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Atikokan, Ontario

 Population  2753  in 2016
 Median age 49; many seniors
 Canoe capital of Canada  Quetico
 200 km SW of Thunder Bay



“Working together to help our community be healthy”



Atikokan FHT staff 
 3 administrative staff
 4 nurses (2 RN, 2 RPN)
 1 mental health worker
 0.2 nurse practitioner under NWLHIN 
 1 nurse practitioner
 0.45 dietician
 0.2 pharmacist
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Medication Management
Medication management involves 
patient-centered care to optimize safe, 
effective and appropriate drug 
therapy. Care is provided through 
collaboration with patients and their 
health care teams.
Canadian Pharmacists Association







Medication management

 Pharmacist communicates issues to prescriber MD or 
NP, target before post discharge follow up 
appointment where suggestions or medication issues 
can be reviewed and considered with physical exam & 
reassessment.



Resources needed

 0.2 Pharmacist  (remote or not)
 OTN where pharmacist not on site 
 Nursing or family involvement for select individuals 

due to OTN & pt limitation
 Community partner collaboration

 hospital, local pharmacy, FHT



QIP  - annual report in progress

Number of patients discharge medication     
reconciliation  (77 to date)

_____________________________________
Number of patients discharged from hospital (81)



QIP challenge 
discharge med rec

 Capturing discharges from hospitals outside of 
Atikokan community
 Thunder Bay
 Fort Frances
 Other parts of Ontario or out of province

 Local community pharmacist faxes FHT pharmacist a 
copy of any hospital discharge from outside Atikokan 
and FHT pharmacist adds to emr & completes 
reconciliation process



IMPACT
Health Literacy
 Empower individual patients
 Therapeutic relationship
Communication & collaboration
 Patient Safety



Case example
 MN is a 75 yo woman with hx osteopenia, GERD, 

hypertension, IBS.
 Discharged from hospital with diverticulitis query 

abcess on ciprofloxacin and metronidazole x 10 days.
 Home medications to continue per hospital are 

pantoprazole 40 mg daily
losartan 50 mg po daily
calcium 500 mg po daily
EC ASA 81 mg po daily

https://www.google.ca/imgres?imgurl=http://i.telegraph.co.uk/multimedia/archive/03395/Gill_Pharaoh_3395198b.jpg&imgrefurl=http://www.telegraph.co.uk/news/health/11778859/Healthy-retired-nurse-ends-her-life-because-old-age-is-awful.html&docid=_gMqwocoSrcYXM&tbnid=wKmhs34jP68hlM:&vet=1&w=620&h=387&bih=627&biw=1366&ved=0ahUKEwjWnq__pIzXAhUDLmMKHZvnDyYQMwg9KBEwEQ&iact=c&ictx=1


Medication List Update per 
follow up phone call to MN
 Hydrocortisone cream (outdated )
 Eucerin cream (outdated)
 Steroid nasal spray daily (now as needed)
 Lax a Day regularly (now as needed)
 Low dose ASA was started 4 – 6 months ago on 

recommendation of chiropractor for a procedure to 
prevent clot

 Unsure of vitamin D dose in calcium supplement 
product

 Allergies verified; remote allergy to penicillin low risk



MN Medication Management
 Discussed to hold calcium until ciprofloxacin course 

completed (drug interaction)
 Query need for low dose ASA – message MD
 Query clarify vitamin D dose to ensure at least 1000 

units per day – message MD

 Inquire about tolerability and adherence to new 
medicines; pt denies any upset stomach from 
antibiotics and states she uses a dosette for adherence.



MN Medication Management
 MD follow up post discharge visit: 

 confirms chiropractic care completed and risk benefit 
to discontinue low dose ASA

 MD communicates recommendation at least 1000 units 
per day of vitamin D

 FHT-P updates EMR medication profile with follow up 
phone call to patient.



Discussion
 Medication reconciliation at discharge provides 

medication management opportunities :

 encourage individual patient health literacy with 
respect to medications. 

 ensure communication and collaboration of care within 
interdisciplinary team.
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