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1. Noting that up to 2 follow up services will be introduced, what is the most 
appropriate timeframe to undertake follow up services after the initial interview 
for a medication review? (e.g. 2-4 months after initial interview and then 2-4 
months after first follow up if required) 

The reason for follow-up is to determine the effectiveness and safety of the patient’s 
medication therapy. It is a clinical decision meaning that each patient’s situation can involve 
different combinations of medication therapies, comorbidities and risk factors. The clinical 
decision as to scheduling the follow-up visit is based on the most likely period of time for 
desired benefits to manifest themselves, balanced with the most likely for harm or side 
effects to occur. 

Evaluating effectiveness requires an understanding of the onset of action and time to 
maximum effect of each medication. 

Evaluating safety requires an understanding of what the side effects are and when they are 
likely to occur. 

Therefore, the pharmacist practitioner needs to answer the following questions when 
arriving at the clinical decision of when to initiate follow-up: 

a) When am I likely to see the beneficial effects? 
b) When am I likely to see the adverse effects or toxicity? 

Other factors that influence this decision include: 

a) The patient’s comorbidities, 
b) The current medications, 
c) The patient’s overall health status, and 
d) The patient’s overall ability and reliability in managing their own health. 

“Red Flags” may also require earlier or more aggressive follow-up. Examples include: 

a) Patients who have had negative medication experiences (past treatment failures, 
adverse outcomes), 

b) Patients whose clinical status has been worsening, 
c) Patients who have difficulty in understanding or lack the capability to follow the care 

plan, and 
d) Patients taking medications that are associated with high risk of hospitalisation (eg 

digoxin, warfarin, insulins, hypoglycaemics, oral corticosteroids, antiplatelets). 

We would posit that the pharmacist practitioner needs to evaluate the medication 
management plan written by the patient’s medical practitioner to decide the most 
appropriate timeframe for the first follow-up appointment. It may be days or weeks 
following the commencement of the medication management plan, using the clinical 
decision protocol described above. 

The subsequent follow-up appointment will then be based on the progress (or otherwise) 
observed by the pharmacist practitioner at the first follow-up appointment. 
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2. What information should be provided to the healthcare team as part of the follow 
up service(s)?  Both as preparatory information and as outcome documentation, 
e.g. case conferencing. 

Understanding what the pharmacist practitioner will be doing at follow-up will provide 
guidance on what information should be fed back to the health care team members 
following follow-up appointments.   

The pharmacist practitioner will undertake a number of activities at each follow-up 
evaluation session (let’s term this the patient work-up): 

a) Elicit clinical and/or laboratory evidence of actual outcomes and compare them to 
the desired goals of therapy described in medication management plan 

b) Gather clinical and/or laboratory evidence of adverse effects or toxicity to determine 
safety of medication therapy 

c) Document clinical status and any changes in pharmacotherapy (that are 
recommended by the pharmacist practitioner to be raised with the patient’s medical 
practitioner) 

d) Assess the patient for any new problems (which will be raised with the patient’s 
medical practitioner at the earliest opportunity) 

e) Schedule the next follow-up evaluation 

The following provides the definition of the outcomes being evaluated by the pharmacist 
practitioner at each follow-up appointment: 

a) Resolved; Goals of therapy have been achieved. Medication therapy has been 
completed and can now be discontinued. Usually associated with therapy for acute 
disorders 

b) Stable; Goals of therapy have been achieved. The same drug therapy will be 
continued with no changes. Usually associated with therapy for chronic disorders. 

c) Improved; Progress is being made toward achieving the goals of therapy at this point 
of time. The same medication therapy will be continued with no changes. 

d) Partially Improved; Measurable progress is being made toward achieving the desired 
goals of therapy, but adjustments in medication therapy are required to better 
achieve the goals. Therefore, the pharmacist practitioner may recommend dosage 
changes or the addition of additive or synergistic therapies. 

e) Unimproved; No or only minimal progress in achieving goals of therapy can be 
demonstrated at this time. It is judged that more time is needed to evaluate the full 
response of this drug regimen. Therefore, pharmacist practitioner would 
recommend that the same medication therapy will be continued at this time. 

f) Worsened; Decline in the health status while receiving the current medication 
therapy. Some adjustments in the drug regimen (product and/or dosage) are 
required. 

g) Failure; The goals of therapy have not been achieved despite adequate dosages and 
adequate duration of therapy. Discontinuation of the present medication and 
initiation of new medication therapy are required. 
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h) Expired; The patient died while receiving medication therapy 

Evaluating the effectiveness of medication therapies involves the assessment of any 
improvement (or otherwise) in patient signs and symptoms (usually in terms of diminution 
or disappearance of the patient’s presenting signs and symptoms), or improvement in 
laboratory test results. 

