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AbsTrACT
Objectives Problems relating to patients’ medication 
are common during hospital discharge, often resulting 
in unnecessary harm to patients and even hospital 
readmission. To overcome these issues and improve 
patient discharge, an evidence-based approach was used 
to develop an innovative model of care for the supply of 
medication at hospital discharge. The model increases 
pharmacy involvement, uses community pharmacies in 
the supply process and encourages patient follow-up 
after discharge. This study aimed to determine if the 
proposed new model of care was considered feasible and 
acceptable by the target population.
Methods This formative evaluation involved qualitative 
interviews and focus groups to explore the opinions of 
stakeholders involved in delivery or use of the new model 
of care. A range of stakeholders participated, including 
a variety of hospital and community-based healthcare 
professionals as well as expert patients and carers. 
Thematic analysis of the data was undertaken.
results The study provided a holistic overview of 
stakeholder perceptions of the new model of care. 
Overall, stakeholders were enthusiastic about the new 
model. Three themes emerged during analysis, providing 
an informative review of the new model. Themes 
included: impact, resources required and ensuring safety 
and quality of the new model of care. Potential issues 
were identified within each theme along with ideas for 
overcoming these issues.
Conclusions The new model of care appears to be a 
positive step towards improving patient discharge from 
hospital. Future work will involve a pilot of the new 
model of care using the study findings to assist with 
implementation.

InTrOduCTIOn
National Health Service (NHS) England’s mission 
is to secure high-quality care for all.1 Patient 
discharge from hospital back into the community is 
an important step in the patient journey requiring 
high-quality care. To ensure high-quality care at 
discharge, communication between care settings is 
essential to provide safe and robust ongoing care. 
Hospital discharge is complex, involving aspects 
of both health and social care, and depends on 
individual patient needs. This paper will focus on 
the process of medication supply at discharge and 
transfer of any associated information to healthcare 
professionals in the community.

Currently, the process of medication supply at 
discharge begins with the creation of a discharge 
prescription, commonly referred to as ‘To Take 
Out’ (TTO). The TTO is a complete and accurate 
list of all medications the patient should take after 

discharge from hospital. A typical discharge process 
involves a doctor writing the TTO for a patient 
which is checked by a pharmacist. Any medication 
needed is dispensed by the hospital pharmacy based 
on this TTO. The nurse responsible for the patient 
on the ward will check the medications against the 
TTO before giving them to the patient. A copy of the 
TTO is then sent to the patient’s general practitioner 
(GP) within 24 hours of their discharge, along with 
a copy of the discharge summary containing details 
of the inpatient episode. Providing a complete and 
accurate discharge summary aids the transfer of 
care from hospital into the community and allows 
the GP to coordinate appropriate ongoing care.2 
The discharge summary is not routinely provided 
to other healthcare professionals in the community.

A variety of issues are associated with the current 
discharge process. Discharging patients from acute 
NHS hospitals is a time-consuming process, often 
resulting in patients waiting for medicines and 
temporarily blocking beds.3 Additionally, many 
older patients experience medication discrepancies 
after transferring from hospital to home4 which can 
cause unnecessary harm to patients and can result 
in readmission to hospital.5 There are many poten-
tial sources of error at discharge,6 7 particularly 
with regard to the supply of discharge medication 
and communication between care settings. Factors 
thought to contribute to medication discrepancies 
after hospital discharge include: incomplete infor-
mation on discharge summaries sent to GPs,8–11 
lack of prompt transfer of information to a patient’s 
GP8 9 11 12 and lack of patient understanding of 
discharge instructions.8 9 13

Many attempts have been made to improve 
patient discharge with varied success. Worldwide, 
several large-scale programmes were designed to 
improve transitions of care.14–19 In the UK, smaller 
scale interventions have taken place, with few 
published studies of the findings. Improvement 
interventions have targeted different aspects of 
patient discharge. During hospital admission, inter-
ventions such as utilising pharmacist prescribers 
to write discharge prescriptions,3 20 pre-empting 
writing discharge prescriptions21 and dispensing 
for discharge8 have been used. Other interventions 
across the interface such as carrying out medication 
reviews after discharge22 23 and utilising community 
pharmacists to improve transfer of care24–28 have 
shown some benefit.

