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INTRODUCTION

Every day, thousands of Australians are visited by
community nurses for medication management support.
This can range from monitoring or assisting with self-
administration to administration of medications.

Home nursing clients are a group at high risk of experi-
encing medication errors and adverse events.1 An audit
of 100 randomly selected clients from a large home nurs-
ing service in Melbourne reported that the average medi-
cation management client was 80 years old, had five
chronic health conditions and took 10 medications.2 At
least one-third had cognitive impairment and 48% used
one or more high-risk medications, such as opiates, insu-
lins and anticoagulants.2 Over 40% had a medication
error and 13% experienced an adverse medication event
that required hospitalisation or medical consultation
while supported by the home nursing service.2

Community nurses work in a challenging environ-
ment.3–5 Clients retain their own medical practitioners
and community pharmacy, so, unlike nurses in hospitals
and residential care facilities, community nurses work
with many different pharmacies and medical practition-
ers, and may never meet them face to face. The accessibil-
ity, willingness and capacity of medical practitioners and
community pharmacists to assist community nurses, for
example by providing accurate medication histories, sim-
plifying medication regimens and providing medication
information and advice, is variable. Access to clinical or
consultant pharmacists for advice and assistance is also
limited. Approximately 5% of home nursing clients

receive a home medicines review (HMR).2 Nurses’
requests for clients’ general practitioners (GPs) to initiate
HMRs are frequently not acted upon, and HMRs (when
they do occur) usually do not involve the community
nurse or address nurses’ concerns or needs.5,6

Obtaining and maintaining accurate medication
orders (a medication chart or other form of medication
authorisation signed by the client’s GP or other medical
practitioner) is a major challenge faced on a daily basis
by community nurses.4 The use of medication adminis-
tration charts is not universal due to difficulty getting
them written and maintained. This leads to situations
where community nurses sometimes work with multiple
orders, in multiple formats, from multiple prescribers.4

Our research has found that fewer than 20% of home
nursing clients have a medication chart, up to 31% have
multiple medication orders used concurrently and 72.6%
of medication orders contain one or more discrepancy
compared with a pharmacist-obtained medication
history that was verified using multiple sources.2,7

It has also been reported that approximately 30%–
50% of home nursing clients are prescribed potentially
unnecessary or inappropriate medications,1,7 highlight-
ing a need for medication review and deprescribing.

This paper describes a clinical pharmacy service that
was developed and piloted within a large home nursing
service in Melbourne, Australia, and provides case vign-
ettes that illustrate how home nursing clinical pharma-
cists can improve medication safety, patient
independence and community nurse efficiency.

HOME NURSING CLINICAL PHARMACY
SERVICE

Development and implementation of the clinical phar-
macy service has been described in detail elsewhere.5 In
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summary, pharmacists were integrated into the home
nursing service, where they worked alongside commu-
nity nurses. The pharmacists’ roles are broadly divided
into direct client care (e.g. medication reconciliation and
charting, medication review, patient education) and indi-
rect care (medicines information, advice and education
for community nurses, advice on medication policies
and procedures). The objectives and purpose of the clin-
ical pharmacy service are summarised in Table 1.

The model enables community nurses to directly con-
tact clinical pharmacists for information or advice, or to
refer clients for medication reconciliation or review. The
pharmacist works with the client and their nurse, in
consultation with the client’s GP, other prescribers and
community pharmacies, to resolve any medication
issues. Some issues can be resolved without a home
visit, but in most cases the pharmacist visits the client

with their community nurse. Sometimes multiple home
visits are required.5

CASE VIGNETTES

Case 1: No Regular GP, Complex Medication
Regimen and Risk of Hospital Readmission

A 69-year-old man with advanced Parkinson’s disease
and very limited mobility had recently been discharged
from hospital to home, where he lived alone. The hospi-
tal’s aged care team felt he was unsafe to return home,
but it was his preference to do so. He was taking 11 reg-
ularly scheduled medications, including levodopa–car-
bidopa–entacapone (Stalevo, Novartis Pharmaceuticals
Pty Ltd, Macquarie Park, NSW, Australia) combination
tablets five times per day. He did not have a regular GP,
but occasionally visited bulk-billing clinics. His medica-
tions were mainly prescribed by his neurologist.

On discharge from hospital, the client was referred to
the home nursing service. Community nurses visited the
client twice a day to administer medications and set out
medications for the remaining three dose times. The cli-
ent was concerned about the cost of twice-daily visits
and was keen to reduce the visit frequency. The hospital
geriatrician conducted a post-discharge home visit and
raised concerns about the client’s medication manage-
ment and self-care, and recommended readmission to
hospital with a view to permanent residential care, but
the client insisted on remaining at home. The commu-
nity nurse referred the client to the home nursing
clinical pharmacist for an urgent medication review.

