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Abstract 

Background  

Residential Medication Management Reviews (RMMRs) are routinely conducted in 

Australian residential aged care facilities (ACFs) to improve medication outcomes 

in elderly residents. Medication regimen complexity has been associated with poor 

patient outcomes. However, little is known about the impact of medication 

reviews on medication regimen complexity in older people living in ACFs.  

 

Objectives 

The primary objective of this study was to investigate the impact of RMMRs on 

medication regimen complexity, as assessed by a validated measure. 

 

Methods 

Retrospective analysis of RMMRs pertaining to 285 aged care residents aged ≥65 

years in Sydney, Australia. Medication regimen complexity was measured using 

the Medication Regimen Complexity Index (MRCI) at baseline, after pharmacists’ 

recommendations (assuming that all of the pharmacists’ recommendations were 

accepted by the General Practitioner (GP)), and after the actual uptake of 

pharmacists’ recommendations by the GP. Differences in the regimen complexity 

was measured using the Wilcoxon sign rank test.  

 

Results 

Pharmacists made 764 recommendations (average 2.7 recommendations per 

RMMR), of which 569 (74.5%) were accepted by GPs.  The median MRCI at 

baseline in the sample was 25.5 (IQR= 19.0-32.5). No statistically significant 

differences were demonstrated in the MRCI scores after pharmacists’ 

recommendations (P=0.53) or after GPs’ acceptance of these recommendations 

(p=0.07) compared to the baseline. 

 

Conclusion  

Our study revealed high acceptance of pharmacists’ recommendations by GPs. 

This suggests that RMMRs are useful for identifying and resolving drug-related 



issues among residents of ACFs. However, our study failed to show a significant 

effect of RMMRs in reducing the medication regimen complexity, as measured by 

the MRCI. Further studies are needed to establish the association of medication 

regimen complexity and clinical outcomes in residents of ACFs. 

 

  



Introduction  

Older people (≥65 years) are accounting for an increasing share of the population 

worldwide [1], and Australia is no exception. In 2013, 14% of the Australian 

population were aged ≥65 years and 1.9% were aged ≥85 years. This proportion 

is projected to increase to approximately 21% and 4.2%, respectively, by 2053. 

Such an increase in the aging population brings major challenges to the health 

care system as older people have higher health care utilization and associated 

costs [2]. 

 

The number of health conditions is higher in older age groups and, consequently, 

this population are prescribed a large number of medications [3]. Prescribing in 

older people is complex because of the age-related changes in body composition 

and multiple pathologies [4, 5]. In older people with multiple comorbidities, 

prescribing must be balanced between limiting the number of medications and 

using all medications that may be beneficial [6]. Previous studies have reported 

that residents of aged-care facilities (ACFs) are prescribed significantly more 

medications than people living in the community [7]. Over 90% of the residents 

of ACFs are subject to polypharmacy, defined as the concomitant use of 5 or more 

drugs, with a reported average of 9.75 medicines per resident [8]. 

 

In general, as the number of medications increase, the medication regimen 

becomes more complex. However, it is important to note that the number of 

medications taken by a patient is only one element of regimen complexity. Other 

elements that are associated with regimen complexity include dosage forms, 

dosing frequencies, and specific dosing instructions [9]. Previous studies have 

associated high medication regimen complexity with lower medication adherence 

[10, 11] and an increased risk of hospital readmission [12]. While medication 

adherence is less problematic in this environment, measuring the complexity of 

medication regimen is an important aspect of the care of ACF residents as it may 

add to staff workloads and these residents are reported to have a generally high 

medication regimen complexity [13, 14]. 

 



In Australia, Residential Medication Management Reviews (RMMRs) are a 

nationally remunerated service available to all permanent residents of 

government funded ACFs. The RMMR service is a key strategy for achieving 

quality use of medicines and involves an accredited pharmacist, who has access 

to clinical data, medication lists and diagnoses, visiting the resident and assessing 

the resident’s medications to identify medication-related issues. The accredited 

pharmacist then makes recommendations to the resident’s physician to resolve 

any medication-related issues [15]. Although previous studies have shown that 

medication reviews performed by pharmacists can improve medication use by 

identifying and resolving drug-related problems in residents of ACFs [16, 17], 

there is limited evidence of the impact of RMMRs on simplifying medication 

regimens.  