development of a new model of care to improve 
patient discharge
Improvement is still required at discharge to 
ensure high-quality care across the interface and 
to reduce the problems that impact both patients 
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and healthcare providers alike. Consequently, the research team 
opted for an innovative solution to improve patient discharge 
and developed a new model of care (MOC) for the supply of 
medication at discharge, which aimed to provide safe, quality 
and effective transfer for patients across the hospital-community 
interface. The research team consisted of a team of pharmacists 
with backgrounds in primary care, hospital and community phar-
macy. Development of the new MOC was evidence based and 
involved a multistage process. This began with an exploration 
of the issues with the current discharge process, their causes and 
potential solutions. Both qualitative and quantitative methods 
were used to investigate the current discharge process from 
multiple perspectives. Numerous issues were highlighted with 
the discharge process. Full details can be seen in two previously 
published papers.6 29 Key issues highlighted by both pharmacists 
and patients were: the time delay between informing patients 
about their discharge and them leaving the hospital, the length 
of time taken to supply medication for discharge and the quality 
of patient counselling. Based on these findings and current liter-
ature, the MOC was developed and revised until the new MOC 
for the supply of discharge medication was finalised. This MOC 
can be seen in figure 1.

The MOC differs from the current discharge process signifi-
cantly. The MOC involves a pharmacy-led process within the 
hospital, which aims to improve collaboration across the inter-
face by sending an electronic copy of the discharge prescrip-
tion to a community pharmacy of the patient’s choice to be 
dispensed. There are two reasons for this: to reduce the wait for 
discharge medication in hospital and to promote communica-
tion between hospital and community pharmacists. This should 
prompt patient follow-up by community pharmacists and allow 
them to provide appropriate patient care after discharge from 
hospital.

This study involved a formative evaluation of the new MOC, 
which looked to identify any potential issues and establish the 
views of relevant stakeholders involved in different aspects of 
the new MOC. The findings from this formative evaluation were 
important to facilitate the MOC’s success upon implementation.

AIM
To determine if the proposed new MOC for the supply of medi-
cation at hospital discharge was considered feasible and accept-
able by stakeholders.

MeThOd
This qualitative study involved semistructured, face-to-face inter-
views and focus groups with stakeholders. The data collection 
method chosen was dependent on availability and preference 
of participants, providing both options increased participa-
tion. For example, patient and carer representatives preferred 
to participate in a focus group. The data collection methods 
were both suitable to provide detailed, thought-provoking 
discussions about the MOC with participants and allowed the 
researcher to probe for more detail where appropriate. A range 
of stakeholders involved in different aspects of the new MOC 
were appropriate to identify issues and suggest improvements 
to different aspects of the MOC. Stakeholders included: poten-
tial service users, hospital pharmacists, pharmacy technicians, 
nursing staff, hospital doctors, community pharmacists and GPs. 
Participants were drawn from hospital staff in NHS hospitals 
across Cheshire and Merseyside. Non-hospital-based partici-
pants were identified from GP practices, community pharmacies 
and patients and public involvement groups in the Merseyside 

area. Participants unfamiliar with any aspect of patient discharge 
from hospital were excluded, as were patients or carers with no 
experience of discharge, as their contribution was considered to 
be limited.

Potential participants were identified via a snowballing 
sampling method through informal professional networks due 
to their involvement in the discharge process and invited to 
participate. Participants were approached either in person or via 
email as appropriate and were provided with study information. 
All those who were approached agreed to participate and were 
included in the study.

A topic guide was developed to meet the study aim which was 
suitable for use in interviews and focus groups to ensure validity 
of data. Each session began with an explanation of the MOC by 
the researcher, with questions from participants to ensure that 
they were clear about what the MOC involved. Key topics for 
discussion were based on the new MOC and included: feedback 
on the new MOC, suggestions for improvement, practical issues 
and resources required to provide the new MOC. No topics 
were discussed that any of the participants found distressing. 
Interviews and focus groups were audio-recorded. Data collec-
tion continued until data saturation was achieved.

