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ABSTRACT 

Drug-related problems (DRPs) differ not only in clinical importance but also in how quickly harm may occur, 

how many variables must be integrated, how much information is missing, how modifiable the problem is, and 

whether pharmacist effort is likely to generate meaningful value. This paper develops a risk-based method for 

differentiating pharmacist responses after a DRP has been recognised. A structured conceptual-development 

approach was used. Contemporary evidence on pharmacist prioritisation, medication-related harm, regimen 

complexity, clinical decision-making, preventability, intervention outcomes, implementation, and economic value 

was used to define non-redundant decision dimensions. Evidence-supported premises were kept separate from the 

article’s proposed integrative logic. The framework was constructed as a context-sensitive decision method rather 

than as a validated score. Five dimensions emerged as analytically distinct: urgency/time-to-harm, complexity, 

uncertainty, preventability/modifiability, and expected intervention value. Urgency determines how long a 

response can safely wait; the remaining dimensions shape what kind of response is proportionate. The proposed 

method therefore allows immediate intervention, structured review, information gathering, escalation or referral, 

and monitored reassessment to be considered as different response routes rather than assuming that every 

identified DRP warrants the same intensity of action. The dimensions may conflict, and no numerical weights, 

universal cut-offs, or performance claims are proposed. Risk-based pharmacist triage is proposed as a method for 

matching response intensity and type to the characteristics of a DRP. Its value is conceptual and operational at 

this stage. Reliability, prospective decision performance, patient and process outcomes, implementation burden, 

equity, and external transferability require empirical evaluation before the method could be treated as a validated 

clinical instrument. 
 
Keywords: Drug-related problems, Clinical pharmacy, Pharmacist triage, Medication safety, Risk stratification, 

Pharmaceutical care 
 

How to Cite This Article: Zhang W, Hui C, Tan M. Not Every Drug-Related Problem Requires the Same Pharmacist Response: A Risk-

Based Triage Framework Integrating Urgency, Complexity, Uncertainty, Preventability, and Expected Intervention Value. Ann Pharm Pract 

Pharmacother. 2026;6(1):133-42. https://doi.org/10.51847/abtw4hdgbi 
 

Introduction 

Clinical pharmacy has long faced a resource-allocation problem: not every patient can receive the same depth or 

immediacy of pharmaceutical care. Contemporary pharmacist prioritisation tools help identify which patients 

should receive attention, but the available evidence does not establish a validated rule for matching the intensity 

or type of pharmacist response to each individual DRP [1]. This distinction matters because patient prioritisation 

and problem-response triage answer different questions. The first asks who should be seen; the second asks what 

should happen once a medication-related concern has been recognised. 
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Hospital prioritisation tools are heterogeneous in their criteria, development, and validation, and evidence that 

prioritisation itself changes medication-related outcomes remains limited [2]. Limited outcome evidence should 

not be interpreted as evidence of ineffectiveness; it instead constrains what can be claimed about downstream 

benefit. A response-triage method must therefore avoid treating service prioritisation as a surrogate for clinical 

effectiveness. 

Pharmacists already use multiple clinical and medication-related considerations when identifying patients at high 

risk of medication harm [3]. That practice supports multidimensional judgement, but it does not show that the five 

dimensions advanced here were empirically derived or that they should receive fixed weights. The proposed 

contribution is narrower: to make explicit several decision properties that are often blended together during clinical 

review. 

The existing literature includes both prognostic models and consensus-based tools for clinical-pharmacy 

prioritisation [4]. Such approaches can support patient selection, but they do not by themselves establish which 

response is proportionate to a particular DRP. This paper therefore proposes a risk-based pharmacist triage method 

centred on urgency, complexity, uncertainty, preventability, and expected intervention value, while treating its 

combined architecture as a hypothesis for subsequent validation rather than an established clinical mechanism. 

 

Materials and Methods 

 

The framework was developed as a context-sensitive complex intervention rather than as a finished scoring 

instrument. Guidance for complex interventions emphasises programme theory, context, uncertainty, refinement, 

and iterative evaluation [5]. Applied here, that logic required the proposed triage method to specify what each 

decision dimension contributes, where dimensions overlap, which relationships are supported by existing 

evidence, and which relationships are new synthesis requiring testing. 

