
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

EVALUATION OF THE DISCHARGE MEDICINES REVIEW SERVICE 

 

APPENDICES 

 

March 2014 

 
 
 
 
 
 
 
 
 

Dr Karen Hodson, Cardiff School of Pharmacy & Pharmaceutical Sciences, Cardiff University  
Professor Alison Blenkinsopp OBE, Bradford University  

Professor David Cohen, HEPRU, University of South Wales 
Professor Marcus Longley, WIHSC, University of South Wales 

Dr M Fasihul Alam, HEPRU, University of South Wales  
Paul Davies, WIHSC, University of South Wales  

Dr Louise Hughes, Cardiff School of Pharmacy & Pharmaceutical Sciences, CardiffUniversity 
Dr Delyth James, Cardiff School of Pharmacy & Pharmaceutical Sciences, Cardiff University   

Cath O’Brien, Cardiff School of Pharmacy & Pharmaceutical Sciences, Cardiff University  
Dr Mathew Smith, Cardiff School of Pharmacy & Pharmaceutical Sciences, Cardiff University 

Lisa Turnbull, WIHSC, University of South Wales 
 
 
 
 
 
 
 
 

 



Contents 
 
APPENDIX 1 
 
 Membership of the Expert Panel (Economic Analysis) ..........................................................................................  
 
APPENDIX 2 
 
 Hospital Pharmacy – Discharge Medication Review Survey ...................................................................................  
 
APPENDIX 3 
 
 Community Pharmacy Discharge Medication Review Survey ................................................................................  
 
APPENDIX 4 
 
 Literature Search Strategy – V2 Key Words ..........................................................................................................  
 
APPENDIX 5 
 
 Community Pharmacists’ Semi-structured Interview Topic Guide .........................................................................  
 
APPENDIX 6 
 
 Community Pharmacist Information Sheet and Consent Form ..............................................................................  
 
APPENDIX 7 
 
 Community Pharmacists Email Invitation and Link to Electronic Survey .................................................................  
 
APPENDIX 8 
 
 Further Examples from Community Pharmacists of the Impact of Patient Care and Medicine Safety ......................  
 
APPENDIX 9 
 
 General Practitioner Semi-structured Interview Topic Guide ................................................................................  
 
APPENDIX 10 
 
 Hospital Pharmacists’ Semi-structured Interview Topic Guide ..............................................................................  
 
APPENDIX 11 
 
 Hospital Pharmacist Information Sheet and Consent Form ...................................................................................  
 
APPENDIX 12 
 
 DMR Evaluation: Severity Error Classification Scheme, adapted from the EQUIP (Dornan 2009) study ....................  
 
APPENDIX 13  
Examples of Errors Identified by the Expert Panels by Category .............................................................................  
 
 
 Additional Document References........................................................................................................................ 



Appendix 1: 
 

Membership of the Expert Panel (Economic Analysis) 
 

 

Mr R McArtney, Hospital Pharmacist 
 

Mr R Williams, Hospital Pharmacist 
 

Ms J Kember, Community Pharmacist 
 

Mrs S Lau, Community Pharmacist 
 

Ms R Mitchell, Community Pharmacist 
 

Dr R Bracchi, General Practitioner 
 

Dr T Lewis,  General Practitioner 

  



Appendix 2: 
 

Hospital Pharmacy – Discharge Medication Review Survey 
 
 

 
 

 



 
 

 



 
 

 



 
 



 
 



 
 



 
 



 
 



 
 



 
 



 
 



 
 



 
 



 
 



 
 



 
 



 
 



 
 



 
 





Appendix 3: 
 

Community Pharmacy  - Discharge Medication Review Survey 
 

 
 



 

 



 

 



 

 



 

 



 

 



 

 



 

 



 

 
 



 

 



 

 



 

 



 

 



 

 
 



 

 
 



 

 
 



 

 



 



Part F – Questions about the Impact of the DMR service 
 
 

 
32. Since the introduction of the DMR service in Wales would you say that your involvement in helping patients manage 

their medicines when discharged from hospital has…  
 
 

Not increased ….. 
 
 

 
Increased a little ….. 

 
 

 
Increased a lot ….. 

 
 

 
Please provide any further comments you may have in the space below 

 
…………………………………………………………………………………………………………………………………………………………………………………  
…………………………………………………………………………………………………………………………………………………………………………………  
…………………………………………………………………………………………………………………………. 

 
 

 
33. In terms of the potential impact on patient safety, in your opinion, are the discrepancies you have identified as a result 

of conducting a DMR mostly…  
 
 

Minor ….. 
 
 

 
Significant ….. 

 
 

 
Serious ….. 

 
 

 
Potentially lethal ….. 

 
 

 
34. If possible, please provide one example of a DMR which you feel has made a difference to patient care / patient safety.  
 

 
………………………………………………………………………………………………………………………………………………………………………………………………
…   
………………………………………………………………………………………………………………………………………………………………………………………………
…   
…………………………………………………………………………………………………………  

 
 
 
 
 
 



35. Do you have any further views or comments about the impact of the DMR service?  



…………………………………………………………………………………………………………………………………………………………………………………  
…………………………………………………………………………………………………………………………………………………………………………………  
………………………………………………………………………………………………………………………………………………………………… 

 
………………………………………………………………………………………………………………………………………………………………………………………………
…  
…………… 

 
 

 
The list below contains some statements that other community pharmacists have made about the DMR service. Please rate 
your agreement with the following: 
 

1 = Strongly   2 = Disagree 3 = 4 = Agree 5 = 

Disagree Uncertain  Strongly 
   Agree 

 
DMRs are making a positive difference for patients 

 
It makes the patient’s transition on 
discharge smoother 
 
Problems are being identified sooner and are  
‘nipped in the bud’ 

 
Time spent on the DMR service takes me away 
from other patients 

 
Providing DMRs means that I can contribute more to 
patient care 
 
A DMR is more beneficial to the patient than an  
MUR 

 
DMRs are a good thing but hard to do on top of 
everything else. 

