how to conduct a comprehensive medication review

a guidebook for pharmacists

how to conduct a comprehensive medication review a guidebook for pharmacists is an essential skill for
providing optimal patient care. This detailed guide will equip pharmacists with the knowledge and
practical steps necessary to perform thorough medication reviews. We will explore the crucial components
of a comprehensive medication review (CMR), including patient history, medication reconciliation,
identification of potential drug-related problems, and development of a medication action plan.
Understanding how to navigate patient profiles, interpret lab results, and collaborate with other healthcare
providers are also key aspects we will delve into. This resource aims to empower pharmacists to deliver
high-quality, patient-centered medication management services, ultimately improving health outcomes

and reducing medication-related risks.
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Understanding the Purpose and Benefits of a Comprehensive
Medication Review

A comprehensive medication review (CMR) is a systematic process designed to optimize medication
therapy for individual patients. Its primary purpose is to ensure that each medication is appropriate for the
patient, effective for their condition, safe to use, and that the patient is able to adhere to the prescribed
regimen. This process moves beyond simply dispensing prescriptions to actively managing a patient's
entire medication regimen, including over-the-counter (OTC) drugs, herbal products, and dietary
supplements. By proactively identifying and resolving potential drug-related problems (DRPs), pharmacists

can significantly enhance patient safety and improve therapeutic outcomes.

The benefits of conducting thorough CMRs are multifaceted and extend to both patients and the healthcare
system. For patients, CMRs lead to improved understanding of their medications, increased adherence,
reduced risk of adverse drug events (ADEs), and better management of chronic diseases. This personalized

approach can alleviate polypharmacy burdens and improve overall quality of life. From a healthcare system



perspective, effective medication management through CMRs can reduce hospitalizations, emergency

department visits, and other healthcare resource utilization, leading to cost savings.

Preparing for the Comprehensive Medication Review

Effective preparation is the cornerstone of a successful comprehensive medication review. Before meeting
with the patient, pharmacists should gather all necessary resources and information to ensure the session is
efficient and productive. This involves setting aside adequate time, ensuring a private and comfortable

environment for the patient interview, and having access to the patient's electronic health record or other

relevant clinical data.

A critical first step in preparation is to review the patient's medical history, including their diagnoses,
allergies, past medical events, and current health status. Understanding the patient's lifestyle, social
determinants of health, and their understanding of their own health conditions is also vital. This proactive
review allows the pharmacist to anticipate potential medication-related issues and formulate initial

questions or areas of focus for the CMR.

Gathering Essential Patient Information

The accuracy and completeness of the information gathered during the CMR are paramount. The
pharmacist must systematically collect details about every product the patient is currently using. This
includes prescription medications, OTC drugs, vitamins, herbal remedies, and any other supplements. It is
crucial to obtain the name of the product, the dosage, the frequency of administration, the route of

administration, and the reason for use for each item.

Beyond medications, a comprehensive patient profile is essential. This should include:

Demographic information (age, gender, occupation)

Allergies and intolerability to medications

Current and past medical conditions

History of adverse drug reactions

Laboratory values relevant to medication therapy (e.g., renal function, liver function, electrolytes,

HbAf1c)

Lifestyle factors (diet, exercise, smoking, alcohol use)

¢ Social support systems and living situation



e Patient's health literacy and self-management capabilities

e Patient's personal goals and preferences regarding their health and medication therapy

Engaging the patient in an open and non-judgmental dialogue is key to obtaining this information. Patients
may be hesitant to disclose OTC or herbal product use, so building trust and rapport is essential. Asking
direct questions about all substances they are taking, and explaining the importance of this comprehensive

information for their safety, can encourage disclosure.

Performing the Medication Reconciliation Process

Medication reconciliation is a critical component of the CMR, aimed at creating the most accurate and
complete list of a patient's current medications. This process involves comparing the patient's current
medication list with newly ordered, existing, and potentially discontinued medications. The goal is to

detect and resolve any discrepancies, omissions, or duplications.

The pharmacist should systematically compare information from various sources to identify discrepancies.
These sources may include the patient's own account, family caregivers, physician orders, hospital
discharge summaries, and previous pharmacy records. Common discrepancies can include differences in
drug name, dosage, frequency, route, or even the presence or absence of a medication altogether. Each

identified discrepancy must be investigated to determine the cause and the appropriate course of action.

