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Abstract

Background

Hospital-in-the-Home (HiTH) is a healthcare service that provides a patient with admitted care
in the patient’s own home. It is considered a “virtual admission”, thus adhering to the same key
performance indicators (KPIs) as for a patient admitted to a physical hospital bed. Mental
health (MH)-HiTH programs are relatively new to Western Australia (WA), with the first being
inaugurated in 2014. They operate as multidisciplinary teams (MDTs), consisting of a consultant
psychiatrist, a psychiatric registrar, MH nurses, a social worker, an occupational therapist and a
clinical pharmacist (CP). While the benefits of CP services have been comprehensively described
in other healthcare settings, there is a paucity of evidence describing the role of the CP within

this practice setting.
Aim
This aim of this research was to determine how CPs contribute to patient care in the MH-HiTH

setting. Specifically, the objectives were to:

1. Review the literature in order to describe the role of a CP within an MH-HiTH
program, focusing on the specific tasks performed by a pharmacist in this position,
their benefits and limitations.

2. Describe the establishment and evolution of the first MH-HITH MDT in WA and the
various facets of the CP’s role integrated within the service.

3. Evaluate medication safety by assessing whether CP involvement in an MH-HiTH
service improved medication safety KPls.

4, Elicit patients/carers and clinicians’ views of an MH-HiTH clinical pharmacy service.
Methods

This thesis comprises four complementary studies. First, a scoping review was conducted using
the broad search terms “HiTH”, “clinical pharmacist” and “mental health”, to elucidate any
evidence describing the role and benefits of the CP within an MH-HiTH MDT. Second, an
autoethnographic method was utilised to describe the establishment and evolution of the CP
role within the first WA MH-HiTH MDT. In the third study, an audit of medication safety KPls

was undertaken to evaluate the benefit of the CP in this setting, compared to an MH-HiTH



without a CP. Medical records were retrospectively reviewed of all patients admitted to two
WA MH-HiTH services from September to November 2015. Site 1 was a 16-bed service
incorporating a CP as part of its MDT, while Site 2 was a similarly structured 18-bed service but
without CP involvement. The primary outcome measure was completion of medication safety
KPlIs obtained from the WA Government Pharmaceutical Review Policy and MH-specific best
practice guidelines. Chi-square tests or Fisher’s Exact Tests were used to assess the relationship
between the integration of a CP in the MH-HiTH MDT and the medication safety KPls. Finally,
MH-HiTH stakeholders — both patients/carers and clinicians — participated in semi-structured
interviews within a qualitative study to gain an insight into their views of the role of the CP in

this setting; data were analysed thematically.
Results

The scoping review confirmed the paucity of literature describing the incorporation of a CP in
an MH-HiTH program, uncovering only six key references: two observational studies, two
conference proceedings and two documents in the grey literature. There is evidence that MH-
HiTH CPs improve patient care by identifying and resolving medication-related problems,
improving medication adherence, hospital admission rates and emergency department
presentations. The review identified that the CP’s role incorporated four key areas of focus:
clinical pharmacy, mental healthcare, home medicines review and facilitation of care transition

through medication reconciliation and follow-up.

The autoethnography explained how this CP role was established as part of the newly
inaugurated MDT, and described the nature and benefit of the tasks performed by the CP in the
MH-HIiTH MDT. It presented a timeline of the evolution of the CP service to stay abreast of the
evolution of the MDT itself. The MH-HiTH service commenced in 2014, consisting of an MDT of
a consultant psychiatrist, a psychiatric registrar, clinical nurses, an occupational therapist, a
social worker and a CP. Starting with four then eight “virtual beds”, it was gradually increased
to 16 virtual beds. A description of the CP service to the MH-HiTH MDT was presented, as it was
practised at the time of writing. The MH-HiTH CP combined hospital clinical tasks — e.g.
medication reconciliation and therapeutic drug monitoring — with home medication reviews as
part of the MH-HITH MDT. The novelty of this setting required the CP to evolve pharmacy
practice in order to be integrated within MH-HiTH, creating a new CP role informed by

literature and research. Although some challenges were encountered, this integration was
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facilitated by the CP’s contribution to the implementation of an electronic health record.
Lessons learnt by the CP included proactively integrating and flexibly adapting into a novel

practice setting.

The medication safety study found better KPI performance in an MH-HiTH service incorporating
a CP, compared to a similar MH-HiTH service without a CP. KPIs from Site 1 (n = 75 records),
which incorporated a CP, demonstrated significantly (p < 0.001 for all analyses) higher rates of
completion of medication reconciliation [65 (87%) versus 17 (29%)], accurate adverse drug
reaction list [73 (97%) versus 34 (58%)], accurate discharge medication list [51 (74%) versus 18
(45%)], accurate medication profile [74 (99%) versus 40 (68%)] and medication chart review [74
(99%) versus 0 (0%)] than Site 2 (n =59).

The qualitative study revealed that stakeholders, both clinicians, patients and carers alike,
generally felt the CP was helpful in providing medication management and education. There
were three patient/carer themes: that the CP is a valuable member within the MDT, helped in
bridging the gap to other health services and the value of the medication review service
conducted in the home setting. Clinicians reported two themes: that the CP had an extensive
breadth of contribution to the MDT, but that their involvement was sometimes constrained by
limitations to their accessibility, availability and flexibility. The clinician participants suggested a
need for increased resource allocation to the CP role to allow them to routinely undertake
home visits for all patients, out of normal business hours if necessary. Few other limitations to

the pharmacy service were identified.
Conclusion

To our knowledge, this is the first suite of studies to comprehensively describe the integration
and evolution of a CP role within an MH-HiTH MDT, and to provide preliminary evidence of the
value of the MH-HiTH CP. This integration significantly improved achievement of medication
safety KPlIs, and was well-accepted by patient and clinician stakeholders. More research is

needed to further evaluate the benefits of a CP in this healthcare setting.
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Chapter 1: Introduction

1.1 History and overview of HiTH services

1.1.1 History of HiTH internationally

Hospital-in-the-Home (HiTH) — also known internationally by a wide range of synonyms, such as
Hospitalisation a Domicile (HAD), Home Hospitalisation, Hospital at Home (HAH or H@H) and
Outpatient Parenteral Antibiotic Therapy (OPAT) [see Table 1.1]%2 — is a healthcare service that
provides hospital-style treatment by hospital staff to patients in their own home.3 Physician
home care dates back to the ancient Babylonian and Egyptian civilisations.* During the
medieval period, in the 5™ century AD, home care became secondary to the hospital.> It was
not until the late 1940s when home care began to take form as an alternative means to treating
patients in a similar way to the healthcare and treatment they received in hospitals.® This
modern home hospitalisation model began in 1947 in New York to overcome the crowding of
patients in the Montefiore Hospital.® The hospital embarked on a new pathway to provide a
better service to the public by providing its “superior scientific facilities” to the patients beyond

the limits of its walls, into patients’ homes.

Table 1.1 List of synonyms for Hospital-in-the-Home (HiTH)

Acute Demand Hospital at Home (HAH or H@H)
Acute Post-Acute Care (APAC) Hospital without beds
Ambulatory care Hospital-in-the-Home

Chemo @ home Hospitalisation a Domicile
Domiciliary care In-home care

Extra-mural hospital In-home services

Home based care Outpatient Parenteral Antimicrobial Therapy
Home care (OPAT)

Home hospital Rehabilitation in the Home (RiTH)
Home hospitalisation The Daily Living Programme
Home treatment Virtual hospital

Hospice at home

In 1951, HAD was instituted in France and offered more structure than the service offered in

New York to ensure the continuity of patient treatment.? The HAD model was subject to
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patient/family consent and the continuity of treatment by the attending doctor from the
hospital.? Subsequently, the HAD model was replicated in other western countries like Australia

where the model was named HiTH (or a synonym of HiTH — see Table 1.1).

1.1.1.1 The modern HiTH services

HiTH services benefit the patient and health system by taking pressure off Emergency
Departments (EDs), improving patient satisfaction, and reducing detrimental events related to
hospitalisation (e.g. confusion in elderly and demented patients, iatrogenic infections, etc.) and

costs to the health system.”

The benefits of the modern HiTH service were clearly demonstrated in a 2012 meta-analysis of
61 randomised controlled trials (RCTs) comparing HiTH care with standard in-hospital care.? The
HiTH treatment modality was found to reduce mortality (odds ratio [OR], 0.81; 95% confidence
interval [Cl], 0.69 to 0.95; p = 0.008; 42 RCTs with 6992 patients), with the number needed to
treat at home to prevent one death found to be 50. A reduction was also observed in
readmission rates (OR, 0.75; 95% Cl, 0.59 to 0.95; p = 0.02; 41 RCTs with 5372 patients) as well
as cost (mean difference, -1567.11; 95% Cl, -2069.53 to -1064.69; p < 0.001; 11 RCTs with 1215
patients). In 21 of 22 studies, patient satisfaction was higher in HiTH, while carer satisfaction

was higher in six of eight studies.?

The HiTH model of care also benefits patients in that they are in a more comfortable
environment while they are being treated® and reduces their risk of adverse events occurring
from hospitalisation.? This historical evolution and a contemporary overview of HiTH services

has been described in the literature, specifically from an OPAT perspective.3

1.1.2 Evolution of HiTH in Australia

The pioneers in establishing HiTH services in Australia in the 1990s, such as Caplan® and
Montalto,***? laid the foundation for considering this treatment modality in various specialties
in medicine, most commonly beginning with the treatment of infectious diseases. Following the
“citation trail” from these two influential Australian physicians offers a good indication of the

development of HiTH services throughout Australia.

HiTH began in Australia in 1994, branching off hospital funding in Victoria and New South

Wales.® At the start of this program, it was clinically guided by not only government, but also
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commercial organisations and healthcare professionals, until 2006.%3 In that year, the Hospital
in the Home Society of Australasia was formed, providing representation for HiTH services. In
Australia, the HiTH healthcare model serves two main purposes. It extends the hospital patient
care after the patient has physically left the hospital, facilitating earlier transition from the
physical hospital to the community.#1° This is sometimes known as the “early discharge” HiTH
pathway. The alternative HiTH pathway is “admission avoidance”, where a patient is admitted
to a HiTH virtual bed (i.e. the patient is physically at home but receiving hospital-style
treatment). The “admission avoidance” pathway accepts patients directly from their
community healthcare provider or from a hospital ED.8?° Now, HiTH is available Australia-

wide?! and in 2017-18 represented approximately 5% of inpatient hospital admissions.®

Initially, HiTH was a nurse-led service, administering intravenous (IV) antimicrobials to patients
after their discharge from hospital.2 As more data were gathered, evidence of these programs’
success advanced HiTH services to other health conditions or settings, such as heart failure,??
chronic obstructive pulmonary disease,?® paediatrics,?* anticoagulation,?® cancer

chemotherapy?® and geriatrics.?’-3°

1.1.3 Mental health HiTH (MH-HiTH) internationally and in Australia

Mental health (MH) HiTH services are a relatively new addition to the HiTH repertoire, having
operated in Australia for only 20 years. As such, information on this specialty remains scarce.
The paucity of reference to MH services in the HiTH setting makes it challenging to make strong
conclusions about its value to date. However, literature regarding international experiences in
MH-HITH or similar services indicate the HiTH treatment modality reduces costs, reduces
pressure on inpatient services and provides clinical care that is acceptable to MH patients and

their families.3137

Early work by Johns et al. explored how implementing a home-based intervention that reduced
hospital readmission rates could decrease the utilisation of healthcare services related to
mental illness and substance abuse.3! It was found that among the patients with frequent
readmissions to an MH hospital, 40% of admissions were due to social factors, 31% were due to
psychiatric and physical-related factors, 20% were due to potential harm to self or others, and

approximately 10% were due to substance abuse.3® The authors concluded that when a home
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intervention program for MH patients addressed these factors that contributed to readmission,

it led to a reduction in their readmissions of 86% (p < 0.0001).3!

While Johns et al.'s study was conducted in the United States of America, Australian studies
have shown similar findings. One such study by Kalucy et al. investigated whether a HiTH
service model could relieve the pressure on public EDs and enhance capacity in psychiatric
inpatient units in South Australia.3? In their trial, they called this new service Mental Health
Hospital @ Home (MHH@H). They found that MHH@H was successful in diverting MH patients
from the ED directly to this intensive home-based service. They also found there was a flow-on
effect whereby suitable patients could also be discharged sooner from the inpatient unit to
MHH@H, thus freeing up inpatient psychiatric beds. This finding was supported by Burns et al.
who, in their systematic reviews of 91 studies, found that the home-treatment setting reduces
days spent in hospital compared to in-hospital treatment of patient with mental iliness by, on

average, approximately five days per patient per month.3°

In South Australia, Singh et al. evaluated the effectiveness of psychiatric Hospital at Home.3’
They evaluated the outcomes of patients with an acute psychiatric episode who were treated
by the Hospital at Home team, who would have otherwise been treated via the in-hospital care
pathway. Their patients’” most common diagnoses were mood disorders and non-affective
psychoses. They found the in-home treated patients had comparable symptom improvement
and length of stay to in-hospital treatment, with only one adverse event during the one-year
study period. Singh et al. thus concluded that Hospital at Home services can provide a safe and

effective alternative to in-hospital care for suitable patients.

Later studies focused on specific MH subspecialties. Klug et al., for example, conducted a study
to elucidate patient outcomes following hospital discharge in the psychogeriatric subspecialty
setting.33 These patients had depressive and delusional symptoms and were discharged to a
service called Geriatric psychiatry home treatment. Although it was only a pilot study with a
small number of patients (n = 12), this one-year longitudinal study found that (1) no study
patient required an inpatient psychiatric hospitalisation or nursing home admission; (2) mental
quality of life significantly improved; (3) patients remained functionally stable; and (4) patients’
Brief Psychiatric Rating Scale did not deteriorate. The improvement in quality of life supported
previous findings by Sherwood and Morris in the home setting for geriatric patients, and those

with psychiatric and intellectual impairment.3®
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Cost-effectiveness of the MH-HiTH model was assessed by Knapp et al. in a four-year
randomised controlled study.34 This study compared home-based versus hospital-based care
for patients with schizophrenia and affective disorders. They called their service The Daily Living
Programme. The study found home-care to be less costly than hospital care with post-discharge

outpatient care, especially in the first 20 months of the service.

Mwale et al. reported that MH-HiTH was shown to reduce psychiatric in-hospital admissions
and provide effective treatment without the need for in-hospital admission.3> Mwale et al.
found the remission of acute psychiatric symptoms to be 15-35 days for in-home care patients,
compared to an average of 42 days for in-hospital patient in Malawi. In addition, in-home care
was found to confer increased awareness and understanding of mental illness as well as

improved family and community involvement in patients’ care.3>

Before the commencement of the Graylands Hospital (Mount Claremont, WA) MH-HIiTH
Program in 2014, it was accepted in many states of Australia that HiTH was not feasible for the
treatment of acute mental illness. This view was not only held in WA but also in other states
such as Queensland.?® Since that time, the exclusion of acute MH treatment from HiTH services
was revised.’* Now there are numerous MH-HiTH services throughout WA and other states of
Australia. In South Australia, the Metropolitan Referral Unit offers a Hospital Avoidance and
Discharge Support Services program; this includes a mental health team. Of note, the care
model mentions allied health services but there is no specific mention of clinical pharmacy

services.*!