When the pharmacist visited the client’s home, medi-
cations were found scattered throughout the house,
including multiple packs of Stalevo with various
strengths. The client was having difficulty removing
medications from the packaging. The pharmacist dis-
cussed the situation with the geriatrician, the client’s
neurologist and the community nurse. With the client’s
agreement, the pharmacist organised his community
pharmacy to prepare and deliver blister-pack dose
administration aids (DAAs) to simplify his medication
management. Medications in original packs were
returned to the pharmacy. The pharmacist undertook a
second home visit once the DAA packs had been
prepared, to educate the client about their correct use.

Community nurses continued to visit twice a day to
monitor use of the DAA. After the second week, the
community pharmacy discontinued supplying DAAs
because the client had failed to answer the door when
the pack was delivered (due to slow mobility he could
not get to the door in time). The community nurse con-
tacted the clinical pharmacist again, who undertook a

Table 1 Objectives and purpose of the home nursing clinical
pharmacy service

Objective Purpose

To ensure home nursing
medication orders are
accurate and unambiguous

To reduce the risk of
medication administration
errors

To ensure all members of the
medication management
team (client, community
nurse, pharmacist, GP and
other prescribers) are
working from the same
verified medication list

To reduce the risk of
prescribing, dispensing and
administration errors

To ensure the medication
regimen is as simple as
possible

To optimise patient
independence and/or
minimise the number of
nurse visits required each
day

To ensure the medication
regimen is appropriate
considering the patient’s
medical history,
contraindication and health
goals

To reduce the risk of ADRs,
drug interactions and
unnecessary medication costs

To educate clients and informal
carers about the medication
regimen and assist with
designing and implementing
medication adherence
strategies

To optimise patient
independence and safety

To support community nurses
through provision of
education and medication
advice

To enhance nurses’ knowledge
and confidence and enable
them to provide safe and
efficient medication
management

ADRs, adverse drug reactions; GP, general practitioner.
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third home visit and visited the pharmacy to organise a
system whereby the pharmacy would call the client
prior to delivery, and if the client could not get to the
door the DAAs would be left outside the home in a safe
place until the client or nurse could retrieve them.

The client’s medication management improved. He
remained at home and, over the next 2 months, the
nurse visits were able to be reduced to once daily.

Case 2: Unclear Medication Order Leading to
Administration Errors

A 49-year-old man with Down syndrome and diabetes
was receiving twice-daily visits from community nurses
to monitor his blood glucose levels and administer insu-
lin. The client’s primary nurse referred him to the home
nursing clinical pharmacist because of a confusing medi-
cation authorisation (order) that had resulted in admin-
istration errors. The medication authorisation used by
the community nurses had been provided by the client’s
endocrinologist in the form of a letter to his GP. The let-
ter had a heading “Current insulin”, which described
the regimen at the time of the endocrinologist’s last
review. At the end of the letter was a section titled
“Plan”, which described the dose regimen that the
endocrinologist wanted the client to receive (a dose
reduction due to hypoglycaemic episodes). On two occa-
sions nurses had inadvertently administered the old
insulin dose, not realising the dose listed under the
heading “Current insulin” was not the current dose. The
pharmacist visited the client with a community nurse
and provided education about insulin management. The
pharmacist prepared a new medication authorisation
with the correct insulin regimen clearly specified, and
liaised with the endocrinologist to get it signed. The
new authorisation was uploaded to the client’s home
nursing record to be used by the community nurses.
The pharmacist also provided guidance to the endocri-
nologist on issuing clear insulin administration orders
for community nurses to reduce the risk of misinterpre-
tation. At the client’s subsequent review, 3 months later,
his endocrinologist prescribed a revised insulin dose
regimen that was written in a clear, unambiguous for-
mat consistent with the pharmacist’s recommendation.

Case 3: Polypharmacy and Potential Adverse Effects

A 90-year-old woman, living alone at a retirement
village, was receiving once-daily visits from community
nurses to administer medications and set out evening
doses for the client to self-administer. She had recently
had some falls and complained of fatigue. Her medical
history included hypertension, ischaemic heart disease,

hypercholesterolaemia, osteoarthritis, osteoporosis,
urinary incontinence, post-polio syndrome and short-
term memory loss. She was prescribed 11 regular medi-
cations, which she had been taking for many years
(Table 2).

The pharmacist visited the client with a community
nurse, in the presence of the client’s daughter. The phar-
macist identified several medications that were poten-
tially unnecessary, ineffective or contributing to the
client’s falls, fatigue and memory difficulties. These
included hydralazine (recent systolic blood pressures
around 120 mmHg), solifenacin, temazepam and ator-
vastatin. The pharmacist prepared a report for the
client’s GP recommending review of these medications.
The pharmacist also suggested reviewing the once-
weekly clopidogrel and changing the calcium supple-
ment to a combination tablet containing calcium plus
1000 units vitamin D, given the client’s history of osteo-
porosis and falls. A new medication authorisation
reflecting any changes made was requested for the com-
munity nurses.

