
Quality Use of Medicines and Medication Reviews. 

This submission is predominantly directed towards the quality use of medicines and the professional 
pharmacist services in the form of home medicines review with some comments also about 
residential medication reviews. It is submitted by a group of accredited pharmacists who regularly 
meet via teleconference across Australia and a general practitioner.  

It is noted that the Review’s recommendations will be directed toward achieving arrangements 
which are transparently cost-effective for Government and consumers, financially sustainable, 
considerate of current and future expectations for the community pharmacy sector, and effective in 
delivering quality health outcomes and promoting access and quality use of medicines, in the 
context of Australia’s National Medicines Policy (NMP) and the broader Australian Health sector.  

Questions 5. 6. 7. Is the CPA process consistent with the National Medicines Policy? Is it consistent 
with the long term sustainability and affordability of the PBS? Is it consistent with good 
government practice in terms of value for money (for both patients and taxpayers), clarity, 
transparency and sustainability? 

The National Medicines Policy states: The overall aim of the National Medicines Policy is to meet 
medication and related service needs, so that both optimal health outcomes and economic objectives 
are achieved. To achieve quality use of medicines, people must be provided with the most 
appropriate treatment, and have the knowledge and skills to use medicines to their best effect. 
Health practitioners have a particularly important role to play in promoting the quality use of 
medicines, through good treatment choices, good communication with consumers, collaboration 
with other health practitioners, including across professional boundaries, the development and 
implementation of models of best practice, and maximising professional roles to provide optimal 
contribution from the various health practitioners. 

Whilst many community pharmacists have great relationships with local health care providers there 
are many barriers to pharmacists working in collaboration with other health practitioners.  These 
barriers include the location of the pharmacy often being a stand alone building which is not co-
located with other health providers, a need for the pharmacist to be present in the pharmacy and a 
history of being seen as “policing” the PBS (by prescribers) whilst also being “for profit” with much of 
the profit coming from PBS. A conflict of interest (perceived) arises in terms of encouraging 
compliance with medicines rather than questioning whether the need for the medicine is truly in the 
best interests for the consumer.  

Greater transparency and removal of the potential conflicts of interest would be achieved by 
separating the function of regular pharmacist review of medicines away from supply of the 
medicine. A current mechanism for this to occur is partly through the delivery of medication reviews 
in the home and aged care homes. However having these services remunerated and managed 
through the CPA again seems to be somewhat of a conflict of interest and for transparency would be 
preferable to be separated so that those reviewing medicines do not have the potential to benefit 
from sales of medicines. Non-dispensing pharmacists are able to develop a relationship based on 
trust and credibility with other health providers and are able to collaborate with all providers 

(including community pharmacy). The 2011 PSA HMR guidelines state: The aims of Home Medicines 
Reviews (HMR) are to improve health outcomes for consumers and promote the quality use of 
medicines. These aims are best achieved through collaboration between all health care providers 
involved in the service and the consumer. HMR is designed to assist consumers living in the 
community. 
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Contestability and effectiveness is predominantly driven by the referrer ie GPs will refer to those 
who provide a good service. Effectiveness is also linked to education and number of reviews 
(experience) that are undertaken by pharmacists as per Andrew Staffords PhD thesis found at 
http://eprints.utas.edu.au/14800/2/whole-stafford-thesis-ex-pub-mat.pdf 

“factors associated with cost-effective HMRs identified that the pharmacists who had performed 
cost-effective HMRs had undertaken more continuing-education (P=0.006) and performed more 
HMRs in total (P=0.041)” 
Thus it would be preferable to have pharmacists specifically skilled in delivering these professional 

services such as medication reviews to undertake these full time and “specialise” rather than 
expecting every community pharmacy or pharmacist to provide them. 
 
Question 8.  With regards to Professional services (such as medication reviews) the Pharmaceutical 
Society of Australia should be involved in formal agreements.  
 

Question 12. Current arrangements under the CPA do not facilitate pharmacists providing 
information to other health practitioners / prescribers about medicines. Evidenced based 
information about medicines is readily available eg through Australian Medicines Handbook to 
prescribers however the value that a pharmacist can add in terms of interpretation and application 
to an individual with complex health conditions is often not utilised due to lack of collaborative 
relationships. There are pockets of excellence and I refer the reviewers to the benefits of having 
funded specialised pharmacists providing this “information service”. Examples are pharmacists 
working within GP practices and/or through undertaking medicines reviews or a separate service 
such as that provided by the Drug and Therapeutics Information Service (DATIS) which could support 
pharmacists as well as GPs – see attached poster recently presented in 2016 at the end of this 
submission. 

 

Question 25: As medicine specialists, what are the professional programs and services that 
pharmacists should or could be providing to consumers in order to best serve the consumers? 
 