As MH services evolved, quality improvement and innovation led to the formation of the first
MH-HITH program in WA at Graylands Hospital in 2014. The history of MH-HiTH services in WA
is described in detail in Chapter 2. In summary, however, to this day, the WA MH-HiTH service
offers in-home MH treatment to suitable patients via a multidisciplinary team (MDT) as an
alternative to hospitalisation in a physical hospital bed. The MDT consists of hospital-based
clinicians, namely a consultant psychiatrist, a psychiatric registrar or medical officer; MH
nurses; an occupational therapist; a social worker and a clinical pharmacist (CP). This service
provides home visits to patients on a daily basis for an intended length of stay (LOS) of 14 days,
with flexibility to shorten or lengthen this time based on the clinical needs of the patients.
Patients eligible to this treatment are those diagnosed with any mental illness, such as

psychotic disorders, affective disorders and personality disorders. Patients are accepted via the
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admission avoidance (e.g. from EDs) or early discharge (i.e. from an in-hospital psychiatric

inpatient unit) pathways.

1.1.4 Traditional pharmacy services in Australian HiTH programs

HiTH programs have traditionally called upon pharmacy services to provide the medications for
their patients. In many HiTH services, the role of the pharmacist has been limited solely to
medication supply services,” particularly the preparation of IV medications*? for the HiTH
nurses to administer to patients in their homes. There has been a slow evolution in the role to
include clinical services, including reviewing the patient’s complete medication regimen,
identifying any medication-related problems and assessing such problems.** In some HiTH
service models, the pharmacist may also assess medication adherence, and the patient’s
understanding of the medical condition and medication regimen.***> Most published literature

does not elaborate further on the role of the pharmacist in this setting.

There is a marked distinction between dispensing HiTH pharmacists, mostly dispensing aseptic
IV antimicrobials and IV chemotherapy; and CPs providing services to MH-HiTH programs,
where medication reconciliation and home medication review-style services, as well as other
clinical activities, are conducted. This is a very important distinction, and critical to this PhD

thesis.

1.2 Clinical pharmacy

Clinical pharmacy is defined by the American College of Clinical Pharmacy as an “area of
pharmacy concerned with the science and practice of rational medication use”.%® The aim of
clinical pharmacy is to employ pharmaceutical care in order to optimise medication therapy
thereby promoting health and preventing disease.*® CPs utilise specialised
pharmacotherapeutic knowledge, experience and judgement to strive for optimal patient
outcomes. The Society of Hospital Pharmacists of Australia (SHPA) provides a complementary
definition, stating: “The objectives of a clinical pharmacy service and clinical pharmacy activities
are to minimise the inherent risks associated with the use of medicines, increase patient safety
at all steps in the medicines management pathway and optimise health outcomes.” #’ See
Figure 1.1 for an illustration of the various activities undertaken by pharmacists as part of

hospital-based clinical pharmacy services.
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Clinical pharmacy activities:
Patient-specific clinical pharmacy services

= Transfer to healthcare provider =  Care from healthcare provider =  Transfer from healthcare provider =

Compilation of accurate and Assessment of current Management Assessment of current
complete medication history medications and clinical of issues that medications given medical
review of patient and arise from history, current health and
including: assessment ability to self-medicate
Medication reconciliation ¢ Drug-drug interactions e.g. ADR,
between medication history ¢ Drug-patient interactions counselling Medication reconciliation
and currently prescribed ® Drug-disease interactions about new between medications currently
medications  Appropriate choice of medications prescribed and medication
medication, formulation, or action plan with medications
concentration, rate of administration prescribed on transfer
Assessment of current administration aids,
medications given medical * Resolution of any assessment of Pharmacist counselling
history, current health and medication -related ability to self-
ability to self-medicate problems medicate Provision of verified

information for ongoing care

Authorised prescribing for individual patients
Non patient-specific clinical pharmacy services: medicines information services

Figure 1.1 Aspects of clinical pharmacy services in Australia — adapted from Taylor, 20134’

(ADR = adverse drug reaction)

1.2.1 Clinical pharmacy in the hospital setting

Clinical pharmacy originated in the hospital setting.*® There is now a wide body of evidence for
the value of clinical pharmacy services in the inpatient setting.*® The most comprehensive
evaluation of clinical pharmacy services in Australia was published by Dooley et al. in 2004.>°
This study aimed to determine the cost savings of pharmacist-initiated changes to the
pharmacotherapy of patients admitted in eight major government hospitals in Australia; these
changes were defined as interventions. An independent clinical panel at each hospital assessed
the resource implications of pharmacists’ interventions. It was found that 835/1399 (59.7%)
interventions impacted on medication costs, 511 (61.2%) of which were evaluated by the
panels. Three-quarters of the interventions were assessed as having an impact on LOS,
readmission probability, medical procedures or laboratory monitoring — 96 interventions were

deemed to have reduced LOS and 156 to have reduced the potential for readmission. This
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resulted in SAUD263,221 in cost-savings for the eight hospitals during the period of the study,
equating to an annualised total cost saving of SAUD4,444,794 for the eight hospitals.

Subsequent studies have confirmed the cost-effectiveness of inpatient clinical pharmacy
services. A recent systematic review of economic evaluations of clinical pharmacy services
included nine services delivered in the acute inpatient setting.”! It demonstrated that clinical
pharmacy services were mainly related to disease state management, general
pharmacotherapeutic monitoring, target medication programs and patient education. The cost-

benefit ratio of clinical pharmacy services was reported to be between 1:1.05 to 1:25.95.>!

The value of CPs in reducing medication-related harm in acute care was recognised by
Roughead et al.>? Of particular note, in their literature review, the authors reported that CPs
are effective at detecting unintentional discrepancies during medication reconciliation. Of these
discrepancies, 6% were deemed by an expert panel to have very significant impact on patient
health outcomes and 52% were deemed to have a significant impact. A more recent meta-
analysis has also demonstrated that participation of a CP is an important strategy to improve

communication between different healthcare settings, especially during transitions of care.>3

1.2.2 Clinical pharmacy services to HiTH

There is increasing evidence for the value of clinical pharmacy services outside traditional
hospital settings. A critical analysis of 439 randomised controlled trials (RCTs) over 40 years
found that an increasing proportion of studies evaluating clinical pharmacy services were
conducted in the community pharmacy setting.*® A systematic review of 116 studies evaluating
non-dispensing pharmacist services for non-hospitalised patients reported pharmacist services
may reduce the percentage of patients whose blood pressure is outside the target range (18
trials, N = 4107, OR 0.40, 95% CI 0.29 to 0.55) and slightly improve physical functioning (7 trials,
N = 1329, mean difference 5.84, 95% Cl 1.21 to 10.48).>*

In Australia, CPs have been demonstrated to improve medication safety in the Home Medicines
Review (HMR) setting by detecting and reporting medication-related issues.>> During the HMRs
process, CPs undertake home-based clinical pharmacy services that involve that pharmacist
visiting the patient’s residence, sighting the patient’s medications, reconciling the sighted

medications with the prescriber’s medication regimen, providing verbal and written medication
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information to the patient, and reporting the findings and recommendations to the

prescriber.>®>7

At the time of inception of this PhD research, there was also emerging evidence that CP
integration into general HiTH services improved medication safety parameters.>®%* McAllister®®
described the role of the pharmacist in home health care as an educator, clinician and
administrator. He added that the pharmacist is able to coordinate the hospital’s initiation of a
home infusion service by screening selecting and training patients for the home infusion service
before hospital discharge. The pharmacist may have further input in medication selection and
compounding to ensure optimal patient outcomes and minimise cost. To ensure patient safety,
the pharmacist conducts clinical monitoring activities such as telephone interviews with
patients at home and assessment of clinical progress during the patient’s appointment at the

clinic.®0

Chung et al.”® described the development and implementation of a pharmacist managed OPAT
program at a county teaching hospital. The pharmacist’s role was to provide consistent
evaluation, approval and monitoring of patients requiring OPAT for the treatment of infection.
The pharmacist assisted with appropriate patient and medication regimen selection,
confirmation of prescriptions on discharge, assuring appropriate laboratory tests were
performed and evaluated, performing routine monitoring for adverse effects and line
complications and ensuring the removal of the vascular access device on completion of the
OPAT.>8 Sheridan et al. further demonstrated that a pharmacist managed OPAT program
successfully reduced and maintained lower 30-day readmission rates compared to in-hospital

care.!

Dooley et al.>® conducted a pilot study of 46 patients dosed by an independent pharmacist
anticoagulation service in the HiTH setting. All patients in this study were dosed by credentialed
pharmacists until two consecutive therapeutic International Normalised Ratios (INRs) were
achieved. The mean time to first therapeutic INR was found to be 7.7 days (p = 0.009) and it
took 8.8 days to reach two consecutive therapeutic INRs (p = 0.002). They concluded that an
independent pharmacist anticoagulant dosing service is safe, effective and sustainable in the

ambulatory setting.

The findings of these studies, coupled with emerging evidence that MDTs, including a CP,

improved the healthcare provided by HiTH programs,®? has therefore led to evolution of the
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MDT pharmacist’s role from aseptic dispensing to clinical tasks, such as antimicrobial
stewardship in OPAT,®! medication reconciliation,®3 therapeutic drug monitoring (TDM)>° and
resolving medication-related problems (MRPs), including in the home setting.>”5% The

literature, however, has been largely silent on CP services to MH-HiTH.

1.3 Study rationale

The benefits of HITH programs in other healthcare settings (including to some extent, MH-HiTH)
and clinical pharmacy services have been well described. Nevertheless, there was a significant
gap in the literature regarding clinical pharmacy services within MH-HiTH at the time of
inception of this PhD, with little evidence regarding CP activities, governance frameworks,
clinical outcomes and stakeholder perceptions within the MH-HiTH setting. This PhD program
was therefore designed as the first comprehensive, multi-faceted evaluation of clinical

pharmacy service in an MH-HiTH setting.

At the time of inception of this PhD, the topic of this research was highly relevant to
contemporary healthcare in MH, particularly in WA. The Western Australian Mental Health,
Alcohol and Other Drugs Services Plan 2015-2025°% focuses on a gradual reduction of inpatient
MH beds by promoting the growth of MH-HiTH programs. This strategy is already employed in
the eastern states of Australia and is currently being implemented in WA. As more MH-HiTH
programs commence operation, administrators will seek ways to assess the potential value of
incorporating clinical pharmacy services within them. Due to the limited amount of published
literature describing clinical pharmacy MH-HiTH services, it was believed that these doctorate
studies had the potential to provide valuable information to inform administrators of how to

structure and evaluate clinical pharmacy services in the MH-HiTH setting.

There is strong evidence that medication-related adverse events are a significant cost to health
systems®® as well as being detrimental to patient outcomes.®” Specifically, 250,000 hospital
admissions annually are a result of medication-related problems in Australia, at an annual cost
SAUD1.4 billion.®® Given this significant burden, there was a strong focus throughout this work
on medication safety, especially at transitions of care which are recognised as high-risk times

for medication error.>3

As the pharmacy profession evolves internationally, there exists a need for more information

on novel practice methods. It was hoped that the results produced in this PhD study program
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may assist in the development of similar service models in other countries around the world. It
was also hoped that such initiatives would contribute to the improvement of MH services as a
whole with the ultimate aim being to improve the quality of life of MH patients through better

medication management across all health settings.

1.4 Aims and objectives

This series of complementary studies aimed to determine how CPs contribute to patient care in

the MH-HiTH setting. Specifically, the objectives of this research were to:

1. Review the literature in order to describe the role of a CP within an MH-HiTH program,
focusing on the specific tasks performed by a pharmacist in this position, their benefits
and limitations.

2. Describe the establishment and evolution of the first MH-HITH MDT in Western
Australia (WA) and the various facets of the CP’s role integrated within the service.

3. Evaluate medication safety by assessing whether CP involvement in an MH-HiTH service
improved medication safety key performance indicators (KPIs).

4. Elicit stakeholders’ views (patients/carers and clinicians) of an MH-HiTH clinical

pharmacy service.

1.5 Thesis framework

Although this PhD research was designed using a pragmatic approach, it was useful to frame
the evaluation of MH-HiTH CP services around the Medical Research Council Framework for
Developing and Evaluating Complex Interventions. Using this framework effectively illustrates
how the different facets of the research contribute to a comprehensive, multi-faceted
evaluation.®® This approach is also justified as the MH-HiTH CP service may readily be
considered a complex intervention, as it involves a number of components, targets a range of
behaviours, requires expertise and skills by the CP delivering the intervention, and targets a
relatively new healthcare setting.®® One of components involved in the service include provision
of continuity of pharmaceutical care during the transition of care from community healthcare
to MH-HiTH or from in-hospital healthcare to MH-HiTH. This is important as it is known that
medication-related problems are more likely to occur at the point of transition of care.”

Additionally, the intervention targets patients with a wide range of psychiatric diagnoses, each
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of whom may require additional pharmaceutical support related to their primary or co-morbid
psychiatric conditions. Furthermore, the CP is integrated into an MDT, requiring an advanced
level of communication with the various levels of the MDT relating to the patient’s
pharmacotherapy. As MH-HiTH is relatively new to the WA health system landscape and it
involves the CP making advanced independent decisions, the MH-HiTH CP service demands a
unique set of skills with proficiency in MH clinical pharmacy practice and additional skills in

conducting medication reviews in the home setting.

This framework is also useful in that it goes beyond the consideration of whether the
intervention is efficacious in an experimental or ideal setting; it also provides guidance on
assessing the effectiveness of the intervention as being “implementable, cost effective,
transferable, and scalable in real world conditions.”® As the MH-HiTH CP service is already an
established service model, this PhD research considered the evaluation phase of the

framework.

The framework describes six core elements that must be considered at each phase.®® This thesis

addressed five of these six core elements, as detailed below and illustrated in Figure 1.2.

1. What is the underpinning programme theory (“how an intervention is expected to lead
to its effects and under what conditions”)?
This was addressed in Objective 1 of the thesis. Due to the paucity of literature on CP
integration into MH-HIiTH programs, a scoping review was undertaken to explore what
was known the three main elements of the research question — “clinical pharmacy”,
“mental health”, and “HiTH”, and how they were known to intersect. There was a
particular focus on the question “how” the intervention would contribute to patient
care; that is, the specific tasks performed by a CP involved in an MH-HiTH.

2. How does the intervention interact with its context?
This was addressed in Objective 2 of the thesis. An autoethnography using the
descriptive-realistic style was used to describe the establishment and evolution of the
MH-HIiTH MDT and, most importantly, the integration of the CP within the service, from
the perspective of the CP responsible for delivering the intervention.

3. What are the key uncertainties?
This was addressed in Objective 3 of the thesis. As discussed previously, clinical

pharmacy services are well recognised in improving medication safety,”? and this was
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the intended outcome of the CP within the WA MH-HITH in this study. The effectiveness
of the CP in relation to achievement of medication safety KPls was explored in
retrospective observational study.

4. How can diverse stakeholder perspectives be included in the research? and

5. How can the intervention be refined?
Elements 4 and 5 were addressed in Objective 4 of the thesis. The Medical Research
Council Framework highlights the value of engaging stakeholders, those “who are
targeted by the intervention”, in the evaluation of an intervention beyond its
effectiveness, to optimise its potential to improve health outcomes.®® A qualitative
study was conducted to elicit the views of the MH-HiTH stakeholders — namely patients,
carers and clinicians — of the MH-HiTH clinical pharmacy service, including the benefits
and limitations of the service, as well as potential improvements.

6. What are the comparative resource and outcome consequences of the intervention? —
Element 6 was outside the scope of this work, but represents a future direction for this

research.