The conceptual-development procedure had four stages. First, evidence concerning pharmacist prioritisation and 

medication-related harm was used to define the unresolved decision problem: response selection after recognition 

of a DRP. Second, candidate dimensions were retained only when they represented a distinct decision question 

rather than a different label for severity or general “risk.” Third, the retained dimensions were examined for 

conditional relationships, including situations in which rapid action could be required despite uncertainty, or in 

which a modifiable problem might still have low expected intervention value. Fourth, operational boundaries and 

validation requirements were specified before any attempt to translate the framework into a score. 

Structured development and content validation have been demonstrated for adult clinical-pharmacy prioritisation 

tools [6]. That precedent supports transparent criterion specification, but it does not confer content validity on the 

dimensions proposed here, and content validity would not establish clinical effectiveness. Similarly, prediction 

models can identify patients at elevated medication-error risk [7]. Predictive discrimination, however, is 

conceptually separate from showing that a particular pharmacist response, intensity, or timing produces better 

decisions or outcomes. 

Implementation was treated as part of the method’s boundary conditions rather than an afterthought. The updated 

Consolidated Framework for Implementation Research describes determinants spanning the intervention, 

individuals, inner setting, outer setting, and implementation process [8]. Accordingly, the framework was 

designed to remain sensitive to clinician scope, team configuration, information access, workload, organisational 

rules, and health-system resources. The analysis produced qualitative decision logic only: no numerical weights, 

thresholds, causal estimates, or claims of prospective performance were generated. 

 

Results and Discussion 

 

The conceptual analysis produced five non-substitutable dimensions for pharmacist response triage. Their 

separation was supported by evidence showing that medication-related risk and pharmacy workload are dynamic 

rather than static. In critical care, medication-regimen complexity changed over the course of admission and was 

associated with clinical-pharmacist intervention demand, supporting the use of time-varying rather than fixed 

inputs [9]. This does not establish that regimen-complexity scores should determine response intensity outside 

that setting. 

Operational prioritisation also has consequences for scarce pharmacist time. A risk-scoring pilot altered the 

ordering of pharmacy-conducted medication histories [10]. That finding supports the premise that triage 
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reallocates work, but an operational change in sequencing is not equivalent to improved patient outcomes. 

Likewise, patient characteristics have been associated with the need for pharmaceutical intervention in hospital 

practice [11]. Such associations can inform stratification without defining universal action thresholds. 

A further boundary concerns unresolved problems. Unresolved DRPs following pharmacist-led medication 

review were associated with subsequent hospital readmission in an observational cohort [12]. The association is 

clinically relevant because unresolved medication-related risk may persist, but it cannot establish that resolving 

each DRP would have prevented readmission; illness severity, complexity, and other factors may contribute. 

Taken together, these findings support a framework in which response selection depends on more than the 

presence of a DRP. The proposed synthesis separates how soon harm may occur, how difficult the case is to reason 

through, how much critical information is missing, whether the problem can be changed, and whether acting is 

likely to justify the opportunity cost. These dimensions are elaborated below and remain qualitative until 

empirically operationalised. 

 

Urgency and time-to-harm 

Urgency is defined here as the time available before clinically important harm may emerge or become harder to 

reverse. It is therefore related to, but not identical with, severity. Prospective validation work in emergency care 

shows that near-term adverse-drug-event risk can be stratified using clinical criteria [13]. A high-risk classification 

is not a confirmed adverse drug event, yet it demonstrates why time horizon deserves explicit attention when 

deciding how rapidly a pharmacist must act. 

The relevant horizon can extend beyond the present encounter. In older adults discharged from hospital, 

medication-related harm has been sufficiently time-dependent to support development and validation of a post-

discharge prediction tool [14]. This suggests that a problem can be urgent because its plausible harm window is 

short even when the patient is currently stable. Conversely, severe potential harm does not always require 

immediate action if the exposure is remote, controlled, or safely monitorable. 

Urgency must also be separated from certainty. External validation of an assessment tool for drug-related 

emergency-department visits showed that structured identification can retain classification uncertainty [15]. A 

pharmacist may therefore face a time-critical situation in which the precise medication-related cause is 

incompletely established. In such cases, uncertainty may shape what information is gathered or what reversible 

action is chosen, but it should not automatically downgrade time pressure. 

Clinical workflow adds another layer. Emergency clinicians have described variable processes for identifying and 

prioritising potential medication-related harm [16]. This supports explicit escalation and communication rules 

while remaining insufficient to show that a structured triage method will improve outcomes. 