The audio-recorded interviews and focus groups were tran-
scribed verbatim by the researcher and checked to ensure content 
and meaning was maintained. All data were anonymised at the 
transcription stage by removing participant identifiable informa-
tion. Thematic analysis was carried out using NVivo V.10 soft-
ware to code transcripts.

LJMU Research Ethics Committee approval (16/PBS/002) was 
granted on 25 June 2016. A pilot study was undertaken with 
two pharmacists to verify the recruitment procedure and the 
topic guide prior to commencing data collection. No significant 
amendments were required as a result of the pilot and the pilot 
data were included in the main study.

FIndIngs
A total of 37 people participated in this study. Of these, 23 were 
interviewed; the average duration of the interviews was 32 min 
(range 19–60 min). The remaining 14 participants participated 
in two focus groups. Both focus groups contained seven partici-
pants from similar backgrounds but with differing levels of expe-
rience. The two focus groups lasted 29 and 28 min, respectively. 
Participant demographics can be seen in table 1.

Data analysis revealed three main themes, providing a holistic 
overview of stakeholder perceptions of the new MOC. The 
salient points from each theme are discussed below with anony-
mised quotes annotated with the participants’ roles for context.

Impact of the new MOC
Overall, participants anticipated many benefits from the new MOC 
and highlighted areas that it may impact.

Impact on patient care
Integrating a pharmacist into the ward team to write discharge 
prescriptions, counsel and inform patients about their discharge at 
the point that they are told they can go home was seen as benefi-
cial. Participants agreed that there would likely be an improvement 
in patient care received, speed of discharge and therefore patient 
experience.

There will be a massive help in terms of time-saving, bed occupancy 
and patient journey. The journey will be better as they’ll be much 
happier and can leave the hospital sooner. (Specialist paediatric 
pharmacist)
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Figure 1 New model of care for the supply of medication at hospital discharge. GP, general practitioner; TTO, To Take Out. 

Providing detailed discharge information to the patient’s regular 
community pharmacy was also thought to improve patient care. 
For patients with existing repeat prescriptions, community pharma-
cists would be familiar with any changes to the patient’s medication 
and be able to supply the most recent medication rather than medi-
cation that may no longer be suitable. This was seen as an additional 
mechanism of reducing the risk of patient harm as well as reducing 
medicines waste.

Impact on delays at discharge
Stakeholders agreed that the new MOC would reduce delays to 
discharge. Ensuring the discharge prescription is written by a 
prescribing pharmacist at the time of decision to discharge enables 
the patient to leave the hospital when their discharge prescription is 
sent to a community pharmacy for dispensing.

Participants also identified two main areas within the new MOC 
that could potentially delay discharge. First, the logistics of writing 
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Table 1 Participant demographic information