 
DMRs take up a lot of my time for which I am not 
reimbursed by my employers 
 
The DMR form is too onerous to complete 

 
The reimbursement by the commissioner is 
not proportional to the input needed 
 
A DMR takes longer than an MUR 
 
DMRs are a worthwhile use of my time 

 
It helps foster good working relationships with local 
hospitals 

 
Relationships between pharmacy and GPs have 

generally improved as a result of the DMR service 
 
It helps to build rapport with patients 

 
It gets the patient ‘on side’ for future 
pharmacy encounters such as MURs 
 
It makes me feel that I have actually done 



something for the patient 

 
We are now being paid for something we 
were already doing 

 
I acknowledge that the DMR takes a long time, but 
it is worth it 
 
In general, I am enthusiastic about the service 

 
A DMR allows me to apply my clinical 
knowledge and skills to my practice 
 
 

 
Part G – Final Views about the DMR Service in Wales 
 
 

 
36. And finally, please add any further comments which you may have about the implementation of the DMR service in 

Wales or anything that has not been covered already (please continue on a separate page if needed).  
 
 
 
 
 
 
 
 

 
Thank you for taking the time to complete this survey, we are very grateful. 

 
Please return to Dr Delyth James in the Freepost envelope attached. 

 
School of Pharmacy & Pharmaceutical Sciences, Cardiff University, Redwood Building, 

 
King Edward VIIth Avenue, Cardiff, CF10 3NB.  (jamesdh@cf.ac.uk; 029 20872858) 

mailto:jamesdh@cf.ac.uk


Appendix 4: 
 

Literature Search Strategy – V2 Key Words 
 

 

Community pharmacy / community pharmacy services / community pharmacies / community 

pharmacist AND 

 
Medicines use review OR medication review 

Patient counselling OR patient education 

AND 

 
Care transitions 

Transfer of care 

Patient 

discharge AND 

 
Patient involvement/participation/collaboration 

Carer/care giver/family OR Carer/family 

involvement General Practitioner OR family doctor 

 
AND 

 
Discharge medication summary 

Discharge advice letter 

Electronic health record 

Information transfer 

 
Repeat 

prescription AND 

 
Outcomes 
 
Effectiveness 
 
Quality 
 
Databases: Medline, Embase, Cumulative Index to Nursing Allied Health (CINAHL) 



Appendix 5: 
 

Community Pharmacists’ Semi-structured Interview Topic Guide 
 

 

Introduction 
 
Thanks for agreeing to participate 

 
Explanation / reminder of aims of interviews: finding out the views and experiences of hospital 
pharmacists with regard to DMR service. 
 

Check consent for interview / recording etc. – sign sheets 

 
Housekeeping (use normal language and terminology / no right or wrong answers / speak freely: 
confidentiality etc.) 
 

Opening question:  
I wanted to start off with your experience of the DMR service: How much involvement have 
you had with the DMR service? 

Pick up on any changes over time and reasons for these. 

 

What are your overall views of the service? 
Pick up on barriers and facilitators. Why is this? Has this changed?  
What, for you, are the main pros of the service? What, for you, are the main cons of the 
service? 

 
 
The DMR process 

Talk me through your typical involvement in a DMR… 
 

How do you get the information for the DAL?  
Do you ever contact the GP or surgery (who do you deal with, how)? Do you ever 
contact the community pharmacy (how, who do you deal with)? Tell me about that. 
How easy is it to get the information? Any particularly problematic items? 

 

What do you do with the DAL? 
Give to patient? Send to community pharmacy? Send to GP? How? 

 

How do you deal with the issue of consent? 

 

Do you ever have to deal with follow-up requests from community pharmacists?  
How do they contact you? (Phone?) 
What kinds of info do they need? 
How easy is it to deal with these requests? 

 
Throughout – find out any problems at each stage. Have any of these factors changed 
over time? How? 

 
Explore the relationships involved – with drs / community pharmacists / patients and carers. 

 

 

How much extra time do you spend dealing with issues related to DMRs for a ‘typical’ 
patient? Actual working time – not time waiting for people to get back in touch. 

 
Getting information and completing DAL 

Providing DAL to relevant people 



Dealing with follow-up queries 
 

Any other tasks (e.g…….?) 
 

Total 
 
Total is most important – breakdown a bonus. Negotiate if unwilling to proffer numbers e.g. 
“How about 10 minutes?” 
 
 
The impact of the DMR service 

What do you feel is the impact of the DMR service for patients / carers? 
Benefits / negatives? 

 

Do you ever find out about the outcomes of a DMR? 
How? If not, would you want to? 

 

What kinds of issues have you come across through the DMR service?  
What are the most common? Would these have minor or major potential impact 
on patient?  
Can you tell me about the one(s) where you feel there has been the biggest 
potential impact? 

 

What about the impact of the service on you as a hospital pharmacist? 
Explore whether it has added to role / workload / job satisfaction etc. 

 

What about the impact of the service on your health professional colleagues? 
Non-pharmacy staff at ward level? GPs? Community pharmacists? 

 

Summary 

How do you see the future of the DMR service for you as a hospital pharmacist? 

 

Closing 

Thanks for answering my questions. 
 
 
Is there anything else relating to the DMR service that you wanted to say but haven’t had the 
chance? 
 

If yes, then explore and check if anything else to add after this. 

 

Explanation of what will happen to data 

 

Thanks and bye 



Appendix 6: 
 

Community Pharmacist Information Sheet and Consent Form 
 
 

 

EXAMPLE HEALTHCARE PROFESSIONAL INFORMATION SHEET 

 

This sheet will also be available in Welsh 
 
 

 

STUDY TITLE: EVAULATION OF THE DISCHARGE MEDICINES REVIEW (DMR) SERVICE 
 
 
 
 
I would like to invite you to take part in a service evaluation. Before you decide you need to 

understand why the service evaluation is being done and what it would involve for you. Please 

take time to read the following information carefully. Ask questions if anything you read is not clear 

or would like more information. Take time to decide whether or not to take part. 
 