 

The aim of this study was to investigate the impact of RMMR on simplifying 

medication regimen complexity in Australian ACF residents by using the 

Medication Regimen Complexity Index (MRCI). The specific objectives of this 

study were to: 1) determine the MRCI scores in older people living in ACFs; 2) 

evaluate the potential impact of recommendations made by accredited 

pharmacists on MRCI scores; and 3) evaluate the impact of the RMMR services 

on MRCI scores after general practitioner (GP) uptake of pharmacists’ 

recommendations.  

 

2 Methods  

 

2.1 Ethics and Study Population  

 

This was a retrospective study of de-identified RMMR reports with GP outcomes 

pertaining to 285 residents living in residential ACFs in Australia. The RMMR 

reports were collected from a single RMMR service provider (Meditrax, Sydney, 

New South Wales, Australia) and were conducted between August 2011 and 

December 2012. Accredited pharmacists compiled RMMR reports, which included 

a comprehensive medication history, current medical diagnoses, actual 



medications taken, clinical pathology results, pharmacists’ findings and 

recommendations. GP feedback on the RMMR reports and reconciled medication 

charts for each resident determined whether pharmacists’ recommendations to 

resolve any problems were accepted or not. Due to the de-identified nature of 

data collected, the study was exempted by the local Human Research Ethics 

Committee. 

 

2.2 Data Collection and Analysis 

 

A comprehensive review of the RMMR reports conducted by accredited 

pharmacists was performed by one study investigator (MP). A standardized pro 

forma was developed in Microsoft Excel to aid data collection. The data extracted 

included patient demographics, diagnosed medical conditions, current medication 

profile, pharmacists’ recommendations, and GPs’ acceptance of pharmacists’ 

recommendations. All medications and diagnoses were coded as per the 

Anatomical Therapeutic Chemical (ATC) classification system [18] and the 

International Classification of Disease, 10th revision (ICD-10) [19], respectively. 

 

2.3 Medication Assessment 

 

Each resident’s medication regimen complexity was computed using the 65-item 

validated MRCI, developed by George et al. [9]. The MRCI provides scores for 

dosage forms, dosing frequencies, and additional directions. Higher MRCI scores 

reflect more complex regimens. Both the prescribed and over-the-counter 

medications taken by the residents were reviewed and scored based on the MRCI.  

The MRCI scores were determined at three different time points: at baseline, 

post-RMMR (with the assumption that all of the pharmacists’ recommendations 

were taken up by the GPs), and post-GP actual uptake of the pharmacists’ 

recommendations.  

 

2.4 Recommendation Assessment Criteria  

 



The accredited pharmacists’ recommendations were categorised as those that: 

(i)  Decreased the MRCI score. 

(ii) Increased the MRCI score. 

(iii)  Did not change the MRCI score. 

 

2.5 Statistical Analysis  

 

Data was analysed using Microsoft Excel and IBM SPSS Statistics for Windows, 

Version 20.0 (Armok. NY: IBMCrop). A total number of 285 residents’ MRCI scores 

were computed at baseline, post-RMMR, and post-GP uptake of pharmacists’ 

recommendations. 

 

The change in MRCI score before and after the RMMR, (i) assuming that all of the 

pharmacists’ recommendations were accepted by the GPs and (ii) based on the 

actual GP acceptance of pharmacists’ recommendations, were compared using 2-

tailed Wilcoxon signed rank tests (P<0.05). 

 

3 Results 

  

Table 1 presents the baseline characteristics of the residents. The mean (standard 

deviation (SD)) age was 85.5 (7.7) years and 68% (n=193) of the residents were 

female.  At baseline, the mean (SD) number of medical conditions was 6.8 (2.6) 

and the mean (SD) number of medications was 8.8 (3.3). Diseases of the 

circulatory system were the most common medical conditions (n=389, 20.2%) 

and the most frequently prescribed class of medication was that pertaining to the 

nervous system (n=706, 28.2%).  

