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Introduction
Research identifies that when patients move
between care providers, the risk of
miscommunication and unintended changes to
medicines is significant. Adverse drug reactions
occur in up to 20% of patients after discharge
following an acute admission, with the risk of an
adverse drug reaction increasing by 4.4% with
each drug alteration. Approximately 5% of
hospital admissions are medicines related.
We wanted to look at hospice ward discharges to
see if our patients were similarly vulnerable.

Aims
To identify whether, and if yes, what difficulties
are faced by patients with their medicines post
discharge from the hospice.
To improve the quality of discharges within the
organisation.

Objectives
• To contact patients after discharge from a
hospice stay to find out whether they had been
managing their medicines.
• To check if patients received written
instructions on taking their medication. Also
verbal information about indication for use,
benefits and potential harms as per the hospice
Medicines Management Policy.
• To understand some of the difficulties faced by
hospice patients with managing medicines after
discharge.
• To identify whether patients are compliant with
their medication after they leave the hospice.

Method

Patient deemed medically fit for discharge
by medical team and able to consent to
audit participation.
Accept

Decline

Pharmacist approaches patient to ask for
consent to participate in audit.
Record that
patient has
declined. No
further action
required.

Pharmacist ensures she has a hospice link to
contact for advice and support if there are
issues identified in the follow up consultation.

Pharmacist contacts patient at home at an
agreed date/time after discharge.

Results from consultation recorded
on spreadsheet.
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Data Collection

Our Learning

• This audit highlights some difficulties
experienced by patients with their medication
despite good verbal and written information at
discharge.
• Community pharmacists are not routinely
informed when changes have been made to a
patient’s medication. This can cause problems when
they are filling the blister pack. In our small study,
40% of patients were discharged home with a
blister pack. 25% incorrectly refilled the blister pack
• Consecutive patients successfully contacted two
after their supply from the hospice had run out.
weeks after discharge from the hospice, up to a
• Medicines prescribed on the hospice ward
maximum of 20 patients.
can be quite specialised and not kept as stock in
• Data was collected by the hospice pharmacist
the community pharmacy. This caused delays in
using the same form which community
some patients receiving critical medicine such as
pharmacists utilise to complete medicines use
analgesics.
reviews.
• We found that GPs and pharmacists made
• An additional data collection form was also
changes on repeat prescriptions/dispensing
designed to capture information that the
which we attribute to lack of understanding
medicines use review form does not capture.
about intent of medicines
e.g. Vitamin C effervescent for tongue furring
Result
changed to regular tablets;
20 patients were followed up and interviewed.
maintenance steroid stopped;
steroid doses divided and spread through day
Criterion
Standard
Result
• Patients are highly liable to change or adjust
Patients leaving the
medicines themselves.
hospice ward should
be able to manage
their medicines at
home.
Patients leaving the
hospice with capacity
should understand
the indication
for each of their
medicines.
Patients should take
their medicines as
directed.
Patients discharged
from the hospice
ward should receive
verbal and written
information about
their medicines
as per Medicines
Management Policy.

100%

100%

100%

90%

100%

70%

Limitations
• This pilot audit was carried out with a small sample
of discharged patients from one hospice ward.
• A larger sample size is needed in order to
ascertain applicability of findings to other
hospices.

Suggestions for Improvement

• A copy list of discharge drugs should be sent to
the community pharmacy with a pharmaceutical
100%
95%
care plan.
• Patients leaving the hospice with a drug that
might be hard to find should be made aware and
given a list of chemists known to be familiar with
Note: 40% of patients were discharged with blister
palliative medication.
pack medication.
• The ward needs to know what might be hard to
obtain. We could work with our CCGs
Reasons why patients did not
on training opportunities for community
take their medicines as directed
pharmacists and GPs about palliative care
medicines.
1. 5% of patients completely stopped taking their
• Discharge paperwork should be clear about
medicines as they felt too tired.
intent for ongoing medicines.
2. 5% of patients experienced a side effect from a
particular medicine and hence stopped taking
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