Evaluation of the safety of medication therapies is similarly based on signs and symptoms 
(either unpredictable effects such as allergic reactions, hypersensitivity reactions, or 
idiosyncratic adverse reaction, or undesirable medication effects from the predictable, 
pharmacological action of the medication regimen and is related to the dosage of the drug) 
and abnormalities in laboratory results. 

It would be expected that the pharmacist practitioner would have documented the findings 
of the follow-up interaction to establish the association between the patient’s indication, 
medication therapy and actual outcomes. Therefore, relevant information gathered by the 
pharmacist practitioner during the patient’s work-up and the pharmacist practitioner’s 
clinical evaluation of the patient’s status in terms of medication management would be 
shared with the healthcare team.  

The speed of contact with the patient’s other members of the health care team would be 
dependent of the outcomes status assessed by the pharmacist practitioner. 

Where the status is deemed “Worsened” or “Failure”, it would be expected that the 
pharmacist practitioner would urgently communicate with the patient’s medical practitioner 
(ie by phone) to raise the particular issue. 

In other cases, it would seem prudent to consider a variety of communication strategies 
depending on patient need (and approval).  

It would be useful to know what is the preferred method of communication by members of 
the health care team, and then to shape the best method on that information. In some 
instances, it may be case conferencing (this may be most suitable in aged care and hospital 
settings or for complex combination of comorbidities and the number of prescribed and 
non-prescribed medications). Some may prefer accessing information uploaded by the 
pharmacist practitioner onto the patient’s MyHealth Card (if that is possible). Others may 
prefer more time-honoured processes such a written letter, fax or telephone conference.  
Good process would indicate that the pharmacist practitioner first establishes the best 
communication mode with the health care team leader. 
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3. (a) What are appropriate clinical triggers to undertake a follow up review?  

We do not support the concept of isolated reviews.  

We believe that it would be in the patient’s interest with the concept of an initial review 
with one to two follow-up appointments based on clinical outcomes being defined as an 
episode of care (viz the medication review). 

(From Question 1) The reason for follow-up is to determine the effectiveness and safety of 
the patient’s medication therapy regardless of the setting. 

Evaluating effectiveness requires an understanding of the onset of action and time to 
maximum effect of each medication. 

Evaluating safety requires an understanding of what the side effects are and when they are 
likely to occur. 

Therefore, the pharmacist practitioner needs to answer the following questions when 
arriving at the clinical decision of when to initiate follow-up: 

a) When am I likely to see the beneficial effects? 
b) When am I likely to see the adverse effects or toxicity? 

Other factors that influence this decision include: 

a) The patient’s comorbidities, 
b) The current medications, 
c) The patient’s overall health status, and 
d) The patient’s overall ability and reliability in managing their own health. 

“Red Flags” may also require earlier or more aggressive follow-up. Examples include: 

a) Patients who have had negative medication experiences (past treatment failures, 
adverse outcomes), 

b) Patients whose clinical status has been worsening, 
c) Patients who have difficulty in understanding or lack the capability to follow the care 

plan, and 
d) Patients taking medications that are associated with high risk of hospitalisation (eg 

digoxin, warfarin, insulins, hypoglaecemics, oral corticosteroids, antiplatelets). 

 

(b) Are they the same for both the first and second review?   

Changed patient need would trigger a further episode of care which would include the initial 
review and follow-up(s). 

If the meaning of the “second review” in the question is taken as a follow-up appointment, 
then we would posit that the decision for a second follow-up appointment should be based 
on the clinical outcome finding at the first follow-up appointment. 
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If the outcome at the end of the first follow-up is “Resolved” or “Well managed”, then there 
is no need for a formal follow-up by the pharmacist practitioner. Usual care can be provided 
by the patient’s health care team. 

If the outcome is other than “expired” then at least a second follow-up is necessary.  

If the patient’s clinical condition is particularly unstable, then the Department should 
consider a “Special Circumstances” component to facilitate further follow-up appointments 
to be allowed at least until the “Improved” outcome has been reached.  

If the meaning of a “second review” is a new HMR or RMMR in place of the follow-up 
process, then we do not support such a review.  A new HMR/RMMR should be triggered 
only with a change in circumstance. 

 

(c) How are reviews based on an anniversary date, rather than clinical need, 
avoided (e.g. a service provider scheduling all follow up reviews at three months 
regardless of need or situation). 

We would have thought that such a review would not be paid. Full reviews (and a second 
follow-up appointment) would need to be based on clinical need as described previously. 
The Department have the ability to audit claims to ensure “anniversary date” reviews are 
excluded from payment. 
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4. How can the initial HMR/RMMR referral and subsequent report can be improved 
and/or standardised to ensure a quality service is undertaken? 

