinions from patients
about the role of hospital pharmacists and the services
provided. 8 Of the 74 participants, 77% had seen a
pharmacist during their current hospital stay. All of those
patients who had not expected to see or talk with a
pharmacist (41/74) expressed surprise at seeing and/or
talking with a pharmacist on the ward rather than seeing
them in their traditional dispensing role. However, 25 patients
saw the pharmacist as quite an elusive figure, one that went
about his/her business in the background.
A Canadian study specifically asking “What service or
information would you like a pharmacist to provide in the
hospital that would most help you in managing your
medications?” found that most respondents to this survey
wanted hospital pharmacists to provide a general medication
overview, including information about side effects and
interactions, during their admission.9
The inpatient survey results for the test hospital (Royal Cornwall
Hospitals Trust - RCHT) over a number of years are shown in
Table 1. Despite a number of initiatives over this time (Table 2),

Information not provided

2013

2014

2015

2016

Discharge: not fully told purpose of medications

24%

28%

24%

25%

Discharge: not fully told side-effects of medications

63%

59%

56%

66%

Discharge: not fully told how to take medication clearly

25%

25%

23%

25%

Discharge: not given completely clear written/printed
information about medicines

28%

29%

24%

24%

Table 1: Inpatient survey results for RCHT

Development

Introduction date and comments

List of discharge medication provided to patient

Pre 2013 and ongoing

Transfer of care with provision of medication list to community
pharmacy for consenting patients

Mid 2013 and ongoing

Signposting of patients to hospital Medicines Information helpline

Mid 2014 and ongoing

Leaflet for patients explaining what the pharmacy team does on the ward

2014 and no longer in use

Inclusion of side effects information into above list

Late 2015

Hospital pharmacist medication review notes included in discharge letter
and transfer of care documentation to community pharmacy

Early 2016

Nurse medication safety reminder guide or checklist

Late 2016

Table 2: Developments at RCHT to enhance opportunities for provision of information on medicines

14

Journal of Medicines Optimisation • Volume 4 • Issue 1 • March 2018

which the pharmacy team viewed as service improvement, the
results have not dramatically improved.
Datix reports describing medication errors at discharge are
available. These include patients not being given all their own
correct medicines, some patients given medicines belonging to
other patients and take home medicines not located at time of
discharge because they were stored in the wrong place or not
retrieved from the controlled drug cupboard. Some of these
errors, also described elsewhere,10 possibly arise due to the
difficulty on a busy nursing shift of trying to discharge a patient
when the medicines may be stored in the fridge, the controlled
drugs cupboard, on a trolley or in their own or a shared bedside
locker. Patients may resort to contacting their surgery or
booking an appointment with their GP if they leave the hospital
without all their medicines or not fully understanding their
medicines at discharge.
Hence, rather than focusing solely on the pharmacy team as the
sole provider of information on medicines, a more recently
implemented initiative to improve provision of information
involves a medication safety reminder guide or checklist (see
Figure 1). Nurses are seen as having positive attitudes toward
patient medication education,11 are available on the ward at all
times (whereas pharmacy is not), and checklists are seen as
enhancing patient safety12 and improving consistency of the
information covered when providing counselling.13
This checklist, stapled to the bag of discharge medicines at the
point of dispensing in the pharmacy, is intended to prompt the
nurse at discharge to communicate with the patient on various
medication-related matters, as well as ensuring that the patient
receives all appropriate discharge medicines. The various
prompts under point 3 of the checklist only appear on the
checklist if the patient has those medicines at discharge. This
was introduced in late 2016 and this paper reports on an
evaluation of that checklist by a third year medical student as
part of a management special study unit.

Method
Following discussion with pharmacy and nursing
representatives, it was agreed that the focus of the work would
look at whether the checklist and an existing nursing discharge
and transfer plan document had been used as stipulated i.e.
both documents should have been completed, signed and
stored in the patient notes. Seven medical and surgical wards
were chosen at random and 20 sets of notes for each ward
were requested from hospital records storage. Some notes
were not in storage and hence were not obtained. Those notes

which contained a discharge prescription were examined
further. In addition, as part of the audit, the medical student
attended the wards to survey nurses; initially it was intended to
be five per ward but due to nursing availability and time
constraints only 11 nurses were surveyed.

Result
All seven wards were visited during February 2017 and nursing
notes for 66 patients were reviewed, of which 46 patients
required discharge medication (see Table 3).
The survey (Table 4) showed that, in the main, nurses strongly
agree with having a role in counselling about medication at
discharge. More nurses strongly agreed with the benefit and
purpose of the checklist than did with the discharge transfer
plan.
However, nurses rarely told patient about the Medicines
Helpline.

