
182 Le journal canadien de la pharmacie hospitaliere Volume 50, NO 4, ao-Cll 1997 

~ 
The Development and Implementation of a Medication 
Assessment Clinic 
Lisa Dolovich and Mitchell Levine 

INTRODUCTION 

P
atients with numerous medical problems, and who 
are taking multiple medications, are at an increased 
risk for development of potential or actual drug 

related problems. The greater the number of different 
medications prescribed, the greater the risk for hospital 
admission. 1

-
3 Many drug-related problems are prevent­

able.4-6 Comprehensive medication assessment and phar­
maceutical care, in both generalized and specialized am­
bulatory settings, have demonstrated that improved 
medication management can prevent readmission,7 im­
prove clinical outcomes,8 and reduce hospital resource 
utilization and costs. 7

-
12 We describe a novel service, a 

Medication Assessment Clinic. This is an innovative and 
efficient method of identifying and resolving drug-re­
lated issues and improving continuity of care in an am­
bulatory setting to reduce morbidity and health resource 
utilization. 

Program Description 
The Medication Assessment Clinic is a referral based 
ambulatory clinic where a pharmacist and physician re­
view, assess, and make recommendations regarding a 
patient's drug therapy regimen. The Clinic operates one­
half day per week in the hospital outpatient department. 
The goals of the service are to optimize the patient's medi­
cation regimen, improve the management of medications 
at home, and improve continuity of care. It is antici­
pated that achieving these goals will lead to improved 
patient health, a high level of patient satisfaction, and 
more efficient use of health care resources. 

Patients are referred upon hospital discharge or from 
within the community by a hospital or community phy­
sician. Referrals are mainly for the following issues: a 
potential drug induced adverse reaction; a desire to re­
duce the number of medications a patient is taking; 
management when common therapeutic options have 
been exhausted; and assistance to improve adherence to 
medications. Patients are assessed by both the pharma­
cist and physician. The pharmacist focuses on therapy 
issues including medications taken (prescription, over­
the-counter, and alternative medicines), responses to 
medications, side effects, allergies, and compliance. The 

physician focuses on diagnosis and therapy related is­
sues including physical exam and more details about 
specific medical problems. While one clinician is seeing 
the patient, if possible, the other clinician is gathering 
additional information that the patient was unable to 
provide from alternate sources such as the hospital com­
puter, community pharmacy, or community care pro­
viders. This utilizes the resources of the hospital and 
community while making the assessment efficient for the 
patient. The two clinicians confer and develop recom­
mendations which are discussed with the patient. The 
effort of the clinical team provides the patient with the 
expertise of 2 experienced clinicians, each approaching 
drug related issues from different skill strengths. 

Written documentation is created, summarizing the 
patient's history and recommendations (with justifica­
tion) regarding the identified or resolved drug-related 
problems. It is provided, with consent, to all of the pa­
tient's relevant health care providers including their fam­
ily physician and community pharmacist to improve con­
tinuity of care. The summary is generally 3 to 5 pages in 
length and includes references. The referring physician 
is responsible for implementing the recommendations 
unless urgent intervention is needed or the ref erring 
physician indicates that recommendations should be 
implemented at the Clinic. Verbal discussions with the 
referring physician and other health care providers usu­
ally occur to facilitate implementation of various thera­
peutic plans for the patient. Follow-up visits or telephone 
calls are done to monitor the response to recommenda­
tions. The frequency of follow-up depends on the type 
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of monitoring required. The patient is monitored by the 
Clinic in concert with various community caregivers until 
community caregivers can fully manage the patient's 
drug-related care. Although the Clinic can not meet all 
of the long-term, drug-related needs for a patient as this 
is a time-limited consultation process intervention, the 
Clinic often begins the process of pharmaceutical care 
and facilitates the ongoing provision of pharmaceutical 
care for that patient. 