The review should not focus solely on the medicines and possible interactions. There should 
be some investigation into adverse effects, especially falls risk, concordance (both voluntary 
and involuntary), vaccination status, previous adverse effects/allergies that may not have 
been reported, DSM strategies, lifestyle issues, burden of medicines, medicine over-use, and 
opportunities for deprescribing.   

The original referral should be widened to allow others to initiate a review. 

It would be hoped that the MyHealth record would provide the appropriate information to 
assist the pharmacist practitioner to undertake a review (and follow-up).  

We think that a standardised electronic recording and reporting app or program should be 
developed that can be used by the pharmacist practitioner as a patient record, and that can 
generate a report of a similar format used by other health professions in patient care.  
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5. What (if any) changes should be made to the clinical triggers for referring for an 

initial HMR/RMMR service? 

Currently the criteria are; 

“DMMRs  are targeted at patients who are likely to benefit from such a review: patients for whom quality use of 

medicines may be an issue or; patients who are at risk of medication misadventure because of factors such as their 

co-morbidities, age or social circumstances, the characteristics of their medicines, the complexity of their 

medication treatment regimen, or a lack of knowledge and skills to use medicines to their best effect. 

DMMR’s are targeted at patients who are: 

· currently taking five or more regular medications; 

· taking more than 12 doses of medication per day; 

· have had significant changes made to medication treatment regimen in the last three months; 

· taking medication with a narrow therapeutic index or medications requiring therapeutic monitoring; 

· experiencing symptoms suggestive of an adverse drug reaction; 

· displaying sub-optimal response to treatment with medicines; 

· suspected of non-compliance or inability to manage medication related therapeutic devices; 

· having difficulty managing their own medicines because of literacy or language difficulties, dexterity problems or 

impaired sight, confusion/dementia or other cognitive difficulties; 

· attending a number of different doctors, both general practitioners and specialists; and/or 

· recently discharged from a facility / hospital (in the last four weeks).” 

 

We would suggest broadening the last point to a statement where the term “transition of 
care” is paramount rather than “facility/hospital”. A recent transition of care could for 
example include hospital to RACF, RACF to hospital, hospital to community, community to 
RACF, and initiation of home care package in person taking multiple medications. The other 
criteria remain relevant.  

It would be interesting to hear NACCHO’s opinion on the relevance of these criteria to their 
clients’ experiences. 
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6. What data should be collected to inform on health outcomes (including any 
evaluation of clinical and/or cost effectiveness)?  Both for the initial service and 
follow up services. 

For evaluation purposes, the following data may be collected and used for a cost analysis; 

Practice data: Number of presenting medication-related problems, nature of presenting 
medication-related problems, action taken by pharmacist/recommendations to medical 
officer, outcomes of actions of the pharmacist or medical officer (gathered at follow-ups), 
potential adverse outcomes if problem not addressed, the probability of occurrence of such 
adverse outcomes, and the resources required to treat such adverse outcomes. 

Note: some identified problems can be resolved by the pharmacist practitioner within the 
pharmacist’s scope of practice. 

Potential adverse outcomes occur when the anticipated outcomes of the condition if an 
appropriate treatment is not applied. Such instances include; 

a) Infection: the condition is likely to develop an infection if left untreated.  
b) Deterioration of a condition: the condition if left untreated is likely to worsen. 
c) Adverse drug reaction: indicated for persons for whom a potential drug-drug or drug-

condition interaction has been identified, or who has taken a similar drug in the past 
with adverse effects, and for whom it is likely to produce adverse effects. 

d) Long-term adverse consequences: for situations in which the immediate problem is 
related to long-term management of a pre-existing condition. 

e) Condition slow to resolve: the condition may resolve over time but resolution would 
be delayed if optical treatment is not applied. 

f) Continuing discomfort: without appropriate palliative treatment, the client will 
experience continuing discomfort. 

Probability of occurrence of adverse effects can be defined this way: 

a) Negligible: a probability of occurrence of less than 1% 
b) Very low: a probability of occurrence of more than 1% but less than 10% 
c) Low probability of occurrence of between 11% and 35% 
d) Moderate: a probability of occurrence of between 36% and 65% 
e) High: the probability of occurrence of between 66% and 90% 
f) Very high: a probability of greater than 90% 

Level of resource required to treat adverse outcomes if they occur: 

a) None: there is no likelihood of adverse outcomes occurring, or if they occur they are 
of a minor significance such that no support is required. 

b) Self care/carer: the outcome is of minor annoyance and can be dealt with by the 
client themselves. 

c) Pharmacist: reference to the pharmacist is the likely action as its within the scope of 
practice of the pharmacist to intervene. 
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d) GP or other health professionals: the nature of the adverse effects requires 
consultation with GP or other health professional as it’s outside the scope of the 
pharmacist to intervene. 

e) Specialist medical practitioner: the nature of the problem will require specialist 
intervention. 

f) Hospital admission: the adverse outcome is likely to result in a condition requiring 
hospitalisation. 

g) Transition to aged care support: the occurrence of adverse effects will mean that the 
person now can no longer care for themselves and will need admission to a 
residential aged care facility. 