Participant 
interviews Job role Place of work

1 Clinical pharmacy services manager City centre teaching hospital

2 General practitioner GP practice

3 Consultant pharmacist City centre teaching hospital

4 Independent prescriber hospital 
pharmacist

City centre teaching hospital

5 Medicines management pharmacist City centre teaching hospital

6 Pharmacist teacher practitioner University/city centre teaching 
hospital

7 Community pharmacist City centre community pharmacy

8 Community pharmacist Suburban community pharmacy

9 Medicines safety and care of the 
elderly pharmacist

City centre teaching hospital

10 Rotational hospital pharmacist City centre teaching hospital

11 Band 7 haematology pharmacist City centre teaching hospital

12 Nurse ward manager City centre teaching hospital

13 Senior hospital pharmacist Large district general hospital

14 Lead pharmacist for medicine City centre teaching hospital

15 Primary care prescribing 
pharmacist

Clinical commissioning group

16 Outpatient dispensing pharmacist Large teaching hospital

17 Specialist paediatric pharmacist Children’s hospital

18 Medical education pharmacist University/city centre teaching 
hospital

19 Junior doctor, medical specialties City centre teaching hospital

20 Junior doctor, surgical trainee Teaching hospital

21 Consultant, acute medicine City centre teaching hospital

22 General practitioner GP practice

23 Clinical pharmacy operations for 
community pharmacy chain

Large UK community pharmacy 
chain

Focus group 1

A Medicines management technician City centre teaching hospital

B AMU medicines management 
technician

City centre teaching hospital

C Lead medicines management 
technician

City centre teaching hospital

D Medicines management technician City centre teaching hospital

E Renal medicines management 
technician

City centre teaching hospital

F Medicines management technician City centre teaching hospital

G Medicines management technician City centre teaching hospital

Focus group 2

H Patient representative Patient and public involvement 
group North West

I Dementia nurse lead Patient and public involvement 
group North West

J Learning disabilities nurse/carer 
representative

Patient and public involvement 
group North West

K Patient representative Patient and public involvement 
group North West

L Patient representative Patient and public involvement 
group North West

M Carer representative Patient and public involvement 
group North West

N Patient representative Patient and public involvement 
group North West

AMU, acute medical unit; GP, general practitioner. 

discharge prescriptions for patients immediately during a busy ward 
round. This would differ depending on the individual ward round. 
Second, it may be difficult to obtain a timely supply of discharge 

medication from the community pharmacy. This would depend on 
time of discharge, community pharmacy opening hours, availability 
of medication at the community pharmacy and a delivery service. 
Individual cases would have to be worked through and communi-
cation between the hospital and community pharmacy would be 
essential to ensure patients received their medication.

The new MOC focuses on the supply of medication for 
discharge. A risk was highlighted that if patients receive their 
medication faster, other causes of delay to discharge could 
become apparent.

I think the waits for other things are still going to be there. 
Medicines are often used as the excuse. What it might mean is that 
other delays could become more apparent, because if they've got 
their medicines then you know they are waiting for something else. 
(Medicines safety and care of the elderly pharmacist)

By implementing the new MOC, other important processes 
at discharge should not be overlooked as a result, such as social 
care issues and writing discharge summaries.

Impact on education
Participants discussed the impact of the new MOC on improved 
education for healthcare professionals due to improved team-
working and collaboration. For example, more support could 
be provided for junior pharmacists on wards, improved educa-
tion on prescribing issues for doctors of all levels of experience 
and upskilling community pharmacists to allow them to perform 
more clinically orientated roles.

Participants raised the issue of potentially deskilling doctors 
by removing the task of writing discharge prescriptions. All 
participants recognised this risk, but the majority felt that it was 
not their sole opportunity to prescribe and by ensuring that the 
pharmacists write discharge prescriptions based on prescribing 
decisions made on the ward round with the integrated team, this 
could benefit the doctors.

resources required to implement the new MOC
Participants felt that the new MOC would be feasible if the 
appropriate resources were in place.

Infrastructure
Embedding the appropriate infrastructure is important for the 
success of the new MOC. Two main aspects were highlighted by 
participants: the human infrastructure, in terms of staffing levels 
and integrated ward teams, and also having the appropriate tech-
nology functioning efficiently to allow the new MOC to run.

Adequate staffing was considered essential to enable pharma-
cists to safely carry out their new role. Participants noted that 
sufficient staffing levels to provide the new MOC may not be 
achievable in every hospital due to their sizes and budgets. This 
could impact pharmacy workload. One concern was that if phar-
macy teams were understaffed, the cause of delay to discharge 
could shift entirely to the pharmacists, without any benefit to 
patients. One suggestion by participants to achieve the required 
staffing levels was to redistribute current roles within the phar-
macy team. Upskilling staff at each level to undertake roles tradi-
tionally carried out by a pharmacist could free pharmacist time 
for new roles.

