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Our purpose

Pharmacy Intervention at InS:PIRE 

Introduction
When patients are admitted to the Intensive Care Unit (ICU), long 
term medication is often withheld and new medication started. 
Although for good reasons, the reason and proposed duration of 
treatment is not always communicated to downstream wards or 
to Family Doctors (GPs) when the patient is discharged. This can 
lead to ongoing medication issues. To identify and resolve these 
issues, a medication review by a critical care pharmacist as part of 
the InS:PIRE programme is an opportunity to provide education 
and information to patients and care givers about any changes  
to medicines.

Pharmacist’s Role
Prior to each of the InS:PIRE groups, the pharmacist looked at 
the medication prescribed before a patient was admitted to 
ICU, when they were discharged from ICU, and when they were 
discharged from hospital. The pharmacist then compared this to 
the medication prescribed on the patient’s attendance at InS:PIRE. 

Patients were encouraged to discuss any concerns they had 
surrounding their medication with their GP using the Ask Me  
3 Tool. These recommendations were also communicated to  
the GPs by letter when each cohort of the InS:PIRE  
programme finished.

Lesley Barker, Senior Pharmacist

Results

Data was collected from 20 out of the 21 patients attending the three InS:PIRE 
groups. A total of 87 medicines were prescribed before admission to ICU, 167 on 
ICU discharge, 159 on hospital discharge and 132 on attendance at InS:PIRE.

The main care issues identified were:

•	 Drug omissions: long term medication was not restarted or new medication 
was not continued.

•	 Duration of treatment for medicines such as iron supplements and gastric 
protection was not documented.

•	 A lack of education about medicines.
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We took action based on the pharmaceutical care issues mentioned 
above and recommended numerous interventions to patients and GPs 
to review the medicines prescribed, suggest discussion about ongoing 
management of medication and medical conditions and improve 
education about medicines. The significance of these interventions are 
classified and are shown in figure 2.

The most common issue highlighted by patients was the lack of 
information given on discharge to them or their care givers about 
changes to their medication.

Figure 3 highlights the need for education on medication and the value 
of prompts such as medication passports for these patients.

Future work
•	 Developing  a document for medicines reconciliation on discharge 

from ICU 
•	 Improving communication and patient education about medication 

on discharge.

Figure 3

For more information, please email  lesley.barker@aapct.scot.nhs.uk.