As per above and below pharmacists should be reviewing medicines in collaboration with the 
consumer and other health professionals and providing consumers and prescribers with information 
about their medicines and expectations from their medicines. In addition pharmacists can assist 
consumers to be more health literate and able to ask questions to improve their own safety. 
Pharmacists undertaking medicine reconciliation as is formally undertaken in HMRs and RMMRs can 
reduce errors. Pharmacists should also be keeping track (and assisting consumers to keep track) of 
their allergies – this requires collaboration and is often unknown at the community pharmacy, yet is 
a critical safety issue. 
 
 As per the 2013 Safety and quality document on medication management at : 
http://www.safetyandquality.gov.au/our-work/medication-safety/medication-reconciliation/nmmp/ 
  

It is known that communication problems between settings of care are a significant factor in causing 
medication errors and adverse drug events. Literature reviews have reported unintentional variances 
of 30 – 70% between the medicines patients were taking prior to admission and what they were 
prescribed on admission. As many as 12% -18% of these errors were considered potentially harmful. 
Australian data shows that patients with one or more medicine omitted from their discharge 
summary are 2.3 times more likely to be admitted to hospital as those with no omissions. Medication 
reconciliation is a formal process that has been demonstrated to improve the continuity of medicines 
management, reducing medication errors by 70% and adverse drug events by over 15%.  
 

From a patient’s perspective, HMRs improve knowledge, skills and confidence in using medicines. 
Patients also report a high satisfaction rate with the service. Research conducted across Australia 



has consistently demonstrated that HMRs are an effective way to identify and resolve medicine-
related problems and improve health outcomes.(reference: 

https://www.veteransmates.net.au/VeteransMATES/documents/module materials/M29 TherBrief.pdf  
 

RMMRs conducted by accredited clinical pharmacists can reduce prescribing of sedative and 
anticholinergic drugs in older people. There is also evidence that they can identify and resolve 
medication-related problems and improve medication appropriateness.  

(ref http://www.cochrane.org/CD009095/EPOC interventions-optimise-prescribing-older-people-care-
homes ) 

A concern relating to RMMRs  currently is the lack of choice the resident and/or GP has for choosing 
which pharmacist provides clinical services, including RMMRs.  Currently the business rules only 
allow one service provider per facility and the service agreement is between the pharmacy provider 
with the facility  - not the GP nor resident. It is not in the best interests of residents to be unable to 
choose their pharmacist who reviews their medicine and contravenes all other health services were 
either the referrer and/or the patient can choose their service provider. This is a concern as 
collaboration between the GP and the review pharmacist has shown to increase the implementation 
rates of recommendations.  

(Ref http://www.ncbi.nlm.nih.gov/pubmed/23322285 ) 

 

Question 29. Is it appropriate that the PBS links the remuneration for the provision of professional 
advice to the sale of medicines? 
  
Advice regarding medicines needs to be available at the time of obtaining a medicine(s) but 
remuneration of professional services and advice should not be solely linked to the PBS 
remuneration for sale of the medicine. Professional unbiased medicines information is most credible 
when separated from profit. For complex medicines such as inhaled medicines and anticoagulants 
then multiple opportunities for obtaining the information may be warranted such as at the point of 
prescribing (GP practice, hospital or other prescribers locations), at the time of supply and then also 
a followup discussion with a pharmacist such as at a HMR. 
 
With $9.1 billion spent annually on PBS drugs some quality assurance of the appropriateness of this 
expense is warranted accountability for society and also at an individual consumer level. HMRs and 
RMMRs are a quality assurance mechanism which identify and correct issues such as duplication, 
overtreatment, safe disposal of medicines and also increase consumer knowledge. Given how little is 
spent on medication reviews relative to that $9bn it is small price to pay for quality assurance and 
greater emphasis and availability for medication reviews is warranted. 
 

Question 34. How should government design the provision and remuneration of new programs 
that are offered through community pharmacy to ensure robust provision, value for taxpayers and 
appropriate supply for patients in need? For instance, should all patients be entitled to an annual 
HMR? Should HMRs be linked to a health event, such as following hospital discharge? Should they 
only occur following referral from a medical practitioner? 
 

HMRs should occur in collaboration with the consumer and their health care providers – in general 
this would be their medical practitioner (including specialists at hospitals). There should be a focus 
on Medication reviews for those transferring across settings within health care not only hospital to 
community but also on transfer from community to disability or other health service as this is a time 
of potential harm from medicines. 
 



Specifying a time frame such as “annual HMR” and applying the cap of 20 per month is not 
justifiable. HMRs can and should be able to be referred for when needed. Most patients will not 
need an annual HMR but if there is a significant change in their condition or a hospitalisation with a 
number of medicine changes then they may require more than one HMR within 12 months. 
 
