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Dear Chairman and members,

Relieving Workload of Doctors and Nurses and Enhancing Patient Care Quality

Currently, the public hospitals are overloaded with patients. It is apparent that there are
insufficient doctors and nurses in the Hospital Authority to cope with the increasing workload.
Patients are not getting the quality of care they deserve as doctors are given a short duration
of time in consultation with the patients and no time to find out whether the patients are taking
the medications appropriately or not. Pharmacists are most knowledgeable about drugs and

can relieve the heavy burden of doctors and nurses in various ways:

Pharmacists Led Clinics

In the specialist clinics, there are insufficient doctors to see the chronic patients within 8 to 12
months. In between medical appointments with the doctors, patients can make appointment
to see a pharmacist. The pharmacist can review the medications that the patients are taking,
check if there is duplication, any non- compliance and inappropriate use of medications.
Pharmacists can educate and counsel patients, prepare and motivate them to follow their
pharmacotherapeutic regimens and monitoring plans. This can contribute to positive outcomes

of pharmacotherapy.

There are reports of various pharmacist-led clinics for chronic diseases or symptoms in
different clinical settings in the United States [1-12] and other countries [13-18]. These
include clinics undertaking education and counseling for anticoagulation [13, 15-17], asthma
[2], diabetes [3], hyperlipidemia [4,5], hypertension [6,7], pain [8,9], smoking cessation [10],

and cancer chemotherapy [11,12].
Beneficial effects of pharmacist-led clinics have been repeatedly reported in terms of
cost-effectiveness, patients’ adherence to and knowledge about pharmacotherapy, and the

outcome of treatment [19-24].

Ward Clinical Pharmacy



A clinical pharmacist is stationed in the ward daily. The pharmacist can provide pharmaceutical

care from admission to discharge.

(1) Upon admission, the pharmacist will conduct medication reconciliation.
Medication reconciliation is a formal process in which healthcare providers work together with
patients, families and care providers to ensure accurate and comprehensive medication
information is communicated consistently across transitions of care. Medication
reconciliation requires a systematic and comprehensive review of all the medications a patient
is taking to ensure that medications being added, changed or discontinued are carefully
evaluated. It is an essential component of medication management and will inform and
enable prescribers to make the most appropriate prescribing decisions for the patient. An
understanding of the patient's actual medication use is a prerequisite to safe medication
management. Medication reconciliation on admission is to identify unintended discrepancies
between medications prescribed on admission and the usual medications prior to
admission—sources to assist medication reconciliation included: electronic patient record;
patient’s ward case notes; interview with patient and/or patient carers. The number and type

of unidentified discrepancies were recorded [25--26].

(2) Patients have their medicines reviewed by a clinical pharmacist to ensure that
their medicines are clinically appropriate, and to optimize their outcomes from their medicines.
Medication review is to check for medication appropriateness on admission, during their stay
in hospital and also at discharge. There are 10 criteria to assess for appropriateness, namely
indication, effectiveness, dosage, correct direction, practical direction, drug-drug interaction,
drug-disease interaction, duplication, duration, and expense [26]. Recommendations from
the pharmacist after the reconciliation and medication review will then be communicated to the
in-charge doctor via a written note in the medical records. Recommendations are reinforced

verbally if deemed appropriate by the pharmacist.

(3) Pharmacist counselling on admission and also at discharge is provided to
improve patients’ drug knowledge to ensure proper use of drugs and compliance after
discharge. A discharge counselling service is provided for all patients who returned home. The
counselling included any changes to drug regimen; an explanation of each drug’s indication;
any untoward effects that might occur and when to seek medical advice; and drug storage and
administration instructions. An up-to-date medication list is prepared by the pharmacists n
discharge. They should be encouraged to share this list and request that it is reviewed with

them during encounters with healthcare providers.

The Impact of Medication Reconciliation (MedRec)



Pharmacy-led MedRec at admission or discharge is shown to reduce medication discrepancies
[25].

» A 2016 systematic review of 19 studies (11 of which were Randomised clinical Trials, showed
pharmacy-led medication reconciliation interventions to be an effective strategy to reduce
medication discrepancies. Greater impact was found when MedRec was conducted at either

admission or discharge, but lesser during multiple transitions in care [27].

Pharmacist-led MedRec showed reduced rate of all cause readmissions, all cause Emergency
Department visits, and Adverse Drug Event-related hospital interventions.

* A 2016 systematic review of 17 studies (eight of which were Randomised clinical Trials),
showed pharmacist-led medication reconciliation programmes to have clinical impact — a
substantial reduction in the rate of all-cause readmissions (19 per cent), all-cause Emergency
Department visits (28 per cent) and Adverse Drug Event-related hospital revisits (67 per cent)
[28].

Pharmacists Led Clinics, medication reconciliation and medication review by clinical
pharmacists have been shown to be cost effective and greatly enhance patient care quality. |
hope the Hospital Authority can speed up the implementation of Pharmacists Led Clinics and

Ward Clinical Pharmacy to relieve the workload of doctors and nurses.

Mary Catherine Cheng
Member, Pharmacy & Poisons Board of Hong Kong

Ex-- president, the Pharmaceutical Society of Hong Kong
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