Following the pharmacist’s review, the GP ceased
hydralazine, clopidogrel, atorvastatin and solifenacin,
and commenced the calcium–vitamin D combination.
An updated medication authorisation was issued with a
note indicating that the GP planned to review the use of
temazepam and verapamil after 3 months, to avoid too
many changes at one time.

Over the next month, nurses and the client’s daughter
reported that the client was more alert, her mood had
improved and she was participating more in activities at
the retirement village. Community nurse visits were

Table 2 Medication regimen

Approved
name Strength Dose

Hydralazine 25 mg 1 tablet in the morning
Calcium
carbonate

1.5 g 1 tablet in the morning

Clopidogrel 75 mg ½ a tablet on Mondays
Verapamil 240 mg

MR
1 tablet in the morning

Escitalopram 20 mg 1 tablet in the morning
Atorvastatin 40 mg 1 tablet in the morning
Colecalciferol 1000 IU 1 tablet in the morning
Paracetamol 665 mg

MR
2 tablets twice a day

Temazepam 10 mg 1 tablet at night
Solifenacin 5 mg 1 tablet at night
Denosumab 60 mg 60 mg subcutaneous injection every

6 months

MR, modified release.
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reduced over time from daily to once a week to monitor
the client’s medication taking.

Indirect Care (Nurse Support) Cases

Nurses contacted the clinical pharmacists for general
information and advice related to clients under their
care. Examples of the advice sought by community
nurses are provided in Table 3.

DISCUSSION

These vignettes highlight the diverse roles of home
nursing clinical pharmacists. They demonstrate how
these pharmacists work with community nurses, clients,
medical practitioners and community pharmacies to
improve patient safety and quality of life, help keep
people out of hospital and reduce the frequency of
nurses’ home visits.

They also highlight the responsiveness and flexibility
of the home nursing pharmacist model, which enables it
to avoid some of the limitations of the existing HMR
model. When an HMR is requested by a nurse, pharma-
cist, patient or carer, or initiated by a GP, it can be sev-
eral weeks before the review occurs, and in some cases
a review does not occur at all.6,8,9 Often the problems
encountered by community nurses require urgent action
to ensure patient safety. In this model, nurses referred
directly to the home nursing pharmacist who acted
rapidly to address urgent issues (e.g. Cases 1 and 2).
The model enabled clients without a regular GP to
access a medication review (e.g. Case 1), and it ensured
that community nurses’ needs, such as for new signed
medication orders or advice about medication adminis-
tration, were addressed (e.g. Cases 2 and 3; Table 3).
The flexibility of the model enabled the pharmacist to

undertake multiple home visits and liaise with
prescribers and pharmacies on multiple occasions over
an extended period when required to resolve complex
medication issues (e.g. Case 1). It also allowed the phar-
macist to address problems without a home visit when
that was appropriate, by providing advice and medici-
nes information to nurses or liaising with prescribers to
update, clarify or modify unsafe or outdated medication
orders.

In a previous pilot of the home nursing pharmacist
model, community nurses valued the service highly.5

Nurses reported that access to clinical pharmacists for
advice, and joint home visits with the pharmacists,
improved their medication knowledge and confidence.5

They commented that GPs, specialists and community
pharmacists were sometimes more willing to engage with
the pharmacist about medication issues, enabling prob-
lems that they had difficulty resolving to be addressed,
thus enhancing their ability to provide effective and safe
care, and saving them time.5 Most GPs who participated
in focus groups or interviews about the service were
happy for medication reviews to be initiated by commu-
nity nurses, with some GPs noting it was a good way of
ensuring this high-risk group received a review.5 Clients
and family carers appreciated the service, and having it
linked to their home nursing service seemed to engender
greater willingness to accept a pharmacist home visit.5 A
short video summarising the experience of a client who
received two visits from home nursing pharmacist can be
viewed at YouTube (ILRAdNIWa28; https://www.youtu
be.com/watch?v=ILRAdNIWa28, accessed 16 August
2018).

CONCLUSION

Medication management for home nursing clients can
be complex and challenging. Clients, and the commu-
nity nurses who support them, have limited access to
timely clinical pharmacy support under existing practice
models. The case vignettes herein illustrate how the
integration of clinical pharmacists into home nursing
services can support community nurses to provide safe,
effective and efficient care and improve client outcomes.
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Table 3 Examples of medicines information requests from com-
munity nurses

Do we need to follow cytotoxic procedures when a client is
treated with sorafenib for the treatment of kidney cancer?

How do we administer intravenous ceftazidime?
A client’s venlafaxine has been changed from nocte to mane. Is
this OK?

Do we need to monitor a patient’s pulse prior to
administration of digoxin?

Can iron tablets and aspirin enteric-coated tablets be crushed?
Can you provide information about the use of Duodopa
(AbbVie Pty Ltd, Mascot, NSW, Australia) (levodopa–
carbidopa) intestinal gel?

What precautions are required for pregnant nurses managing
patients using methotrexate?
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