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The following submission is made in my capacity as an Advanced Practice Complex Care 

Coordinator Pharmacist working across care transitions for and with clinically complex 

patients. 

The opinions expressed in this submission are my own and address 

 The Role of Pharmacists

 Alternative Business Models for Pharmacy

 Aboriginal Health Services

 Rural and Remote Health

 Care coordination for complex

Medication management across the care continuum 

Australia’s National Medicines Policy describes the Quality Use of Medicines (QUM) as 

encapsulating all aspects - quality safety and efficacy; equity of access; and a viable 

pharmaceutical industry to achieve the ultimate and central goal of improving health 

outcomes for our patients. This Review comes at a time where Pharmacy and Pharmacists 

need to take a leadership role in QUM, and together with our consumers ensure we are 

delivering best practice in medicines management.   

A quarter of a century ago, the pioneers of pharmaceutical care, Hepler and Strand1  

implored the pharmacy profession to pursue collaboration and partnerships and embed a 

culture of patient-centred care in their practice.   

“Pharmacists must abandon factionalism and adopt patient-centered pharmaceutical care as 

their philosophy of practice….. It will be necessary to set new practice standards, establish 

cooperative relationships with other health-care professions, and determine strategies for 

marketing pharmaceutical care. Pharmacy's reprofessionalization will be completed only 

when all pharmacists accept their social mandate to ensure the safe and effective drug 

therapy of the individual patient.” 

The Medicines Management Pathway compromises nine activities and three background or 

system processes as well as involving a number of different health professionals. Medicines 

management governance must place patients at the centre.  The journey belongs to the 

patient, and while there are many ‘touchpoints” where patients interact with healthcare 

professionals, no “one” professional should consider they own this space, especially at the 

expense of another’s valued role. The future of value based healthcare, even in medicines 

management will revolve around the patient, not the profession and it should deliver the best 

value through achieving the best outcomes at the lowest cost; 
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We must move away from a supply-driven health care system organized around what 

healthcare professionals  do and toward a patient-centered system organized around what 

patients need. We must shift the focus from the volume and profitability of services 

provided—physician visits, hospitalizations, procedures, and tests—to the patient outcomes 

achieved. And we must replace today’s fragmented system, in which every local provider 

offers a full range of services, with a system in which services for particular medical 

conditions are concentrated in health-delivery organizations and in the right locations to 

deliver high-value care. 

Porter and Lee Harvard Business Review 20132 

With this in mind, increasing emphasis is being placed on understanding the Patient Journey 

when evaluating the true costs of care and the value of interventions, rather than judging an 

intervention on cost alone. Looking at Community Pharmacy in isolation from the whole 

medicines management journey risks describing value based on aligning roles within 

‘arbitrary role-defined budgets’.  Services being judged according to how much they “cost” 

rather than how valuable they are and where they fit across the care continuum provides 

crude and misleading estimates of the true actual costs of service for individual patients and 

conditions, or indeed value of the service to patients.2  

Proven medication management initiatives – getting the recipe right 

Nothing illustrates the problem of judging a service by cost, rather than ‘impact on quality of 

life, reduction in health-related resource utilisation or patient-centred outcomes’, than the 

issue of Home Medicines Reviews (HMR), and MedsChecks in 2013-2014 where demand 

and utilisation outstripped budget allocation.3,4  There was significant publicity and outcry 

regarding the excessive uptake of HMR following direct-referral by GPs to Accredited 

Pharmacists as well as increased uptake of MedsChecks in Community Pharmacy during 

this period.  While there were questions raised regarding the integrity of these reviews and 

MedsChecks, there was no way that the outcome of increased medication management 

services could be measured, or indeed concerns regarding the integrity of the increased 

uptake further investigated. Did this increase actually result in less medication related harm?  

Australian studies utilising HMR and Residential Medication Management Reviews 

(RMMRs) have provided solid, high quality evidence affirming their value especially with 

stakeholders; GPs, patients and pharmacists.5,6,7 While MedsChecks have not had the 

scrutiny or research rigour to affirm the value that HMR and RMMR have, they offer a very 

important medication management service for patients who do not wish to have a home visit, 

or those who do not have a “Medical Home”.  Such patients may be particularly vulnerable to 

medication misadventure and are being increasingly targeted by many healthcare 

organisations worldwide, hoping to reduce rising costs and avoid potentially preventable 

readmissions.8 

So, while we know medication management services can reduce medication misadventure 

and improve outcomes, the rhetoric remained the final word (or “sentence”) on these 

services and these important QUM initiatives remain restricted through caps on provider 

access, and extensions on time for re-review.  This Review provides an opportunity to 

rewrite the rhetoric, restore the value in medication management services and ensure these 

important QUM initiatives are reinstated to ensure they can be provided to patients based on 

need and value, rather than Business Rule Restrictions designed around budget capacity.  
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Targeting High Risk Populations – Referring High Risk Patients for Post Discharge 