 

3.1 Medication Regimen Complexity Index 

 

The median MRCI (interquartile range (IQR)) at baseline in the study sample was 

25.5 (19.0-32.5). The main contributing factor to the MRCI score was dosing 

frequency with a median (IQR) of 12.0 (8.5-16.0), followed by additional 



directions 8.0 (5.0-10.0), and dosage forms 5.0 (3.0-8.0). The most prevalent 

dosing frequency for all medications was once daily dosing (1348 medications, 

53.8%), the most prevalent dosage form was oral (2069 medications, 83.8%), 

followed by topical (127 medications, 5.1%), and the most prevalent additional 

direction was to take at specific time/s (1129 medications, 51%). Table 2 shows 

the sections of the MRCI and the median values.  

 

Overall, there were no significant differences in the MRCI scores after 

pharmacists’ recommendations (P=0.53) or after GPs’ acceptance of these 

recommendations (p=0.07) compared to the baseline MRCI scores (Table 2). The 

almost statistically significant latter finding indicated a trend towards GPs 

implementing more suggested changes that did reduce the medication 

complexity. A further breakdown of the MRCI scores show that for section A 

(Dosage forms) pharmacists’ recommendations during the RMMR and following 

GPs’ acceptance of the recommendations resulted in a significant increase, whilst 

section C (Additional directions) showed a significant decrease following 

pharmacists’ recommendations and GPs’ acceptance of the recommendations 

(p<0.001). 

 

3.2 Number and types of recommendations 

 

Pharmacists made a total number of 764 recommendations (average 2.7 

recommendations per RMMR), 74.5% (n=569) of which were accepted by GPs. 

Overall, 29% (n=222) of pharmacists’ recommendations resulted in an increase 

in the MRCI score whilst 30% (n=229) resulted in a decrease in the MRCI score. 

A total of 313 (41%) recommendations did not affect MRCI score. These latter 

recommendations pertained to monitoring of laboratory or clinical indices, such 

as blood pressure. 

 

4 Discussion  

 



To our knowledge, this is the first study that has evaluated the impact of RMMRs 

on simplifying medication regimen complexity in Australian ACF residents by using 

the MRCI. The results of our study showed that although nearly three-quarters 

(74.5%) of the recommendations made by the pharmacists were accepted by the 

GPs, no significant reduction in the complexity of medication regimens resulted 

from pharmacists’ recommendations and GP uptake of these recommendations.  

 

Our study found that only 30% of the pharmacists’ recommendations reduced the 

MRCI score. Review of the RMMR reports showed that the pharmacists’ 

recommendations were justifiably often directed towards dose optimisation, 

reduction of side effects, monitoring for drug complications, patients’ physical 

ability to take medications and ways to ease medication consumption. However, 

these recommendations did not necessarily reduce the MRCI score. For example, 

the suggestion to change vitamin D tablet once daily to vitamin D liquid once 

weekly, may seem to make it easier for the patient to take the medication but 

actually increases MRCI score by 2 points as a result of changing the tablet 

(score=1) to liquid (score=2) form and the frequency from once daily (score=1) 

to a less frequent (score=2) once weekly regimen. Furthermore, in ACFs, nurses 

are generally responsible for administering medications to the residents and the 

pharmacists may thus not see the value in reducing the medication regimen 

complexity for these patients. The importance of reducing complexity may also 

have been underestimated by pharmacists for patients who used dose 

administration aids (DAAs). A study by Elliot et al. [20] showed that pharmacists 

did not simplify medication regimen complexity for patients who were discharged 

to an ACF or using a DAA after discharge. When medication regimens are 

simplified, less time is spent for administration of medications by nurses and the 

prevalence of medication errors is lowered [14]. Thus, it is important for the 

pharmacist to be mindful of the significance of simplifying medication 

administration when conducting RMMRs by being aware of medication regimen 

complexity. 