The cap of 20 HMRs per month does not apply to the GP referrers and takes no account of actual 
local need and potentially limits the availability of the service to patients in need. This is of particular 
concern in areas with limited access to accredited pharmacists such as rural areas. It also has the 
potential to affect the timeliness of HMRs for patients who may need to wait until the next month 
which is in conflict with the aims of targeting services when and where the need is greatest. It is also 
worth noting that expertise in delivering HMRs comes with experience and limiting numbers to 
20/month does not help pharmacists develop this. However, If a cap is felt necessary, even a simple 
change to 240/year would be far more pragmatic, given that referrals fluctuate, holidays and 
sickness may impact some months. If the quality of the review is of concern then a limit of 5 HMRs 
per day may be a preferable limit (with an average of 3 hours per review this is equivalent to 45 
hours per week). 
 
Flexibility for HMRs is required for some sectors such as aboriginal consumers. A great example 
where it works well with an employee and is sometimes initiated by an aboriginal health worker 
rather than the GP is provided by Amanda Samburg in her report at: 
https://www.nps.org.au/ data/assets/pdf file/0003/83370/Final Report ASanburg 2009-12.21.pdf 
 

This report shows the benefits of home medicine reviews and states: As an employee, I am accepted 
as part of the multidisciplinary team of the AHS and I have a collaborative working relationship with 
the GP’s, nurses, visiting allied health staff and AHW’s. The GP’s feel comfortable requesting drug 
information support any day of the week via telephone or face-to-face. 
 
Whilst there will always be a level of unavoidable risk of harm associated with medication use, a 
substantial proportion harms are considered to be avoidable. In a review of studies investigating the 
prevalence of drug-related hospital admissions in Australia, Roughead et al. reported that between 
32% and 69% of these admissions were definitely or possibly preventable, had appropriate prior 
measures been taken by health workers. 
 
There are high risk medicines and consumers who are at high risk of medicine misadventure due to 
complex health needs however retaining flexibility for the reason for referral for a medication 
review is warranted. Medical  practitioners are accountable for their referrals and based on the 
results presented below it seems that only those patients who are in need of a review are being 
referred for a Home medicine review. 
 
Below is a summary prepared on the 18/9/16 of recent medication reviews. These HMRs were the 
“last 20” by the pharmacists ie not selected by complexity just “sequential most recent HMRs” and 
reflects that it is patients with many medicines and significant issues that are currently being 
referred for HMRs. 
 Key findings: 

 7 pharmacists provided data for 130 HMR patients 

 Patients had a higher mean number of medications at the time of HMR than indicated on 
the referral and there were many differences between the prescribers list and what is 
actually in use   

 Most reviews were for patients with hyperpolypharmacy (mean no of medications per 
HMR  = 13.4 medicines) 

 Pharmacists gave on average 5.24 recommendations per HMR report 



 
Data Collection 
 
Method: Seven accredited pharmacists practising across Australia conducted a personal audit of 
their most recently completed Home Medicine Reviews (HMRs). Data about their recent patients’ 
age, gender, setting, reason for HMR referral, number of medicines prescribed per patient, and 
recommendations were collected using a single data collection form. The data was analysed using 
descriptive statistics and qualitative analysis of the recommendations. The D.O.C.U.M.E.N.T system 
was used to identify drug-related problems of the top 3 medication recommendations for HMR 
patients.1  
 
Results: 
 
Table 1: The demographics of HMR patients for 7 pharmacists practising throughout Australia 

Characteristic N (%) 

Patients 

 Female  

 Age (mean±SD) 

 Setting 
o Urban 
o Rural, Regional, Remote 

 Number of Medications  
o on referral from GP (mean±SD) 
o at time of HMR (mean±SD) 

 prescribed medications 
 over-the-counter medications 
 complementary medications 

n=130 

 79 (61%) 

 74.4±12.2 
 

o 119 (92%) 
o 11 (8%) 

 
o 11.8±5.0 
o 13.4±5.8 

 10.5±4.6 
 2.1±2.1 
 1.1±2.4 

 Total No. of reasons for HMR referral  
o Takes 5 or more medicines 
o Takes more than 12 doses of medicine per day 
o Has been discharged from hospital in the previous 4 weeks 
o Has symptoms of an adverse drug reaction 

 n=272 
o 103 (38%) 
o 29 (11%) 
o 19 (7%) 
o 16 (6%) 

 Total number of recommendations made per patient (mean±SD) 
 5.24±2.4 

 
 
 
 



Figure 1: Word cloud of recommendations provided to general practitioners (GPs) by 7 accredited 
pharmacists about their Home Medicine Review patients. Pharmacists recorded the top 3 
medication recommendations for each patient. (Larger texts indicate more prominent words) 
Table 2: Number of Drug-Related Problems (DRP) identified according to D.O.C.U.M.E.N.T. system. 
Total number of DRPs in 130 patients was 416. Pharmacists recorded the drug-related problems for 
the top 3 medication recommendations for each patient. 
 