The investigation of discrepancies requires clinical judgment. For example, a missing dose might be due to
a patient forgetting to take it, a prescription error, or a deliberate discontinuation by the patient or
prescriber. Similarly, a medication present on a new order that is also on the patient's home list needs to be

clarified to ensure it is still indicated and not a duplication.

Identifying and Resolving Drug-Related Problems (DRPs)

Once a comprehensive medication list is established, the pharmacist's expertise is applied to identify
potential drug-related problems (DRPs). DRPs are events or circumstances involving medication therapy
that actually do, or have the potential to, interfere with the desired therapeutic outcome for a patient.
These can range from adverse drug reactions and drug-drug interactions to inappropriate drug selection,

suboptimal dosage, or patient non-adherence.

The identification of DRPs involves a systematic evaluation of each medication in the context of the

patient's individual condition and overall medication regimen. Pharmacists will assess:

e Indication: Is the medication being used for an appropriate medical condition? Is the condition being

treated effectively?

o Effectiveness: Is the medication achieving the desired therapeutic effect? Are there signs of



therapeutic failure or lack of efficacy?

e Safety: Is the medication causing any adverse effects? Are there potential drug-drug, drug-food, or

drug-disease interactions? Is the dosage appropriate for the patient's renal or hepatic function?

o Adherence: Is the patient taking the medication as prescribed? Are there barriers to adherence (e.g.,

cost, complexity of regimen, side effects, misunderstanding)?

Resolving identified DRPs often requires collaboration with the patient and their prescribers. This may
involve recommending a change in dosage, frequency, or route of administration; suggesting an alternative
medication; providing patient education to improve adherence; or recommending the discontinuation of a
medication if it is no longer indicated or causing harm. The pharmacist plays a crucial role in advocating for

the patient's best interests.

Developing a Medication Action Plan

Following the identification and prioritization of DRPs, the next crucial step is to develop a comprehensive
Medication Action Plan (MAP). This plan is a personalized roadmap for optimizing the patient's medication
therapy. It should be clearly articulated, achievable, and tailored to the patient's specific needs, goals, and
capabilities. The MAP serves as a guide for both the patient and the pharmacist in managing the medication

regimen moving forward.

A well-developed MAP should outline specific interventions and recommendations. This can include:

Changes to medication therapy (e.g., initiation of new medications, discontinuation of existing ones,

dose adjustments)

Patient education topics to be covered

Referrals to other healthcare professionals or services

Monitoring parameters (e.g., laboratory tests, vital signs)

Goals for medication adherence and self-management

Follow-up appointments or contact points

The development of the MAP should be a collaborative process involving the patient. The pharmacist
should explain the rationale behind each recommendation, discuss potential benefits and risks, and ensure
the patient understands and agrees with the proposed plan. This shared decision-making approach

significantly enhances patient engagement and adherence to the plan. If changes to prescribed medications



are recommended, this must be communicated to the prescriber for their approval and implementation.

Documenting the Comprehensive Medication Review

Thorough and accurate documentation of the comprehensive medication review is essential for continuity
of care, legal protection, and tracking patient progress. The documentation should be clear, concise, and
readily accessible to other members of the healthcare team. It serves as a record of the pharmacist's

interventions, recommendations, and the patient's response.

Key elements to include in the documentation are:

Date of the CMR

Patient's full name and identification number

e Summary of the patient's medical history and current health status

¢ The most accurate and complete medication list identified (including prescription, OTCs, and

supplements)

All identified drug-related problems (DRPs), clearly described

The rationale for identifying each DRP

The interventions recommended or implemented

The Medication Action Plan (MAP), including specific goals and responsibilities

e Communication with the patient, including their understanding and agreement with the plan

e Communication with the prescriber, including recommendations made and their response

Any follow-up appointments or plans

Utilizing standardized documentation templates or electronic health record (EHR) systems can streamline
this process and ensure all critical information is captured. Clear and consistent documentation not only
supports ongoing patient care but also provides a valuable record for quality improvement initiatives and

potential audits.



Communicating with the Patient and Healthcare Team

Effective communication is the linchpin of a successful comprehensive medication review. The pharmacist
must be able to communicate complex medication-related information in a clear, understandable, and
empathetic manner to the patient. This involves active listening, addressing patient concerns, and ensuring

they have a solid grasp of their medication regimen and the action plan.