Table 1 converts the time-horizon argument into a proposed register for deciding what cannot safely wait and 

what information can be gathered first. 

 

Table 1. Time-to-harm triage register for deciding what cannot safely wait 

Drug-related problem st

ate 
Time-to-harm 

Severity if del

ayed 

Reversi

ble win

dow 

Immediate action need

ed 

Information tha

t can wait 

Active or strongly suspe

cted medication-related 

deterioration 

Minutes to hou

rs 

Potentially ser

ious progressi

on 

Narrow 

or unce

rtain 

Address medication-rela

ted risk and escalate no

w 

Nonessential hist

ory detail 

Credible near-term high

-risk exposure or care-tr

ansition problem 

Hours to days 

Harm may em

erge before ro

utine review 

Time-li

mited 

Same-day structured rev

iew; verify critical expo

sure or monitoring data 

Lower-priority o

ptimisation detail 

Stable DRP with materi

al uncertainty and no cu

rrent time-critical signal 

Usually days 

Delay may pr

olong subopti

mal therapy 

Wider 

Gather decision-critical 

information before irrev

ersible change 

Data not relevant 

to the immediate 

choice 

Low-current-risk issue 

with a reliable monitorin

g pathway 

Condition-dep

endent, often d

ays to weeks 

Limited near-t

erm conseque

nce expected 

Usually 

wider 

Document, monitor, and 

schedule reassessment 

Detail that does n

ot change the mo

nitoring trigger 

Note: The states and routing descriptors are proposed qualitative synthesis, not validated categories or time cut-offs. Individual patient 

vulnerability, drug properties, reversibility, and local escalation capacity can alter the appropriate response. 
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Complexity and the number of interacting clinical variables 

Complexity is defined as the burden of interacting variables that must be integrated to reach a defensible 

medication decision. It is not synonymous with the number of medicines or the number of DRPs. Cross-sectional 

clinical-practice evidence shows that DRPs occur across heterogeneous patient and treatment circumstances and 

are associated with different pharmaceutical interventions [17]. The inference made here is that triage should 

recognise interaction burden, not that any particular combination of factors has a proven causal hierarchy. 

Complexity can arise outside the medication list. Pharmacist-led medication review in home healthcare identifies 

DRPs and polypharmacy within a context of multimorbidity, functional limitations, and care-setting constraints 

[18]. Such evidence supports a multilevel view in which patient capability, caregiver support, monitoring access, 

and service configuration may alter the difficulty of resolving an otherwise familiar pharmacotherapy problem. 

Home-care findings, however, should not be assumed to describe all ambulatory populations. 

Regimen design adds a distinct form of complexity. Medication-regimen complexity includes dosage forms, 

dosing frequency, and administration instructions beyond medication count and has been associated with 

adherence among patients with multimorbidity [19]. The cross-sectional design does not establish that complexity 

causes non-adherence, but it illustrates why two regimens containing the same number of medicines may impose 

different reasoning and execution burdens. 

Medication count can still be a useful screening signal, but it is an unstable stand-alone proxy. A systematic review 

demonstrated substantial variation in definitions of polypharmacy [20]. The proposed framework therefore treats 

complexity as a case-specific interaction property that can rise or fall as disease state, regimen, information, patient 

capability, and care environment change. 

 

Uncertainty and the need for information before action 

Uncertainty concerns whether the available information is sufficient, reliable, and interpretable enough to support 

a defensible action. It is not simply the absence of knowledge, nor should it be treated as low urgency. Empirical 

work on pharmacists’ clinical decision-making shows that multiple cognitive processes are used to interpret and 

integrate clinical information [21]. This supports treating uncertainty as an information-processing problem that 

can vary even when the underlying medication risk is similar. 

Clinical decision-making under uncertainty is a core requirement of contemporary pharmacy practice [22]. For 

triage, the practical question is therefore not whether uncertainty can be eliminated, but whether additional 

information is likely to change the immediate decision. Missing renal function, unclear medication exposure, 

uncertain treatment intent, conflicting histories, or incomplete monitoring may justify information gathering 

before a non-reversible change. By contrast, a plausible time-critical hazard may require a reversible protective 

action while information collection continues. 

