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Introduction 

The Medication Management Program (MMP) 

has been delivering community-based clinical 

pharmacy services to residents in Fraser Health (FH) 

since April 2005. There are currently four full time 

clinical pharmacists funded by the health authority, 

and who work out of Home Health offices in six 

areas of FH: Surrey, Burnaby, TriCities, New 

Westminster, Abbotsford, South Surrey/White 

Rock). These pharmacists visit patients in their 

homes to assess their medication-related needs. 

Eligible patients include those 65 years of age or 

older who have been recently discharged from 

hospitals on at least 6 regularly scheduled 

medications. Additionally, any health care 

professional, such as physicians, Home Health staff 

(e.g. nurses, case managers, allied health 

professionals), and hospital staff (e.g. Home Health 

liaisons, pharmacists) can refer patients to the MMP. 

The basis of the MMP was a randomized 

controlled trial conducted in White Rock, BC, which 

demonstrated that  visits by pharmacists and nurses 

to high risk seniors after discharge from hospitals 

resulted in reduced subsequent hospital days and 

stays, as well as a net reduction in costs (1). 

According to an economic evaluation of the first two 

years of the MMP,  patients who received the service 

had lower subsequent health resource utilization 

(reduced hospital days and stays with associated 

significant cost savings) in the year after receiving 

the service compared to the year prior (2). A survey 

to evaluate patient satisfaction with the program has 

been undertaken.  

The value of this program reaches far beyond its 

financial implications, towards the clinical endpoint 

of ensuring that patients will receive rational, 

effective, safe, and accessible drug therapy. In this 

workplace spotlight, we will outline the daily 

activities of a MMP pharmacist, provide examples of 

interventions made by these pharmacists, and 

illustrate the duties, challenges, and opportunities of 

this unique practice setting.  

Discussion 

I. “A day in the life of an MMP pharmacist” 

It is a Monday morning, and upon arrival at the 

Home Health office, I gather the charts of the 

patients I will be visiting today. Before heading out 

to my appointments, I will “work-up” each patient so 

that I can anticipate some of the drug related 

problems (DRPs) I might find during my visit. I 

gather information by reviewing the patient’s 

PharmaNet

1
 profile to identify both previous and current 

medication use, hospital consultations, medication 

profiles, and discharge summaries to determine the 

patient’s past medical and medication history. I can 

also access pertinent laboratory data to assess their 

drug therapy. Then, I formulate questions to ask the 

patient in order to determine if any DRPs exist, 

specifically focusing on assessing whether or not 

their medications are necessary, effective and safe. 

This work-up takes an average of 30 to 60 minutes 

depending on the complexity of the patient. 

                                                           
1
 PharmaNet is a province-wide network linking all 

pharmacies in British Columbia and recording every 

prescription dispensed in the province.  
 

My first patient was an 85 year old male 

hospitalized for pneumonia. A hospital Home Health 

liaison referred him to the pharmacist for medication 

management at the time of discharge for concerns 

regarding his medication compliance, particularly 

with regards to his diabetes medications. He was 

recently started on an FH service that sends a 

community health worker to his home to give him 

each oral dose of medication to ensure compliance. 

Usually, during the first portion of my patient 

visits, I compile the lists of medications that the 

patients report taking, including prescription, over 

the counter and herbal medications. Sometimes, it 

takes time for patients to remember all the 

medications they take or to start feeling comfortable 
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enough to report them, so compiling the list may 

occur throughout the visit, and can result in me 

having to help the patient dig through cupboards and 

drawers to find old pill bottles! Comparing what the 

patients report taking to PharmaNet and other health 

care records creates the opportunity to reconcile the 

medication list and leads to the clinical part of the 

visit, which is identifying and resolving DRPs. Each 

medication is reviewed with the patients to 

determine how it is being taken (how much, how 

frequently), for what indication and what, if any, 

effects have been noticed since starting the 

medication. 

I asked this particular patient if he has ever 

experienced any symptoms of hypoglycemia 

(confusion, sweating, tremor, nausea); he denied any 

such symptoms. Initially, this seemed like a “simple” 

case where no further pharmacy interventions were 

necessary given that the patient’s oral medications 

were blister-packed, and the administration was 

supervised. However, upon speaking with the 

patient’s home support worker, I discovered that she 

had observed two such hypoglycemic episodes since 

his discharge from the hospital two weeks ago. His 

diabetic medications included gliclazide 

(Diamicron®) MR 30mg po qAM and metformin 

(Glucophage®) 500mg po qAM and 750mg po 

qPM.  His most recent hemoglobin A1C was 8.4% in 

February 2012, and there had been no recent changes 

to his diabetes medication regimen. However, his 

compliance prior to his recent hospital admission 

was questionable, as he had had no medication home 

support or blister-packing services previously.  

By visiting this patient in his home, I was able to 

obtain additional information from his home support 

worker -  the patient was leaving much of his 

groceries untouched and only had help with 

breakfast twice weekly, leaving him vulnerable to 

hypoglycemia given that he was taking a 

sulfonylurea and had limited nutritional intake.  

