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	Identify the problem or risk involving medication or disease state
	Therapeutic goal
	List anticipated outcomes, monitoring requirements and further action, if necessary
	Review-targets met? Further action?

	1.
	
	
	
	

	2.
	
	
	
	

	3.
	
	
	
	

	4.
	
	
	
	

	5.
	
	
	
	


	Supporting Adherence



	1.
	Education delivered
Consider:

Purpose and benefits of medicines

Continue medication usage even if no obvious benefit

Explain risks of non-adherence

Underuse 

Overuse

 How to avoid and manage side-effects

	
	

	2.
	Address forgetfulness if relevant
Consider:

Reduce pill burden

Switch to medicine that can be taken at any time of day

Take all at same time, as appropriate

Prescribe m/r preparations

Tie admin to a common daily task

Use of diaries, calendars, pillboxes, charts

Reminders – apps?

Involve caregiver
MDS if appropriate
	
	

	3.
	Improve access
Consider: 

Manual dexterity 

Product shortages

Ordering/collecting prescriptions

Synchronising quantities

Collection and delivery

	
	

	4.
	General
Consider:
Worsening clinical symptoms

Regular contact with pharmacy?
Reasons for intentional non-adherence

OTC medicines use

When to return for review

	
	



Pharmaceutical Care Plan





Foundation Programme








�





Relevant Past Medical History





1 ……….…………..………………………………


2……….……………………………………………


3…………..…………………………..…………..


4………...………………………………....………


5………………………………….…………………


6……..………………………………………………


7.. ……...............................................................





Date …………. Patient initials &/or number…..…………….………….………………… DOB ………..………





Smoking Status�
�
Non-smoker�
�
�
�
Previous�
�
Quit date�
�
�
�
�
Current NRT use?�
�
�
Current�
�
 No. per day�
�
�
Alcohol Status (units)�
�
Weekday�
�
Weekend�
�
�
Exercise Status (150 minutes/week)�
�
Yes�
No�
Comment:�
�






Height ………..  Weight………....


BMI = weight (kg)/ height (m)2





underweight�
< 18.5�
�
ideal�
18.5 - 25�
�
overweight�
25 - 30�
�
obese�
> 30�
�



Patient BMI ………………………………………………





Drug history confirmed        


No / Yes





Signature ………………………





Name of all current medication – include significant PRN meds , OTCs and complementary therapies�
Dosage�
Form�
Strength�
Is medicine used 


as prescribed?


If no specify�
Tick sources used for


drug history�
�
�
�
�
�
�
Patient�
Carer�
GP surgery�
Pharmacy�
POMs�
GP repeat list�
GP letter/fax�
Nursing home list�
Residential home�
Other�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
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�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�






Presenting complaint(s): ………………. …………………………………………………………………………..


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





Relevant laboratory values





Date →


Type  ↓�
�
�
�
�
�
�
�
Ref range �
�
Hb�
�
�
�
�
�
�
�
�
�
WCC�
�
�
�
�
�
�
�
�
�
Platelets�
�
�
�
�
�
�
�
�
�
Sr Creat�
�
�
�
�
�
�
�
�
�
Urea�
�
�
�
�
�
�
�
�
�
K�
�
�
�
�
�
�
�
�
�
Na�
�
�
�
�
�
�
�
�
�
eGFR�
�
�
�
�
�
�
�
�
�
INR�
�
�
�
�
�
�
�
�
�
ALT�
�
�
�
�
�
�
�
�
�
AST�
�
�
�
�
�
�
�
�
�
GGT�
�
�
�
�
�
�
�
�
�
TSH�
�
�
�
�
�
�
�
�
�
Free T4�
�
�
�
�
�
�
�
�
�
HDL�
�
�
�
�
�
�
�
�
�
Non-HDL�
�
�
�
�
�
�
�
�
�
TG�
�
�
�
�
�
�
�
�
�
Glucose �
�
�
�
�
�
�
�
�
�
HbA1c�
�
�
�
�
�
�
�
�
�
�
�
Other investigations�
Date�
�
�
�
�
Reference range�
�
Blood pressure�
�
�
�
�
�
�
�
Heart rate�
�
�
�
�
�
�
�
Pulse oximetry�
�
�
�
�
�
�
�
Respiratory rate�
�
�
�
�
�
�
�
Temperature�
�
�
�
�
�
�
�



Special requirements


Plain tops / Liquids 


Compliance aid


Weekly dispensing


Large print / Braille


Non-English speaking


Language:  �
Who is responsible for managing medicines


Patient / Spouse 


Relative / Carer 


Other�
Communication


Patient able to communicate effectively


– yes/no








�
Living arrangements


Lives alone


Lives with family


Nursing home


Residential home


Sheltered accommodation


�
�



Name of Pharmacist completing initial assessment……………………………………………


























Name of Pharmacist completing initial assessment:





GP name, address & phone no.�
�
�









FP pharmacist (name): 


Date of consultation:
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