MRC Framework core
Thesis facets, objectives, and methods
elements addressed

111
o Literature review
* Objective: To review the literature describing the role of a CP in MH-HiTH settings
* Method: Scoping review

* Autoethnography 2
 Objective: To describe the establishment and evolution of MH-HITH services in WA
Study 2: * Method: Historical narrative of evolution of the first MH-HIiTH program in WA

Narrative g

* Medication Safety 3
* Objective: To assess whether CP involvement improves medication safety in the MH-HiTH setting
* Method: Evaluate medication safety key performance indicators (KPIs)

« Stakeholder views
* Objective: To elicit stakeholder views of an MH-HiTH clinical pharmacy service
* Method: MH-HiTH clinicians and patient/carer interviews 4 5
’

Figure 1.2 The four facets of the PhD research aligned to the Medical Research Council (MRC)

Framework for Developing and Evaluating Complex Interventions®?

(CP = clinical pharmacist, MH-HiTH = Mental Health Hospital in the Home)
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1.6 Thesis structure

This thesis contains seven chapters. After this Introduction (Chapter 1) that links the work
together and with the existing literature, there are three chapters that reflect research that has
been published in peer-reviewed international pharmacy journals (Chapters 2-4), and then
Chapter 5, which has been formatted as a manuscript for submission. Each chapter is presented
in a consistent format and is preceded with a title page indicating publication status and the
contributing authors. Each chapter also has a statement of attribution presented at the

beginning. The order of the chapters is as follows:

e Chapter 2 - The role of the clinical pharmacist in mental health hospital-in-the-home: A
scoping review.

e Chapter 3 - Establishment and evolution of a clinical pharmacy mental health hospital-
in-the-home service: An autoethnography.

e Chapter 4 - Impact of a clinical pharmacist on medication safety in mental health
hospital-in-the-home: A retrospective analysis.

e Chapter 5 - Embedding a clinical pharmacist in mental health Hospital-in-the-Home: A

qualitative evaluation of stakeholders’ perceptions.

Finally, the thesis concludes with Chapter 6 (Discussion) and Chapter 7 (Conclusion and

recommendations).
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2.1 Introduction to the manuscript

This chapter provides a synthesis and critique of the literature relating to the role of a CP within
an MH-HiTH setting. The purpose of conducting a scoping literature review as part of this thesis
was to enable the description of the role of the CP in delivering clinical pharmacy services to a
group of patients who are vulnerable to medication-related harm, namely patients with mental
illness, given the existing paucity of literature on this role. An MH-HiTH episode of care involves
two points of transition of care: one at the beginning of the MH-HiTH admission and another at
discharge. It is known that transitions of care are periods of the patient’s health journey during
which there is a higher risk of medication-related problems. The findings from this chapter
complement the previous chapter in explaining the rationale for establishing an MH-HiTH CP
service. The relative lack of literature, especially regarding the development and
implementation of such a service, highlighted a gap that was subsequently filled by the

autoethnographic study, which is presented in Chapter 3.

2.2 Publication

2.2.1 Abstract

Background

The concept of integrating a clinical pharmacist (CP) within a Hospital-in-the-Home (HiTH)
program is relatively new. Little is known about the role of a pharmacist in HiTH programs

focused on mental health (MH).
Objectives

To describe the role of a CP within an MH-HiTH program, focusing on the specific tasks

performed by a pharmacist in this position, their benefits and limitations.
Methods

MEDLINE, CINAHL, EMBASE, Cochrane Database of Systematic Reviews, PsycINFO, Web of
Science and the grey literature were searched without any date limits for references in English
that included 2 or more of the following key terms (or their synonyms): “HiTH”, “clinical
pharmacist” and “mental health”. Two reviewers independently screened and analysed the

data.
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Results

Of 60,482 screened references, 6 included all 3 key terms: 2 were HiTH guideline documents, 2
were conference abstracts and 2 were journal articles. These papers discussed MH-HiTH
programs or similar home care services where a CP was incorporated in the treating team to
address medication management and adherence during a home visit. There is evidence that
MH-HiTH CPs identify and resolve medication-related problems (MRPs), as well as improve
medication adherence, patient care, hospital admission rates and emergency department
presentations. An additional 54 references including 2 key terms provided corroborating
evidence of an MH-HiTH CP role focused on improving patient care via 4 key groups of tasks:
clinical pharmacy, mental healthcare, home medicines review and facilitation of care transition

through medication reconciliation and follow-up.
Conclusions

Although there is currently a paucity of literature describing the incorporation of a CP in an MH-
HiTH program, preliminary evidence shows it can improve medication management. This has
potential to improve patient outcomes as has been seen in similar home-based settings, but
limitations such as time constraints are notable barriers. More robust studies are needed to

evaluate these outcomes.

2.2.2 Keywords

Clinical pharmacist; mental health; Hospital in the Home; HITH; home health care; scoping

review

2.2.3 Introduction

In Australia, 2%—3% of hospital admissions are medication-related,* and approximately 50% of
adverse drug event-related admissions are potentially preventable.! Clinical pharmacists (CPs)
are ideally placed to identify and resolve medication-related problems (MRPs) that lead to
adverse drug events. The medication safety benefits of CP involvement are well established in
various healthcare settings. These include CPs in hospitals?3; home-based clinical pharmacy

services, such Home Medicines Reviews (HMRs)*; and in general Hospital-in-the-Home (HiTH)
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programs,® notably the French model of care known as Home-Based Hospital (HBH), where
patients receive intensive hospital-style treatment and monitoring in their own homes.®
Belaiche et al. reported in a recent article that CPs working within this model of care detect

medication-related problems, thus preventing health complications in these patients.®

HiTH programs are those where a patient is treated in their home for an acute or sub-acute
illness by hospital staff. HiTH services have been shown to reduce morbidity, mortality, hospital
length of stay (LoS) and readmission rates.” Despite initial concerns,® thorough risk assessment
by experienced clinicians has allowed safe delivery of subacute to acute mental health (MH)
treatment in a HiTH environment.®>~*2 The number of MH-HiTH programs in Australia is
increasing with recognition of their benefits in terms of costs, patient satisfaction'® and
improved patient outcomes.*>14 Such MH-HiTH programs manage patients via daily home visits
by MH-HiTH clinicians over a defined LoS dependent on the clinical needs of the patient, with
each member of the team contributing to multidisciplinary care to diagnose and prescribe
medications if required (psychiatrist), provide counselling (psychologist), address psychosocial
issues (social worker), resolve work and organisational issues (occupational therapist) and

optimise medication management (clinical pharmacist).

The integration of a CP into an MH-HiTH multidisciplinary team (MDT) is a concept that has not
been prominently described in the literature. As MH-HiTH is a service where patients are
admitted and discharged, a CP is important to ensure medication safety, given that medication
errors are more likely to occur at transitions of patient care between healthcare providers.'®
Accordingly, it may be hypothesised that if CPs have demonstrated medication risk reduction
and admission avoidance in other settings,'® they are likely to have the same benefit in MH-
HiTH. A recent systematic review by Ng et al. provided evidence that pharmacist-led
interventions improve clinical outcomes in patients with mental iliness; however, no evidence
was provided from the MH-HiTH setting.!” Hence, to our knowledge, the role of a CP in an MH-
HiTH program has not been previously reviewed. The objective of this scoping review was,
therefore, to describe the role of a CP in the MH-HiTH setting. It aimed to explore available
literature to clarify the tasks involved in such a role, any subsequent benefits for patient

medication management and potential limitations of the role.
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2.2.4 Methods

A scoping review approach was adopted following a preliminary literature review which
showed there was limited literature discussing the role of CPs in the MH-HiTH setting. Scoping
reviews are preferred for identifying key concepts in an area that has not been previously
comprehensively studied.'® This scoping review was guided by the framework described by

Arksey and O’Malley,® which was later enhanced by Daudt et al.*®

2.2.4.1 Search Strategy

A search was conducted in 6 electronic databases (MEDLINE, CINAHL, EMBASE, Cochrane
Database of Systematic Reviews, PsycINFO and Web of Science) from the inception of each
database until October 8, 2021 using combinations of the terms, “HiTH”, “clinical pharmacist”
and “mental health” and related keywords, as detailed in Table 2.1. Further references were
obtained from the reference lists of identified articles and grey literature. Grey literature was
obtained by searching for relevant documents on the Western Australian (WA) Health
Department intranet; brochures of HiTH services from other local and interstate hospitals; by
obtaining relevant procedural documents from HiTH pharmacist colleagues and Australia-wide
peer networks (e.g. the Society of Hospital Pharmacists of Australia [SHPA] Transition of Care
Forum), by obtaining documents from relevant organisations (such as the HiTH Society of
Australasia); and by searching for relevant keywords on the internet via the Google® search

engine.

2.2.4.1.1 Eligibility criteria

All identified relevant literature was screened regardless of study design. Only full-text articles
(including conference abstracts) published in English were included. Following Arksey and
0’Malley’s enhanced methodological framework,'® some of the inclusion and exclusion criteria
were devised post hoc as familiarity with the literature increased. For example, after the initial
MEDLINE search, Medical Subject Headings (MeSH) terms were used to identify related
keywords not previously identified. References that exclusively discussed non-clinical pharmacy
services (e.g. aseptic dispensing, inventory management); or contained less than 2 of the 3 key

terms (“HiTH”, “clinical pharmacist” and “mental health”) were excluded.
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Because the term “clinical pharmacy” has different meanings in different countries,?° the
meaning adopted in this review was that defined by SHPA, the primary Australian professional
organisation for hospital pharmacists.?! As such, clinical pharmacy involves the services
delivered by pharmacists for patients to minimise the risks associated with the use of medicines
and to optimise the use of medicines.®>?=24 This is similar to the definition of the American
College of Clinical Pharmacy.?> As a guide during the screening stage, the following tasks were
considered within the remit of a CP: medication reconciliation on admission and discharge;
assessment of current medication management and recommendation of any optimisation;
regular clinical review, therapeutic drug monitoring (TDM) and adverse drug reaction
management; devising a medication management plan; providing medication information to
clinicians and patients; facilitating continuity of medication management on transition between

care settings; and participation in interdisciplinary care planning.?%%

Similarly, the term “HiTH” has different meanings in different countries. Additionally, HiTH may
differ in its operation in different medical specialties in any individual country. Furthermore,
there are numerous terms that are synonymous with HiTH, as can be seen in Table 2.1. For the
purposes of this scoping review, HiTH was given a broad definition — where hospital-based
clinicians provide an ongoing, holistic acute or subacute health service in the patient’s home —

to capture any relevant references that used different terminology.

References describing significantly different models of care were excluded from the review.
These included models of care focusing on home-based triage, assessment and referral at the
time of mental health crisis, with or without short-term sub-acute care, such as the Crisis
Resolution Teams in the United Kingdom and elsewhere?®; and the UK Assertive Community
Team (UK-ACT) model and its US counterpart (the US-ACT model), which involve significantly
less intensive patient follow-up than existing MH-HiTH services.?’ The review also focused on
services provided to home-dwelling patients, rather than those provided to the aged care home
setting, to avoid confounding of the effects of an external “HiTH” service by the aged care

services provided to these patients on a day-to-day basis.

Conversely, given the paucity of references regarding home-based clinical pharmacy services
within an acute/sub-acute model of care, the definition of “HiTH” was expanded post hoc (as
per Arksey and O’Malley’s framework)® to include services that may be provided as part of

sub-acute care, such as soon after hospital discharge,?®?° but are not exclusively offered in this
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setting nor solely by hospital-based practitioners. Such services included the Australian model
of HMR, where patients receive a medicines review in their home, typically by a community-
based clinical (or “accredited”) pharmacist.* While acknowledging differences in the
governance, communication pathways and team integration between community-based and
hospital-based services, the home visit aspect of this model was considered of particular

relevance in the authors’ clinical context.

Table 2.1 Keywords used in database searches

Concept Keywords
HiTH-related Hospital in the home (HiTH), Hospital-in-the-Home, ambulatory
keywords care, home care, Hospital at Home (HAH or H@H), Hospitalisation

a Domicile, Acute Demand, Acute Post-Acute Care (APAC), home
based, hospital without beds, home hospitalisation, home
hospital, Chemo @ home, domiciliary care, extra-mural hospital,
Hospice at home, in-home care, in-home services, Outpatient
Parenteral Antimicrobial Therapy (OPAT), Rehabilitation in the

Home (RiTH), virtual hospital

Clinical Pharmacist-  Pharmac*, medication, clinical pharm*

related keywords

Mental Health- Mental health, psychi*, mental iliness/condition/disease

related keywords

Note: The asterisk (*) instructed the electronic database to include any ending to that particular

word.

2.2.4.2 Study Selection

Identified references were screened by title and abstract for relevance to the research
guestion. If relevance was unclear from the title and abstract, the full text was examined. After

duplicates were removed, eligibility criteria were applied as described above.
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2.2.4.3 Data Extraction and Synthesis

The following parameters (if present) were extracted from each reference: authors, year of
publication, study geographical location; intervention type, duration and any comparator; study
participants (e.g. pharmacists, nurses); methods; outcome measures; key results; economic
evaluation; and conclusions. All screened articles’ citation, eligibility, and reason for inclusion or
exclusion were tabulated. Subsequently, the tables and full text were independently reviewed

by another author. Discrepancies were resolved by discussion until reaching consensus.

The review process is outlined in Fig. 2.1 using the Preferred Reporting Items for Systematic

Reviews and Meta-Analyses for Scoping Reviews (PRISMA-ScR) guidelines.3°
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Total records identified (n = 60,717):
,5 = Electronic database records (n = 60,684):
g » EMBASE (n = 3,263), CINAHL (n = 14,004), PsycINFO (n = 1,171),
"E:, Cochrane (n=16,154), Web of Science (n=9,328), MEDLINE (n =
9 16,764)
- = Grey literature (n = 33)
v v
&
'g Records after screening
o (n=252)
(S}
(7p]
\ 4
> Records after removal of duplicates Records excluded
= and non-full-text articles (dupllc.ated, full-text
o (n = 146) unavailable*)
o (n=106)
\ 4
Full-text* articles and grey literature
references that included at least 2 of
© the key terms in the review. Excluded, as only included
o = HiTH »| 1 of the 3 key terms
= * Clinical pharmacist (n=286)
= Mental health

(n=60)

Figure 2.1 PRISMA-ScR Flow Diagram illustrating the identification, screening and inclusion

process of records
*Published conference abstracts were counted as full-text articles.
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2.2.5 Results

The search yielded a total of 60,684 records from electronic databases and 33 records from
grey literature. After screening these records, 252 were deemed relevant. After duplicates and
non-full-text articles were excluded, 146 relevant records remained. When the articles of low

relevance were excluded (n = 86), the remaining 60 references were included in the review.

Of the 60 references, 6 contained all 3 key terms (“HiTH”, “CP” and “MH"), so they were
considered highly relevant (Table 2.2). The 6 highly relevant references consisted of 2 research
articles, 2 abstracts of conference posters and 2 grey literature documents. The common theme
among these references was that the role of a CP within an MH-HiTH MDT or similar setting
was to optimise medication management, ensure medication safety and address any MRPs that
may lead to medication-related adverse events for patients. The tasks of the CPs were
described as reviewing patients’ medications; identifying potentially inappropriate medications
(PIMs) or MRPs; addressing them; and providing patient medication information and
counselling, leading to improved medication adherence and contributing to improved patient

care and outcomes, such as reduced hospital readmission rates.3-34

2.2.5.1 References from electronic databases

Four highly relevant references were found from electronic databases. Gillespie et al. explored
the perspectives of MDT clinicians (including CPs, but excluding psychiatrists) on MH care of
veterans with complex physical health needs in the home setting.3* The consistent opinion from
non-pharmacist team members was that they found management of psychotropic medications
challenging. This situation was exacerbated by the lack of team-based psychiatrists, with the
article calling for integration of consulting psychiatrists into their treating teams as the ultimate
solution. In this context, team members from different sites found pharmacists were useful in
filling the gaps in medication management; however, pharmacist numbers and capacity to cope
with the current caseload were limited. The CPs’ medication management advice and guidance
were so valued by clinicians that they called for it to be conducted for more of their patients

but recognised CP time constraints were a major limiting factor.

