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PHARMACY PRACTICE ~ 
Documentation by Pharmacists in the Health 

Care Record: Justification and Implementation 

The current health care reform 
movement has prompted an evalu
ation of the role of all health care 
workers in the care of patients. 
Pharmacists are being required to 
demonstrate their impact on the 
outcome of patients as a result of 
the activities that they complete. 
This movement is aimed at ensur
ing that resources ( and associated 
expenses) are being efficiently 
utilized to obtain quality care of 
the patient. Quality health care 
has been defined as "the degree to 
which the process of care increases 
the probability of outcomes de
sired by patients and reduces the 
probability ofundesired outcomes 
given the current state of knowl
edge". 1 Provision of quality health 
care involves many components 
relevant to hospital pharmacists, 
but for this discussion, it is impor
tant to recognize the need for "suf
ficient documentation to allow 
continuity of care and peer evalu
ation". 2 This statement incorpo
rates the two key reasons for es
tablishing a procedure for 
pharmacists to document their 
patient care activities in the health 
care record, namely: 

i) To allow for continuity of 
care by the pharmacist, by 
other pharmacists subse
quently involved in the 
patient's care, or by other 
health care workers, and 

ii) To allow peer review of the 
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pharmacists' activities to en
sure evaluation, criticism 
and acknowledgment of the 
pharmacists' activities. 

Many pharmacists currently 
participate in the selection and 
monitoring of patients' drug 
therapy, but communication of this 
information is limited to verbal 
interaction between the pharma
cist and the physician or nurse. 
This prevents subsequent health 
care workers from being aware of 
the pharmacist's plans since no 
permanent document is available. 
To allow for the pharmacist's plans 
to be followed by subsequent 
health care workers, written docu
mentation is required. David 
Angaran has stated that "this 
should, at the very least, require a 
notation of the intervention and 
the associated result, but other in
dicators ( of quality care) will re
quire detailed pharmacy records 
of actions recommended, and sup
porting reasons ... ". 3 The value of 
written documentation of pharma
cists activities in the continuity of 
patient care has been recognized 
by health care accreditation bod
ies. The current accreditation stan
dards of the Canadian Council of 
Health Facilities Accreditation 
(C.C.H.F.A.) has listed as a stan
dard of pharmacy services for pa
tient care management that "Drug
related patient care is documented 
to ensure continuity and ongoing 

evaluation, and to assist in dis
charge planning". Recognition by 
accreditation bodies of the impor
tance of documentation by phar
macists provides ample support to 
any pharmacy requesting authori
zation for pharmacists' documen
tation within any health care insti
tution. Resistance to such 
documentation should be coun
teracted by demonstrating the rec
ognition of benefits of such docu
mentation in the continuity of care 
of the individual patient. 

Pharmacists should be aware of 
the benefit of peer evaluation of 
their recommendations in the pro
motion and recognition of their 
contribution to patient care. Too 
frequently the pharmacist is a "hid
den contributor" to patient care 
since no record of the pharmacist's 
participation is available. David 
Angaran has bluntly stated, "I am 
convinced that lack of adequate 
documentation is one of the major 
impediments to achieving the 
goals of pharmaceutical care and 
proving the added value pharmacy 
brings to the medication-use pro
cess. If we are ever to establish 
ourselves as an independent pro
fession and accept our shared re
sponsibility for patient outcomes, 
we must record our recommenda
tions, their supporting reasons, and 
the expected outcomes. "3 Pharma
cists must be able to demonstrate, 
through a permanent record, those 
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individual patients for which they 
provide pharmaceutical care, and 
the recommendations and follow
up provided or required, and the 
outcomes which were achieved. 
Many pharmacists may feel reluc
tant to record, in a permanent docu
ment, the activities they perform 
for fear of criticism or potential 
medicolegal risk. However, if the 
pharmacist is ever going to be ac
knowledged for his/her expertise 
and participation, such demonstra
tion of responsibility will be re
quired. If the pharmacist is not 
recognized and acknowledged for 
such activities, the pharmacist is 
unlikely to be employed to pro
vide this activity! 

Many pharmacists feel that phy
sicians or other health care work
ers would not appreciate docu
mentation of drug-related 
problems in the health care record 
of individual patients when such 
documentation has not been re
quested by the physician. How
ever, if the wishes of the patient 
are considered, it would seem rea
sonable that any patient would 
want drug-related problems iden
tified and documented by any 
health care worker. David Angaran 
also discusses "as to the question 
of unsolicited advice, physicians 
now commonly receive automatic 
independent opinions with each 
roentgenogram and ECG and some 
clinical laboratory tests. Shouldn't 
every instance of individualized 
pharmaceutical care for a hospi
talized patient be documented?"3. 
When any patient is admitted to 
any health care institution for care, 
a consent form is signed indicat
ing a willingness of the patient to 
accept care at that institution. Im
plied in this agreement is for pro
vision of pharmaceutical care by 
pharmacists. If such care is agreed 
upon by the patient, documenta
tion of such care should be in
cluded in the patient's health care 
record. 