 

 

WHAT IS THE PURPOSE OF THE STUDY? 
 
 
 
 
The Discharge Medicines Review service (or DMR service for short) is a service run by the 

hospital pharmacist, GP and community pharmacists. The intention is to make sure that any 

changes to a patient’s prescription whilst the patient is in hospital are carried on when the patient 

leaves hospital for home. 
 
 

 

This purpose of this study is understand how well this service is working. 
 
 

 

WHY HAVE I BEEN INVITED? 
 
 
 
 
If you are a community pharmacist we have asked you because you work with a very high or very 
low number of DMRs. 
 
 
 
 
If you are a hospital pharmacist we have asked you because your LHB has been geographically 
selected. 
 
 

 

If you are a GP your name has been suggested to us as a possible participant by the Deanery. 



DO I HAVE TO TAKE PART? 
 
 
 
 
It is up to you to decide. We will ask you to sign a consent form to show you agreed to take part. 
You are free to withdraw at any time, without giving a reason. 
 
 

 

WHAT WILL HAPPEN TO ME IF I TAKE PART? 
 
 
 
 
If you agree to participate and sign the consent form a member of our team will ring you and 

arrange to interview you over the telephone or in person at a time convenient to you between 9am 

and 5pm on a weekday. 
 
 

 

The interview will last around 30 minutes and will ask you about your experience of the DMR 
service. We will ask you at the start of the interview if you mind the interview being recorded. 
 
 
 
 
If you agree the recording will later be deleted. No personal identifiable information will be used in 
this study. 
 
 

 

IS THERE EXPENSES AND PAYMENTS? 
 
 

 

We cannot offer any expenses or payments. 
 
 

 

WHAT ARE THE POSSIBLE DISADVANTAGES AND RISKS OF TAKING PART? 
 
 

 

It will take up 30 minutes of your time. 
 
 

 

WHAT ARE THE POSSIBLE BENEFITS OF TAKING PART? 
 
 
 
 
The information we get from this study will lead us to make recommendations to improve the DMR 
service. 
 
 

 

WHAT IF THERE IS A PROBLEM? 



If you have a concern about any aspect of this study, you should ask to speak to the Project 

Manager who will do her best to answer your questions: Lisa Turnbull 01443 483070  

lisa.turnbull@southwales.ac.uk 
 
 

 

If you have a complaint about this service evaluation, your experience, and/or the interviewer 
please contact the Project Manager: Lisa Turnbull 01443 483070  lisa.turnbull@southwales.ac.uk 
 
 

 

If you remain unhappy and OR wish to complain formally you can do this through: 
 
University of South Wales, Pontypridd, Wales, UK, CF37 1DL 
 
Academic Registry 01443 482007 
 
 

 

WILL MY TAKING PART IN THE STUDY BE KEPT CONFIDENTIAL? 
 
 
 
 
All information which is collected about you during the course of this project will be kept strictly 

confidential. Notes or a recording from the telephone interview will be kept by the interviewer in a 

locked cabinet in a locked office. No personal identifiable information will be used in the writing of 

the final report of the study. Electronic data will be stored on a password protected computer 

known only by the interviewer. 
 
 

 

WHO IS ORGANISING OR SPONSORING THIS SERVICE EVALUATION? 
 
 
 
 
This study is being lead by the Welsh Institute for Health and Social Care at the University of 
South Wales in partnership with the Universities of Bradford and Cardiff. 
 
 

 

The study has been commissioned by Community Pharmacy Wales. 
 
 

 

FURTHER INFORMATION AND CONTACT DETAILS: 
 
 

 

Lisa Turnbull 
 
DMR Project Manager and Senior Fellow, WIHSC 
 
01443 483070  lisa.turnbull@southwales.ac.uk 

mailto:lisa.turnbull@southwales.ac.uk
mailto:lisa.turnbull@southwales.ac.uk
mailto:lisa.turnbull@southwales.ac.uk
mailto:lisa.turnbull@southwales.ac.uk


EXAMPLE INFORMED CONSENT FORM FOR STUDY PARTICIPANTS 
 
 
 

 

Study Title: Evaluation of the NHS Wales Community Pharmacy Discharge 
Medicines Review Service 

 

I agree to take part in the above study. I have had the study explained to me, and I have read the 

Participant Information Sheet. I understand that agreeing to take part means that I am willing to 

be interviewed by telephone or in person for about 30 minutes by a team member. 

 

Data Protection 
 
This information will be held and processed for the following purpose(s): 
 

 

 To understand the process of the Discharge Medicines Review Service 




 To assess your experience of the Discharge Medicines Review Service 


 
 
 
I understand that any information I provide is confidential, and that no information that could lead 

to the identification of any individual will be disclosed in any evaluation reports, or to any other 

party. No identifiable personal data will be published. The identifiable data will not be shared with 

any other organisation. 
 
 
 
 
I agree to team members from this evaluation project recording and processing this information 

about me. I understand that this information will be used only for the purpose(s) set out in this 

statement and my consent is conditional on the University complying with its duties and 

obligations under the Data Protection Act 1998. 

 

Withdrawal from study 
 
I understand that my participation is voluntary, that I can choose not to participate in part or all of 

the study, and that I can withdraw at any stage of the study without being penalised or 

disadvantaged in any way. 
 
 

 

Name (please print): .............................................................................. 
 
 

 

Telephone Number:……………………………………………………………………….. 
 
 
Signature: .............................................................................. 
 
Date: .............................................................................. 



Appendix 7: 
 

Community Pharmacists Email Invitation and Link to Electronic Survey 

 

E-MAIL TEXT FOR DISTRIBUTION OF SUVREY LINK TO COMMUNITY PHARMACISTS 
 
Re: Evaluation of the Discharge Medicines Review (DMR) Service in Wales 

 
The University of Bradford, University of Cardiff and University of South Wales are working together to 
undertake a review of the DMR service in Wales. 

 

The evaluation is split into a number of different phases, including analysis of DMR activity figures and a 

review of the clinical significance of the interventions made by community pharmacists. In addition, semi-

structured interviews have been conducted with patients, GPs, hospital and community pharmacists involved 

in the day-to-day running of the service. 