In the state of New Jersey, United States of America, Maroney3? conducted a pilot project
where a psychiatric pharmacist provided a comprehensive clinical pharmacy service to people

with mental illness in an Integrated Health Home, which appears to be structured similarly to
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one MH-HITH program described in the grey literature.3> A CP was found to contribute to
reduced hospital readmissions, emergency department (ED) visits and medication non-
adherence by being involved in medication reconciliation and patient counselling prior to
hospital discharge, with a follow-up post-discharge home visit for additional medication

organisation, review and counselling.??

Reidt et al. conducted a study within a non-profit, home-visiting nurse agency and found that
when they included a pharmacist with their home-visiting nurses, MRPs were reduced by 40%,
and hospitalisation rates and ED presentations were halved.3! Although this was not an actual
HiTH service in that it was not conducted by hospital staff, it provided a home-visiting
healthcare service. Importantly, the identified benefits of collaboration between nursing and
pharmacy professions in improving patient care supports incorporating a CP into a team of

nurses in an MDT HiTH setting.

A study by Loy et al. described an MDT HiTH model providing healthcare to elderly patients
with dementia living at home.33 As part of the MDT, specialist geriatric CPs detected and
addressed PIMs by recommending discontinuing inappropriate medication, reducing its dose or
replacing it with a safer medication. Although a small study (n = 104 patients), it had the largest
cohort of patients among the 4 most relevant articles. Accordingly, its findings support the
premise that a CP improves medication safety in the home care setting by reviewing, detecting

and resolving patients’ medication issues.33

2.2.5.2 Grey literature

Thirty-three sources were identified from the grey literature. These included mainly hospital
policy or government guidelines (n = 10). These were useful as they explained the operating
procedures of each HiTH service. Some did not mention the MH specialty utilising the HiTH
modality (e.g. Victoria HiTH Guidelines3®). The remaining references were brochures (n = 3),
consult sheets (n = 2), personal communications (n = 4), research reports (n = 5), strategic plan
(n =1) and websites (n = 8). These gave minimal information about the topic of MH-HiTH and
pharmacy services to HiTH. Moreover, no relevant international grey literature was found by
Google® searching. The significance of this scant reference to pharmacy services from such
official sources (e.g. policy documents) provides a possible explanation of why there is little

information in the literature relating to MH-HiTH clinical pharmacy services.
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Two of the 33 grey literature sources, both HiTH guidelines, were deemed highly relevant. The
Graylands Hospital MH-HIiTH Guidelines® state the MH-HiTH CP performs medication
reconciliation on admission and discharge (including completing the medication and allergy lists
in the medical discharge summary), identifies and rectifies any MRPs, informs the MDT about
any TDM requirements, conducts an HMR during a home visit, provides verbal and written
patient medication information and a medication list, and removes surplus-to-requirement

medications from the home to reduce the risk of deliberate overdose.

The Queensland HiTH Guidelines®” do not stipulate any CP home visits but state that the role of
the HiTH pharmacist is to reconcile medications on admission, inform the treating team of any
high-risk medications or those requiring TDM, and on discharge provide an accurate medication

list to the patient, general practitioner (GP) and community pharmacy if required.

The finding of only these 6 references containing all 3 key terms is an indicator of the paucity of
literature specific to the CP role in the MH-HiTH setting. It was, therefore, considered that there
was potential value in looking to related literature to supplement the findings of these 6
references. Accordingly, the remaining 54 references were considered of intermediate
relevance as they contained 2 of the 3 key terms. Thirty-three references discussed CP and
HiTH (Table 2.3), 10 references discussed MH and HiTH (Table 2.4) and 12 references discussed
MH and CP (Table 2.5).
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Table 2.2 Highly relevant references included in the review. These discussed all 3 key terms:

IICPH’ lIHiTHH and IIMHII

Author, year Study type  Participants

Intervention

Summary of findings

References from electronic databases

Gillespie et al., Qualitative  Interviews with

34
2019 MDT clinicians

(including CPs)
involved in the

service (n=103)

53

Home-based primary

care for veterans who

needed MH care and

complex physical health

needs

Management of
psychotropics was
challenging for non-
pharmacist, non-
psychiatrist
clinicians.

CPs with experience
in psychotropic
medication
management
provided guidance,
identified gaps and
assisted to fill such
gaps.

Integrating physical
with MH care has
an established
evidence base and
was validated
gualitatively in this
study.

Clinicians preferred
CPs reviewed more
patients but were

limited by time.



Loy et al., 201733

Maroney, 20153

Cohort

(conference

abstract)

Cohort
(conference

abstract)

Elderly patients
with dementia

(n=104)

Patients with
mental illness

(n=21)

54

CP home-based

intervention

CP discharge
medication
reconciliation and
counselling. After
discharge from
hospital, CP was
available for a home
visit to organise
medications, provide
medication counselling
and remove extraneous

medications.

CP identified
PIMs and MRPs.
CP involvement
improves

patient care.

CP interventions
commenced
before
discharge from
an inpatient unit
and were
followed-up
after discharge.
CP can provide
long term
management of
patients with
mental illness
and comorbid
physical illness.
CP contributed
to the overall
care process,
including
reduced
hospital
admissions, ED
visits and
medication non-

adherence.



Reidt et al,, Cross-

201331 sectional

Multiple patients A non-profit, home-

including MH

observational patients (n=70)

study

References from grey literature

Queensland HiITH Guidelines
Guidelines,

2017%

All HiTH patients
(including MH)
(n: N/A)
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visiting nursing agency
integrated a pharmacist
with their nursing staff
to assess and address
MRPs. Pharmacist HMR
during a home visit or
patient interview and
counselling via
telephone (in a

telehealth-style

consult).

MDT HiTH teams treat
patients during home
visits. The HiTH CP role
is precisely explained in
terms of clinical tasks. A
specific reference is
made to the HiTH CP
role in performing
inpatient hospital
pharmacist clinical tasks
in addition to providing
an accurate medication
list on discharge to the
patient and general

practitioner, as well as

After integrating
a pharmacist in
the nurse home-
visiting service,
40% of MRPs
were resolved.
Hospital
admissions and
ED visits
decreased by

half

These guidelines
are broader in
their procedures
as they describe
HiTH programs
in general,
meaning they
can belong to
various medical

specialities.



Western Guidelines MH-HITH patients
Australian Health (n: N/A)
Department —

Graylands

Hospital Adult
HiTH Guidelines,
2015%

the community

pharmacy if required.

Daily home visits from
MDT members,
including doctors,
nurses, CP,
occupational therapist
and social worker. The
CP’s role is explained
and includes inpatient
hospital CP tasks,
combined with HMR
during a HiITH home
visit.

CP clinical tasks
extended to both MH
and physical health

conditions.

This document
describes the
operational
procedures and
key
performance
indicators of the

HiTH program

Abbreviations:

CP: clinical pharmacist

ED: emergency department

HiTH: Hospital-in-the-Home
HMR: home medicines review
MDT: multidisciplinary team

MH: mental health

MRP: medication-related problem

PIM: potentially inappropriate medication
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2.2.5.2.1 Clinical Pharmacy with HiTH and related services (non-MH)
The 33 identified references that explored the role of CPs in general (non-MH) HiTH programs

(i.e. included the search terms “Clinical Pharmacy” and “HiTH” [including their synonyms], but
not MH) are displayed in Table 2.3. These HiTH programs, that treat conditions other than
mental illnesses (e.g. infectious diseases, cardiology, oncology), all have an integrated CP
service, and describe improvements to medication safety contributed by this service. This
associated CP integration in HiTH (albeit non-MH specialties) support the finding from the

references in Table 2.2 that CPs contribute to improved medication safety in the HiTH setting.

One of the major focuses of the CP roles described was on discharge medication
reconciliation.?838 The HiTH pharmacist does this twice — once on transfer from the hospital
inpatient unit (or outpatient clinic) to be admitted to HiTH, and the second time is at discharge
from HiTH to their community health provider (e.g. general practitioner).?® The medication
reconciliation process is the first step in medication rationalisation.?>3° As the CP collates the
patient’s medication profile, MRPs which are detected can be addressed. This includes any
necessary TDM which can be discussed with the treating team at an early stage, facilitating
medication optimisation.*® The benefits of a non-MH-HiTH CP repeatedly performing
medication reconciliation provide further evidence supporting the important contribution of
CPs to medication safety in general HiTH settings.*! For instance, in the study by Delate et al.,*?
the authors found that when formal medication reconciliation was performed at the transition

of care (discharge) from a skilled nursing facility back to home, mortality rates were reduced.

Table 2.3 Articles found to be related to clinical pharmacy, and HiTH and related services from a

variety of medical specialties (but not related to MH)

Author, year Study type Participants Intervention Summary of findings
Alderman et al., Cohort Adult patientsin CP HMR e Improved
20134 a rural setting medication use and
(n=100) patient health
outcomes.
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Belaiche et al.,

2020°

Chan et al.,
20214

Cheen et al.,

20164

Cohort

Cross-
sectional

analysis

Cohort
(conference

abstract)

Adult and
paediatric
without mental

illness (n=2878)

Medically
complex, frail
veterans in
home-care via
home
visit/telehealth
(n=55,173)

Patients aged
60+, taking more
than 5
medications with
2 unplanned
admissions after
their first home
visit

(Nhome based
medication review=97)
(Nnon-home based

medication

review=402)
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Hospital CP providinga e

home-based service

MDT care from all °
team members
compared to a core
clinician involving
additional disciplines
depending on

complexity.

Pharmacist-provided o

HMR

Identified a high
level of MRPs and
prevented patient

complications.

The higher the
medical complexity
and risk of
hospitalisation, the
more MDT
clinicians (including
CPs) were involved
in managing the
patient —a strong

correlation.

Decreased hospital
admission rates
and ED visits. Trend
observed toward

reduced mortality



Chow et al.,

2015%

Chung et al.,
2016%

Delate et al.,

20084

Docherty et al.,
2020%

Randomised
controlled
trial
(conference

abstract)

Cohort

Quasi-
experimental
controlled

trial

Review

Patients with
type 2 diabetes
mellitus (n=150)

Patients
requiring
outpatient
parenteral
antimicrobial

therapy (n=203)

Patients
discharged from
a skilled nursing
facility

(Ncontrol group=408)

(noPAT group=113)

Outpatient
parenteral
antimicrobial
therapy patients

(n: not stated)
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Home-based
pharmacoeducation
provided by

pharmacist

CP-managed

outpatient parenteral

antimicrobial therapy

program

CP-managed

medication

reconciliation program.

Home-based

outpatient parenteral

antimicrobial therapy

with pharmacist

involvement

Increased disease-
related knowledge
and medication

adherence.

Improved patient
care, outcomes and

MRPs.

Outcome of
medication
reconciliation:
Decreased
mortality.

The importance of
medication
reconciliation
during transition of

care is highlighted.

Safe and quality
use of medications.
Provided education
to patients,
improved patient

outcomes.



Dooley et al., Cohort Patients HiTH pharmacist-led e The service is safe,
201348 (conference discharged into a warfarin dosing service effective and
abstract) HiTH sustainable.
anticoagulation

program (n=148)

Elliott et al., Pilot Patients aged Arm 1: CP HMR only. e Arm 2 had reduced
20174 randomised 50+ on Arm 2: CP HMR + rehospitalisations

controlled polypharmacy, and ED

genetic testing for CYP

trial admitted to presentations

enzyme polymorphism.
Home Health

after hospital

discharge
(n=110)
Foust et al., Qualitative  Older adults (n:  CP-led (post-hospital) e CP services should
2005 observational not stated) home medication be available in
study management home-care to
address post-
discharge MRPs
and ensure
improved patient
outcomes.
Hunt et al., Case-control Patients with CP outpatient e CPgroup had
2018°! chronic intervention improved patient
obstructive outcomes.
pulmonary
disease (n=173)
Korajkic et al., Randomised Ambulatory Pharmacist-led patient e |ntervention
20112 controlled patients with education, allowing improved health
trial patient-guided diuretic outcomes and
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Lemay et al.,

20133

Litke et al.,
2018

MacAulay et al.,
200838

Cohort
(conference

abstract)

Cohort

Cohort

heart failure

(n=70)

Hospitalised
patients post
discharge: adults
from any medical
specialty,
paediatrics and
neonates

(n=1029)

Rural veterans
with diabetes,
hyperlipidaemia,
hypertension or
tobacco

cessation (n=554)

Patients

discharged from

internal medicine for at least 3 weeks.

programs (n=27)
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dose adjustment

versus usual care.

CPs performed

medication

management tasks in

home-care settings for

recently discharged

inpatients.

Telehealth program

including CP services.

CP services at home

after hospital discharge

quality of life, while
decreasing hospital

admission rates.

CP detected and
prevented MRPs,
improved
medication
management and

patient care.

Intervention
improved disease
management and
access to

healthcare.

CP optimised
medication
regimens,
identified MRPs
and medication
recommendations.
Patients and other
member of the
healthcare team
were very satisfied

with the services.



McAllister 111, Cohort Home healthcare Hospital pharmacistsin e Pharmacist
1985 patients (n: not  home healthcare. involvement can
stated) improve patient
outcomes and

minimise costs.

Meredith etal., Randomised Home healthcare CP and nurse reviewed e Improved
2002>¢ controlled patients, aged medication profiles medication use,
trial 65+ (n=259) together at the clinic. reduced

therapeutic

duplications.
Naunton etal., Randomised Patients aged HMR by pharmacist5 e Valuablein
200328 controlled 60+ prescribed days post-discharge identifying and
trial 4+ regular from hospital. addressing MRPs
medications and reducing the
(n=121) risk of hospital
admissions.
Pherson et al., Cohort Older adults with Nurse-pharmacist e |dentified MRPs
2018 functional collaboration in home- and solutions to
limitations (n=59) based care. improve quality of
life.
Romanelli et al., Cohort Patientsin a CP-led medication e More ambulatory
20158 patient-centred management vs usual care visits, lower
medical home care hospital admission
(n=1108) rates in CP group.
Roth et al., Cohort Patients Team-based home care e CPs reduce cost
2020 (conference discharged from program, including CP and improve
abstract) hospital (n: not HMR and medication patient outcomes.

stated) management.
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Serwetman et Cohort Patients recently In-home CP-led e Reduced hospital

al., 2017%° (conference discharged from transition programs admissions.
abstract) the hospital Positive impact on
(n=1455) clinical quality
Setter et al., Descriptive  Patients with CP home-based visits e Improved blood
2000°! survey type 2 diabetes glucose levels and
mellitus (n=105) rectified MRPs
Shcherbakova et Cohort Recently CP home visits e |dentified MRPs.
al., 2016°2 discharged No impact on
patients (n=245) reduction of

hospitalisation

rates.
Sheridan etal., Cohort Outpatient Pharmacist-based e Reduction in 30-
2018%3 (conference parenteral outpatient parenteral day readmission
abstract) antimicrobial antimicrobial therapy rate.
therapy patients
(n: not stated)

Sok et al., 2015%* Cohort Paediatric Hospital pharmacist- e |dentification of
palliative care led HMRs in palliative MRPs, benefit
patients with care in the home caregivers and
rapid escalation, setting health
or complex and professionals.
unstable
symptoms (n=9)

Stewart et al., Cohort Geriatric patients CP HMR e |dentified high-risk

2020% (n=25) patients of

medication non-

adherence.
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Terry et al. (1),
20114

Terry et al. (2),

2011%

Traynor, 2016°7

Traynor, 2019%8

Cohort
(conference

abstract)

Cohort
conference

abstract)

Cohort (pilot
study)

Cohort (pilot

study)

Medicare (USA)
advantage

patients (n=86)

Medicare (USA)
advantage
patients
(different paper
to Terry et al. [1],
2011). (n=361)

Homebound

patients (n=152)

Homebound
patients at high
risk of
medication

errors (n=9)
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CP-led in-home care

management for 30-

day post discharge.

