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Health Service  

1. What is the process and who is responsible for completing/signing off on the ‘discharge medication list’ provided by your 
hospital?  

2. Do you require the PBS discharge prescription to be a COMPLETE list of all medications the patient is to take post‐discharge, 
or is it only a list of medications to be supplied on discharge?   

Wimmera 
(Darlene Smith) 

This is our current process for generating the ‘discharge medication list’, which is supplied to the patient’s general practitioner: 
1. The Pharmacy Department generates a Patient Medication List (Medprof®) which is supplied along with the Medical Discharge 

Summary. (The Medical Discharge Summary does not include a complete list of discharge medications.) 
2. In the absence of a Pharmacy-generated Patient Medication List, a copy of the PBS discharge prescription is supplied to the 

patient’s general practitioner. 
 

An additional mandatory field has recently been added to the Medical Discharge Summary template, which doctors must complete, 
entitled: ‘CHANGES TO MEDICATIONS (during hospital admission and reason for the change)’. The Pharmacy-generated Patient 
Medication List (Medprof®) has also had a section added at the bottom: ‘Medication changes during admission’. A recent audit identified 
that there are sometimes discrepancies between the medication changes recorded by the doctor in the medical discharge summary and 
the medication changes recorded by the pharmacist in the Patient Medication List. The medication changes recorded by the pharmacist 
are usually more accurate than those recorded by the doctor. 
 

Other issues which occur when there is not a Pharmacy-generated Patient Medication List include: 
‐ sometimes when patients are discharged on a weekend the ENTIRE PBS discharge prescription is given to the patient (ie. the red 

triplicate copy is also given to the patient/carer) leaving no ‘discharge medication list’ in the patient record.  
‐ Sometimes the red triplicate copy is impossible to read! 
‐ Sometimes the doctor’s write only the medications required to be dispensed on the discharge prescription and not a complete 

‘discharge medication list’. 

 
Eastern 
(Melita Van de Vreede) 

1. Pharmacists responsible for the pharmacy generated list.  Drs responsible for their list ( I cant see how it could be pharmacy!) 
2. Currently we require all meds on the script ,  but not sure it happens in surgery. 

 
Barwon Health 
(Claire Passlow) 

We are lucky to have electronic prescribing for discharge prescriptions. We still have issues with accuracy and completeness! 
 
In an ideal situation: 
Pharmacist enter the patient’s pre-admission medication history into BOSSnet. 
Doctors enter the patient’s full medication profile on discharge (encouraged/required/unable to enforce). This generates the discharge 
script and a list of changes for the discharge summary. The doctor can enter a ‘reason for change’ if they wish. If the patient is 
transferring to RACF this discharge list also generates an interim chart. 
The clinical ward pharmacist checks the scripts against the current medication chart and preadmission medication list (MRF) for 



completeness, accuracy and supply, annotating as required before forwarding to outpatients pharmacy to be dispensed. Merlin auto 
generates a medprof which is provided with every discharge. 
The ward pharmacist checks the interim chart (where applicable) for completeness and accuracy and will most often liaise with the 
contracted community pharmacy to supply the medicines directly to the facility (DAAs or otherwise). 
Ward pharmacists counsel the patient and provides a medication chart (=medprof) when the discharge medications have been prepared.  
Where possible ceased or changed medicines are removed/relabelled from the patient’s own supply. We don’t have a robust system for 
informing patients of changes, apart from expecting they will follow the instructions on the medprof. 
The HMO is responsible for completing & sending (electronically) the discharge summary, including the discharge medication list. 
 Currently ward pharmacists do not have any input to the discharge summary sent.  
 
However: 

‐ Sometimes patients are sent home without discharge medications or scripts even where changes have been made. 
‐ Not 100% of scripts are prescribed electronically. Some are handwritten – doesn’t get entered into discharge summary and we 

have all the same issues as you do with the red triplicate copy. 
‐ Some doctors only add the drugs that are required, not the full profile. If things are left off, the pharmacist will add them (for 

records, not for supply) so that a full medprof can be provided on discharge. However these additions aren’t recorded on the 
discharge summary. 

‐ Sometimes the doctors script isn’t accurate & handwritten changes (by pharmacist or dr) aren’t captured in the discharge 
summary list. 

‐ Sometimes scripts aren’t seen by the pharmacist so aren’t reviewed for accuracy or completeness. 

 
Southern Health 
(Brodie Smith) 

1. The pharmacy provide a full medication list at the time of discharge, to inpatients. Medication changes are documented on this list. 
2. We do require a complete list of medications to be written on the discharge prescription, however, we have a few exceptions to this 

as listed in the tool below: Inpatient stays <48 hours or patients in the acute assessment unit do not require a full medication list 
UNLESS it is deemed necessary (the wording states that the patient would benefit from receiving a complete medication list). 

 
 



 

 
Royal Melbourne 
(Joanne Stoeckel) 

 
1.  Our process (currently under review) involves the prescriber writing the discharge prescription with ALL medications to be taken post-
discharge. This is then screened/annotated by the clinical pharmacist and ordered/dispensed via Merlin which generates a medi-list that 
is checked by the dispensing pharmacist.  This process is the same on weekends/public holidays although we suspect that some 
discharge prescriptions are sent outside due to a limited number of clinical pharmacists rostered on weekends to screen prescriptions 
and time pressures.  The Dr writes the discharge summary (also has the compulsory changes to medications section) and usually a copy 
of the pharmacist-screened discharge prescription is faxed with the GP letter (this may vary between wards).  
 
2. All patients require ALL discharge medications to take post-discharge to be written on the prescription.  The exception to this is if they 
have an inpatient stay of less than 72 hours, then they can just write the medications to be supplied/changes (most pharmacists would 
request a full script to be written if there were multiple medication changes or potential for confusion).  
 
We are investigating a computer-generated discharge prescription (via a very basic web-based system) which will form part of the DC 
summary to help prevent occurrence of discrepancies between GP letter and DC Rx.  
      
 

 
Bendigo  
(Gladys Chee) 

1. Process is: 
a) Dr writes a Rx which our pharmacists will screen. If it's a ward we service we obviously reconcile the Rx to the charts and medication 
Hx, check bloods and obs etc. If it's a ward we don't service we reconcile the Rx to the charts only (we ask the nurses to fax the charts 
over) 
b) We supply the meds or fax to the local pharmacy (for NH and Webster pack patients), or hand the Rx to the patient (if they wish to 
take it outside). If we supply the meds (or are requested to if no medication supply is needed), we always do a MedProf. If it's a NH 
patient, we don't do MedProfs. If it's a Webster pack patient, it's up to the ward pharmacist's judgement if a MedProf is required. If the pt 
wants to take the Rx outside, again it depends on the ward pharmacist's judgement. 
c) The Drs are responsible for putting in and signing off on the medication list on the DC summary. If we're lucky enough to spot a 
discrepancy on an interim summary, we would tell the authors to fix it, otherwise it's out of our hands. 
  
2. Yes we do require it to be a complete list of meds on DC. We accept ward pharmacist annotations though, e.g. "ok to continue x, y, z"-
-we don't require the Dr to write them all out (esp handy if there's only one line left and the x, y, z they have enough of at home) 
  
To get around the "can't read red copy" issue, we photocopy our screened Rxes and the photocopy gets filed in the record. Some wards 
do fax those photocopies to the GP together with the DC summary (yay for our surgical ward), and others I suspect don't (but am not on 
the wards often enough to confirm that suspicion). 
 

 