 

This information has been used to design a questionnaire in order to capture data from all community 

pharmacies registered to deliver this service. The results of the study will be feedback to the Welsh 

Government in the spring of 2014. 

 

We therefore wish to invite you to participate in the study by completing this survey which should take 

approximately 15 to 20 minutes. Within the survey, the barriers and facilitators to the delivery of the service 

will be explored, as well as the amount of time spent doing a typical DMR which will inform a health 

economic evaluation of this service. 

 
We would like to reassure you that any information provided will be kept confidential and reported 
anonymously. 
 

Please complete the survey by 31
st

 December 2013. You will receive a follow-up survey in 2 weeks. 
 
If you would prefer to complete a paper-based version of the questionnaire, please contact Dr Delyth James 
directly on  jamesdh@cf.ac.uk. 

 

We are extremely grateful for you taking the time to read this e-mail. Should you decide to take part in the 
study you may wish to gather some information relating to the DMR service before you start? 
 
Kind regards, 
 
Dr Mat Smith & Dr Delyth James 
 
 
 
 
If you have any general questions relating to any aspect of the study then please contact Dr Karen Hodson 
on 01633-682881 or HodsonKL@sky.com. 

mailto:jamesdh@cf.ac.uk


Appendix 8: 
 

Further Examples from Community Pharmacists of the Impact of 
Patient Care and Medicine Safety 

 

Community Pharmacists were asked in the survey of community pharmacists to: 

 

“If possible, please provide one example of a DMR which you feel has made a difference to patient care 
/ patient safety.” 
 

The responses provided are listed below: 
 

1. Nursing home patient; 3 formulation discrepancies   
2. Paracetamol prescribed by hospital on discharge, co-codamol on patients repeat 

prescription  

 
3. Patient had Levemir Flexpen on discharge letter but was unable to use this form of 

pen and has to have Levemir innolet because only has one hand. GP changed 
prescription.   

4. Incorrect strength of ramipril issued for a patient several weeks after discharge when 
hospital letter regarding hospital admittance received by GP. We were able to refer 
back to initial faxed discharge information.   

5. Script from surgery digoxin 250mcg actual disharge 125mcg and this is just one 
example.   

6. Patient restarted on Warfarin on discharge from hosptial by GP ( nomad patient high 
risk of patient not spotting error)  

 
7. FEW CASES OF INCORRECT WARFARIN DOSES WHICH COULD HAVE CAUSED HARM  

 
8. One patients medication was not changed from pre-admission even though the 

hospital had made several changes (the discharge medication sheet was not actioned 
in the surgery), furthermore the patient was vulnerable and would not have 
questioned what the surgery had given them.   

9. A patient was taking aspirin and clopidogrel when discharged from hospital but on 
checking with hospital the clopidogrel had been stopped in hospital. It has been 
added to the discharge letter by mistake.   

10. Increase in dose of bisoprolol from 2.5mg to 5mg not picked up by GP practice on 
repeat prescription following discharge.   

11. When the script came the strength had not been reduced I had to communicate with 
surgery to get new script for correct strength.   

12. Patient discharged suffering from chronic heart failure. Hospital advised that 
Eplerenone was not to be continued on discharge. Surgery contacted and Eplerenone 
re instated by the GP.   

13. So many - wrong dosages, wrong medication, wrong form and quantities!   
14. Discharge meds prescribed in liquid form but gp prescribed tablet form   
15. DIABETES MEDICINES BACK ON REPEAT   
16. Prednisolone discontinued by doctor in hospital and restarted on discharge as 

discharge misread   
17. A number of medicines were missed of the discharge which had not been stopped 

and patient was to continue on   
18. A patient was prescribed Prednisolone 100mg daily as an on-going repeat. On 

inspection of the discharge I found it to be Primidone 100mg daily for tremors. Had 
this been left unchecked I fear the patient would have become very unwell.   

19. When patient had new prescription from surgery after discharge, furosemide had  



been discontinued. This was not listed on the discharge letter. I spoke to surgery and 
highlighted the error and the furosemide was restarted.  

20. A customer approached me and said his mother would be discharged from hospital in 
the next week or two and would probably need a blister pack, I told him that when 
she was discharged, if he brought me the discharge letter, I could ensure the correct 
medication was supplied. Two weeks later a request arrived from the surgery for a 
blister pack for the mother, This was prepared and issued. The next day the son 
brought it back with the discharge letter, which I was able to check. The pack was 
incorrect as the surgery had issued the prescription based on her pre admission 
medication. I was able to inform the surgery and have the blister pack amended to 
the correct medication.   

21. One patient discharged on 12 different medicines- surgery reprinted repeat 
medication from before admission to hospital with heart attack. Hospital requested 
MDS because of number of meds. Patient extremely grateful as found MDS easy to 
follow.   

22. Eye drops changed to combination drops. Previous prescription also issued. Warfarin 
INR - incorrect INR on discharge sheet - patient has prosthetic valve, target INR was 
for Atrial Fibrillation.   

23. Patient prescribed warfarin and discharged on warfarin - no follow-up INR 
appointment arranged until did DMR, INR out of range and could have had serious 
consequences.   

24. Patient had a prescription waiting to pick up before he had gone into hospital he 
mentioned on collecting he had been in hospital, I rang hospital to ask for DMR and 
three of his meds had been stopped and completely new item added   

25. One recent DMR prescribed amitriptyline 10mg two at night (by surgery) but changed 
to one at night on discharge.   

26. Adcal caplets changed to Adcal chewable tabs on discharge but not on prescriptions 
or repeat.   

27. Started on ACE inhibitor - not had U+E since leaving hospital. Countless number of 
medicines re-started in community after discharge.  

28. Child prescribed double the intended dose of an anti-rejection drug.   
29. Patient had two items recently continued by GP practice, which should have been 

stopped. These items were the reason for the patient’s admission to hospital in the 
first place.   