CP-led in-home care

management for 30-

day post discharge.

CP medication

management including

a home visit vs usual

care

CP medication

management during

HMR

Reduction in
hospital admission
rate: 19-28%.
Reduction in

healthcare costs.

28.4% reduction in
30-day hospital
readmission rates
and net cost

savings

CP medication
management at
home led to a
reduction in
hospital admissions
vs control group
(usual care): 6% vs

16%.

CP identified MRPs,
including wrong
medication doses,
incorrect directions
for taking
medications and
medically-ceased
products that
remained on the

medication list.



e CPinterventions
included clarifying
medication

dosage/directions,

medication
counselling.
Triller et al., Randomised Patients aged Usual care or e No significant
2007%° controlled 21yrs+ with heart pharmaceutical care changes in rate of
trial failure who were from a CP in home mortality or
referred to over 3 weeks. rehospitalisation
receive skilled rate.

nursing services

(n=154)

Abbreviations:

CP: clinical pharmacist

ED: emergency department

HiTH: Hospital-in-the-Home
HMR: home medicines review
MDT: multidisciplinary team

MH: mental health

MRP: medication-related problem

PIM: potentially inappropriate medication

2.2.5.2.2 Mental Health and HiTH (nhot CP-related)
While HiTH is a well-known treatment modality in non-MH medical treatment, MH-HiTH is
infrequently described in the literature. In Table 2.4, the 10 articles that discussed MH-HiTH

programs are displayed. These articles do not make any reference to pharmacy services but
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they demonstrate that there is some evidence, albeit low level evidence — mostly from

observational studies — that MH-HiTH programs improve patient care, reduce hospitalisation

rates’®7? and reduce healthcare costs.”*7% The systematic review by Klug et al.”* only included

patients aged at least 60 years old and found only 3 studies eligible for review. This

demonstrates the need for more studies to evaluate the benefits of MH-HiTH programs.

Table 2.4 Articles found to be related to MH and HiTH (but not related to CPs)

Author, year Study type Participants Intervention Summary of findings
Johns et al., Cohort MH patients Home intervention e Intervention
200770 (n=52) program reduced hospital
admission rates
Juetal, 2014’> Cohort Patients with Oral vs long-acting e Long-acting

Kalucy et al.,

200413

Case-control

Klug et al., 20087 Cohort

schizophrenia in injectable antipsychotic

home care in home-based

(n=1755) treatment.

MH patients. No MH-HiTH service °
pharmacist

(n=285)

Elderly MH Geriatric MH home °

patients (n=12)  treatment
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injection home-
based treatment led
to clinical and

economic benefits.

Consumers and
caregivers are
highly satisfied.
Facilitated safe
hospital admission
avoidance and early

discharge.

After 1 year: no
improvement in
hospital admission
rates nor quality of
life. Functionally

stable, rate of



Klug et al., 20197 Systematic

Knapp et al.,
199874

Muskens et al.,

20197¢

Mwale, 201172

Sherwood et al,,

198377

review

Randomised
controlled

trial

Cross-

sectional

Descriptive

study

Cohort

MH patients,

Psychogeriatric °

aged 60+, living at treatment model which

home (n: N/A)

MH patients
(n=189)

includes home visits.

Home-based care for 20
months, followed by

half participants
returning to standard
care for 25 months

(total 45 months)

Adolescents (aged Intensive home °

11-18 years) with treatment —

acute MH

disorders (n=112)

MH patients
(n=275)

Ageing and
mental

impairment in

psychiatrist,

psychologist and nurse

Domiciliary care in a °
community setting
(offering home-based
acute mental health

care to patients within

their homes)

Domiciliary care .

program (10 months).

May be seen as a

psychosis did not

deteriorate.

Home treatment
showed improved
symptoms,
psychosocial
problems and lower
hospital admission

rates and costs.

Improvement in

cost-effectiveness.

50% decrease in
symptoms over 4
months — less risk
for hospital

admission.

Responding to both
health and social
needs reduced
hospital admissions.
Is cost-effective and

feasible.

Provided needed
services (e.g. meals,

laundry), improved



adult populations precursor to modern

(n: not stated)

Singh et al., Cohort Acute MH

2010%

patients (n=111)

HiTH as it replaced
prolonged/indefinite

institutionalisation.

HiTH service without a

pharmacist

living conditions,
improved
socialisation,
reduced

institutional days.

Provided safe and
effective care. Had
potential to reduce
costs, reduce
pressure on in-
inpatient services
(via admission
avoidance and early
discharge), and
provide acceptable
care according to
patients and their

families.

Abbreviations:

CP: clinical pharmacist

ED: emergency department

HiTH: Hospital-in-the-Home
HMR: home medicines review
MDT: multidisciplinary team

MH: mental health

MRP: medication-related problem

PIM: potentially inappropriate medication

68



2.2.5.2.3 Mental Health and Clinical Pharmacy (non-HiTH)

Table 2.5 summarises the 12 articles that were found to be related to clinical pharmacy services

in the MH specialty, but not in the HiTH setting. An important recurring theme is that

pharmacist interventions in this specialty improve medication safety, patient outcomes and

reduce medication-related costs.”®%8 Of particular note, pharmacist-led medication safety

initiatives were not limited to psychotropic medications, with the study by Richardson et al.

showing that approximately 44% of MH pharmacists’ interventions related to non-psychotropic

medication issues.8! This indicates MH pharmacists also significantly contributed to the

medication safety of physical health medications.

Table 2.5 Articles found to be related to MH and CP (but not related to HiTH services)

Author, year  Study type Participants

Intervention

Summary of findings

References from electronic databases

Bingham et al., Cohort (pilot)  Adult patients

201878 with MH
diagnosis taking
no less than 2
psychotropic

medications

(n=20)

Cone et al., Case-control Veterans

20087° attending various
ambulatory care

clinics (n=69)

One pharmacist
conducted telephonic,
medical, and MH risk
assessment, and

counselling.
Aim: to improve

nutrition, physical

activity, and sleep

status, both initially and

at 2-week follow-up.

Ambulatory care via
pharmacist-managed

clinics. Various

specialisations including

69

Pharmacist-led,
targeted, telephonic
counselling improved
short-term physical
and mental health
outcomes, e.g.
improved Duke
physical health
scores, as well as
anxiety, depression
and anxiety-

depression scores.

Pharmacist-managed
clinics provided cost
saving compared to

doctors.



Gentry et al.,
20182

Gisev et al.,

201082

Cohort
(conference

abstract)

Descriptive

study

Veterans with
complex diseases
in rural areas (n:

N/A)

Community MH
outpatients

(n=48)

MH and clozapine

management.

CP-led home-based
care via
telehealth/video link
for veterans with

complex diseases,

including mental illness.

48 comprehensive
medication reviews
conducted by 5
pharmacists across 5

MH clinics were

evaluated by an expert

panel of a psychiatrist,
general practitioner,
MH pharmacist and
medication review

pharmacist

70

Fifteen out of 17 MH
clinics allowed their
pharmacists to

prescribe.

Key outcome
measures were to be
tracked on each
disease state (i.e.
glycosylated
haemoglobin, blood
pressure, and
percent time in
anticoagulation
therapeutic range),
types of clinical
interventions and the
number of patient
encounters by the

CPs.

Reviews found 209
MRPs and made 208
recommendations.
Consensus between
the panellists
indicated 37 reviews
(77%) were deemed
potentially to have a
positive clinical

impact.



Harms et al.,, Cohort

2017%

Levine et al. Retrospective
202184 analysis

Lyon, et al., Naturalistic
2017% evaluation
Pauly et al., Cohort
201886

Richardson et Mixed methods

al., 201481

Adult patient with
depression,
anxiety, PTSD or
alcohol use

disorder (n=50)

Patients aged 65+
living at home,
with dementia,
depression or

delirium (n=105)

Child and
adolescent
community MH

patients (n: N/A)

Homeless MH
patients. Usually
followed up by
psychiatrist every

8 weeks (n=40)

Surveys and semi-
structured
interviews of MH
CPs (Nsurveys=47;

Ninterviews=16)

Medication

management by a CP
within a primary care
MH integration team,
treating physical and

MH conditions.

Home visit and
medication
reconciliation by
advanced nurse,
medication review by

CP (but no home visit)

Primarily medication

expenditure cost-saving

initiatives and clinical

tasks

Identification of
medication

administration errors,

medication adjustment,

adherence education,
reduction in

polypharmacy.

Number and type of

MRPs were collected.
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CP-led medication
management was
associated with
improvement in
several MH disorder

rating scales.

CP identified MRPs,
especially those
worsening cognition,
and made
recommendations to

address them.

Pharmacist-led
substantial cost-
savings via reduction
in medication

expenditure.

Improved cost
savings from CP
clinical interventions,
reduced waiting time
to see the

psychiatrist.

56.1% of CP
interventions related
to psychotropic
medication issues.

This indicates MH CPs



Rubio-Valera

et al., 2014%’

Stuhec et al.,

201988

References from grey literature

Haste, 2015%°

Narrative review Various groups of CP-delivered MH

Cohort

Business case

MH patients (n:
N/A)

Elderly patients
with MH

problems (n=24)

services, e.g.
participation in MDTs,
medication reviews,
improving medication
adherence and
antipsychotic

polypharmacy.

CP-led interventions in

a nursing home.

Patients attending CP integration in MDT,

a community MH assisting with

clinic (n: N/A)

optimising therapy (e.g.
monitoring clozapine
levels) and medication

cost-saving.

also contribute the
medication safety of
physical health

medications.

Although pharmacists
have skills in
improving
medication
management,
medication
adherence and
medication reviews,
many published
studies have not used

controlled designs.

Decreased MRPs,
potential drug-drug
interactions, PIMs
and polypharmacy.
Improved quality of

life.

Improved patient
experience,
minimised costs,
potentially reduced

admissions.

72



Abbreviations:

CP: clinical pharmacist

ED: emergency department

HiTH: Hospital-in-the-Home
HMR: home medicines review
MDT: multidisciplinary team

MH: mental health

MRP: medication-related problem

PIM: potentially inappropriate medication

2.2.6 Discussion

This scoping review confirmed that there is a paucity of literature discussing the role of a CP in
MH services that are specifically conducted at home, and more especially in MH-HIiTH
programs. The few studies that were identified provided preliminary evidence that CPs can
contribute to the MH-HITH MDTs343>7283 in improving patient care. Literature surrounding the
roles of pharmacists in general home care services and in other non-dispensing roles are more
developed. The benefits of combining the CP tasks from non-MH setting — as shown in Table 2.3
—that may translate to the MH-HiTH setting include the improvement in medication safety,
medication adherence, patient medication information, patient satisfaction, patient outcomes,
cost savings, polypharmacy, PIMs and MRPs. The benefits of medication reconciliation by
pharmacists during transition of care are especially highlighted as important by other members
of the MDT. The most important defining feature of the role appears to be the CP’s home visit,
where the patient directly benefits from the pharmacist’s assistance with medication
management; provision of oral and written medication information; encouragement of

medication adherence and arrangement of any dosage administration aids, where appropriate.
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2.2.6.1 The role of a CP in the MH-HiTH setting

One of the key findings of this review is that the MH-HiTH CP is an integral member of the MH-
HiTH MDT, working closely with other members of the MDT to ensure the patient’s medication
safety throughout the MH-HiTH admission and during transitions of care (admission and
discharge). While most of the references described this role in other HiTH settings, it is possible
to extrapolate this finding to MH-HiTH programs, especially given the frequent references to CP
integration in MH MDTs in general. Furthermore, the identified HiTH guidelines described that
the MDT relies on their CP to communicate an accurate medication list with a medication
management plan (e.g. planned duration, dosage adjustments, monitoring) to other clinicians
post-discharge from HiTH, such as GPs and community pharmacists.3>3” The opening of
communication channels between pharmacists in all settings with the MDT is supported by a
recommendation from The Royal Pharmaceutical Society in the United Kingdom.*° It also
reduces the potential of preventable medication errors during transition of care, especially as

many lead to medication-related harm and hospital readmission.*®

This review also found that an important role for the MH-HiTH CP is considering both the
physical and mental health of a patient.3%34357883 Of particular note, Richardson et al. found
that approximately 44% of MH CPs’ clinical interventions focused on optimising physical health-
care needs of MH inpatients.8! This role was also described by Rubio-Valera et al. in a review of
new roles for pharmacists in community MH care.8” MH MDTs were demonstrated to highly
value CPs’ prompting, monitoring and advising appropriate GP referrals for their patients’
physical health issues.®! Ensuring the physical health issues of MH patients are well treated and
monitored is very important, given the complex interrelationships between physical and mental
health. Moreover, patients with severe mental illness may neglect their own physical
healthcare, particularly during an acute exacerbation of their mental illness. The need for
better strategies to avoid physical healthcare neglect in patients with mental illness was
highlighted by the Stokes Review, a 2012 review of the quality of healthcare provided to
patients with mental illness in WA.?! The role of CPs in prompting the treating team to screen
for, or identify, treat and monitor these patients’ physical health conditions provides further

evidence of the value of the role to the overall care of patients with mental illness.
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2.2.6.2 The benefits and limitations of the MH-HiTH CP tasks

Overall, the findings from this scoping review describe and clarify a comprehensive clinical
service provided by MH-HIiTH CPs that combines tasks within 4 key aspects of pharmacy
practice, as illustrated in Fig. 2.2. These aspects are clinical pharmacy, mental healthcare, HMR
and facilitation of care transition. When these tasks are combined within a specialist MH-HiTH
program, preliminary evidence indicates this role is unique in providing a number of benefits to
the patient and the MH-HiTH MDT. This preliminary literature shows potential for this relatively
novel CP role to improve patient outcomes. This scoping review may, therefore, be useful to
inform the implementation of future services, as well as to identify gaps in the literature where
further evaluation may be warranted. For example, while HMRs seem to be highly valued as
part of the MH-HiTH CP role, the time required for travel has been a significant barrier to being
able to offer this service to all patients.3* In light of identified limitations related to pharmacists’
time, availability and workload, future studies should investigate innovative models of service
delivery which can address these issues, including the potential role for pharmacy technicians
working in MH-HiTH setting. In addition, future studies should describe the interactions of the
CP with members of the MH-HiTH MDT in delivering the outcomes outlined in this review. Care
provision in this setting may lack consistency between health service providers due to the
absence of a defined optimal patient case load for an MH-HiTH CP. As this review identified
such a paucity of literature, more research is needed to address these issues and confirm the

findings in relation to patient outcomes.
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Figure 2.2 The aspects of pharmacy practice tasks combined in the role of a mental health

A comprehensive HMR and associated follow-up
with the MH-HiTH MDT, including physical

Hospital-in-the-Home clinical pharmacist (MH-HiTH CP)

2.2.6.3 Strengths and limitations of this scoping review

To the best of our knowledge at the time of writing, this is the first scoping review to explore
the role of the MH-HiTH CP. As such, it complements the recently published evidence regarding
the benefits of pharmacist-led interventions for patients with mental iliness in other health
settings.!’ Various sources were used to gather relevant grey literature (such as official
guidelines), adding to the literature obtained from electronic databases to permit synthesis of
all available information on the topic. Furthermore, the tasks performed by MH-HiTH CPs
described in references from electronic databases provide some evidence to support the MH-
HiTH CP role integrated in the MH-HiTH treatment framework in official guidelines.3>37 With
increased recognition of the benefits of MH-HiTH and plans to utilise such programs further in

the coming years,®? this review provides a baseline that future literature can build upon.
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Limitations of this review include the diverse nature of study designs and resulting data, unclear
definitions of interventions performed and various methodological limitations in those studies.
These differences precluded any robust analysis of the studies in this review. Additionally, this
scoping review may have missed potentially relevant articles published in languages other than
English. Some relevant studies may have been missed due to the inconsistency of terminology
describing the HiTH service in different countries, although the use of a variety of related terms

(as shown in Table 2.1) may have minimised this issue.