 



Factors that can reduce medication regimen complexity include use of 

combination medications, long-acting formulations as an alternative to multiple 

daily dosing, lower strength doses instead of splitting of tablets [22], or the 

deprescribing of preventative medications such as statins, bisphosphonates 

wherever relevant [23, 24]. We suggest further education of pharmacists to 

enhance understanding of these factors. The importance of pharmacist training 

regarding medication regimen simplification has also been suggested by Advinha 

et al. [13]. A study by Elliott [24] showed that it was feasible to achieve the goal 

of medication regimen simplification by training pharmacists and this could be 

greatly enhanced with doctors’ cooperation. Education of doctors in conjunction 

with pharmacists was significant as it was found that 63% of the recommended 

changes to reduce medication regimen complexity were successfully 

implemented. Further studies examining the effectiveness of educational modules 

for pharmacists and GPs in reducing medication regimen complexity and achieving 

associated clinical outcomes following RMMRs in ACFs are warranted. 

 

The mean (SD) baseline MRCI in our study was 26.0 (9.8). This figure was higher 

compared to a previous study conducted on institutionalized elderly people which 

had a mean (SD) MRCI of 18.2 (9.6) [13]. In contrast, the median MRCI (43.5) 

of the study by Herson et al. [14] on residents of long-term ACFs was significantly 

higher than our study (25.5). In the study by Herson et al. [14], the proportion 

of diseases (e.g. cardiovascular system and diabetes) requiring combinations of 

different treatments and using medications with high MRCI score (e.g. prefilled 

injection has a score of 3) was significantly higher than our study. The mean (SD) 

MRCI score for elderly discharged from hospital was reported as 30.3 (14.0) [10]. 

The score could be higher because recently discharged people often were 

diagnosed with new conditions and prescribed new medications. The mean (SD) 

MRCI score of elderly patients in older home care patients was 35.4 (22.4) [25], 

considerably higher than our results. This could be related to the higher number 

of prescribed medications than our study, as the number of medications is one of 

the components of MRCI.  

 



In agreement with our results, Advinha et al. [13] found that dose frequency was 

the main contributor in increasing the MRCI score. Our study showed an increase 

in the section B score after pharmacists’ recommendations and after GP uptake 

of recommendations, however this did not reach statistical significance. Herson 

et al. [14] showed that once daily dosing was the most frequent dosing frequency 

(54.6%) which was consistent with our results (53.8%). In our study the most 

prevalent dosage form was oral forms (83.8%), followed by topical forms (5.1%) 

which were in line with the findings of Advinha et al. [13] - oral forms (90.5%) 

and topical forms (4.1%) and Herson et al. [14] - oral tablet/capsules (70.4%) 

and topical creams, gels, paints and patches (8.6%). The higher percentage of 

oral forms in our study in comparison with Herson et al. [14] could be explained 

by the inclusion of other oral dosage forms in addition to tablets/capsules (liquids, 

lozenges, or powders/sachets) in our study.  

 

In Australian ACFs, inappropriate prescribing is not uncommon [26]. The RMMR 

was designed to enhance the quality use of medicines and reduce ADEs for 

permanent residents of Australian ACFs [15]. A recent Australian literature review 

showed that pharmacists were concentrating on many aspects of medication 

management during medication reviews such as compliance, inappropriate drug 

selection, and additional monitoring to detect or prevent adverse reactions [27].  

A successful reduction in prescribing of sedative and anticholinergic medications 

was reported following pharmacist conducted RMMRs [28] and a retrospective 

study involving 62 ACFs revealed that RMMRs were able to identify over 96% of 

drug related problems in the residents [16]. In our study, pharmacists made a 

total of 764 recommendations by conducting RMMRs. Although these may not 

have necessarily reduced medication regimen complexity, the fact that the 

majority of these were accepted by GPs suggested that the recommendations 

were appropriate in improving the residents’ quality of life by addressing potential 

drug-related problems. 