A critical review of pharmacists’ management of uncertainty during polypharmacy review identified patient-, 

pharmacist-, and environment-related sources of uncertainty and described information, multidisciplinary input, 

and training as potential means of mitigation [23]. These findings support a multilevel interpretation: uncertainty 

can reflect the patient’s history, the clinician’s knowledge state, the reliability of documentation, or the 

surrounding care environment. Some uncertainty may nevertheless remain irreducible. 

The proposed triage logic therefore treats information gathering as an active response when delay is clinically 

tolerable and the missing information is decision-relevant. It does not prescribe fixed uncertainty scores. The key 

boundary is temporal: uncertainty can justify postponing a definitive intervention only when the expected cost of 

waiting remains acceptably low and a reassessment pathway is credible. 

 

Preventability and modifiability of the drug-related problem 

Preventability asks whether the medication-related problem, or the harm to which it may lead, can plausibly be 

altered through available action. It is not a synonym for severity. A systematic review and meta-analysis found 

preventable medication harm across healthcare settings, while also showing substantial heterogeneity in 

preventability estimates and assessment approaches [24]. The relevant triage question is consequently not whether 

a severe event is “preventable” in the abstract, but whether the identified mechanism is sufficiently modifiable in 

this patient, at this time, through an available pharmacist or team response. 

Acute presentation does not remove that distinction. Preventable drug-related emergency-department visits can 

be distinguished from drug-related visits more broadly [25]. A medication-related presentation may therefore be 
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urgent and severe while its underlying mechanism remains only partly modifiable; conversely, a non-urgent 

prescribing problem may be highly modifiable. Preventability also depends on what resources, monitoring, 

therapeutic alternatives, adherence support, and professional authority are actually available. Classification should 

therefore remain contextual rather than becoming a binary moral judgement about whether harm “should” have 

been avoided. 

Modifiability must also be separated from benefit. Medication review and deprescribing can improve prescribing 

appropriateness without consistently establishing benefit across downstream clinical outcomes [26]. An 

intervention can therefore successfully change prescribing yet yield uncertain net patient value. In the proposed 

triage method, preventability asks whether meaningful change is feasible; expected intervention value asks 

whether making that change is sufficiently likely to matter. This separation avoids equating technical ability to 

modify therapy with proof that modification will improve safety, function, quality of life, utilisation, or survival. 

 

Expected intervention value and opportunity cost 

Expected intervention value concerns the anticipated clinical or service benefit of acting relative to the pharmacist 

time, coordination, monitoring, patient burden, and competing work displaced by that response. It is not restricted 

to monetary value, and the framework does not propose a universal cost threshold. Person-centred medicines 

reviews delivered by general-practice pharmacists have demonstrated favourable economic value within a defined 

primary-care service model [27]. Such evidence supports considering resource consequences, but the resulting 

value depends on the population, service design, perspective, and assumptions used. 

Direct inpatient economic modelling illustrates the same boundary. The financial impact of clinical-pharmacist 

medication review has been estimated using identified DRPs, probabilities of potential adverse drug events, local 

hospital costs, staffing costs, and sensitivity analyses [28]. This supports the feasibility of evaluating value at DRP 

and service levels. It does not establish that modelled avoided costs are realised clinical benefits, nor that a 

favourable return in one hospital can be transferred to another health system. 

Across non-hospitalised pharmacist services, reported return on investment is often favourable, but methods, 

perspectives, and reporting are heterogeneous [29]. Expected value should therefore be treated as conditional. A 

pharmacist may rationally devote greater effort to a modifiable problem when substantial benefit is plausible and 

the response does not displace more urgent work; the same problem may warrant a lighter response where benefit 

is marginal, implementation burden is high, or another clinician is better positioned to act. Opportunity cost is 

thus part of triage rather than an after-the-fact economic calculation. 

 

The proposed risk-based pharmacist triage framework 

The proposed framework treats urgency as the time-pressure dimension and uses complexity, uncertainty, 

preventability, and expected intervention value to shape the response route within that time constraint. Near-term 

medication-harm risk can be structured without converting the result into a response rule [13]. DRPs arise within 

heterogeneous interacting clinical variables [17]. Pharmacist decisions require interpretation and integration of 

information [21]. Preventability varies across medication-harm contexts [24]. Pharmacist interventions can also 

have context-dependent economic value [27]. These premises support keeping the five dimensions visible, but no 

available source validates their combination as a single instrument. 

The framework deliberately permits discordant profiles. Diagnostic classification can remain uncertain even after 

structured assessment [15]. Medication count is not a stable stand-alone representation of complexity [20]. 