Medication Management 

The cost of healthcare in Australia will continue to rise due to the ageing population and the 

large number of people living with multiple long term medical conditions and physical and 

cognitive impact.9 International studies show the top 5% high-risk patients for hospitalisation 

consume more than 25% of healthcare costs, and are the most appropriate for intensive 

care coordination interventions.9 In parallel with this, the period 7 to 10 days following 

hospital discharge is identified as a vulnerable time associated with a significant risk of 

medication misadventure in high-risk patients.10  Medication related problems are an 

important risk factor for rehospitalisation,5,11 so the ability to identify the “high-risk” patient 

and target them for follow up early post discharge may avoid unnecessary and unplanned 

hospital readmissions, that are associated with significant costs to health-systems, lower-

quality treatment and poorer health outcomes.11 

Collaborative medication management across care transitions is one of most important 

foundations for ensuring safe transitions.  The Complex Needs Co-ordination Team 

(CoNeCT) Pharmacy pilot was implemented in 2015 in Western Australia and aimed to 

establish an outreach clinical pharmacy service for complex clients and patients considered 

at risk of medication misadventure and unable to access timely medication management 

services through the usual community channels. Hospital staff (doctors, ward pharmacists, 

nurses or care coordinators) completed a referral using a stratified survey previously trialled 

in a hospital outreach medication management research.10 The outreach visit usually 

occurred in the patient’s home, but was not restricted to this setting, and importantly 

provided patient choice of setting. 

A review of the patient cohort referred to this service over a 9 month period (April 2015- 

December 2015, n=118) 12; 

 100% of patients were stratified as high risk (according to the risk assessment tool).

 47% of patients were considered a moderate to high risk of non-adherence due to

their concern of harm from their medicines, high cost or not believing in the benefits

of their medicines.

 47% of clients did not identify a "usual GP" or "usual pharmacy" as being involved in

their medication management.

 57% lived alone and managed their own medications.

These demographics paint a picture of complexity and high-risk, yet these patients were not 

able to access timely early post-discharge medication management services in the 

community. This pilot also demonstrates that hospitals are aware of the risks patients face 

from medication misadventure and are willing to refer.  What is lacking is an easily accessed 

streamlined process, where the treating hospital team can be assured high risk patients will 

be followed up by dedicated primary healthcare professionals early post discharge during 

the high risk time for medication misadventure.   

A recent systematic review of clinical medication review in Australia highlighted groups at 

risk of medication misadventure who may remain underserved by this important initiative.13 

Access gaps among indigenous and CALD populations, consumers receiving palliative care, 

with poor medication adherence, recently discharged from hospital, and those living in rural 
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and remote areas were considered underserved. 13 Targeting of clinical medication reviews 

to underserved groups at high risk of ADEs is supported by the international literature14  and 

should be prioritized by this Review. 

 

The final report on the Home Medicines Review Qualitative Research Project15 in 2008 

carried strong ‘widespread’ unconditional support for post-discharge medication review, in 

acknowledgement of this gap in care.  

 

The need for a ‘rapid response’ Home Medicines Review for post hospital discharge 

was the major reason for support for an option of referrals being made by the 

hospital. It is essential that all possible barriers are removed to enable post hospital 

Home Medicines Reviews to occur within approximately 10 days of discharge (earlier 

if possible) and under the current model this is known to be close to unworkable15 

 

Despite the support, and call to action nationally and internationally, 8 years on we appear 

no closer to solving the problem of medication management across the care continuum. 

While there are many reasons cited for the delay in action in an area known to be a risk to 

patient safety, a constant is the lack of clinical governance. Who is responsible for care 

across the continuum for a patient recently discharged from hospital? The governance issue 

is inexorably linked to financing, and therefore becomes a political issue which may in part 

explain the inertia in finding and funding more appropriate models.16 In a response to a 

pressing demand for action in this space, the Government called for submissions regarding 

the “Implementation of a hospital referral pathway to enable urgent Home Medicines 

Reviews (HMR)” in January 2012.  While there were high hopes for outcomes from these 

submissions and stakeholder talks, the response has been subdued and delayed. Pilots 

were undertaken in urban and rural and remote regions, so it is hoped that this Review will 

see recommendations from these pilot projects. 