Algorithms could be applied to such a process and a report generated provided there is 
consistent patient care electronic recording program of the patient interactions.  
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7. How can collaboration, information sharing and joint decision making with the 
multi-disciplinary health care team be improved in undertaking HMR and RMMR 
services? 

If a doctor originates a referral for a review, they should cooperate with the practitioner 
pharmacist as much as possible to supply requested information in a timely manner. 
(Communication is often lacking, e.g. no response from GP after a HMR.  Many GPs don’t 
list the reason for the referral on the referral to the pharmacist practitiioner. Often not 
enough information is provided in the original referral, e.g. pathology results, specific 
concerns to address). 

 
This could be facilitated by the medical practice pharmacist if one exists in the practice.  

Where feasible, face-to-face case conferencing should occur.  Otherwise, telephone/video 
conferencing should be encouraged. If case conferencing is not possible then written 
reports could be transmitted either directly to the medical practitioner or via the practice 
pharmacist.  

The MyHealth card may also be a means of transferring information. 

Ultimately, the process of initiation, undertaking, reporting and follow-up must be 
undertaken in a timely manner. 

For this process to be clinically relevant, we strongly recommend that all HMR/RMMR 
interactions with patients be conducted face-to-face, allowing for considered exceptions. 
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8. How can the Quality Use of Medicines Program be made more targeted to the 
needs of the Aged Care Facility and its residents? 

I believe that ultimately the QUM program for the Aged Care sector should be funded 
outside of the Community Pharmacy Agreement. The amount of work required to ensure 
systematic, rigorous and ongoing QUM service is too extensive for inclusion in such a 
pharmacy agreement. Further the CPA has traditionally been all about supporting the “four 
walls” business model of the community pharmacy sector. The necessary commitment to 
such an extensive program in aged care would not be a necessary priority.  

In 2016, 75% of RACF staff in Australia are Personal Care Assistants (PCA) and 7% enrolled 
nurses (EN) (Source: https://www.gen-
agedcaredata.gov.au/Resources/Dashboards/Australia-s-aged-care-workforce ). In a survey 
of staff employed in four aged care facilities (unpublished), most PCAs and ENs were keen to 
receive significant support from a pharmacist around medication management. The 
employees regular were in contact with the residents but lacked the knowledge to recognise 
problems with medications, including appropriate administration (is it OK to crush tablets?), 
alternative dosage forms, side effects (including causation of falls), adverse effects, timing of 
administration, recording of medications, and generic alternatives.  

A QUM pharmacist should cover the following; 

a) Provide drug information to members of the health care team 
b) Provide advice on methods of administration of medicines (eg crushing) 
c) Provide advice on safe and effective use of medicines 
d) Provide advice on storage and safe handling of medicines 
e) Evaluate and monitor prescribing practices of prescribers (clinical audits) 
f) Be a member of Medication Advisory Committee 
g) Help the health care team identify situations where adverse drug reactions are not 

being recognised 
h) Identify the need for and arrange for a medication review to be undertaken by an 

outside pharmacist (if the pharmacist is not contracted to conduct RMMRs) 
i) Advice on ensuring quality standards around medications are being met 
j) Identify gaps in health care and feed back to health care team 
k) Work with other members around accreditation 
l) Explain the role of pharmacist to other members of the health care team 

 

However, there is a major problem with the current QUM program in that it is episodic, as 
the pharmacist is not present consistently to fulfil the above QUM opportunities as 
immediate needs arise. 

I believe there is a need for pharmacists to be employed in the sector as part of the care 
team. Obviously, medicines are an important part in the healthcare regime for the 
residents, residents by the very nature of being required to live in care are at high risk of 
medication misadventure but there is an observable lack of expertise in such settings. I have 
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had discussions with senior RACF management around the involvement of pharmacists in 
the aged care sector; they understand the need and value, but it comes down to lack of 
funding for such positions. It is obvious that the CPA structure is not the appropriate funding 
mechanism for such a service. Further RMMRs could also be taken out of the CPA system 
and including in the aged care budget when pharmacists are employed by RACPs. 

In the interim however, there should be greater emphasis on the QUM activities offered to 
RACFs. To achieve this, pharmacists will need funding to spend more time in the RACF to 
develop and deliver the QUM program outlined above on a regular basis. And to deliver 
such a program successfully, the QUM pharmacist will need to develop professional 
relationships with all staff and residents such that they are valued members of the team.  As 
we know, prescriber’s practice is built on trust so they also need to be trusting of the 
pharmacist for the service to be successful. 

  
  
 
  

 

 