Program Evaluation 
The program has to be justified as one that could add 
value to patient care. Therefore, strategies to measure 
Clinic outcomes are under development. The feasibility 
of determining the effect of the service on following out­
comes is currently being explored: (e.g., patient health, 
continuity of care, patient satisfaction, referrer satisfac­
tion, hospital admissions, emergency visits, and changes 
in medication costs). A patient satisfaction questionnaire 
has been developed and plans for testing its reliability 
and validity are underway. Relevant patient 
demographics and Clinic outputs are being collected such 
as the number and type of medical problems associated 
with each patient and the number and type of drug re­
lated issues identified. 

Results of Clinic Assessments 
After 5 months of operation, the Clinic assessed 10 pa­
tients at 44 Clinic visits and telephone follow-up con­
versations. Eight patients were referred by community 
family physicians, and 2 by hospital based specialists. 

These patients took a mean of 10. 6 medications (me­
clian=9; range = 2-26) and had experienced a mean of 
6.0 active medical problems (median=6; range=2-11). 
After the initial visit, a mean of 6.2 recommendations 
were made per patient (median=S; range 2-13). The fol­
lowing types of recommendation were made: discontinu­
ing a drug (10); suggesting the addition of a drug (9); 
change in therapy ( 4); dose increase (7); close decrease 
(14); methods to improve adherence (13); and sugges­
tions to deal with an adverse drug reaction (5). 

Written documentation notes were sent to 28 health 
care providers. Documentation was provided to: family 
practitioners (10); specialists (4); community pharma­
cist (10); home care nurses (1); public health nurses (1); 
long-term care facilities (1); and mental health counselors 
(1). 

Barriers Encountered 
During the initial implementation of the Clinic a number 
of barriers were identified and dealt with. Hospital and 
area community physicians were concerned that the 
Clinic would be expensive and so provincial health care 
funding currently allocated to them would be diverted 
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to the hospital and Clinic physician. There was also a 
concern that patients would not be directed back to their 
practices and that they would be retained as Clinic pa­
tients. As well, there was concern that patients would be 
referred by other health care professionals or could "self­
refer" by passing the primary care physician and dis­
rupting continuity of care. 

These obstacles were resolved through meetings with 
various physician groups. The following points were 
emphasized: 1) the pharmacist is funded through the 
pharmacy's budget (pharmacy's goal is to support inno­
vative practice); 2) the Clinic physician's time and, there­
fore, provincial reimbursement were being diverted from 
that physician's other clinical activities thereby creating 
a cost-neutral situation; 3) no changes in therapy would 
be made by the Clinic unless the referring physician di­
rected that changes be made at the Clinic. Generally, 
recommendations would be forwarded to the referring 
physician to implement at their discretion; and 4) the 
service would be accessible by physician referral only 
although other health care professionals would be en­
couraged to identify patients. 

Another barrier identified was the challenge of inte­
grating Clinic referrals into existing systems of care to 
increase referrals. The service provided is not a typical, 
specialized referral service. Traditionally, the usual pro­
viders of pharmaceutical care (pharmacists within the 
hospital department) work via a non-referral based sys­
tem. As well, the outcomes of this type of service are 
unfamiliar to physicians and its name suggests a service 
many feel they are already providing. To enhance refer­
rals and improve understanding of the service, more 
presentations and discussions with various allied health 
care professional, administrative, and physician groups 
are being clone and an interim report describing the serv­
ice in detail is forthcoming. 

Another significant barrier identified was the time re­
quired to manage a patient. It has taken from 4 to 10 
hours to assess and follow-up one patient. This includes 
time needed for preparation, interviewing, data gather­
ing from other sources, assessment, and communication. 
Reducing the time is a challenge. However, since its in­
ception, the time required in the Clinic has been reduced 
by approximately 20% as Clinic operations became more 
familiar. 

