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RESULTS

Optimising medications in geriatric patients:
insights from the ASPIRE randomised controlled 

trial on pharmacist-led medication reviews
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Discontinuation Initiation Dose adjustments 

Alimentary tract & metabolism (A) Nervous system (N) Cardiovascular (C)

Medication review process

Total of 1160 pharmacist recommendations in 414 medication reviews

  At least one recommendation for 91.6% intervention patients at discharge

   Average of 3.1 [SD 1.7] recommendations per patient with 89.7% accepted by treating physician

About a fifth of all recommendations focused on 
cardiovascular drugs, a commonly neglected 

part of the medication review for pharmacists.
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Descriptive statistics for type and number of 
pharmacist recommendations, acceptance 
rate, ATC classification and duration

Acute geriatric wards UZ Leuven

Even among this very old patient 
group, underuse was effectively 
captured by trained pharmacists

Overall intervention 1 hour 26 minutes

Medication reconciliation (admission) 11.1 (±7.1) minutes 
Medication review 30.8 (±16.1) minutes
Medication reconciliation (discharge) 9.4 (±6.5) minutes
Contact with health professionals 9.0 (±6.9) minutes
Patient counseling 20.0 (±10.3) minutes
Follow-up calls 5.9 (±4.4) minutes

Abstract number: 4CPS-144

High-risk geriatric inpatients: complex balance 
between medication benefits and harms

ASPIRE RCT: impact of clinical pharmacy 
intervention on unplanned hospital revisits in 
geriatric inpatients at six months
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ASPIRE*: The effect of a trAnSitional Pharmacist Intervention in 
geRiatric inpatients on hospital visits after discharge

Overall patient population
Mean age 
Intervention group 
Median number of medications 

825 patients
86.3 (±5.9) years
415 patients
10 [7-12]
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