30. Patient taking medicines hospital not aware of. These medicines omitted from 
discharge summary. On discussion with patient still taking. GP removed items from 
patient repeat list to match discharge summary but this was not accurate.   

31. Patient discharged from hospital to care home on 11 meds. Surgery provided Rx 
based on old info, 7 meds had actually changed   

32. Patient on oxycodone switched to morphine and being prescribed both. Patient's wife 
collecting prescriptions from two different pharmacies. We signed him up to a DMR as 
we do his repeat prescription. Repeat prescription issued at branch surgery and GP 
signed prescription. Discharge info had been handed in to main surgery. We 
requested the discharge info and discovered a number of discrepancies including 
medication stopped in hospital that the wife was continuing to give him and request 
from the surgery despite this. We got the repeat list updated to reflect discharge info 
and convinced her to return the stopped medication.   

33. Prescription with an item on it which had been taken off on the DMR, as patient had 
been put on another similar item, would have taken both if pharmacy had not 
intervened.   

34. Elderly patient received a prescription for their original medication in addition to new 
medication, which could have been potentially lethal.   

35. Patient discontinued on diuretic due to sodium levels, but GP/surgery staff had not 
noticed and recommenced, could've led to a significant deterioration in patients 
condition   

36. A patient's beta-blocker dose changed from once to twice daily dosage by hospital .GP 
prescribed the drug as pre-admission .DMR service picked up and resolved.  



37. A patient switched to Metformin MR from normal by hospital. Surgery missed this 
DMR picked it up and resolved.   

38. Someone who went in for a scheduled hip replacement due to arthritis was found to 
still be on very strong painkillers once home and settled, because the surgery had not 
updated the patients record to say that the arthritic pain (management) should be 
reduced and the hospital is now only recommending paracetamol. Patient was found 
to still be taking tramadol, and just didn't need it, but because the surgery kept 
issuing felt she should take it, which was putting her at risk of falls.   

39. Warfarin dose of 0.5mg - patient told by nursing staff to cut 1mg tablets in half - did 
not know patient had been in hospital until she rang asking to buy a pill cutter. She 
hadn't been able to get the discharge notes to the GP as it had been a weekend 
discharge. Admittedly it doesn't fit the profile of a DMR but intervention was needed.   

40. Often the intervention comes before a prescription is produced - more often than not 
that is the case with MDS patients   

41. Incorrect dosage transposed from discharge to GP computer leading to potential 
underdosage   

42. Patient had been receiving tablets in hospital that were being crushed by staff but 
when discharged she was not able to do this herself so was going without pain relief. 
Following discussion with surgery switched to soluble formulation.   

43. GP prescription was written up for the wrong dose of Furosemide Tablets. The dose 
pre-hospitalisation was one tablet twice a day and post-hospitalisation one tablet 
once a day. The Pharmacist was able to contact the GP and provide a copy of the 
Discharge note to show the change. The prescription was amended and the patient 
received the correct dosage.   

44. Surgery had misread the dose of a drug and a double dose had been prescribed.   
45. One patient was discharged with 3 changes all well documented on the discharge 

letter. The discharge clearly showed all the changes including the insulin. The insulin 
was incorrect and had been written wrongly. This could and probably would have 
been very serious.   

46. Hospital discharge note incomplete, GP assumed item discontinued so did not issue to 
patient when requested.   

47. Patient (had) not understood that he should have been halving Eplenerone tablets - 
hospital had reduced dosage because of issues with renal function, but he had 
unwittingly increased dose back to a whole tablet when he got home. The dose on the 
GP prescription was written correctly, but it was only during the DMR process that this 
came to light.   

48. Wrong insulin prescribed by GP following a hospital admission   
49. Meds discontinued in hospital restarted in community by GP in addition to new meds 

for similar use.   
50. Patient received wrong strength of inhaler versus discharge letter   
51. Not all medication listed on discharge note so GP thought that antidepressant 

medication had been stopped when it should have been continued.  
52. Ivabridine stopped by cardiac consultant - reinitiated in community.   
53. Discharged on warfarin without adequate counselling (or patient had forgotten what 

they had been told!)  
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General Practitioners’ Semi-structured Interview Topic Guide 

GP Interview Schedule 

For GPs and surgery staff 
 

Thanks for agreeing to participate 

 

Explanation / reminder of aims of interviews: finding out views and experiences with regard to DMR 
service. 
 

Check consent for interview /notes 

 

Housekeeping (use normal language and terminology / no right or wrong answers / speak freely: 
confidentiality etc.) 
 

1. I wanted to start off with your experience of the DMR service: How did you find out about it?  
 

When was this? Why was this?  
 
2. What do you know about the service?  
 

How? Explore whether the reasons for this.  
 
3. Talk me through your involvement in the DMR service… How / why do you get involved? Where / 

who did initial involvement come from?  
  

4. What do you do with regard to your involvement in the service?   
If discuss provision of information, find out what this is and where they get it from. How easy is it 
to provide this information? Any barriers? (Consent?)  
  

5. How much extra time do you spend dealing with issues related to DMRs for a ‘typical’ patient? 
Push for a number – be prepared to negotiate: “ten minutes?”, may help to break down into tasks.  
  

6. Do you promote the service in any way to your patients?  
Why / why not?  

 
7. What do you feel is the impact of the DMR service for patients / carers?  

Benefits / negatives? Have you noticed any difference in patient understanding / Have you noticed any 
difference in patient adherence?  

 
8. What kinds of issues have you come across through the DMR service?  

What are the most common? Would these have minor or major potential impact on patient? Can you 
tell me about the one(s) where you feel there has been the biggest potential impact?  

 
9. What about the impact of the service on you as a GP / <role>?  

Explore whether it has added to role / workload / job satisfaction etc.  
 
10. What about the impact of the service on your health professional colleagues?   

Community pharmacists? Hospital pharmacists?   
Explore any impact on the relationship between GP / surgery staff and pharmacists.  



11. What are your overall views of the service?   
What, for you, are the main pros of the service? What, for you, are the main cons of the service? 
Pick up on barriers and facilitators. Why is this? Has this changed over time?  