If we’re losing dispensing activity should we lose posts? Or can we 
redistribute those posts? It’s about how we are reconfiguring the 
workforce to get the most benefit and utilisation. (Clinical pharma-
cy services manager)

 on M
ay 22, 2023 by guest. P

rotected by copyright.
http://ejhp.bm

j.com
/

E
ur J H

osp P
harm

: first published as 10.1136/ejhpharm
-2017-001485 on 26 A

pril 2018. D
ow

nloaded from
 

http://ejhp.bmj.com/


272 Wright S, et al. Eur J Hosp Pharm 2019;26:268–274. doi:10.1136/ejhpharm-2017-001485

Original article

Training
Most participants perceived that the new MOC uses commu-
nity pharmacists’ existing skills, therefore minimising the need 
for additional training. However, other participants suggested 
that community pharmacists may require further clinical training 
to provide an understanding of the discharge prescription and 
the medication they are likely to be dispensing. Additionally, if 
a new electronic system was to be introduced, training would be 
required to ensure staff could access and use the system to guar-
antee that discharge prescriptions could be actioned.

Preplanning required before implementation
Participants suggested that arrangements may be required before 
implementation. For example, the legality of community phar-
macists dispensing discharge prescriptions requires review prior 
to implementation.

Furthermore, to ensure that the discharge prescriptions 
received by community pharmacies are seen as urgent and 
important, community pharmacists should be made aware of the 
new MOC. One participant suggested that the new MOC be 
commissioned as a service by clinical commissioning groups. As 
a commissioned service, community pharmacists may be more 
familiar with the process and understand the urgency when they 
receive a discharge prescription.

ensuring quality and safety of the new MOC
Participants highlighted several areas that would need to be 
appropriately managed to ensure the new MOC provided quality 
and safe patient care.

Quality and safety issues
In the new MOC, the hospital pharmacy team are responsible 
for roles traditionally performed by doctors or nurses. This 
includes writing discharge prescriptions and handing medication 
to the patient at the point of discharge. Participants felt that to 
drive quality and efficiency, the pharmacy team were appro-
priate specialists to carry out these roles.

The risk of a safety issue was highlighted with patients poten-
tially receiving medication from a variety of sources. This could 
lead to confusion and potentially patient harm. Communication 
with the patient and community pharmacy is essential to explain 
the process to reduce patient risk.

Several participants noted their concerns about the potential 
for patients not receiving their medication as a result of this 
new MOC. The logistical issues highlighted as potential barriers 
to patients receiving their discharge medication are discussed 
within the ‘addressing delays at discharge’ section.

The difficulty is you are sending [patients] out on the premise that 
they get those medicines that day. And there are lots of unknown 
factors that can prevent that from happening. There are lots of 
things that can prevent the patient from getting the medicine that 
you would have definitely given them. (Community pharmacist)

Participants thought that a fail-safe mechanism should be 
integral to the MOC to guarantee that patients receive their 
discharge medication.

Managing patient expectations
Views were mixed over whether patients would be happy to 
receive their medication from their community pharmacy. 
Whereas some participants thought that patients would be happy 
that they did not have to wait, others felt that patients would 
assume the hospital should supply their medication. The patient 

and carer representatives were positive about the change and felt 
that it would improve the experience, particularly those with 
previous poor experience of obtaining their discharge medica-
tion from hospital.

It would be much better. I had to come back at 8 o’clock at night 
to get my medicines, in the dark. They didn’t light the car park 
and there was all kinds of people hovering outside the hospital. So 
for me a community pharmacy would be so much better. (Patient 
representative)

Numerous countries across Europe currently discharge patients 
from hospital with a prescription to obtain from a community 
pharmacy as standard. Patients do not receive discharge medica-
tion from the hospital and this is a well-accepted system.

Healthcare professional competence
Participants felt that the pharmacist writing the discharge 
prescription should be a non-medical prescriber (NMP) 
familiar with the clinical area that they are prescribing in and 
ideally familiar with the patients that they are prescribing for. 
One participant highlighted that just because a pharmacist is a 
qualified NMP does not automatically mean that they will be 
confident to carry out that role. Experience is needed to build 
confidence and feel comfortable writing discharge prescriptions.