 

4.1 Limitations 

 



This was a retrospective study and although GPs noted that they would consider 

some recommendations pending other factors such as laboratory results, it is 

unknown to what extent these recommendations had been implemented by GPs, 

resulting in further change in MRCI.   

 

Additionally, the RMMR data collected was performed by accredited pharmacists, 

all of whom were associated with one RMMR service provider, and the results 

may not be generalised to other RMMR service providers and accredited 

pharmacists nationally. Finally, similar to the study by Herson el at. [14], our 

study also used an MRCI tool which has not been validated for use in ACFs. 

 

5 Conclusion 

 

Accredited pharmacists can use the MRCI to identify older people with complex 

medication regimens. Our study failed to show significant benefit of RMMRs in 

reducing the medication regimen complexity as measured by the MRCI. Further 

studies are needed to establish the association of MRCI and clinical outcomes in 

residents of ACFs. However, the study revealed that RMMRs are useful for 

identifying and resolving drug-related issues among residents of ACFs. 

 

 

Acknowledgments No sources of funding were used to assist in this study. Prasad Nishtala is a 

former employee of Meditrax. Paul Hannan is a Consultant for Meditrax. Mahsa 

Pouranayatihosseinabad, Syed Tabish R Zaidi, Gregory Peterson, Prasad Nishtala, Paul Hannan 

and Ronald Castelino have no potential conflicts of interests that are directly relevant to the 

content of this study. The authors acknowledge Meditrax Pty Ltd and staff for providing de-

identified medication reviews used in this study. 

 

 References 

 

1. World Health Organization. Global Health and Aging. 2011. 
http://www.who.int/ageing/publications/global_health.pdf. Accessed 01 Feb 16. 
2. Australian Institute of Health and Welfare. Ageing and the health system: 
challenges, opportunities and adaptations.  Australia’s health 2014. Australia's 
health series no. 14. Cat. no. AUS 178. Canberra: AIHW. 2014. 

http://www.who.int/ageing/publications/global_health.pdf


http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=60129547764. 
Accessed 20.04.16. 
3. McLean AJ, Le Couteur DG. Aging biology and geriatric clinical pharmacology. 
Pharmacol Rev. 2004;56(2):163-84.  
4. Milton JC, Hill-Smith I, Jackson SH. Prescribing for older people. Br Med J. 
2008;7644:606.  
5. Mallet L, Spinewine A, Huang A. The challenge of managing drug interactions 
in elderly people. The Lancet. 2007;370(9582):185-91. doi:10.1016/S0140-
6736(07)61092-7. 
6. Steinman MA, Seth Landefeld C, Rosenthal GE, Berthenthal D, Sen S, Kaboli PJ. 
Polypharmacy and prescribing quality in older people. J Am Geriatr Soc. 
2006;54(10):1516-23.  
7. Furniss L. Use of medicines in nursing homes for older people. Adv Psychiatr 
Treat. 2002;8(3):198-204.  
8. Somers M, Rose E, Simmonds D, Whitelaw C, Calver J, Beer C. Quality use of 
medicines in residential aged care. Aust Fam Physician. 2010;39(6):413.  
9. George J, Phun YT, Bailey MJ, Kong DC, Stewart K. Development and validation 
of the Medication Regimen Complexity Index. Ann Pharmacother. 2004;38(9):1369-
76. doi:10.1345/aph.1D479. 
10. Mansur N, Weiss A, Beloosesky Y. Looking beyond polypharmacy: 
quantification of medication regimen complexity in the elderly. Am Journal Geriatr 
Pharmacother. 2012;10(4):223-9. doi:0.1016/j.amjopharm.2012.06.002. 
11. de Vries ST, Keers JC, Visser R, de Zeeuw D, Haaijer-Ruskamp FM, Voorham J, 
et al. Medication beliefs, treatment complexity, and non-adherence to different drug 
classes in patients with type 2 diabetes. J Psychosom Res. 2014;76(2):134-8. 
doi:10.1016/j.jpsychores. 
12. Willson MN, Greer CL, Weeks DL. Medication regimen complexity and 
hospital readmission for an adverse drug event. Ann Pharmacother. 2014;48(1):26-
32. doi:10.1177/1060028013510898. 
13. Advinha AM, de Oliveira-Martins S, Mateus V, Pajote SG, Lopes MJ. Medication 
regimen complexity in institutionalized elderly people in an aging society. Int J Clin 
Pharm. 2014;36(4):750-6. doi:10.1007/s11096-014-9963-4. 
14. Herson M, Bell JS, Tan ECK, Emery T, Robson L, Wimmer BC. Factors 
associated with medication regimen complexity in residents of long-term care 
facilities. Eur Geriatr Med. 2015;6(6):561-4. doi:10.1016/j.eurger.2015.10.003. 
15. Pharmaceutical Society of Australia. Guidelines for pharmacists providing 
Residential Medication Management Review (RMMR) and Quality Use of Medicines 
(QUM) services. 2011. https://www.psa.org.au/download/practice-