  

The Primary Health Networks (PHNs) are emerging in the healthcare landscape, and appear 

ideally placed to take a leadership role in overseeing a model of care triaging early post 

discharge medication management services. Their key objective is to increase the efficiency 

and effectiveness of medical services for patients, particularly those at risk of poor health 

outcomes, and improve coordination of care to ensure patients receive the right care in the 

right place at the right time.  PHNs could commission regional mapping of services, take 

responsibility for publishing and updating of Services Directories for Medication Management 

Services – specifically identifying Pharmacies and Pharmacists willing to provide medication 

management services to patients in the early post discharge period. Where patients can 

nominate a “Medical Home” – a Hospital Initiated Medication Review (HIMR) could easily be 

referred, initiated by the hospital and followed up by dedicated community healthcare 

professionals. Current pilot projects with pharmacists working in general practice are 

underway, and the role of these pharmacists in transitions of care for patients transitioning 

between episodes of care should also be considered as pharmacists extend their roles in the 

primary healthcare arena. 

 

Post hospital discharge services – either Home Medicines Review or MedsChecks  or 

Residential Medication Management Reviews should be able to be provided  to patients with 

an identifiable need, irrespective of services already received and in the most appropriate 

setting for each patient.  There are many stakeholders who consider they have the “most 
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skin in the game” with regards to defining appropriate medication management pathways 

post hospital discharge. History would suggest that while Governments have gone to the 

well many times, asking for solutions, the apparent lack of consensus among the many 

stakeholders involved in this space has culminated in a reluctance to make definitive 

decisions on how to manage medication safety for patients across the care continuum “gap”. 

This lack of progress has resulted in a disappointing inertia, and indeed the “gap” in 

medication management across care transitions remains. I welcome Professor King’s 

courage in seeking answers to some deliberately provocative questions.  In the same vein, 

this Review has an opportunity to show leadership and courage to make good on promises 

made nearly a decade ago. It should enable the right people to deliver appropriately 

targeted, timely medication management services to consumers most in need across the 

care continuum. 

 

 

Recommendations: 

 Fund Hospital Liaison Pharmacist/ Pharmacy technicians to enable screening, 

triaging and referring to Primary Care Medication Management Services.  Hospitals 

will not fund this, since it is seen as “post discharge” activity. Community will not fund 

this as not considered their responsibility. Stalemate on “The Gap” continues to 

stymie innovative solutions.  Hospital Liaison Positions could be linked/sponsored by 

the PHNs who would have knowledge and access to local and current service 

directories providing currency of available services and service providers for both 

HIMR, RMMRs and MedsChecks early post discharge. 

 Timeliness of post hospital discharge within 10 days to reduce the risk seen in this 

vulnerable early post discharge period. Payment for this specific medication reviews 

(HIMR, MedsCheck and RMMR) should be linked to timeliness to ensure desired 

outcomes.  

 Develop flexible pathways with assured handover (referral process will involve 

confirmed acceptance), driven by patient choice: These should not be subject to 

caps.  Patients may choose or be offered; 

o  a Hospital Initiated Home Medicines Review or RMMR (depending upon 

living circumstances) referred by hospital team (can be clinical pharmacist, 

nurse or doctor)  

 HMR ideally provided with acceptance through usual GP Practice or 

Pharmacist working in GP Practice or 

 HMR provided through Pharmacists working in Aboriginal Medical 

Services or 

 HMR provided through Pharmacists working in Community Mental 

Health or 

 HMR conducted through usual Community Pharmacy or 

 Where usual Healthcare provider unable or unwilling to accept rapid 

response handover, triage to; 

 Independent Accredited Pharmacists listed in PHN Service 

Directory with Specialist Services/Interests/Skills listed – eg; 

Palliative Care, {Pain, Mental Health, CALD (languages 

spoken)  
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o Hospital Initiated MedsCheck referred by hospital team (can be clinical 

pharmacist, nurse or doctor)   

o Hospital Outreach from hospitals where Community is declined or unavailable 

referred by hospital team (can be clinical pharmacist, nurse or doctor)   

o Post Discharge Medication Review Telehealth – referred by hospital team 

(can be clinical pharmacist, nurse or doctor) This will need development of an 

approved Model of Care/ Standards for post discharge support for patients in 

regional and remote settings, but is urgently needed.  

 Follow up with usual GP and/or Community Pharmacy should be mandated where 

independent providers are used instead of usual Community Healthcare Providers to 

ensure communication with patients usual GP and community pharmacist  

 

 References 

1. Hepler, CD and Strand, LM Opportunities and responsibilities in pharmaceutical 
care.J Hosp Pharm. 1990 Mar;47(3):533-43. 