Obtaining Authorization 
Demonstration of the benefits of 
documentation of pharmacists' 
activities on continuity of care and 
for evaluation by others should 
provide the Pharmacy Director 
with the justification for a request 
for authorization within the insti
tution. Resistance should be ad
dressed upon patient care grounds. 
However, in order for authoriza
tion to be obtained, the Pharmacy 
Director must ensure that all rel
evant institutional groups are in
formed and in agreement. The 
Clinical Pharmacy Advisory Com
mittee has prepared a document to 
assist individual departments plan 
for obtaining authorization4

• It is 
important to remember that the 
pathway through the bureaucracy 
of each institution will differ. 
However, an initial step would 
include determining the existing 
organizational and medical staff 
policies regarding authority for 
medical record entries as they ap
ply to pharmacists. This should be 
indicated in the organizational 
policy and procedures or the medi
cal staffby-laws5

• By knowing the 
hospital's organizational struc
ture, the Pharmacy Directory 
should identify the specific orga
nizational and medical staff com
mittees whose recommendations 
or decisions will be required and 
the necessary sequencing of their 
approval. Committees typically 
involved are the pharmacy and 
therapeutics committee, the ex
ecutive committee of the medical 
staff, and quality-assurance com
mittee, and a health records com
mittee. The health records depart
ment of the organization can be a 
valuable resource in describing the 
approval process and key partici
pants. It may save time and effort 
to first identify which other health 
care workers, apart from physi
cians and nurses, currently have 
authority to document in the health 
care record and to determine the 
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process they used to obtain au
thority. 

To assist these committees or 
individuals in understanding the 
merits and need of pharmacists' 
documentation, a written proposal 
describing the reason(s) for the 
request, the types of information 
to be documented, and the pro
posed location of documentation 
within the health care record is 
recommended. This should pro
vide a clear indication of all as
pects of documentation required 
by the pharmacist. The Pharmacy 
Director should use his/her know l
edge of the institution political 
climate to ensure that sufficient 
lobbying has been done of indi
viduals with influence on the au
thorization process. As a mini
mum, the Director should review 
the proposal with the chairperson 
of the pharmacy and therapeutics 
committee, the director of nurs
ing, the director of medical 
records, and member of the 
organization's administration re
sponsible for Pharmacy. The Di
rector must monitor the proposal's 
progress through the approval 
pathway and offer assistance, as 
required, to each chairperson to 
clarify information or provide any 
necessary supplementary materi
als. An important final step in the 
authorization process is to publi
cize widely within the institution 
when the final approval has been 
obtained. Any group or individual 
within the institution which may 
be affected by the decision (medi
cal staff, nursing, medical records, 
etc.) should be informed prior to 
initiating the policy. Incorpora
tion of the authorization into the 
written pharmacy policies and pro
cedures should be completed im
mediately to ensure that pharmacy 
staff are aware of the development. 

Ensuring That Documentation 
Obtains Results 
Just obtaining authorization for 
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documenting activities and hav
ing the pharmacist "document" 
will not guarantee that the process 
will contribute to continuity of 
care and enhanced recognition of 
the pharmacists' participation in 
patient care. Without clear guid
ance as to the policy and proce
dure for documentation, it is un
likely that the pharmacist will 
maximize the benefit of documen
tation. The Pharmacy Department 
must establish practices that al
low the pharmacist to have time to 
document the assessment of the 
individual patient's drug therapy 
each time the pharmacist evalu
ates a patient. 

If the pharmacist does not have 
adequate time for assessment or 
completion of documentation, 
both processes will be incomplete 
and potentially result in detrimen
tal outcomes. To ensure that in
formation is communicated appro
priately, the Pharmacy should 
establish a standardized documen
tation format that will succinctly 
describe the drug-related problem, 
expected outcomes, the 
pharmacist's recommendation( s), 
and the monitoring plan. The for
mat should provide enough flex
ibility to allow documentation of 
all possible pharmacist-initiated 
actions. The format will vary de
pending on the practice site, but 
the information should be orga
nized in a manner to allow other 
individuals to readily extract rel
evant information. The pharma
cists' documentation should be 
compatible with the charting sys
tems used in the institution6