Beyond patient communication, collaboration with other healthcare providers is vital. After conducting the
CMR and developing recommendations, it is imperative to communicate these findings and suggestions to
the patient's physician and other relevant members of the healthcare team. This ensures a coordinated
approach to patient care and facilitates the implementation of necessary medication changes or
interventions. Timely and professional communication can prevent errors, optimize therapy, and foster a

multidisciplinary approach to patient management.

Special Considerations for Comprehensive Medication Reviews

While the core principles of CMRs remain consistent, certain patient populations and clinical scenarios
necessitate special considerations. For elderly patients, the prevalence of polypharmacy, age-related
physiological changes, and increased risk of falls due to medications require careful attention. Geriatric
syndromes, such as cognitive impairment or functional limitations, can also impact medication management

and adherence. Pharmacists must assess for these factors and tailor their approach accordingly.

Patients with multiple chronic conditions often present complex medication regimens with a high
likelihood of drug-drug interactions and potential for ADEs. A thorough understanding of disease-specific
guidelines and the interrelationships between various therapies is crucial. Similarly, patients in transitional
care settings, such as those recently discharged from a hospital, are at high risk for medication errors and
require diligent reconciliation and education. For these patients, the pharmacist's role in ensuring a smooth

transition of care and preventing readmissions is paramount.

Ongoing Monitoring and Follow-Up

A comprehensive medication review is not a one-time event; it is an ongoing process that requires
continuous monitoring and follow-up. After the initial CMR and the implementation of the medication
action plan, the pharmacist must track the patient's progress and reassess their medication regimen

periodically. This ensures that the interventions are effective and that new problems do not arise.

Regular follow-up allows the pharmacist to assess the patient's adherence, monitor for any emerging side
effects or DRPs, and evaluate the effectiveness of the current medication therapy. It also provides an
opportunity to reinforce patient education, address any new concerns, and make further adjustments to the
medication action plan as needed. Proactive follow-up is key to maintaining optimal medication

management and achieving long-term positive health outcomes for the patient.



Frequently Asked Questions

Q What is the primary goal of a comprehensive medication review
(CMR)?

A: The primary goal of a comprehensive medication review (CMR) is to optimize medication therapy for
individual patients by ensuring each medication is appropriate, effective, safe, and that the patient can

adhere to their regimen, ultimately improving health outcomes and reducing drug-related problems.

Q How does medication reconciliation differ from a comprehensive
medication review?

A: Medication reconciliation is a component of a CMR focused specifically on creating the most accurate list
of a patient's current medications and identifying discrepancies. A CMR is a broader process that includes
reconciliation, but also encompasses identifying drug-related problems, assessing effectiveness and safety,

and developing a holistic medication action plan.

Q What types of medications should be included in a CMR?

A: All medications the patient is using should be included, encompassing prescription drugs, over-the-
counter (OTC) medications, vitamins, herbal products, dietary supplements, and even recreational drugs if

relevant to their health.

Q Who is the ideal candidate for a comprehensive medication review?

A: While beneficial for all patients, CMRs are particularly crucial for patients with multiple chronic
conditions, those taking numerous medications (polypharmacy), the elderly, patients experiencing frequent

hospitalizations or ER visits, and those transitioning between care settings.

Q What are some common drug-related problems (DRPs) that can be
identified during a CMR?

A: Common DRPs include adverse drug reactions, drug-drug interactions, inappropriate drug selection or
dosage, lack of adherence, therapeutic duplication, and medications not being used for an indicated

condition.



Q: How does a pharmacist communicate recommendations from a CMR to
a prescriber?

A: Pharmacists typically communicate recommendations through secure electronic messaging systems, fax,
phone calls, or formal consultation reports, outlining the identified problems and suggesting specific

interventions for the prescriber's consideration and approval.

Q What role does the patient play in the development of a medication
action plan?

A: The patient plays a central role, participating in shared decision-making. The pharmacist explains
recommendations, addresses patient concerns, and ensures the patient understands and agrees to the

proposed action plan for medication management.

Q How important is documentation in the CMR process?

A: Documentation is critically important. It ensures continuity of care, provides a legal record of the
pharmacist's interventions, aids in tracking patient progress, and supports billing and quality improvement

initiatives.

Q: Should a pharmacist re-assess a patient's medications even if they seem
to be doing well?

A: Yes, ongoing monitoring and follow-up are essential. A patient's condition, medications, and other health
factors can change, necessitating periodic reassessment to ensure ongoing safety and effectiveness of their

medication regimen.
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