guidelines/rmmr-and-qum-services.pdf. Accessed 09 Jan 16. 

16. Nishtala PS, McLachlan AJ, Bell JS, Chen TF. A retrospective study of drug‐

related problems in Australian aged care homes: medication reviews involving 
pharmacists and general practitioners. J Eval Clin Pract. 2011;17(1):97-103.  
17. Gheewala PA, Peterson GM, Curtain CM, Nishtala PS, Hannan PJ, Castelino RL. 
Impact of the pharmacist medication review services on drug-related problems and 
potentially inappropriate prescribing of renally cleared medications in residents of 
aged care facilities. Drugs Aging. 2014;31(11):825-35. doi:10.1007/s40266-014-
0208-y. 
18. World Health Organisation. Collaborating Centre for Drug Statistics 
Methodology. Purpose of the ATC/DDD system. [web report]: WHO. 2009. 

http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=60129547764
https://www.psa.org.au/download/practice-guidelines/rmmr-and-qum-services.pdf
https://www.psa.org.au/download/practice-guidelines/rmmr-and-qum-services.pdf


http://www.whocc.no/atc_ddd_methodology/purpose_of_the_atc_ddd_system/. 
Accessed 02 Feb16. 
19. World Health Organisation. International Classification of Disease (ICD). 
World Health Organisation (online). 2016. 
http://www.who.int/classifications/icd/en/. Accessed 02 Feb 16. 
20. Elliott RA, O’Callaghan C, Paul E, George J. Impact of an intervention to reduce 
medication regimen complexity for older hospital inpatients. Int J Clin Pharm. 
2013;35(2):217-24. doi:10.1007/s11096-012-9730-3. 
21. Carruthers A, Naughton K, Mallarkey G. Accuracy of packaging of dose 
administration aids in regional aged care facilities in the Hunter area of New South 
Wales. Med J Aust. 2008;188(5):280.  
22. Stange D, Kriston L, von-Wolff A, Baehr M, Dartsch DC. Reducing 
cardiovascular medication complexity in a German university hospital: effects of a 
structured pharmaceutical management intervention on adherence. J Manag Care 
Pharm. 2013;19(5):396-407.  
23. Hilmer SN, Gnjidic D, Le Couteur DG. Thinking through the medication list: 
Appropriate prescribing and deprescribing in robust and frail older patients. Aust 
Fam Physician. 2012;41(12):924.  
24. Elliott RA. Reducing medication regimen complexity for older patients prior 
to discharge from hospital: feasibility and barriers. J Clin Pharm Ther. 
2012;37(6):637-42. doi:10.1111/j.1365-2710.2012.01356.x. 
25. Dierich MT, Mueller C, Westra BL. Medication regimens in older home care 
patients. J Gerontol Nurs. 2011;37(12):45-55. doi:10.3928/00989134-20111103-
02. 
26. Stafford AC, Alswayan MS, Tenni PC. Inappropriate prescribing in older 
residents of Australian care homes. J Clin Pharm Ther. 2011;36(1):33-44.  
27. Elliott RA, Booth JC. Problems with medicine use in older Australians: a 
review of recent literature. J Pharm Pract Res. 2014(44):258–71 
doi:10.1002/jppr.1041. 
28. Nishtala PS, Hilmer SN, McLachlan AJ, Hannan PJ, Chen TF. Impact of 
residential medication management reviews on Drug Burden Index in aged-care 
homes. Drugs Aging. 2009;26(8):677-86. doi:10.2165/11316440-000000000-
00000. 
 