• 

To assist the pharmacists in in
corporating adequate documenta
tion into their practice, an educa
tional program describing the 
expectations for documentation 
and the format for recording in the 
medical record should be initi
ated. Each pharmacist should have 
the opportunity to demonstrate, 
on fictional patients' health care 
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records, the types and format of 
drug-related problem recommen
dations. The pharmacist should 
also be able to appropriately docu
ment undesirable outcomes from 
previous recommendations. To 
ensure on-going monitoring of the 
appropriateness of the pharma
cists' documentation, a quality 
assurance process to review the 
indication, content, format, and 
appropriateness of individual 
pharmacy documentation notes in 
the medical record should be es
tablished. The frequency and 
breadth of the quality assurance 
evaluation would vary depending 
on the skills, experience, and di
versity of the pharmacists and their 
documentation. A process of feed
back to the individual pharmacists 
regarding documentation is re
quired to correct deficiencies in 
any individual's procedures. 

What Should Be Documented 
The pharmacist should have the 
authority to document any infor
mation pertaining to the drug 
therapy (actual or potential) of the 
individual patient. This would in
clude the indication of the actual 
or potential drug-related 
problem(s) with the individual 
patient's therapy. The documen
tation should also include the pa
tient, drug or disease data that 
confirm the validity of the drug
related problem. This could in
clude information obtained from 
a medication history, including a 
description of compliance and 
patient understanding of disease( s) 
and therapy; information obtained 
from other health care workers or 
physical assessment; information 
from a pharmacokinetic assess
ment of the drug therapy, and the 
patients' clinical status. The docu
mentation should succinctly state 
the specific recommendation(s) of 
the pharmacist for changes in drug 
selection, dosage, duration of 
therapy, and route of administra-

tion. It is important for the phar
macist to be specific, whenever 
possible, regarding the action re
quired to prevent or rectify the 
drug-related problem. Recommen
dations for monitoring of the re
sponse to drug therapy including 
identification of monitoring tests, 
frequency of monitoring, findings 
of monitoring tests, and interpre
tation of monitoring parameters 
should also be included. To assist 
the subsequent reader of the health 
care record in determining the fu
ture actions of the pharmacist and 
to prevent redundant action by 
other health care workers, a de
scription of the activities and fol
low-up that will be conducted by 
the pharmacist should be included. 
This could include the drug-re
lated patient education and coun
selling provided. Any other infor
mation that is pertinent to the 
understanding of the merits, con
sequences, and remedies for the 
drug-related problem(s) should 
also be incorporated into the docu
mentation. 

What Not To Incorporate Into 
Documentation 
The pharmacists should realize 
that the patient health care record 
should not be used for superfluous 
communication and should only 
be used for the exchange of infor
mation related to drug-related 
problems of the specific patient. 
The health care record should not 
include non-specific recommen
dations that do not provide a clear 
indication of what action is needed 
or suggested. Suggestions to 
change or monitor therapy with
out providing specific individual
ized parameters are not useful to 
other care-givers and frequently 
lead to confusion. The pharma
cists should not document unreal
istic recommendations, such as 
drug therapy which is not avail
able within the institution or for 
monitoring tests which can not be 
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accommodated. To encourage 
other health care workers to com
ply with hospital policies, only 
authorized abbreviations and ge
neric drug names should be used. 
Each institution has a local "eti
quette" of what and how to docu
ment information in the health care 
record. The pharmacist should at
tempt to comply with local cus
toms while maintaining appropri
ate documentation. 

It is important for pharmacists 
to recognize that the health care 
record is a legal document, and, as 
such, can be used to demonstrate 
the activities involved in the 
patient's care. To ensure that the 
record accurately reflects the care 
provided to the patient, it is man
datory that the pharmacist respect 
the integrity of the health care 
record. This includes ensuring that 
the pharmacists: 
1. Do not tamper with medical 

records; 
2. Do not add information at a 

later date; 
3. Do not place inaccurate infor

mation in the record; 

4. Do not omit significant infor
mation purposefully; 

5. Do not re-write part of the 
record; 

6. Do not remove any part of the 
record; 

7. Do not add to someone else's 
note; and 

8. Do not use the record to criti
cize other health care profes
sionals 7. 

Documentation of the pharma
cists' activities in the patient health 
care record can be a valuable pro
cess in the care of the patient, and 
in establishing the pharmacist as a 
contributing member of the health 
care team. By establishing a prac
tice expectation involving com
plete documentation of patient 
care activities, and through ongo
ing assurance assessment of the 
practice, the Pharmacy Department 
can establish the pharmacist as a 
key care-giver within the institu
tion.~ 
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