Uncertainty may arise from patient, pharmacist, and environmental sources [23]. Prescribing can be modifiable 

without guaranteed downstream clinical benefit [26]. Economic value varies across service models and methods 

[29]. A single summed “risk” label could conceal these differences. The proposed method instead asks which 

response is proportionate given the pattern across dimensions. 

Response routes are therefore qualitative rather than score-based: immediate safety action, structured pharmacist 

review, targeted information gathering, collaborative referral or escalation, and watchful monitoring with a 

defined reassessment trigger. Their matching logic is proposed. Complex-intervention guidance supports iterative 

development rather than premature closure [5]. Content-validation methods used for pharmacy prioritisation tools 

show how criteria might subsequently be tested [6]. Implementation determinants remain context-sensitive [8]. 

The framework does not confer autonomous prescribing authority and must operate within professional scope and 

local governance. 
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Table 2 makes the proposed response-matching logic explicit without assigning numerical weights or universal 

thresholds. 

 

Table 2. Routing heterogeneous drug-related problems to proportionate pharmacist responses 

Urgency Complexity Uncertainty Preventability 
Interventio

n value 

Proposed resp

onse tier 
Escalation or reassessment rule 

High/time- 

critical 
Any 

Any; may re

main high 

Actionable or partly a

ctionable 

Potentially 

material 

Immediate safe

ty action 

Escalate now; collect information 

in parallel 

Moderate/ 

high 

High or inte

racting 
Manageable Moderate/high Material 

Structured phar

macist review 

Escalate if instability, unresolved 

high-stakes uncertainty, or scope 

boundary emerges 

Low/modera

te 
Any 

High and dec

ision-relevant 

Uncertain until clarifi

ed 
Uncertain 

Targeted infor

mation gatheri

ng 

Reassess when critical informatio

n arrives; escalate if time-to-harm 

shortens 

Any 

High or spec

ialist-depen

dent 

Any 

Potentially modifiabl

e outside pharmacist 

authority 

Potentially 

material 

Collaborative r

eferral/escalati

on 

Maintain feasible safety measures

; confirm handover and follow-up 

Low/current

ly stable 

Low/ 

moderate 
Acceptable Low or uncertain 

Low/margin

al at present 

Watchful moni

toring 

Specify trigger, responsible clinic

ian, and review interval 

Note: These case patterns and response tiers are proposed qualitative synthesis. They are not validated categories, cut-offs, or prescribing 

directives; patient preference, drug characteristics, care setting, and professional scope may alter routing. 

 

Figure 1 visualises why heterogeneous DRP profiles should not be forced into an identical pharmacist response. 

 

 

 

Figure 1. Time pressure constrains choice while four additional dimensions redirect the pharmacist 

response 
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The principal contribution is to move one step downstream from conventional patient prioritisation. Existing 

prioritisation evidence supports deciding which patients warrant pharmacist attention [1]. Prognostic and 

consensus tools likewise organise patient selection but do not establish a validated DRP-level response rule [4]. 

Patient factors can be associated with pharmaceutical-intervention need without yielding universal action 

thresholds [11]. The proposed framework therefore complements rather than replaces prioritisation: after a 

concern is recognised, it asks how rapidly and intensively the pharmacist should respond, what information must 

first be obtained, and when another professional or monitoring pathway may be more proportionate. 
The potential advantage is conceptual consistency, not demonstrated clinical benefit. Complex-intervention 

methodology indicates that a coherent programme theory and explicit context are prerequisites to meaningful 

evaluation [5]. Prediction-model performance does not validate the action subsequently triggered [7]. 

Observational association between unresolved DRPs and readmission similarly cannot establish that resolving 

each problem would prevent the outcome [12]. A formal triage structure might improve reproducibility or resource 

allocation, but it could also add documentation burden, generate false reassurance, oversimplify preference-

sensitive decisions, or redirect effort away from clinically important work. Those competing possibilities must be 

tested. 
Hard cases are central rather than exceptional. Structured assessment may leave residual diagnostic uncertainty 