http://www.whocc.no/atc_ddd_methodology/purpose_of_the_atc_ddd_system/
http://www.who.int/classifications/icd/en/


 

Table 1 Baseline characteristics of the study sample (n=285) 

Characteristics Value 

Age, Y, Mean (SD)  85.6 (7.7) 

Sex, n (%) 

  Female 

  Male  

 

193(67.7) 

92(32.3) 

Medical conditions per patient [mean (SD)] 

 Top 5 medical conditions [number (%)] 

   Diseases of the circulatory system  

   Mental and behavioural disorders  

   Diseases of the musculoskeletal system and connective tissue 

   Endocrine, nutritional and metabolic diseases 

   Diseases of the nervous system  

6.8(2.6) 

 

389(20.2) 

299(15.5) 

241(12.5) 

148(7.7) 

124(6.5) 

Medications per patient [mean (SD)] 

Regular prescription medication, [mean (SD)] 

“When required” medications [mean (SD)] 

   Top five medication classes [number (%)] 

     Nervous system 

     Alimentary tract and metabolism 

     Cardiovascular system 

     Blood and blood forming organs  

     Sensory organs  

8.8 (3.3) 

7.2 (2.9) 

1.6(1.4) 

 

706(28.2) 

686(27.4) 

448(17.9) 

208(8.3) 

107(4.3) 



 

Table 2 Medication Regimen Complexity Index score at baseline, post-RMMRs, and after GPs’ considerations of pharmacist’s 

recommendations 

MRCI 

score 

Median 

(IQR) 

Mean (SD) MRCI 

score 

Median 

(IQR) 

Mean (SD) P-value MRCI 

score 

Median 

(IQR) 

Mean (SD) P-value 

MRCI 

score 

baseline 

25.5 

(19.0-32.5) 

26.0(9.8) MRCI 

score 

post-

RMMRs 

25.0 

(19.0-33.5) 

25.9 (9.7) 0.526 MRCI 

score 

post-GP 

uptake 

25.0 

(19.0-33.0) 

25.8  (9.7) 0.069 

Section-A 

Dosage 

Forms 

MRCI score 

baseline 

5.0  

(3.0-8.0) 

5.7 (4.0) Section-A 

Dosage 

Forms 

MRCI score 

post-

RMMRs 

5.0 

(3.0-8.0) 

6.1 (4.1) <0.001* Section-A 

Dosage 

Forms 

MRCI score 

post-GP 

uptake 

5.0  

(3.0-8.0) 

5.8  (4.0) 0.024* 

Section-B 

Dosing 

Frequency 

MRCI score 

baseline 

12.0  

(8.5-16.0) 

12.4(5.0) Section-B 

Dosing 

Frequency 

MRCI score 

post-

RMMRs 

12.5 

 (9.0-15.7) 

12.4  (4.8) 0.694 Section-B 

Dosing 

Frequency 

MRCI score 

post-GP 

uptake 

12.5  

(8.7-15.5) 

12.4  (4.9) 0.385 

Section-C 

Additional  

Directions 

MRCI score 

baseline 

8.0 

(5.0-10.0) 

7.9 (3.5) Section-C 

Additional 

Directions 

MRCI score 

post-

RMMRs 

7.0  

(5.0-10.0) 

7.4 (3.3) <0.001* Section-C 

Additional 

Directions 

MRCI score 

post-GP 

uptake 

7.0  

(5.0-10.0) 

7.6 (3.4) <0.001* 



*Significant at P<0.05 



 