Considering the significant risk of harm associated 

with hypoglycemic episodes, particularly in an 

elderly, cognitively-impaired patient who lives 

alone, one drug therapy recommendation that I made 

in a letter faxed to his physician was to discontinue 

his sulfonylurea and continue with metformin 

monotherapy, a drug that has been shown to reduce 

macrovascular events such as heart attack and even 

death (3,4). The physician agreed with my 

recommendation, and I faxed the new prescription to 

the patient’s community pharmacy. Without a home 

visit, this patient may have continued to experience 

hypoglycemia, which could have resulted in 

significant morbidity (i.e. falls, fracture, 

hospitalization) and mortality. This visit, which 

involved documenting the patient’s medication 

regimen, interviewing the patient, and obtaining the 

necessary corollary information from another health 

care worker, took about an hour and a half. It was 

time well spent on decreasing the risk of a poor 

patient outcome. 

The next patient I visited was a 78 year old 

female who was hospitalized recently for newly 

diagnosed atrial fibrillation. I met with the patient, 

her son and granddaughter in their home. Despite 

recently having been in the hospital, where they 

likely received education from physicians, nurses, 

and pharmacists, the patient and her family had 

many questions about her new medical condition and 

new medication, warfarin (Coumadin®). This 

situation is quite common: patients treated in an 

acute care setting get overwhelmed by the 

counseling provided in hospitals and come home 

feeling confused about their condition and new 

medications. There is often not enough time or 

resources in hospitals to give patients enough 

information to allow them to feel that they are 

making informed decisions. As a part of the process 

of identifying and assessing drug-related problems, I 

explained to the patient and her family what atrial 

fibrillation is, the benefits of taking warfarin 

(Coumadin®), and the risks associated with this 

drug therapy. The family and the patient were 

reassured that they had made the right decision in 

starting warfarin (Coumadin®) and no longer 

questioned whether she should stop taking it. As 

illustrated by this case, the gap between hospital and 

community care is potentially a significant barrier to 

safe and effective medication use. Deploying 

community-based clinical pharmacists can help close 

this gap and improve patient outcomes.  

II. Drug Related Problems 

The two cases I provided above are just two 

examples of the many interventions MMP 

pharmacists make on a daily basis. From 

recommending changes to drug therapy to improve 

medication appropriateness and patient outcomes, to 

monitoring for adverse effects, counseling on proper 

use of medications, and simplifying medication 

regimens to improve adherence, community-based 

clinical pharmacy services delivered in a patient’s 

home can have a significant impact on both a 

patient’s well-being and the public purse. Some of 

the more commonly encountered diseases are 

diabetes, COPD, CHF, hypertension, neuropathic 

pain, osteoporosis, constipation, confusion, 

dementia, post-Acute Coronary Syndrome, atrial 

fibrillation, and frequent falls. The multitude of 

disease states and medications seen on a daily basis 

challenges the MMP pharmacist to stay on top of the 

most current literature in order to be able to identify 

and resolve DRPs. A review of patient visits and 

interventions made by MMP pharmacists found that 

on average, three medication-related issues are 

identified per patient, with up to 12 DRPs identified 

in some (5). These issues most commonly involved 

ASA (Anacin®), furosemide (Lasix®) and ramipril
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Drug-Related Problem Actual examples Resolution 

No valid indication A patient with no history of cardiovascular 

disease and a calculated 10-year risk of 

coronary heart disease of 7% is taking 

atorvastatin for primary prevention of heart 

disease, and statins are not indicated in low-

risk patients for primary prevention. 

Recommendation to discontinue 

atorvastatin (Lipitor®) is accepted. 

Adverse drug reaction A patient recently admitted to the hospital 

for bradycardia complains of decreased 

energy with a heart rate below 50 bpm is 

found to have restarted her diltiazem 

(Cardizem®) upon discharge despite being 

started on amlodipine (Norvasc®). She 

wasn’t aware that diltiazem  (Cardizem®) 

had been discontinued . 

Counseling provided & diltiazem 

(Cardizem®)  is removed from her 

home with her consent; doctor 

informed, patient seeing surgeon 

the next day and was advised to 

have physician recheck her heart 

rate. 

No valid indication A patient recently started on pamidronate 

(Aredia®) IV as part of her multiple 

myeloma treatment but was not instructed 

to discontinue her alendronate (Fosamax®). 

Recommendation to discontinue 

alendronate (Fosamax®) accepted. 

 

Not receiving drug A patient had run out of citalopram 

(Celexa®) the day before and had not made 

plans to refill. 

She is counseled to obtain an 

emergency fill to avoid SSRI 

discontinuation syndrome. 

Not receiving drug A patient is refusing to fill her warfarin 

(Coumadin®) for her deep vein thrombosis 

because she does not want to take rat 

poison. 

Counseling is provided regarding 

the benefits of drug therapy and 

patient agrees to fill the 

prescription. 

Subtherapeutic dose A patient is using her salbutamol 

(Ventolin®) inhaler every day for 

symptomatic COPD but is found to be using 

her inhaler and spacer device incorrectly. 

He is counseled regarding proper 

technique to improve lung 

deposition of the medication. 