Discussion
This small audit has shown that compliance with the
requirements for both documents is poor in that only 56% of 66
discharge transfer plans and 46% of 46 checklists could be
retrieved from the nursing notes. Where a discharge plan was
found, it was completed and signed in less than a third of
cases, whereas the medication checklist was completed in
81% and signed in 43% of cases. The checklist was generally
well received by the small number of nurses surveyed and
appears to be utilised as intended.
This small audit and survey looked only at process measures
and has not actually investigated the benefits to patients. At a
national level, scores for the questions about purpose of
medicines and how to take medicines have remained fairly
constant over the past years. From 2006 to 2016, there was an
increase of 5% (66% to 71%) in the proportion of respondents
saying they received completely clear written or printed
information about the medicines they were given to take home.
There has also been a slight increase in the proportion of
respondents being completely told about the side effects of
medication to look out for at home (36% in 2006 to 38% in
2016). However, there were still 43% of respondents who
reported that they were not told about side effects.
Others have shown low medication counselling rates at
discharge14 and that pharmacists are the least likely healthcare
professional to provide routine patient counselling, despite

Use of discharge transfer plan (n = 66)

Use of checklist (n = 46)

Plan in the notes 37 (56.1%)

Checklist in the notes 21 (45.7%)

Plan was completed 10/37 (27.0%)

Check list was completed 17/21 (81.0%)

Plan was signed 10/37 (27.0%)

Checklist was signed 9/21 (42.9%)

Table 3: Audit results for the nursing discharge transfer plan and the medication safety reminder guide
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Figure 1: Example of the nurse checklist
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perhaps being the most appropriately trained to do so15,16 and,
albeit in a small study, demonstrating the use of effective
communication strategies.17 Traditionally in our hospital the
majority of patients would be counselled at discharge by a
nurse. Though the pharmacy team may counsel some patients
on medication during the hospital stay, it is currently not
routinely undertaken by the pharmacy team at the discharge
stage. In addition, a significant proportion of discharges happen
after 5 pm when the pharmacy team is not available for this role.
In tandem with the introduction of this checklist, a review of
pharmacy policies and training regarding side-effect counselling
of patients has been undertaken. Pharmacists are now
expected to add a ‘counselling note’ to the electronic
prescribing and medicines administration system when they
undertake counselling to allow measurement of this task. Other
actions include continuing to educate the nurses about the
need to talk through the medicines with the patient at the point
of discharge using the patient’s medication list that describes

Response

common drug side-effects, and continuing to educate
prescribers of the need to counsel patients regarding any new
medicine they initiate as part of the joint decision making in the
patient’s care. This approach of optimising the inter-professional
communication and collaboration that occurs during the
discharge process can help improve the quality of care
transition.18 The Trust discharge and transfer plan has now been
recognised as not fulfilling its purpose and has been
superseded. A further audit of the use of medication safety
reminder guide is planned.

Conclusion
It is clear that involving nurses in providing medication-related
information at discharge remains work in progress. Ensuring
that medication-related safety incidents are minimised and
patient’s knowledge and understanding of their medication are
optimised during a patient’s journey through the healthcare

Strongly
Agree

Agree

Neutral

Disagree

Strongly
Disagree

I am aware of patients from the hospital being
discharged with errors in medications

6

3

1

1

I always use the Medications Safety Reminder Guide
when discharging patients

9

1

1

I think that the Medications Safety Reminder Guide
is really helpful

7

2

1

1

The Medications Safety Reminder Guide is helpful to
remind me where items on the TTA are, when they
are not in the TTA bag and need to be included

8

1

1

1

I always use the discharge or transfer plan when
discharging patients

5

3

I find the discharge or transfer plan helpful when
discharging patients

5

1

I always check TTAs against their discharge letter for
accuracy

10

1

I always counsel a patient on discharge about their
medication

10

1

I have the time to counsel patients about their
medication

9

1

I feel confident to counsel patients about their
medication

7

3

I use the Medication List on the TTA bag to help
counsel a patient on common side affects

7

1

I always tell a patient about the Medicines Helpline

1

1

3

1

4

1

1

1

2

9

Table 4: Results of survey of nursing staff (n = 11)
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system is a complex challenge and involves many health care
professionals. At handover, such as at discharge, the process
should be such that everyone knows what to expect in terms
of responsibilities, coordination of tasks within the team, and
content of discharge information.19 Thinking again about
ourselves as the patient (and trying to forget how we see things
through a pharmacist’s eyes) wouldn’t we simply want a
competent and informed member of the hospital staff, no
matter what uniform or title they wear, to use a structured
format to tell us all we want and need to know about our
medicines?
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