[15], and clinical uncertainty itself can have patient-, clinician-, and environment-related origins [23]. A highly 

modifiable prescribing problem may still have uncertain patient-level benefit [26], while an intervention with 

favourable economic value in one service model may not retain that value elsewhere [29]. Urgency can also 

change while information is being collected. For this reason, the proposed architecture preserves domain 

disagreement instead of resolving it automatically through addition. 
Temporal instability is another reason not to operationalise the dimensions as static labels. A DRP that initially 

permits information gathering can become urgent after new symptoms, laboratory results, exposure changes, 

treatment failure, or loss of follow-up capacity. Conversely, rapid clarification may reduce uncertainty and permit 

a less intensive response. Reassessment is therefore part of the proposed decision architecture rather than a 

separate administrative step. This temporal feature should itself be tested, because repeated reassessment could 

improve responsiveness but could also increase workload without changing clinically meaningful decisions. 
The framework should consequently be understood as a decision aid for disciplined clinical reasoning. It does not 

replace patient preferences, pharmacological judgement, therapeutic goals, multidisciplinary negotiation, or local 

scope-of-practice rules. Its strongest test will not be whether pharmacists can populate five boxes, but whether 

explicit multidimensional triage produces more consistent, proportionate, and useful decisions than existing 

practice without unacceptable workload, delay, or inequity. 
 

Operational boundaries and validation needs 

Operationalisation should proceed in stages. Structured development and content validation are feasible for 

clinical-pharmacy prioritisation criteria [6], but content validity would be only an early step. Prediction-model 

research illustrates the separate problem of prospective performance [7], while implementation evidence shows 

that organisational and external context can change how an intervention functions [8]. The proposed framework 

therefore requires evaluation of comprehensibility and content, reliability, prospective decision behaviour, 

consequences of triggered actions, implementation burden, and external transportability; none of these properties 

has been established here. 

Reliability should test whether pharmacists given the same clinically sufficient case information reach similar 

domain judgements and response routes. Existing evidence indicates that pharmacist prioritisation is multifactorial 

[3] and that clinical decisions depend on cognitive information integration [21]. Some disagreement may be error, 

but some may reflect legitimate differences in patient preference, therapeutic goals, or unresolved evidence. 

Validation should therefore examine disagreement rather than assuming perfect concordance is desirable. 

Prospective evaluation must also separate the performance of triage from the effectiveness of actions triggered by 

triage. A predictive model can identify risk without validating its downstream intervention [7]. Unresolved DRPs 

may be associated with outcomes without proving causal benefit from resolution [12]. Medication review may 

alter prescribing appropriateness without consistently improving every clinical outcome [26]. Pragmatic 

evaluation should therefore measure decision processes, timeliness, workload and patient-relevant outcomes while 

accounting for co-interventions and case mix. 
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External validation must address patient heterogeneity and service capacity. Implementation determinants vary 

across organisational contexts [8]; home-healthcare evidence illustrates how functional and care-setting factors 

can reshape medication complexity [18]; uncertainty can arise from environmental as well as patient or pharmacist 

factors [23]; and economic value varies across pharmacist-service methods and settings [29]. Access to 

information, specialist support, monitoring, medicines, and follow-up may therefore change what constitutes a 

feasible response. 

Figure 2 marks the boundary between the proposed routing architecture and the evidence required before it could 

be treated as a validated scoring instrument. 

 

 

 

Figure 2. Response routes remain provisional until reliability, consequence, and transportability are 

demonstrated 
 

 

Conclusion 

 

Drug-related problems should not be assumed to warrant identical pharmacist responses merely because each can 

be labelled a DRP. This paper proposes a risk-based triage method that separates five questions: how quickly 

clinically important harm may occur, how many interacting variables must be reconciled, how much decision-

relevant uncertainty remains, how modifiable the problem is, and whether intervention is likely to justify its 

clinical and resource opportunity cost. Their integration is intended to support proportionate response selection 

rather than produce a universal risk score. 

The framework remains a methodological proposition. Its domains can conflict, change over time, and operate at 

patient, regimen, clinician, team, organisational, and health-system levels. A time-critical problem may require 

protective action despite uncertainty; a readily modifiable problem may have limited expected benefit; and a 

reasonable response in one service may be infeasible where information, authority, staffing, medicines, 

monitoring, or follow-up differ. 

Before clinical use as a formal instrument, the method requires operational definition, reliability testing, 

prospective evaluation, assessment of triggered actions, and external validation across heterogeneous settings. 

Patient preferences and professional judgement remain indispensable. The intended contribution is therefore not 

a claim that pharmacist triage has been solved, but a testable structure for asking a more precise question: what 

response is proportionate to this drug-related problem, for this patient, at this time, in this care system? 
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