Improper drug selection A patient is found to be taking sennosides 

(Senokot®) as needed for pain (not 

realizing that sennosides  (Senokot®) are 

actually for constipation) instead of his 

morphine prn pain tabs 

The instructions are clarified to 

avoid the patient experiencing 

unnecessary side effects (i.e. 

diarrhea) and/or unnecessary 

break-through pain. 

Supratherapeutic dose A patient is taking vitamin B12 supplements 

from a bottle in addition to the vitamin B12 

supplement in her blister-pack because she 

did not realize it was included in her blister-

pack. 

The extra bottle of vitamin B12 is 

removed with the patient’s consent 

to avoid therapeutic duplication 

and unnecessary cost and pill 

burden. 

Table 1. Actual examples of DRPs identified by Medication Management Pharmacists during home visits. 

 

(Altace®) (5). MMP pharmacists perform on 

average two home visits per day with each visit 

taking approximately one to two hours, with an 

additional hour spent on writing and faxing letters to 

the family physician advising of any suggested 

changes to the patient’s medication regimen; copies 

are also provided to other involved members of the 

healthcare team. When a reply is received from the 

physician, the information is forwarded to the 

patient’s community pharmacy and other healthcare 

providers. MMP pharmacists may also make follow-

up phone calls to patients, which take an average of 

30 minutes per call. In addition, in the home care 

setting, unlike in an institutional practice, the 

patient/caregiver is in charge of the medications. 

Therefore, the pharmacist must include approaches 

to maximize compliance when making 

recommendations for drug therapy (e.g. blister-

packing, doses given by family members, visits by 

community health workers for each dose).  

 Therefore, interestingly, MMP pharmacists are 

often the first to uncover “logistical” issues that may 

prevent patients from accessing necessary 
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medications. For example, a 72 year old female 

suffering from disabling neuropathic pain was given 

a free 4 week sample of duloxetine (Cymbalta®) by 

her family physician. During the visit, it was clear 

that she would not be able to pay for this drug 

herself because it is not a PharmaCare benefit. 

Therefore, even if it proved effective for her pain, 

she would not be able to continue the medication.  

After consulting with the patient and physician, my 

recommendation of initiating venlafaxine 

(Effexor®) instead was accepted. Table 1 provides 

more examples of drug-related problems identified 

and resolved by MMP pharmacists through home 

visits. 

III. Rewarding Practice Setting 

Going into patients’ homes to provide clinical 

pharmacy services is not only beneficial to our 

healthcare system but also gives clinical pharmacists 

the opportunity to practice to the full extent of their 

training. It provides a practice setting where they are 

able to expand and further develop the 

pharmaceutical care skills learned in undergraduate 

pharmacy programs, hospital and community 

residency programs, and postgraduate degree 

programs. Moreover, in this setting, the pharmacists 

are able to follow-up with their patients and gain 

first-hand experience regarding the outcome of their 

recommendations. MMP pharmacists, therefore, 

have the satisfaction of seeing for themselves the 

impacts they have made in the lives of their patients. 

The MMP pharmacists working in the Home 

Health setting have the flexibility to structure their 

day based on when it is convenient to visit patients 

in their homes. While this independence may be 

isolating for some, the pharmacists connect 

frequently with each other via weekly teleconference 

meetings for clinical sharing, and also have face-to-

face meetings several times during the year. The 

pharmacists also need to familiarize themselves with 

the home care setting and the procedures they need 

to follow to ensure their own safety and that of 

patients. One example of this is a risk assessment 

that needs to be done prior to visiting new patients at 

home (e.g. screen for pets, smoking – pets must be 

locked in a separate room, and no smoking allowed 

during visits).   

Working as a home health clinical pharmacist 

provides diverse opportunities,  including teaching 

of hospital and community residents and Doctor of 

Pharmacy students, and being an information 

resource as part of an interdisciplinary team of 

nurses, physiotherapists, occupational therapists, 

case managers and home support workers, who work 

together to maximize the benefit to patients. For 

example, the occupational therapist may determine 

that the patient is unable to open their medications, 

and this is the reason for their non-compliance. A 

referral can be made to a home health pharmacist, 

and we can then streamline the regimen and organize 

a more accessible system (e.g. blister-pack). It is 

often these “little” adjustments that can have the 

greatest impacts on a patient’s compliance, health 

and quality of life.   

Conclusion 

The FH Medication Management Program 

provides a demanding and exciting practice setting 

where clinical pharmacists can practice to the full 

extent of their education. MMP pharmacists are 

residency trained, and a strong clinical pharmacy 

background is essential to their success. The authors 

have all completed hospital pharmacy residencies 

and had practiced clinical pharmacy at various health 

authority sites before joining the MMP team in 

Fraser Health as early as 2005. The Medication 

Management Program has provided us with 

opportunities to grow and learn as practitioners and 

to gain hands-on experience in treating and 

following up with a wide variety of patients to help 

them safely achieve the desired goals of therapy.  

Currently, this service is provided in only six 

communities to a small proportion of seniors. 

However, given its potential for improving patient 

outcomes and its proven cost savings, expansion of 

the program to cover more communities and increase 

patient access to the care of a clinical pharmacist is a 

future goal.   
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