Appendix 10: 
 

Hospital Pharmacists’ Semi-structured Interview Topic Guide 
 

 

HOPSITAL PHARMACISTS 
 
Introduction 
 
Thanks for agreeing to participate 

 
Explanation / reminder of aims of interviews: finding out the views and experiences of hospital 
pharmacists with regard to DMR service. 
 

Check consent for interview / recording etc. – sign sheets 

 
Housekeeping (use normal language and terminology / no right or wrong answers / speak freely: 
confidentiality etc.) 
 

Opening question:  
I wanted to start off with your experience of the DMR service: How much involvement have 
you had with the DMR service? 

Pick up on any changes over time and reasons for these. 

 

What are your overall views of the service? 
Pick up on barriers and facilitators. Why is this? Has this changed?  
What, for you, are the main pros of the service? What, for you, are the main cons of the 
service? 

 
 
The DMR process 

Talk me through your typical involvement in a DMR… 
 

How do you get the information for the DAL?  
Do you ever contact the GP or surgery (who do you deal with, how)? Do you ever 
contact the community pharmacy (how, who do you deal with)? Tell me about that. 
How easy is it to get the information? Any particularly problematic items? 

 

What do you do with the DAL? 
Give to patient? Send to community pharmacy? Send to GP? How? 

 

How do you deal with the issue of consent? 

 

Do you ever have to deal with follow-up requests from community pharmacists?  
How do they contact you? (Phone?) 
What kinds of info do they need? 
How easy is it to deal with these requests? 

 
Throughout – find out any problems at each stage. Have any of these factors changed 
over time? How? 

 
Explore the relationships involved – with drs / community pharmacists / patients and carers. 

 

 

How much extra time do you spend dealing with issues related to DMRs for a ‘typical’ 
patient? Actual working time – not time waiting for people to get back in touch. 

 
Getting information and completing DAL 



Providing DAL to relevant people 

Dealing with follow-up queries 
 

Any other tasks (e.g…….?) 
 

Total 
 
Total is most important – breakdown a bonus. Negotiate if unwilling to proffer numbers e.g. 
“How about 10 minutes?” 
 
 
The impact of the DMR service 

What do you feel is the impact of the DMR service for patients / carers? 
Benefits / negatives? 

 

Do you ever find out about the outcomes of a DMR? 
How? If not, would you want to? 

 

What kinds of issues have you come across through the DMR service?  
What are the most common? Would these have minor or major potential impact 
on patient?  
Can you tell me about the one(s) where you feel there has been the biggest 
potential impact? 

 

What about the impact of the service on you as a hospital pharmacist? 
Explore whether it has added to role / workload / job satisfaction etc. 

 

What about the impact of the service on your health professional colleagues? 
Non-pharmacy staff at ward level? GPs? Community pharmacists? 

 

Summary 

How do you see the future of the DMR service for you as a hospital pharmacist? 

 

Closing 

Thanks for answering my questions. 
 
 
Is there anything else relating to the DMR service that you wanted to say but haven’t had the 
chance? 
 

If yes, then explore and check if anything else to add after this. 

 

Explanation of what will happen to data 

 

Thanks and bye 



Appendix 11: 
 

Hospital Pharmacist Information Sheet and Consent Form 
 
 

 

EXAMPLE HEALTHCARE PROFESSIONAL INFORMATION SHEET 

 

This sheet will also be available in Welsh 
 
 

 

STUDY TITLE: EVAULATION OF THE DISCHARGE MEDICINES REVIEW (DMR) SERVICE 
 
 
 
 
I would like to invite you to take part in a service evaluation. Before you decide you need to 

understand why the service evaluation is being done and what it would involve for you. Please 

take time to read the following information carefully. Ask questions if anything you read is not clear 

or would like more information. Take time to decide whether or not to take part. 
 
 

 

WHAT IS THE PURPOSE OF THE STUDY? 
 
 
 
 
The Discharge Medicines Review service (or DMR service for short) is a service run by the 

hospital pharmacist, GP and community pharmacists. The intention is to make sure that any 

changes to a patient’s prescription whilst the patient is in hospital are carried on when the patient 

leaves hospital for home. 
 
 

 

This purpose of this study is understand how well this service is working. 
 
 

 

WHY HAVE I BEEN INVITED? 
 
 
 
 
If you are a community pharmacist we have asked you because you work with a very high or very 
low number of DMRs. 
 
 
 
 
If you are a hospital pharmacist we have asked you because your LHB has been geographically 
selected. 
 
 

 

If you are a GP your name has been suggested to us as a possible participant by the Deanery. 



DO I HAVE TO TAKE PART? 
 
 
 
 
It is up to you to decide. We will ask you to sign a consent form to show you agreed to take part. 
You are free to withdraw at any time, without giving a reason. 
 
 

 

WHAT WILL HAPPEN TO ME IF I TAKE PART? 
 
 
 
 
If you agree to participate and sign the consent form a member of our team will ring you and 

arrange to interview you over the telephone or in person at a time convenient to you between 9am 

and 5pm on a weekday. 
 
 

 

The interview will last around 30 minutes and will ask you about your experience of the DMR 
service. We will ask you at the start of the interview if you mind the interview being recorded. 
 
 
 
 
If you agree the recording will later be deleted. No personal identifiable information will be used in 
this study. 
 
 

 

IS THERE EXPENSES AND PAYMENTS? 
 
 

 

We cannot offer any expenses or payments. 
 
 

 

WHAT ARE THE POSSIBLE DISADVANTAGES AND RISKS OF TAKING PART? 
 
 

 

It will take up 30 minutes of your time. 
 
 

 

WHAT ARE THE POSSIBLE BENEFITS OF TAKING PART? 
 
 
 
 
The information we get from this study will lead us to make recommendations to improve the DMR 
service. 
 
 

 

WHAT IF THERE IS A PROBLEM? 