2.2.7 Conclusion

Although current evidence is scarce and diverse, preliminary studies show that incorporation of
a comprehensive CP service into an MDT MH-HiTH program improves medication management,
detects and addresses MRPs, and may contribute to reduced medication-related
hospitalisations, shorter LoS and minimisation of readmissions. The MH-HiTH CP adds value to
the MDT by performing a range of tasks to support the delivery of safe and effective
pharmacotherapy, including medication reviews, TDM, medication information support to MDT
members, and home visits where patients are provided pharmacoeducation and medication
adherence strategies. Studies from similar home-based practice settings support the CPs’ ability
to improve patient outcomes; however, in some MH-HiTH settings, the contribution of CPs was
limited by inadequate time allocations, heavy caseloads and insufficient personnel. Further
research in the MH-HiTH CP model is required to optimise the efficiency of service delivery, and

allow comprehensive evaluation of clinical outcomes.
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3.1 Introduction to the manuscript

The aim of the autoethnography was to produce a narrative of how the MH-HiTH service has
matured into the service that currently exists. As discussed previously, the literature review
presented in Chapter 2 did not identify any similar published work to inform practitioners
looking to implement an MH-HiTH CP service. This autoethnographic study provides a factual
description of events involved in the development of the service and the circumstances
surrounding the development process. The autoethnography provides the context in which the
decisions that resulted in the evolution of the service were made. The study defines and
specifies the role of the CP in the first MH-HiTH MDT service in WA, as background for the study

presented in Chapter 4 that investigated the medication safety focus of the role.

The MH-HIiTH Pharmacy Department model of service that was used at the time of
establishment of the first MDT MH-HiTH service in WA is in Appendix 3.1. As the service was
reviewed, the most recent model of service (at the time of writing) is in Appendix 3.2. The
Medication Management Plan (MMP) that was used for medication reconciliation at the time of
service establishment is in Appendix 3.3 (paper version) and Appendix 3.4 (electronic version).
The time allocated to the MH-HiTH CP for various tasks is presented in Appendix 3.5. A table
showing the evolution of these tasks is in Appendix 3.6. Finally, a step-by-step list of MH-HiTH
CP daily tasks is in Appendix 3.7.

3.2 Publication

3.2.1 Abstract

Background

Hospital-in-the-Home (HiTH) services provide “inpatient-style” care for patients at home. While
relatively well known in non-psychiatric settings, little is known about mental health (MH)-HiTH
services, with even less known about the role of a clinical pharmacist (CP) within an MH-HiTH

multidisciplinary team (MDT).
Objective

The aim of this paper is to describe the evolution of the first MH-HiTH MDT in Western

Australia and the various facets of the CP’s role integrated within the service.
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Methods

The integration of a CP into a non-traditional practice setting represents a cultural change in
the pharmacy profession. Hence, this paper utilised a descriptive-realistic style of the
autoethnographic method, with the narrative written in the first-person point of view of the
first author (M.F.). It specifically focused on the tasks performed by the team’s CP. A narrative
analysis approach was used to reflect on the reason these tasks are performed, the potential
benefits and limitations of integrating a CP into the team and subsequent cultural influence on

the pharmacy profession.
Findings

The service commenced in 2014, consisting of an MDT of a consultant psychiatrist, a psychiatric
registrar, clinical nurses, an occupational therapist, a social worker and a CP. Starting with 4
then 8 “virtual beds”, it was gradually increased to 16 virtual beds. The MH-HiTH CP combined
hospital clinical tasks — e.g. medication reconciliation and therapeutic drug monitoring — with
home medication reviews as part of the MH-HiTH MDT. Lessons learnt include proactively

integrating and flexibly adapting into a novel practice setting.
Conclusion

There is scope to embed a CP within an MH-HiTH MDT; the major advantage is the inclusion of
a comprehensive medication management service. While this is a promising new area where
the pharmacy profession is becoming engaged, more studies are needed to quantify and

confirm the stated benefits of such service.

3.2.2 Keywords

Clinical pharmacist, Hospital-in-the-Home, mental health, autoethnography, service evolution,

HiTH

3.2.3 Introduction

This paper is written in the first-person point of view of the first author (M.F.).

93



Hospital-in-the-Home (HiTH) services provide healthcare to patients by hospital staff, as if the
patient were physically in the hospital, yet the patient is physically in their own home.! HiTH
services are utilised across a variety of medical specialties, most commonly infectious diseases
(ID), some cardiac and some respiratory conditions.>? While HiTH services were initially nurse-
led, they evolved to integrate medical and nursing staff, with allied health staff — such as social
workers (SWs), occupational therapists (OTs) and pharmacists — later being incorporated to
form multidisciplinary teams (MDTs).! In many HiTH services, particularly for ID HiTH services,
the pharmacist’s role had been limited mainly to medication provision via aseptic dispensing.3
This has evolved to more ID HiTH programs having clinical input from an Antimicrobial
Stewardship Pharmacist during HiTH team meetings.3 The benefits have been improved
medication management and medication safety in the HiTH services that incorporate a

pharmacist within their MDT.3

In parallel with increased clinical involvement of pharmacists in other HiTH services, Mental
Health HiTH (MH-HIiTH) started to evolve, with comprehensive clinical pharmacy services being
integrated with the MH-HiTH MDT from its inception in Western Australia (WA).*> MH-HiTH is
an emulation of an inpatient hospital admission, with treatment by hospital staff but in a
“virtual bed”, i.e. the patient’s home, instead of a physical hospital bed (see Fig. 3.1).
Accordingly, a comprehensive clinical pharmacy service incorporates tasks performed by
inpatient hospital clinical pharmacists (CPs)®: medication reconciliation on admission and
discharge, daily follow-up with the MH-HiTH MDT based at the hospital concerning medication
optimisation and therapeutic drug monitoring (TDM)’; together with the clinical tasks
performed by accredited pharmacists®: home medication review and co-ordination of
medication supply in the community. In the absence of a wealth of literature regarding MH-
HiTHs, and more particularly CP services within MH-HiTHs, there is value in describing the
evolution of such services and the adaptation of existing CP roles to meet the needs of this
vulnerable patient group, such that my experience may inform others involved in the

establishment of similar services.

MH-HITH is an emulation of an inpatient hospital admission, with treatment by hospital staff
but in a “virtual bed”, i.e. the patient’s home, instead of a physical hospital bed (see Fig. 3.1).
Accordingly, a comprehensive clinical pharmacy service incorporates tasks performed by

inpatient hospital clinical pharmacists (CPs)®: medication reconciliation on admission and
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discharge, daily follow-up with the MH-HIiTH MDT based at the hospital concerning medication
optimisation and therapeutic drug monitoring (TDM)’; together with the clinical tasks
performed by accredited pharmacists®: home medication review and co-ordination of

medication supply in the community.

In the absence of a wealth of literature regarding MH-HiTHs, and more particularly CP services
within MH-HiTHs, there is value in describing the evolution of such services and the adaptation
of existing CP roles to meet the needs of this vulnerable patient group, such that my experience

may inform others involved in the establishment of similar services.
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Figure 3.1 A representation of the transitions of care relating to MH-HiTH services showing

patient entry and exit pathways

ED: emergency department, GP: general practitioner, MH: mental health, HiTH: Hospital-in-the-

Home.

3.2.3 Objective

The aim of this paper is to describe the evolution of the MH-HiTH service in WA and the
significance of the CP’s role therein. This includes discussion of the rationale behind several key
decisions and how these decisions were implemented to refine the MH-HiTH CP’s role and

procedures as the MH-HiTH program itself was evolving.
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3.2.4 Methods

Ethics approval was obtained from the North Metropolitan Area Mental Health Services Human

Research Ethics Committee (EC00273) and Curtin University (HRE2017-0498).

This study used a descriptive-realistic® autoethnographic approach. Autoethnography is a
gualitative research methodology where the researcher narrates their own experience and
discusses how this narrative relates to the wider understanding and culture.®° In this case, the
culture in question is the pharmacy profession. My integration into the MH-HiTH program
represented a cultural change with the movement of a pharmacist into a non-traditional
practice setting. Guidance in performing this narrative evaluation was sought from published
instructional papers®'®and notable examples,'”*® while focusing on relevance to contemporary

pharmacy practice.1%20

My narrative position is unique in that | was the first CP to be integrated into the first MDT MH-
HiTH program in WA, which was inaugurated in a WA hospital in 2014. Having been involved
with the program since its inception and by participating in preparatory planning meetings with
hospital administrators, executives and other hospital department heads, | gained an insight
into the clinical, political and fiscal contexts within which this program was commenced.
Although much planning and collaboration with various hospital disciplines were invested into
the MH-HIiTH program’s creation, the literature provided limited direction to describe the role
of a pharmacist in such a unique position. While frustrating, this situation inspired me to use
the autoethnography method: to provide an account of the events leading up to the

maturation of the MH-HIiTH program.

| was initially concerned that such a subjective description could stray from the scientific
method. Research rigour was ensured?! by making every effort to include a reference from the
literature to support or further explain the matter. Furthermore, data that had been collected
by the North Metropolitan Health Service — Mental Health (NMHS-MH) Pharmacy Department
at the time of the MH-HiTH program inception??~2* and subsequent review® were utilised in this
autoethnography to maintain accuracy of the narrative | described from my perspective as a
researcher and member of the MH-HiTH team. Additionally, this paper was reviewed and
edited by all authors, as well as several colleagues. Correspondingly, this paper utilised the
descriptive-realistic autoethnographic writing style,® allowing description of people, places and
events as accurately as possible. Concurrently, the use of narrative analysis,>'%?! which
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intersperses the narrative, which provides meaning to events,> was used to share with the
reader an interpretation of how the events may lead to cultural changes in the pharmacy
profession. While widely used in other research disciplines, this approach has recently been
advocated as a new form of qualitative research in medical education® and reflective practice,?®

as well as pharmacy education and practice.®

This autoethnography commences by narrating the development of the first MDT MH-HIiTH
program in WA. This is followed by a description of the establishment of the clinical pharmacy
service to this program, especially the opportunities afforded by the adoption of an electronic
medical record. The account concludes by describing the ongoing evaluation of the service and

its evolution to the present day, and reflecting on the implications for practice.

3.2.5 Findings

3.2.5.1 Establishment of MH-HiTH programs in WA
This is where the WA MH-HiTH history starts.

Prior to 2013, there were commendable, individual efforts to pilot a nurse-led MH home-
visiting service, yet they did not have access to an MDT, sufficient financial nor human
resources to formalise it as a HiTH service. In 2013, planning began to establish a formally
funded MH-HiTH MDT service in WA. Its main aim was admission avoidance, but it also
accepted referrals to facilitate early discharge of inpatients, with flow-on effects to reduce bed

pressure at MH inpatient units and bed block in emergency departments.

Accordingly, the earliest form of MH-HiTH MDT in WA commenced on Monday 7th April 2014.°
With experienced MH clinicians forming the MDT, it was in a well-suited position to establish an
MH-HITH service, gaining formal recognition as the first MH-HiTH MDT providing admitted care
in WA.> The service commenced with a small number of beds, which progressively increased
until it reached 16 “virtual beds”. It was staffed by an MDT consisting of a consultant
psychiatrist, a psychiatric registrar, clinical MH nurses, an occupational therapist (OT), a social
worker (SW) and a CP. Fig. 3.2 presents a simplified timeline of the evolution of this MH-HiTH

program.
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3.2.5.1.1 Developing clinical pharmacy services in MH-HiTH

From late 2013 until its opening day on 7th April 2014, | attended the regular preparatory
meetings that shaped the way the MH-HiTH service would operate. In consultation with the
Chief Pharmacist, NMHS-MH Pharmacy, | was involved in outlining the clinical, dispensing and
administrative services that were to be provided by the MH-HiTH CP.> This consultation process
ensured compliance with legislative requirements as well as the local hospital’s policies — all in

a pragmatic way.

= concept M Repllcatlon

* Conceived in 2013. ©2013-2014 * 2014 ® April 2015 e Circa 2016 e Circa 2017
* Project officer ® The MH-HIiTH Service e Reassessment of ® Catchment area * Establishment of other
appointed commenced on patient outcomes and  expanded to cover a adult MH-HITH services
« Regular meetings with ~Monday 7t April 2014 safety, other KPIs and  larger geographical o Establishment of:
the implementation The clinical pharmacist Cost-benefit. area. Older adult MH-HiTH
group consisting of commenced with the ¢ Model of Care refined, ¢ Limited by the extra and
representatives from Service from Day 1. e.g. specifying time required to travel Youth MH-HiTH
different disciplines o The clinical pharmacist improvements in to patients' homes, programs.
(including the hospital would attend daily communication with the clinical pharmacist « Each of the new MH-
pharmacy) team meetings at the  follow-up care post- continued daily HiTH services
« Initial Model of Care  office and visit each discharge from MH- interaction with the incorporated a clinical
finalised. patient once per HiTH. team and clinical input  pharmacist modelled
admission. ¢ The Pharmacy for every patient, but  on the original service.
« Initially 4 "virtual beds" Departmentalsore-  changed from visiting
« Over weeks, increased  €valuated its own MH-  every patient to only
to 8 then 16 beds. HITH clinical those in m?st [\eed of
pharmacist internal home medication
procedures. review.

Figure 3.2 A timeline of the evolution of MH-HIiTH Services in WA. Matters related to the

pharmacy service are in bold type

KPI: key performance indicator, MH: mental health, HiTH: Hospital-in-the-Home.

3.2.5.2 The challenge of defining the role of an MH-HiTH CP

Feeling an honour and privilege | will always value for being the inaugural CP within such a
novel area of pharmacy practice, | felt a responsibility to perform the duties of this position to
the best possible quality. It was certainly well known that there is high risk of medication errors
at the point of patient transfer from 1 service to another,?” such as the time of admission to
MH-HITH and discharge from MH-HiTH. This prompted me to ensure medication reconciliation

at those 2 times was bolstered in the MH-HiTH CP’s role. | also referred to the activities
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stipulated in the Pharmaceutical Review Policy.?® These include monitoring patient medication
therapy, TDM and the steps required in conducting a medication review in the patient’s home.
My only dilemma was that | could not find, at the time, any literature directly describing the

role of an MH-HiTH CP.

The culture of the pharmacy profession is traditionally very conservative and risk averse.?° To
practise in a new environment | felt | needed guidance from the literature. Yet, despite my own
literature search, plus that of other pharmacists and the hospital librarian, no relevant
information was found. This experience taught me that | needed to adapt to a new
environment — a personal learning experience for me and perhaps a change in perspective for

the pharmacy profession.