DRP type 
DRP subtype 

Total DRPs 
N (%) (n=416) 

Drug Selection 
Duplication 
Drug Interaction 
Wrong Drug 
Incorrect Strength 
Inappropriate Dosage Form  
Contraindications apparent 
No indication apparent 
Other drug selection problem 

Over or underdose prescribed 
Prescribed dose too high 
Prescribed dose too low  
Incorrect/unclear dosing instructions 
Other dose problem 

Compliance & Concordance 
Taking too little 
Taking too much 
Erratic use of medication 
Intentional Drug Misuse 
Difficulty using dosage form 
Other compliance problem 

Untreated indications 
Condition undertreated 

111 (26.7%) 
12 (2.9%) 
10 (2.4%) 
5 (1.2%) 
3 (0.7%) 
7 (1.7%) 
18 (4.3%) 
32 (7.7%) 
24 (5.8%) 

83 (20.0%) 
51 (12.3%) 
13 (3.1%) 
6 (1.4%) 
13 (3.1%) 

50 (12.0%) 
8 (1.9%) 
14 (3.4%) 
15 (3.6%) 
0 
4 (1.0%) 
9 (2.2%) 

58 (13.9%) 
41 (9.9%) 



Condition untreated 
Preventive therapy required 
Other undertreated problem 

Monitoring 
Laboratory Monitoring 
Non-laboratory monitoring 
Other monitoring problem 

Education 
Patient requests drug information 
Patient requests disease management advice 
Confusion about therapy or condition 
Demonstration of device 
Other education or information problem  

Non-clinical 
Clinical interventions that cannot be classified 
under another category  

Toxicity or adverse reaction 
Toxicity by dose 
Toxicity by drug interaction 
Toxicity evident 
Other toxicity problem 

11 (2.6%) 
3 (0.7%) 
3 (0.7%) 

23 (5.5%) 
17 (4.1%) 
4 (1.0%) 
2 (0.5%) 

34 (8.2%) 
7 (1.7%) 
2 (0.5%) 
8 (1.9%) 
10 (2.4%) 
7 (1.7%) 

 
8 (1.9%) 

 
49 (11.8%) 

18 (4.3%) 
8 (1.9%) 
15 (3.6%) 
8 (1.9%) 

 
                                                           
1
 Williams M. et al. DOCUMENT: a system for classifying drug-related problems in community pharmacy. Int J 

Clin Pharm, 2012;34:43-52. 
 

From a GP perspective on the above results we have received the following: 

 

I think the need for a collaborative, iterative approach is highlighted in this table. The number of 

problems perceived by the HMR Pharmacist is much higher than I believe to be a true reflection of 

the changes that should be made. They probably do correctly indicate the number of potential 

problems, and are therefore an important starting point. Further discussion with the Doctor will 

refine and reduce these on the basis of personalised clinical need, and further discussion with the 

patient will refine and probably reduce the perceived need for change according to the patient's 

preferences. 

As both this submission and the quoted guidelines suggest, there is a need for a collaborative 

approach. This will increase the uptake of the recommendations by the Doctor, and the compliance 

level by the patient.  

Collaboration with the community pharmacy is important for positive monitoring and ongoing 

support at the time of dispensing and the involvement of the community pharmacy at this point 

lessens the risk of these changes based on best practice being undermined for commercial reasons. 

Quote from one of the pharmacists: 
 

I see at first hand how much patients and GPs value the service and having done a wide variety of 
'Pharmacy jobs' both here and in the UK, I honestly believe that HMRs use my own skill set better 
than anything I have ever done. 
I consequently feel very passionately that the HMR service is 'worth fighting for' 



                                                                                                                                                                                     

 
Another quote: 
 

At the end of every home medicine review I am confident that both the General Practitioner and the 
consumer have a reconciled list of medicines (there are virtually always differences in the referral list 
and that actually taken by the consumer).  At the end of every Medication Review I am confident that 
the consumer has greater confidence in their ability to manage their medicines and increased 
knowledge of their medicines. 
It is very rewarding work and can result in significant improvements in consumer health. 
Timeliness in preventing hospitalisations and significant harm would be improved by pharmacist 
input at all steps of medicine prescribing, dispensing and transfers of consumers. (by the time I see 
consumers sometimes they have been subjected to significant investigations that would not have 
been warranted if they had the HMR sooner.) 

 

 

We would be happy to discuss the contents of this submission in more detail with you and /or 
provide further data or references. Please do not hesitate to contact us. Contact in the first 
instance with Sue Edwards on  or  
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