If you have a concern about any aspect of this study, you should ask to speak to the Project 

Manager who will do her best to answer your questions: Lisa Turnbull 01443 483070  

lisa.turnbull@southwales.ac.uk 
 
 

 

If you have a complaint about this service evaluation, your experience, and/or the interviewer 
please contact the Project Manager: Lisa Turnbull 01443 483070  lisa.turnbull@southwales.ac.uk 
 
 

 

If you remain unhappy and OR wish to complain formally you can do this through: 
 
University of South Wales, Pontypridd, Wales, UK, CF37 1DL 
 
Academic Registry 01443 482007 
 
 

 

WILL MY TAKING PART IN THE STUDY BE KEPT CONFIDENTIAL? 
 
 
 
 
All information which is collected about you during the course of this project will be kept strictly 

confidential. Notes or a recording from the telephone interview will be kept by the interviewer in a 

locked cabinet in a locked office. No personal identifiable information will be used in the writing of 

the final report of the study. Electronic data will be stored on a password protected computer 

known only by the interviewer. 
 
 

 

WHO IS ORGANISING OR SPONSORING THIS SERVICE EVALUATION? 
 
 
 
 
This study is being lead by the Welsh Institute for Health and Social Care at the University of 
South Wales in partnership with the Universities of Bradford and Cardiff. 
 
 

 

The study has been commissioned by Community Pharmacy Wales. 
 
 

 

FURTHER INFORMATION AND CONTACT DETAILS: 
 
 

 

Lisa Turnbull 
 
DMR Project Manager and Senior Fellow, WIHSC 
 
01443 483070  lisa.turnbull@southwales.ac.uk 

mailto:lisa.turnbull@southwales.ac.uk
mailto:lisa.turnbull@southwales.ac.uk
mailto:lisa.turnbull@southwales.ac.uk
mailto:lisa.turnbull@southwales.ac.uk


EXAMPLE INFORMED CONSENT FORM FOR STUDY PARTICIPANTS 
 
 
 

 

Study Title: Evaluation of the NHS Wales Community Pharmacy Discharge 
Medicines Review Service 

 

I agree to take part in the above study. I have had the study explained to me, and I have read the 

Participant Information Sheet. I understand that agreeing to take part means that I am willing to 

be interviewed by telephone or in person for about 30 minutes by a team member. 

 

Data Protection 
 
This information will be held and processed for the following purpose(s): 
 

 

 To understand the process of the Discharge Medicines Review Service 




 To assess your experience of the Discharge Medicines Review Service 


 
 
 
I understand that any information I provide is confidential, and that no information that could lead 

to the identification of any individual will be disclosed in any evaluation reports, or to any other 

party. No identifiable personal data will be published. The identifiable data will not be shared with 

any other organisation. 
 
 
 
 
I agree to team members from this evaluation project recording and processing this information 

about me. I understand that this information will be used only for the purpose(s) set out in this 

statement and my consent is conditional on the University complying with its duties and 

obligations under the Data Protection Act 1998. 

 

Withdrawal from study 
 
I understand that my participation is voluntary, that I can choose not to participate in part or all of 

the study, and that I can withdraw at any stage of the study without being penalised or 

disadvantaged in any way. 
 
 

 

Name (please print): .............................................................................. 
 
 

 

Telephone Number:……………………………………………………………………….. 
 
 
Signature: .............................................................................. 
 
Date: ..............................................................................



Appendix 12: 
 

DMR Evaluation: Severity Error Classification Scheme, adapted 
from the EQUIP (Dornan 2009) study 

 

 

Severity Definition Examples from EQUIP study 

Classification    
   

Minor error An error is defined as minor if it could have   Simvastatin  prescribed  in  the 

 one or more of the following consequences: morning rather than at night 
     Bisoprolol – 2 puffs four times a day 

   Duplicate  therapy  was  prescribed   No maximum dosage stated on prn 

  without potential for increased adverse medicines 

  effects  

   The wrong route was ordered without  

  potential  for  toxic  reactions  or  

  therapeutic failure.  

   The order lacked specific drug, dose,  

  dosage strength, frequency, route or  

  frequency information.  

  Illegibily, ambiguous or non-standard  

  abbreviations  

   An errant order was written that was  

  unlikely to be carried out given the  

  nature of the drug, dosage form, route  
  ordered, missing information etc.  

Significant An error is defined as significant if it could   Most examples are of drugs missed 

error have one or more of the following results: out on admission or at discharge. If 
   the drug was a POM or CD then it 
   The  dose  of  the  drug  with  low was classed as significant; if it was a 

  therapeutic index is too high (half to 4 P medicine then it was classed as a 

  times the normal dose) minor error. 
   The dose of the drug is too low for a   Alot were also dosage errors 

  patient with the condition being treated.  

   The  wrong  laboratory  studies  to  

  monitor a specific side effect of a drug  

  are ordered  

   The wrong route of administration for  

  the condition being treated is ordered  

  e.g. the inadvertent change from IV to  

  oral  therapy  for  the  treatment  of  

  bacterial meningitis  

   Errors ordering fluids are made  

  Errors of omission whereby patient’s  

  regular medication is not prescribed  

  either on admission, during a rewrite  

  and on discharge  

Serious error An error is defined as serious if it could have   Prescribing of paracetamol regularly 

 one or more of the following results: and prn paracetamol/co-codamol 
     Omission of antiepileptic drug or 

  The  route  of  drug  administration olanzapine  



 
ordered is inappropriate, with the 
potential of causing the patient to suffer 
a severe toxic reaction.  

 The dose of the drug prescribed is too 
low for a patient with a serious disease 
who is in acute distress 

 The dose of a drug with a low 
therapeutic index is to high (4-10 times 
the normal dose) 

 The dose of the drug would result in 
serum drug levels in the toxic range e.g. 
theophylline levels 20-30micrograms 
per ml 

 The drug orders could exacerbate the 
patient’s conditions e.g. drug-drug 
interaction or drug-disease interaction. 

 The name of the drug is misspelled or 
illegible creating a risk that the wrong 
drug might be dispensed including 
errors in decimal points or units if the 
error could lead to the dose being given. 