3.2.5.2.1 Constructing the framework

As | could not find any guidance specifically relating to the role of the MH-HiTH CP role, |
consulted references relating to similar pharmacy services. For example, the Australian
Association of Consultant Pharmacy (AACP) accreditation process?° trains a pharmacist to look
at a snapshot of the patient’s medication therapy then optimise it. Adopting a similar approach,
| assessed the patient’s medication therapy on admission to MH-HiTH, then followed up the
patient’s progress daily throughout the MH-HiTH admission, closely monitoring any medication-

related events and promptly addressing any issues with the MH-HIiTH MDT.

As described previously, the MH-HiTH CP role could be considered a combination of inpatient
CP tasks performed at the MH-HiTH office, together with a medication management review
conducted at the patient’s home. Such an overlap in CP roles, as outlined in Table 3.1, was
useful to consider while defining then developing the MH-HiTH CP role. The paucity of
literature to support MH-HiTH CP tasks is somewhat compensated by considering the literature
supporting similar tasks performed by these other CP models. For example, there is evidence
that inpatient CP interventions improve medication safety and contribute to improved patient
care.® This is well complemented by an overview of systematic reviews by Jokanovic et al.
finding that pharmacist-led home medication reviews contribute to an MDT’s improvement in

patient care.3!

Yet, the lack of literature regarding the value specifically of a CP within an MH-HiTH MDT was

frustrating. This provided enough impetus to motivate me to start my own formal research. |
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felt it was best done under the guidance of more experienced researchers through undertaking
a Doctor of Philosophy (PhD) degree that includes hospital and university ethics and
governance approvals. This allowed me to feel the research would be more reliable as it went

through a much more rigorous review process.

Accordingly, | utilised the framework instituted by the Chief Pharmacist®® as a baseline level of
service, then added to it other services as outlined below. When the new MH-HiTH program
was established, the opportunity was taken to include a comprehensive clinical pharmacy
service. It consisted of medication reconciliation on admission and discharge, daily medication
profile review, regular attendance of the MDT meeting, co-ordination of medication supply
with the hospital or community pharmacy, patient counselling and home medication review.>2
All but the last task mirror the services provided to inpatients in the same hospital. The home
medication review is an initiative in the MH-HiTH setting where the MH-HiTH CP conducts a
home medication review during a home visit once during the patient’s admission to MH-HiTH.
One advantage is that medication reconciliation can be done more accurately when a
pharmacist visits the patient.3? Another important feature of the home medication review in
this setting is that the CP can discuss any medication-related problems (MRPs) with the MH-
HiTH MDT and continue to follow them up during the MH-HiTH admission.

| was, however, concerned that there were no official benchmarks for the standards and key
performance indicators (KPIs) that appropriately applied to the MH-HiTH CP type of service. For
example, Society of Hospital Pharmacists of Australia (SHPA) Standards provide an allocation of
the number of beds per 1.0 full-time equivalent pharmacist, depending on the level of acuity,
complexity and setting.33 Unfortunately, the SHPA Standards of Practice for MH Pharmacy3* (at
the time) did not contain any guidance for MH-HiTH service delivery, prompting me to gather

data to evaluate this.

The lesson | learned here is to be part of the solution by trying to gather data with the view to
contribute to the literature that could support a new practice setting for pharmacists. So, |
started to collect data related to the types of clinical and other activities | undertook during the
first 20 weeks of operation of MH-HiTH. This information was collected for the records of the

NMHS-MH Pharmacy Department and its self-evaluation purposes.

| arranged the data by the number of occasions each activity was done each day. The activities

were: daily medication profile review (42% of all MH-HiTH CP activities per day), provision of
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information/staff education (11%), documentation (7%), meeting attendance and participation
(6%), medication reconciliation (6%), case note review (6%), Best Practice Prescribing Software®
(BPS) administration/support (5%), co-ordination of medication supply (5%), TDM (4%), home
visit/ telephone patient counselling (3%), entry of the medication list in discharge summaries

(3%), interventions (2%) and medication profile clarifications (<1%).

| felt these data demonstrated the time burden of administrative meeting attendance. This
created a challenge for me in balancing contribution to the new service set-up with continuing
provision of a quality clinical pharmacy service. This experience, however, was a lesson for me

in learning to adapt to a new environment where my learning would be fairly independent.

The diversity of tasks performed by myself as the MH-HiTH CP is therefore apparent. In
consultation with the Chief Pharmacist, | presented this information to the NMHS-MH
Pharmacy Department to gain their feedback on the type, amount and location of tasks
performed. The feedback was valuable in that it provided good ideas that helped improve my
efficiency. Then, together with the Chief Pharmacist, this information was presented at a

national SHPA conference.??

3.2.5.2.2 Time allocation

Each task had its own time requirements. For example, each patient’s medication profile was
reviewed daily; whereas, home visits were usually done on 1 day of the week. This inspired the
next self-evaluation exercise where | undertook a time and motion study daily for 1 week to
guantify the amount of time spent on MH-HiTH CP activities. This was an informal study with
broad categories. It had potential inaccuracy due to self-recording bias, although Negaard et al.
suggested that self-recording could actually be more precise than an observer as pharmacists
often multi-task and only the individual pharmacist knows the time spent on thoughts and
mental processes.?® This study was still useful to gauge the relative time allocation, reveal any
inefficiencies and potentially consider the activities with best value to patient care relative to

time spent on them.

| found that of the time | was given to allocate to MH-HiTH: 22% of that time was spent on
clinical activities, 19% on home medication reviews, 33% on co-ordination of medication supply
and 26% on implementing BPS, which is described in more detail below. After implementation

was complete, | continued to provide ongoing BPS training and support to the team. | felt this
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taught me that helping to define the CP role needed to start with an informal study. With some
baseline knowledge, a formal time and motion or cost-benefit study could be performed at a
later time. Therefore, in order to define the MH-HiTH CP role, given that | could not find any

guiding literature, | adopted the proactive attitude of learning how to gather such evidence.
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Table 3.1 Overlap of MH-HiTH CP roles with other CP roles

Task/Setting

MH-HiTH CP

AACP Accredited Pharmacist (for
HMRs/RMMRs?®)

Hospital
Inpatient CP

Medication reconciliation

Medication review in the

home setting

Regular medication profile

review

Provision of verbal and
written medication

information

Yes, on admission and on discharge from Yes, during the medication review process

MH-HITH

Yes, this completes the medication

Yes

reconciliation. Any issues identified are

relayed to the MH-HiTH team and

followed up.

Yes, usually daily

Yes

Not usually

Yes

Yes, on admission

and discharge

No

Yes, usually daily

Yes
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Task/Setting MH-HiTH CP AACP Accredited Pharmacist (for Hospital
HMRs/RMMRs?8) Inpatient CP
Interaction with the Yes Usually just the referring doctor (for HMRs). Yes
multidisciplinary treating Possible interaction with other health
team. professionals (for RMMRs).
Therapeutic Drug Monitoring  Yes Yes. In the past, the accredited pharmacist only  Yes
(TDM) saw the patient once, so they could not follow
up on any recommended TDM. More recently, it
has become possible through the 7" Community
Pharmacy Agreement negotiating provision for
accredited pharmacists to conduct up to 2
follow-up medication reviews after the initial
HMR/RMMR.
Co-ordination of medication  Yes Yes Yes

supply (usually by liaising
with the dispensing

pharmacist, e.g. for

commencing blister-packing).
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Task/Setting MH-HiTH CP AACP Accredited Pharmacist (for Hospital
HMRs/RMMRs?®) Inpatient CP

Post-discharge follow-up if Yes, if a medication-related issue is not Possibly, but often the accredited pharmacist No
necessary (e.g. gradual dose resolved during the MH-HiTH admission, does not have access to the medical records to
adjustments) the CP writes suggested management find out the necessary information. Although the
strategies in the discharge summary. If 7th Community Pharmacy Agreement recently
necessary, and in consultation with MH-  negotiated a provision for accredited
HiTH doctors, the CP may also directly pharmacists to conduct up to 2 follow-up
communicate with the doctor who will medication reviews after the initial HMR/RMMR.
take over patient care post-discharge

from MH-HiTH.

AACP: Australian Association of Consultant Pharmacy, CP: clinical pharmacist, HiTH: Hospital-in-the-Home, HMR: home medicines review, MH:
mental health, RMMR: residential medication management review (a government-funded medication review in residential care facilities, e.g.

nursing homes).
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3.2.5.3 Completely electronic medical record

When it was decided this new MH-HiTH service would be completely paperless, the next
decision was to choose the software to use. | was able to use my previous experience in rolling
out BPS to 5 NMHS-MH community (outpatient) clinics to demonstrate to the executive
implementation group how BPS could be used for completely paperless MH-HiTH patient
records. Because all the NMHS-MH adult community (outpatient) clinics were using BPS as their
prescribing software, the group agreed that it was appropriate to also use it in MH-HiTH. This

had several benefits:

e If the referrer was from an NMHS-MH clinic, they could see —in real time — the progress
of their patients via the notes section and any medication changes via the medication
section of BPS; and

e Psychiatric registrars rotate between health services every 6 months. If they had
previously used this software at a clinic, it would make it easier for them to adopt its use

in MH-HiTH, and vice versa.

Hence, the BPS system was used as prescribing software for medical staff, with a notes entry
section for non-medical staff. It was also decided by the MH-HiTH program implementation
committee that, based on my familiarity with the software, | would be the software

administrator for BPS for MH-HiTH.

It was also considered that | would be the best placed person (in terms of knowledge and
convenience) to train the MH-HiTH staff and provide ongoing software support — all in addition
to my CP duties. The skills | had were unique in that they were a combination of computer
software/hardware and clinical pharmacy knowledge and experience — all relating to the
specific use of BPS within the MH-HiTH setting. MH-HiTH staff found | was easily accessible at
any time (in person, by mobile phone or email) and more understanding of their software
gueries than a generic IT officer — particularly when the query related to a clinical issue. This
notion extended to all disciplines of staff: medical, nursing, OT, SW and (later) other MH-HiTH

pharmacists.

3.2.5.3.1 How BPS software was used
BPS is made by a proprietary company and it was designed to be used by GPs so it is quick and

intuitively user-friendly. All relevant patient information can be entered into the software:
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demographics, medical history, current medications and visit notes (patient clinical notes) by
the user. All staff had access to writing notes and read-only access to the rest of the profile. In
addition to writing notes, doctors had access to the prescribing function and could print
computer-generated prescriptions, pathology request forms, medical certificates and other

relevant documents using pre-set templates.

As a patient is admitted to the MH-HiTH service, | perform medication reconciliation using BPS.
If a patient is already in the BPS database, | (in consultation with the medical staff) update the
medication profile. This involves deleting previously ceased medications and adding any missing
medications to the profile. The doctors are very pleased with this situation because they do not
need to write a new medication chart (as it is superseded by an electronic medication profile)
and they do not feel the pharmacist is encroaching on their professional territory as | am not
prescribing — simply updating the medication profile in the same fashion | would annotate a

prescription or paper medication chart after consulting the prescriber.

Medication reconciliation was initially documented in the Medication Management Plan
(MMP), as per usual practice for all hospital in-patients in WA. This was then scanned and
uploaded to BPS. Within about 6 months of the inception of the MH-HiTH program, an
electronic form (eMMP) was developed by the NMHS-MH Pharmacy Drug Information and
Research Senior Pharmacist. | was the first CP to be asked to trial the pilot version of the eMMP
by completing and uploading it to BPS. The eMMP was fully integrated with the hospital Clinical
Pharmacy Management Software, saving time in avoiding duplication of data entry in the MMP
and the clinical software, and making it easier to “Print to PDF” so it could easily be uploaded to

BPS.

The concept of having a complete electronic health record was very topical at the time,
occurring before the implementation of My Health Record, the electronic medical record now
rolled out across all Australian health settings. It attracted much attention due to its innovative
nature, leading to its acceptance for scientific poster presentation at the 2014 SHPA annual

federal conference.?

That was a very productive year for NMHS-MH Pharmacy in that we presented several
conference papers at 2 conferences. In addition to the aforementioned, at the same
conference, the Chief Pharmacist and | co-presented an oral presentation describing the

establishment of the CP service to an MH-HiTH program.?? Because of the interest in the
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eMMP, another related abstract was accepted and presented as an oral presentation at the

HiTH Society of Australasia 2014 annual conference.3®

3.2.5.3.2 The benefits found from transitioning to electronic medical records

As it is a requirement by the Pharmaceutical Review Policy?® that each admitted patient must
have a complete and current medication profile, the electronic system was much easier to use,
compared to the paper medication chart-based system. Each time the prescriber made a
change to a medication and printed a prescription, BPS would automatically log the medication
profile update with a date and time stamp. However, if the doctor did not print a prescription,
they often forgot to change the electronic medication profile after giving the patient a verbal
instruction to change the dose, for example. In such cases, as the MH-HiTH CP, | would remind

the doctor to update the medication profile so it remained accurate.

Another advantage is that the medication reconciliation was done promptly and accurately by
the pharmacist and contemporaneously updated in the electronic medical record (BPS), thus
avoiding the lag time where paper medication chart would wait until the doctor next saw it to

update it.

BPS is used both by the MH-HiTH and all adult community (outpatient) MH clinics throughout
the whole of NMHS. All patient information is recorded on 1 database, so the community clinic
doctors are able to see in real time the notes and medication entered for each of their patients
who were referred to MH-HiTH. This was especially important so that if there was ever a delay
in the completion of the HiTH discharge summary, the clinic doctor already has access to their

patient’s electronic MH records on BPS.
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3.2.5.3.3 From IT support to prescribing collaboration

From the time of MH-HiTH inception, | as the MH-HiTH CP, had an additional level of access in
being able to add/edit/delete medications from each patient’s profile to ensure that the
reconciled medication list was accurately recorded in BPS. The medical staff would be

subsequently asked to review the list and make any necessary adjustment.

At the time, this process seems controversial as some pharmacists thought it may have had
elements of prescribing. But the MH-HiTH CP would never print a prescription, i.e. never
prescribe. Instead, the CP could annotate or adjust the medication list after consultation with a
doctor — in the same way a hospital inpatient CP would do with a paper medication chart. In
later years, this concern was allayed, with non-dispensing pharmacists at General Practice (GP)
Clinics doing this exact same task in their respective GP clinics, as supported by the
Pharmaceutical Society of Australia (PSA) Guidelines.?” Additionally, | provided a de-facto
information technology (IT) support role in supporting HiTH staff to use BPS. This extended
from advising on ordering a suitable printer and suitable prescription paper, to training all
levels of staff on how to use the software. It followed that | could also assist with trouble-
shooting minor software and hardware issues related to BPS. | was pleased with the BPS
support role because it often meant the doctor would request that | be present while the
doctor wrote any prescription so | could assist from a software perspective. This also afforded
me the opportunity to discuss with the doctor other aspects of the prescription before/during
its writing. The discussion, for example, could relate to the medication’s place in therapy,
formulary status, Pharmaceutical Benefits Scheme (PBS) status, cost, any dose adjustment,

guantity prescribed, any staged supply requirements and any drug interactions.