In conclusion, a challenge facing pharmacists and phy­
sicians is to provide pharmaceutical care to all patients. 
The Medication Assessment Clinic is an innovative pro­
gram that initiates or complements the process of phar­
maceutical care and facilitates the ongoing provision of 
pharmaceutical care for ambulatory patients. It does this 
by assessing the patient, providing recommendations, 
and ensuring that continuity of pharmaceutical care is 
organized for the patient between the hospital and com-
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munity settings. The Clinic can provide comprehensive, 
expert, and efficient care because it operates in an am­
bulatory setting but has the resources and expertise of 
the hospital at its disposal. As in-hospital care becomes 
restricted to managing acute problems and length of stay 
is reduced, hospital pharmacists face an increasingly dif­
ficult challenge to provide comprehensive care to pa­
tients the hospital takes responsibility for. The Medica­
tion Assessment Clinic is a service that meets this 
challenge by fostering pharmaceutical care and enhanc­
ing continuity of care across the full spectrum of health 
care providers. 

REFERENCES 
1. Leape LL, Bates DW, Cullen DJ, Cooper J, Demonaco HJ, 

Gallivan T, et al. System analysis of adverse drug events. 
JAMA 1995; 274:35-43. 

2. Bates DW, Cullen DJ, Laird N, Peterson LA, Small SD, Servi 
D, et al. Incidence of adverse drug events and potential 
adverse drug effects. BAMA 1995; 274:29-34. 

3. Hepler CD, Grainger-Rousseau T J. Pharmaceutical Care 
versus traditional drug treatment. Drugs 1995; 49: 1-10. 

4. Col N, Fanale JE, Kronholm P. The role of medication 
noncompliance and adverse drug reactions in hospitalizations 
of the elderly. Arch Int Med 1990; 150:841-2. 

Volume 50, N° 4, aofll 1997 

5. Leape LL, Brennan TA, Laird N, Lawthers AG, Localio AR, 
Barnes BA, et al. The nature of adverse events in hospitalized 
patients. N Engl J Med 1991; 324:377-84. 

6. Ives T J, Eleanor EJ, Gwyther RE. Drug-related admissions to 
a family medicine inpatient service. Arch Int Med 1987; 
147:1117-20. 

7. Lipton HL, Bird JA. The impact of clinical pharmacists' 
consultations on geriatric patient's compliance and medical 
care use: a randomized controlled trial. The Gerontologist 
1994; 34:307-15. 

8. Pauley TR, Magee MJ, Cury JD. Pharmacist-managed, 
Physician-directed asthma management program reduces 
emergency department visits. Ann Pharmacother 1995; 29:5-9. 

9. Morse GD, Douglas JB, Upton JH, Rodgers S, Gal P. Effect of 
pharmacist intervention on control of resistant hypertension. 
Am J Hosp Pharm 1986; 43:905-9. 

10. Weinberger M, Smith D, Katz BP, Moore PS. The 
cost-effectiveness of intensive postdischarge care, a 
randomized controlled trial. Medical Care 1988; 26: 1092-02. 

11. Lobas NH, Lepinski PW, Abramowitz PW. Effects of pharma­
ceutical care on medication cost and quality of patient care in 
an ambulatory clinic. Am J Hosp Pharm 1992; 49:1681-8. 

12. Side! VW, Beizer JA, Lisi-Fazio D, Kleinmann K, Wenston J, 
Thomas C, et al. Controlled study of the impact of educational 
home visits by pharmacists to high-risk older patients. Journal 
of Community Health 1990; 15:163-74. 

Volu1 

P1 
AJ 
Ai 
Stej 

I 
ity 
evE 
cor 
ofl 
res 
an< 
tie1 
ing 
car 

C) 

p 
wl 
wi 
be 
rec 
pri 
mi 
sei 
to 
ch 
tic 
(n 
m 
8L 
7( 
re 
W1 

ra 
p1 
of 
w 
si, 
Z) 

h, 
A 
p; 

• 