 High dosage (10 times) normal of a drug 
without a low therapeutic index.  

Potentially An error is defined as potentially lethal if it  
lethal error could have one or more of the following 

 consequences:       

   The serum level resulting from such a 

  dose is likely to be in severe toxicity 

  range  based  on  common  dosage 

  guidelines e.g. serum theophylline 

  concentrations greater than 

  30micrograms per ml. More than 10 

  times the dose of chemotherapy agent. 
   The drug being administered has a high 

  potential to cause cardiopulmonary 

  arrest in dose ordered.    

  The drug administered has a  high 

  potential to cause a life threatening 

  adverse reactions, such as anaphylaxis, 
  in light of the patient’s medical history. 
  The dose of a potentially life-saving 

  drug is too low for a patient having the 

  disease being treated.    

  The dose of a drug with a very low 

  therapeutic index is too high (10 times 

  normal dose)      

 

Alendronate 70mg daily 
 Simvastatin and macrolide 

interactions 
 Patient taking 2 diuretics but 

dehydrated 
 Prophylactic doses of tinzaparin 

when treatment dose required. 
 Chemotherapy underdosed. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 Omission of high risk drug – 
warfarin, insulin, steroids in certain 
conditions – on prescription or 
discharge prescription.  

 Prescription when u used for units 
of decimals where administration 
error could potentially occur. 

 Prescribing a drug a patient is 
allergic to 

 Omission of omeprazole after 
patient had GI bleed. 

 Tinzaparin (therapeutic dose) 
prescribed three times a day. 

 Toxic gentamicin levels not reduced. 
 Prescribing paracetamol and co-

codamol regularly together 



Appendix 13: Examples of Errors Identified by the Expert Panels by 
Category 

 

 

Category Example 

of error   
  

Minor   Omeprazole continued in wrong formulation (should have been MUPS) 

   Calichew forte prescribed instead of Calceos 

   Metoclopramide prescribed TDS instead of BD 

Significant  86 year old, female on 7 medicines.  Gliclazide prescribed 80mg 2x daily instead of 
  40mg 2x daily on first prescription post discharge. GP agreed for dose to be amended. 

  86 year old, female on 6 medicines. Medicines changed during admission. Aspirin dose 

  reduced to 75mg daily from 150mg daily and amlodipine 5mg daily (a new item) and 

  lactulose missing off the first prescription post discharge. All amended by the GP once 

  queried by the community pharmacist. 

Serious  79 year old (gender not stated) on 8 medicines. Clopidrogrel 75mg daily was to start 
  one week post discharge but not on GP prescription as GP had not received any 

  communication from hospital about this change. GP prescribed the drug after seeing 

  communication from hospital to community pharmacist. 
 

 84 year old (gender not stated) on 9 medicines. Ivabradine and losartan doses changed 
in hospital but new doses not prescribed on first prescription post discharge as GP had 
not received any communication from hospital about this change. After discussion, 
doses were amended to reflect those on discharge advice letter. 


 Patient (age/ gender not stated) 11 medicines. Medicines changed during admission 

and adjustments were required (e.g. MAR or MDS). Furosemide 40mg 2x daily 
prescribed twice on the first prescription. GP agreed for one to be deleted. Calcichew 

D3 forte 2x daily on prescription when should have been 1x daily (as per discharge 
advice letter). GP agreed to decrease the dose. 


 71 year old male on 8 medicines. Medicines changed during admission. Lisinopril 10 mg 

daily and gliclazide 80mg daily (for low blood glucose) had been discontinued in 
hospital but both prescribed on first prescription post discharge. GP agreed for both 
not to be dispensed. 


 78 year old female on 10 medicines. Levetiracetam prescribed as 250mg 2x daily on 

first prescription post discharge. Should have been 500mg 2x daily as per discharge 
advice letter. GP amended prescription. 



Potentially 

lethal 

 
 42 year old female on 12 medicines. Medicines changed during admission and patient 

required blister pack. Enoxaparin 120mg daily not prescribed on the first prescription 
post discharge. 

 
 95 year old male with 6 medicines. Medicines changed during admission and patient 

required blister pack. Aspirin 300mg daily and citalopram discontinued by hospital. On 
first prescription post discharge aspirin had been prescribed, although no citalopram. 
GP confirmed neither were required. 


 52 year old male on 14 medicines. Medicines changed during admission. Aspirin had 

been restarted in the community after being discontinued by hospital. Whilst details 
not stated as to the reason for the discontinuation, patient was also taking warfarin 
and clopidrogrel. 


 73 year old male on 16 medicines. Medicines changed during admission. Aspirin 

restarted on first prescription post discharge after being stopped in hospital due to a 
gastrointestinal bleed. 


 56 year old patient on 11 medicines. Medicines changed during admission: bisoprolol 

2.5mg daily, gliclazide 80mg daily, GTN spray when required, isosorbide mononitrate 
10mg 2x daily and clopidrogrel 75mg daily (for 1 year) added to prescription. Currently 
taking: amoxicillin 500mg 3x daily, amlodipine 5 mg daily, aspirin 75mg daily, ramipril 
10mg daily, simvastatin 40mg at night and omeprazole 40mg daily. None of new 
medicines prescribed on first prescription post discharge. On discussion with GP a new 
prescription was issued. 


 65 year old female on 10 medicines. Rivaroxaban 20mg daily and omeprazole 20mg 

daily discontinued in community post discharge. Patient had been newly prescribed 
rivaroxaban in hospital to treat multiple pulmonary emboli, as allergic to warfarin. GP 
contacted and prescription received for the drugs. 


 78 year old male on 16 medicines. Medicines changed during admission. Long-term 

steroids, prednisolone 5mg daily, discontinued on first prescription post discharge. GP 
agreed to prescribe them. 


 75 year old male patient, on 8 medicines, of which 3 were inhalers. All inhalers (clenil, 

salbutamol and atrovent) and codeine phosphate not prescribed on first prescription 
post discharge. GP agreed to prescribe them. 
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