
Background
A small regional private hospital, with 86 overnight beds, introduced the Medication 
Management Plan (MMP) to improve medicines management. Recognising the value 
of pharmacist involvement, resources were allocated to implement a limited clinical 
pharmacy service focused on medicines reconciliation on admission, prioritised for 
high risk patients.   

Description
MMP referral criteria, illustrated in 
Figure 1, were created incorporating 
elements from the SHPA Fact Sheet: 
Risk factors for medication-related 
problems1 and National Prescribing 
Centre: A Guide to Medication 
Review 20082 to identify higher risk 
patients on admission and prioritise 
pharmacist time for these patients. 
Admission medication history, 
medicines reconciliation, and ongoing 
clinical review outcomes (e.g. 
interventions) are documented on the 
MMP by the pharmacist for use by the 
multidisciplinary team. 

The initial pilot program resulted 
in the allocation of 30 minutes of 
pharmacist time to complete each 
MMP for high risk patients.  

An audit found that MMP’s were not 
being completed by nursing staff for 
non-referred patients, prompting 
consideration of extending the scope  
of referral to pharmacists. 

Actions
The pharmacist referral program was evaluated two years after implementation 
to determine the percentage of total overnight patients referred, pharmacist time 
required to perform admission medication reconciliation and medication review, and 
the number and significance of clinical interventions reported, with consideration of 
future expansion of the program. 

Evaluation
A retrospective analysis of patients admitted over a 3 month period was conducted 
to calculate the average time taken per MMP and resulting interventions. The results 
were compared to resource estimates based on the initial pilot program and also 
extrapolated to the total number of overnight admissions during the 3 months to build 
a business case model for expansion of the service. The referral criteria was previously 
validated with reasonable confidence to confirm the 80% of non-referred patients were 
of a lower risk cohort.  

High risk patients referred for an MMP represented 20% 
of total hospital admissions with 90% of referred MMPs 
completed. Pharmacist referrals not completed were 
largely due to insufficient timeframe between receiving 
the referral and discharge, or referrals to end-of-life 
pathway.

An average of 1.2 clinical interventions per MMP were 
completed. Clinical interventions were recorded using 
the D.O.C.U.M.E.N.T classification system for medication 
related problems, in line with SHPA Clinical Pharmacy 
Standards (See Table 1).3 

Evaluation of the clinical interventions revealed a significant number of untreated 
and undertreated conditions; not an unexpected finding when performing admission 
medication reconciliation. Examples of clinically significant interventions involving 
high risk medicines included under-dosing apixaban, dabigitran not restarted post-
operatively, enoxaparin charted for the wrong patient, and under-dosing of gliclazide 
with subsequent high blood glucose levels. Other examples included disposal and 
replacement of expired patient medicines and correcting poor inhaler technique.

Implications
The results validate the initial allowance for 30 minutes of pharmacist time per high 
risk patient’s MMP. By quantifying the pharmacist time required for 18% of overnight 
admissions, the approximate pharmacist hours required for expansion of this program 
is one full-time pharmacist. As the 18% of patients receiving pharmacist MMP services 
were high risk and thus more complex, it is forecast that expanding the program would 
encapsulate a cohort of lower risk patients requiring less time per case, allowing 
pharmacists to complete other clinical activities such as medication counselling and 
medication review. 

Support for extending the clinical pharmacy service to all admissions will require 
a business case proposal quantifying the benefits achieved through increased 
pharmacist interventions reducing medication misadventure: increased treatment 
costs, extended length of stay and avoidable readmissions.
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Figure 2. MMP Activity for all Overnight Admissions
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Figure 1. Sample MMP 
Referral Form
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