Prescribing responsibility
Currently, the responsibility of the discharge prescription lies 
with the doctor. Participants debated who should be responsible 
for this in the new MOC. Prescribing responsibility becomes a 
particular issue if the pharmacist writing the discharge prescrip-
tion disagrees with the doctor’s prescribing choices. It was 
suggested that the responsibility should be with the consultant 
and the team responsible for the patient.

Participants had mixed opinions over whether writing 
discharge prescriptions should be classed as transcribing rather 
than prescribing, as the discharge prescription is based on the 
medications prescribed on the inpatient chart.

dIsCussIOn
Today’s NHS faces a range of challenges. The population is 
ageing and there is a significant increase in the number of people 
with long-term conditions requiring health and social care.30 
Additionally, the NHS is under a huge financial pressure due 
to a lack of funding. This is a timely study, as the NHS is in 
the midst of a changing care environment. Many changes to the 
way that care is delivered are under way, which is essential to 
provide quality care for all patients, within the restraints of the 
limited resources available. This means a radical change from 
current ways of working. The study approach taken—to develop 
a new MOC to improve patient discharge—supports the current 
agenda as NHS England's Five Year Forward View suggested that 
new models of care are required to improve care and deliver care 
closer to patients through integrated care models.31

The potential impact of this research is wide reaching. A 
seamless discharge process that will provide timely and safe 
transfer for patients could lead to many implications for prac-
tice. As well as improving patient flow through the hospital, 
the MOC could potentially lower hospital readmission rates 
by reducing medication errors that put patients at higher risk 
of harm and readmission. Additionally, a reduction in medi-
cation waste could be seen, as only appropriate supplies of 
medication will be provided.

Moving patient’s care from hospital into the community is a 
priority in the UK and internationally.32 33 The consensus is that 
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What this paper adds

What is already known on this subject
 ► Issues such as delays to discharge and medication problems 
often arise after hospital discharge which can result in poor 
experience, patient harm and hospital readmission.

 ► It is important to improve patient discharge by developing 
new models of care to provide quality, efficient patient care.

What this study adds
 ► An innovative model of care was developed, involving 
community pharmacists in the supply of medication for 
patients at hospital discharge.

 ► This formative evaluation has concluded that the proposed 
new model of care was considered feasible and acceptable by 
relevant stakeholders and is ready to pilot.

as much care as possible should be delivered in a local, more 
convenient setting for patients. This is to improve patient expe-
rience and reduce the burden on the NHS by removing the focus 
from treating patients at expensive hospitals.32 The new MOC 
encourages the provision of patient care in the community and 
advertises the ongoing support that they can receive from their 
community pharmacist, as many patients are unaware of the 
services available.

Limitations and further work
As with all qualitative research, a limitation was the inherent 
risk of personal bias from the researcher because of their role 
as a hospital pharmacist. In an attempt to reduce this risk, all 
analyses were grounded in the data. Despite the diverse range of 
participants involved in the study, a limited sample was used. As 
a result, the findings are not generalisable.

A further limitation to this study was the different methods 
of data collection used. Participants were busy and would have 
been difficult to recruit if focus groups were the only option. A 
limited number of focus groups were carried out and therefore 
could not be repeated. If the study were to be repeated, one 
method of data collection would be appropriate.

Further work will involve a full evaluation of the new MOC 
following a pilot study. During the pilot study, participants’ 
suggestions from this study will be used during implementation 
and evaluation to ensure the success of the new MOC.

COnCLusIOn
This study provided a formative evaluation of the proposed new 
MOC for medication supply at patient discharge. Overall, stake-
holders were enthusiastic about the proposed model and had 
many positive comments. The new MOC was therefore consid-
ered feasible and acceptable by the target population.

The findings have identified which areas of the new MOC 
stakeholders thought would work well and where problems 
may arise. Logistical issues were highlighted, mainly within two 
areas: pharmacists having the time to write discharge prescrip-
tions during the ward round and the logistical issues of commu-
nity pharmacists supplying discharge medication. Many of the 
participants suggested a variety of solutions to such problems. 
The knowledge, skills and resources required to deliver the new 
MOC were established. This study has been essential to provide 
feedback on the proposed new MOC which is now at a suitable 
stage to pilot.
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