2. Porter, ME and Lee, TH The Strategy that will fix healthcare Harvard Business 

Review October, 2013 

3. Pharmacy News HMR moratorium call ignites debate 11 March 2013 At: 

http://www.pharmacynews.com.au/features/hmr-moratorium-call-ignites-debate 

4. Pharmacy News  At: Chemist Warehouse MedsCheck push sparks audit call 5 

March 2014 At:  http://www.pharmacynews.com.au/news/latest-news/chemist-

warehouse-medscheck-push-sparks-audit-call 

5. Roughhead L, Semple S, Rosenfeld E. Literature Review: Medication Safety in 

Australia Australian Commission on Safety and Quality in Health Care, Sydney.; 

2013 [cited 2016 January 20]. Available from: http://www.safetyandquality.gov.au/wp-

content/uploads/2013/08/Literature-Review-Medication-Safety-in-Australia-2013.pdf. 

6. Roughead EE, Barratt JD, Ramsay E, Pratt N, Ryan N, Peck R, et al. The 

effectiveness of collaborative medicine reviews in delaying time to next 

hospitalisation for heart failure patients in the practice setting: results of a cohort 

study. Circ Heart Fail 2009; 2: 424–8. 

7. Roughead EE, Barratt JD, Ramsay E, Pratt N, Ryan P. Collaborative home 

medicines review delays time to next hospitalization for warfarin associated bleeding 

in Australian war veterans. J Clin Pharm Ther 2011; 36: 27–32. 

8. Coulter A et al, “Delivering Better Services for People with Long-Term Conditions”, 

The King’s Fund, 2013  

http://www.kingsfund.org.uk/sites/files/kf/field/field_publication_file/deliveringbetter- 

services-for-people-with-long-term-conditions.pdf; Joanna H. et al, Characteristics of 

Hospital Stays for Super Utilizers by Payer, 2012; Advisory Board interviews and 

analysis. 

9. . Risk stratification: A discussion paper for NSW Health’s approach to Risk 

Stratification Agency for Clinical Innovation 19th December, 2014  [cited 2016 

January 31] Available from: 

http://www.aci.health.nsw.gov.au/__data/assets/pdf_file/0015/253005/Risk_Stratificat

ion_discussion_paper.PDF 

http://www.ncbi.nlm.nih.gov/pubmed/2316538
http://www.pharmacynews.com.au/features/hmr-moratorium-call-ignites-debate
http://www.pharmacynews.com.au/news/latest-news/chemist-warehouse-medscheck-push-sparks-audit-call
http://www.pharmacynews.com.au/news/latest-news/chemist-warehouse-medscheck-push-sparks-audit-call
http://www.safetyandquality.gov.au/wp-content/uploads/2013/08/Literature-Review-Medication-Safety-in-Australia-2013.pdf
http://www.safetyandquality.gov.au/wp-content/uploads/2013/08/Literature-Review-Medication-Safety-in-Australia-2013.pdf
http://www.aci.health.nsw.gov.au/__data/assets/pdf_file/0015/253005/Risk_Stratification_discussion_paper.PDF
http://www.aci.health.nsw.gov.au/__data/assets/pdf_file/0015/253005/Risk_Stratification_discussion_paper.PDF


 7 

10. Angley M, Ponniah AP, Spurling LK, Sheridan L, Colley D, Nooney VB, et al. 

Feasibility and Timeliness of Alternatives to Post-Discharge Home Medicines 

Reviews for High-Risk Patients. J Pharm Pract Res 2011; 41: 27–32. 

11. .Kirkham HS, Clark  BL Paynter J, Lewis GH, and Duncan I. The effect of a 

collaborative pharmacist-hospital care transition program on the likelihood of 30-day 

readmission Am J Health Syst Pharm 2014;71:730-45 

12. North Metropolitan Health Service CoNeCT Annual Business Plan 2014-2015.  

13. Jokanovic,N Tan ECK, van den Bosch, D et al Clinical medication review in Australia: 
A systematic review Res Social Adm Pharm. 2016(3):384-418.  

14. . Imberg AJ, Swanoski MT, Renier CM, et al  Maximizing medication therapy 
management services through a referral initiative. Am J Health Syst Pharm 
2012;69:1234–1239 

      15. Campbell Research & Consulting. Home medicines review program qualitative   
          research project final report. Canberra: Department of Health and Ageing Medication     
          Management and Research Section; 200 
     16. Criddle, DT and Jayasuriya, PH  Medication management post discharge: whose job  

           is it anyway? JPPR 2016: 46, 112–121 

 
 

 
 

 

 

 

http://www.ncbi.nlm.nih.gov/pubmed/26250049



