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Project Summary
The Medicines Optimisation Quality Framework recommends medicines reconciliation is carried out within 24 
hours of admission to hospital. Traditionally the initial process is completed by medical staff when admitting 
the patient and it is then verified by a pharmacist. Research has identified between 30 and 70% unintentional 
errors on the initial prescription completed by medical staff. These errors can ultimately lead to increased 
morbidity and mortality and increased length of stay in hospital. 

In this pilot project the pharmacist worked alongside the admitting doctor to complete the medication history 
and ultimately medicines reconciliation following discussion with the doctor. It is already well documented that 
pharmacists are the best professionals to complete medicines reconciliation so the pilot was to determine staff 
perceptions of the change in process.

The pilot showed that the medical staff were able to concentrate on the clinical history and had an accurate 
medicines list provided on which to base clinical decision making. The pharmacist had medical staff, familiar 
with the patient, to discuss any medication issues. The patient had an accurate medication prescription chart 
from the time they were admitted. 

CLIP
Influences

THE VISION provides a direction of travel and 
where project fits in to overall picture. 

‘to embed a clinical pharmacist into each 
medical speciality at the admission phase of 
the patient journey’

PERSONAL EFFECTIVENESS  
Completing the Myers-Briggs Type Indicator 
made me aware of my own preferences,
highlighting strengths and areas that don’t 
come naturally. Relevant to the project, 
strengths are analysis of situations and 
finding flaws in advance but need to allow 
time for reflection and review and ensure 
follow through to the finish.

COMMUNICATION
The colours model was utilised during 
the final group meeting. As I was 
unaware of all the individual types 
attending I attempted to cater for all 
by using questions/techniques to keep
everyone engaged.

RISK and CONTIGENCY PLANNING
Winter pressures were identified as the 
highest risk as likely to happen with 
significant impact on the project. 
Contingency was to begin project to 
March. However the winter pressures 
lasted longer this year so project was 
delayed until April/May.

FLEXIBLE LEADERSHIP
The skill-will matrix was used to decide upon 
the level of supervision required. Together
we decided a high level of skill due to 
experience working in ED.  Will level was 
high as concept of what we were trying to 
achieve was totally understood and agreed.  
The project could therefore be largely 
delegated.

TASK PLANNING
In order to plan out the project a Gant Chart was 
prepared. This provided a timeline of actions for the 
project and a simple visual record of our progress.