This was a significant step forward for a pharmacist to be proactively involved in this aspect of
medication management, especially being physically present to co-operate with the doctor at
the time of prescribing. This is in contrast to the some of the non-HiTH settings where a
pharmacist receives a prescription or reviews a medication chart, and if there is need,
telephones the prescribing doctor to discuss any issues therein — a retrospective approach. | felt
this unique MH-HiTH process saves the doctor time by avoiding interruption from an enquiring
dispensing pharmacist, and saves the dispensing pharmacist time from enquiring about the
prescription when they receive it in their dispensary. The doctors gave feedback that they were

happy with this arrangement, as did the patient benefit from shortened waiting times due to
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streamlining of the process. This was confirmed using an anonymous survey of the doctors

involved in the MH-HiTH service.??

On a global level, i.e. relating to the pharmacy profession at large, | felt that such an improved
collaboration between doctors and pharmacists would raise the profile of the pharmacy
profession. With a humble start in 1 program within 1 hospital, this collaboration could cause
an institutional cultural shift toward a synergistic doctor-pharmacist medication safety alliance.
This was done with the hopeful plan that future MH-HiTH programs could replicate such
synergism — first, by changing the pharmacy profession’s culture of mainly contacting doctors to
rectify prescribing errors, into the attitude of proactive discussions with doctors; and second,
by changing some doctors’ perception that pharmacists only speak to them about prescribing

problems.

3.2.5.4 The importance of appreciating practice change

The Pharmacy profession demonstrated its embrace of technology by utilising computers in
community pharmacies since 1970s and 1980s.3%3° In a similar trailblazing manner, this
hospital’s CPs have been performing discharge medication reconciliation by filling in the
medication section of the electronic discharge summary program. This commenced after a
NMHS-MH Pharmacy audit revealed that there were significantly less medication discrepancies
in the pharmacist arm versus the doctor arm of the audit. This process was endorsed by the
policy committees and approved by the executives. It has become established procedure at the
hospital since approximately 2011.%° These examples are important as they demonstrate that
the pharmacy profession can implement practice changes that lead to major efficiency gains (in
the case of computers)*! and significant improvements in medication safety (by having more

accurate discharge summary medication lists).

In a similar way, | applied this concept to medication reconciliation on admission of patients to
MH-HITH using BPS and the (then newly-developed) eMMP — another initiative produced to suit
the MH-HiTH paperless strategy. This streamlined medication reconciliation on discharge in
that the medication profile was automatically kept up-to-date during the admission, so there
was minimal medication or dose uncertainty at discharge (when compared with the old paper-

based discharge summary medication lists).
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3.2.5.5 Service evaluation and evolution

In April 2015, the NMHS-MH organisation performed an MH-HiTH service evaluation, including
reassessment of patient outcomes and safety, other KPls and cost-benefit analysis. The Model
of Care (MOC) was refined, e.g. specifying strategies to improve communication with follow-up

care post-discharge from MH-HiTH.

Concurrently, NMHS-MH Pharmacy found it timely to review our own MH-HiTH CP role. At that
time (and at later evaluations), | started to use the references in Table 3.2 as they were
published in order to further review and refine the CP role. This process added to my own
learning that any service, process or procedure needs periodic review as more information
becomes available and the environment itself (MH-HiTH in this case) evolves with time. It
appeared to me that the cultural changes in the pharmacy profession would eventually

correspondingly evolve.
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Table 3.2 Sources consulted and respective aspects considered relevant to include in the MH-

HiTH CP role
Source Description of Task(s) Relevance to Establishing MH-
Consulted HiTH CP Role

Maroney, 20154

Batagol, 202043

SHPA 2016
Clinical Pharmacy

Standards*

PSA Guidelines
for
comprehensive
medication
management

reviews*

This is a conference poster abstract
that describes the positive impact
of a psychiatric pharmacist
providing a clinical pharmacy
service to patients before they are
discharged from an inpatient unit
to an Integrated Health Home, who
is available to do home visits to
organise current medications and

remove extraneous ones.

Description of the history and
evolution of hospital pharmacy in

Australia in the 215 century.

Describes the main clinical

pharmacy activities in detail.

Step-by-step recommendations for
the medication review process and
related tasks, including an MMP

and a pharmacist follow-up review,

if required.

This reference describes a similar
MH-HiTH CP role within a similar
MH-HiTH service in New Jersey,
USA. Unfortunately, being a
conference abstract, it provided

limited detail.

This article mirrors the presented
description of the MH-HiTH Clinical
Pharmacy service history &

evolution.

An authoritative source; relevant
to CPs and may be adapted/applied

in most settings.

Many relevant processes are
described in his document,
including medication reconciliation,
identifying and addressing MRPs,
consideration to deprescribing,
MMP, communication with the

prescriber and follow-up.
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Australian
Association of
Consultant
Pharmacy (AACP)
accreditation

process3©

Tenni & Hughes,
2016°

Pre-admission
Clinic Pharmacist

Service?®

Discharge
medication

reconciliation®’

HiTH Guidelines
from different
Australian

States?*8-50

Describes the training required to
be an accredited home medicines
review (HMR) or residential
medication management review

(RMMR) pharmacist.

List all activities deemed to be

clinical pharmacy services.

Medication reconciliation and

patient counselling

Pharmacist-driven medication

reconciliation at discharge

Minimal information about

pharmacy services.

The NSW Guideline only mentions

dispensing pharmacists.*®

Flinders Medical Centre’s MH
Hospital @ Home (SA) does not

mention pharmacists at all.*°

Provides a framework describing
the tasks to perform during the
home visits and the structure of

the report back to the GP.

Helpful article in that it provided
reassurance that the tasks
performed in the MH-HIiTH had

clinical relevance.

Helps gain an insight into the
successful parts of medication
reconciliation on admission to MH-

HiTH.

Useful in considering the process of
medication reconciliation on

discharge from MH-HiTH.

Interestingly, the QLD Guideline>®
discourages HiTH in the MH
setting, but states a pharmacist
should perform medication
reconciliation on admission and
discharge from HiTH, providing a
reconciled medication list to the GP
at discharge. It also recommends
pharmacists perform TDM and
inform the HiTH MDT about high-

risk medications.
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CP: clinical pharmacist, HiTH: Hospital-in-the-Home, MMP: medication management plan, MH:
mental health, MRPs: medication-related problems, PSA: Pharmaceutical Society of Australia,

SHPA: Society of Hospital Pharmacists of Australia.
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3.2.5.6 Expansion of MH-HiTH services

In 2016, the MH-HIiTH program’s catchment area expanded to cover a larger geographical area.
Limited by the extra time required to travel to patients’ homes, |, as the MH-HiTH CP, continued
daily interaction with the team and clinical input for every patient, but | changed from visiting
every patient to only those in most need of a home medication review. This was another lesson
in adaptability. | learned | needed to further integrate my practice into the MDT. For example, |
increased my interaction with nursing staff, asking them to take with them a patient medication
information leaflet when they next saw a patient, if my time did not allow me to complete a

home-visit for that patient.

In 2016—2017, other MH-HiTH programs were established: Youth, Adult and Older Adult MH-
HiTH programs within the wider organisation. One of the programs initially did not include an
MH-HiTH CP. After an audit comparing this index MH-HiTH with the other MH-HiTH showed the
former performed better in various medication safety KPls,?* it was deduced that a CP was
needed to ensure that all MH-HIiTH programs were afforded the same standard of medication

safety.

3.2.5.6.1 SHPA standards for the roles of a CP

Many of the aforementioned CP tasks were modelled on the WA Pharmaceutical Review
Policy.?® As the service evolved, | continually worked on improving my approach to the clinical
tasks, as informed by the literature. These tasks now reflect the SHPA Clinical Pharmacy

Standards, as is concisely listed in the following excerpt from a recent article by Batagol*®:

“The following summarises the clinical pharmacy activities, as described in the SHPA 2016

Clinical Pharmacy Standards:

Medication reconciliation, assessment and review, including providing medicines information,
clinical review and documentation of interventions, including TDM and ADRs [adverse drug
reaction], facilitating continuity of medication management on transition to external healthcare
settings and to ongoing community care, prioritising clinical pharmacy services, including
training and education, participation in research, and improving the quality of clinical pharmacy

services and peer review.”
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3.2.5.7 Practice implications

3.2.5.7.1 Strengths of the MH-HiTH CP role
NMHS-MH Pharmacy have been developing the MOC document for the MH-HiTH CP service

since its inception in 2014. The most recent version, which was endorsed by management in
2019,°! details the role of the CP interspersed among the role of the other members of the MH-
HiTH MDT. This has evolved since the earlier versions,> where the section pertaining to
pharmacy services was only an appendix in the MOC document. | suspect this is reflective of the
traditional roles of pharmacists in hospitals, where pharmacists were seen as mainly involved in
supply services, but have gradually over time become more integrated within MDTs and more

involved in patient care through greater interaction and communication with the treating team.

| was very pleased to see that this integration was gaining recognition in an official document
such as the MOC — even if it was initially in a subtle way. In fact, | am glad to see the change
occur gradually as this is a cultural change for pharmacy profession; that is, for a hospital
pharmacist to venture outside of the hospital ward and continue their clinical service in the
next setting. MacAulay et al.>?> demonstrated this concept can benefit patients by reducing
MRPs as the HiTH CP collaborates with a hospital-based home care team. | feel this is progress:
rather than waiting for the opportunity to come to you, pursue a potential opportunity that

may allow you to progress to better patient care.

There are additional advantages of having a CP integrated in the team. First, as part of TDM, |
can quickly and easily access patient blood results during team meetings using my laptop. This
feature expedites the decision-making process because the information is available at the time
it is needed, rather than having to search for it after the meeting. Second, working in MH care, |
observed that MH-HiTH psychiatrists routinely refer any non-psychiatric medical issue to a GP
in the community. While this is considered good clinical practice, if the patient does not see the
GP, their physical healthcare could be inadvertently overlooked. From a medication
perspective, some psychiatrists and psychiatric nurses completely ignore any physical health
(non-psychotropic) medications the patient is taking — being thought of as general practice or
other medical specialty work. As a CP, one of my important roles is to document the patient’s
complete medication profile as part of medication reconciliation — as there may be drug-drug or
drug-disease interactions affecting the patient’s mental state. This is in addition to the obvious

matter of any potential issues relating to those physical health medications (or the conditions
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they are treating). Thus, | think that my key role is to ensure that patient is achieving the best
possible outcomes from their medications, which includes both those for the MH issues and for
their other conditions. Here, | have a responsibility to resolve MRPs, and as a CP with
knowledge beyond MH this is something that | could assist the team with. | found that
discussing medication issues with the patients and their families face-to-face during a home
visit was a major advantage in providing patient-centred care — an advantage not always

afforded to CPs in the hospital ward setting.

Accordingly, | felt | became more useful in prescribing support for psychiatrists. | often assisted
by (after consulting the team and getting permission from the team’s consultant) writing
letters, typing emails or telephone calling GPs to advise them of MRPs | had identified that they
may not have been aware of, such as benzodiazepine doctor shopping; seeing a private
psychiatrist and being prescribed dexamfetamine by them, yet this was not known to the GP; or
the patient taking a different levothyroxine dose than the GP is aware of for months resulting in
derangement in thyroid function which could be affecting their mental state. Of course, patient
confidentiality was always considered. All patients provide voluntary written informed consent
on admission to MH-HiTH that they agree to the MH-HiTH team contacting other health
providers (e.g. their GP, private psychiatrist, community pharmacy) for the sake of providing

the MH-HiTH service.

3.2.5.7.2 Cultural changes in the pharmacy profession

In amalgamating the best value-adding roles of inpatient hospital CP and accredited medication
review pharmacist, with specialist MH knowledge and experience, this unique union gave me
the privilege to utilise this multi-faceted role to offer a comprehensive clinical pharmacy service
to MH-HiTH patients and staff. Trying to institute such a role carried with it responsibility, | felt,
to present to our interdisciplinary colleagues and our patients the underutilised capabilities of
the pharmacy profession. | am grateful to have had certain IT skills that | was able to leverage
to help me firmly establish the CP role in MH-HiTH as an integral one. With genuine
collaborative team spirit, | worked hard to gain the respect and trust of my MH-HiTH

colleagues.

Hence, | saw the opportunity to bring to the attention of my pharmacist colleagues and
profession the potential benefits of changing our deeply ingrained culture of viewing practice

change as fraught with danger due to perceived barriers.>® In my case, | found myself wanting
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to do what every pharmacist is trained to do: find a procedure and follow it without any
deviation from its details. When | could not find one, and neither could any colleague or
specialist librarian (i.e. the hospital librarian and the university faculty librarian), | felt | best
seize this opportunity to integrate the pharmacy profession within such a novel setting at its
infancy stage, otherwise it may be very difficult to attempt such a feat once the MH-HiTH

program is well established without a CP.

3.2.5.7.3 Challenges for the MH-HiTH pharmacist

Like other CPs involved in home-based care, | face various challenges in performing the MH-
HiTH CP role. First, the time lost during travel between the MH-HiTH office (located in the
hospital) and the patient’s residence makes it difficult to make up the time to complete the
other allocated work tasks. | try to take my work laptop with me and when another MH-HiTH
colleague is driving (we usually do home visits in pairs for staff safety), | work on the laptop
during the travel time. Of course, this strategy has its limitations in that sometimes the
colleague prefers not to drive, so | drive instead. Also, not everyone could be expected to use a

laptop in a moving car, as some people may get motion sickness or headaches.

A challenge | faced at the beginning was not having any specific training to prepare me for such
a specialised service. In order to provide the best quality service, | felt that the pharmacist in
this role needs to have significant hospital inpatient clinical pharmacy experience in the
specialty, as well as some training in medication management reviews in the home setting.
When | undertook the accredited pharmacist training by AACP (see the description in Tables 1
and 2), | found the training helped me adapt the knowledge and skills taught in that course to
the MH-HiTH setting.

3.2.6 Potential future developments and research

While this study is a single first-person account of the events that transpired during the
establishment and evolution of the MH-HiTH CP service, it is a strongly evidence-based account
that utilised conventional and grey literature. Furthermore, the account has been reviewed and
corroborated by senior hospital staff who were also involved in the events described — most

important of whom is the first consultant psychiatrist to clinically lead this MH-HiTH service.

There remain, however, gaps in the literature that future studies could address in relation to

establishment of an MH-HiTH CP service. These include exploring the facilitators and barriers to
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the introduction of the service. Another study could examine the ideal patient to pharmacist
ratio in the MH-HiTH setting. The next study could explore how an MH-HiTH CP can
demonstrate value and is therefore a vital member of the MDT. A study that examines the level
of education or qualification are optimally needed for this role may be next, as could a study to
develop specific KPIs for benchmarking. With such evidence obtained by research, a
pharmacoeconomic study could then be undertaken to evaluate the cost-benefit of such a

pharmacy service.

3.2.7 Conclusion

The process of starting a new service is challenging when there is little guidance from the
literature about how to approach it. Drawing parallels to other similar pharmacy services
helped in developing this MH-HiTH CP role, culminating in a combination of inpatient CP

services with home medication reviews. Combining such strategies has been helpful in

instituting a new service and monitoring/auditing its performance over time.

As the MH-HiTH program evolved, so did the MH-HiTH CP role, along with my own learning
experiences in learning to be proactive and learning to adapt to a new practice setting. Defining
such a new pharmacist role was certainly challenging, but the experience was positive in
increasing the role’s integration into the MDT as the team itself evolved. Difficulty in finding
guidance in the literature was a lesson in becoming part of the solution by filling the evidence
void. In being part of this service evolution, | have observed the change in the culture of the
pharmacy profession in adapting pharmacy practice to novel practice settings, such as MH-

HiTH.

By sharing my experience in evolving with this new service, | believe this paper presents
relevant background to any CP embarking on such a new role. It is hoped the experiences
shared in this paper will stimulate interest to further the development and research in MH-

HiTH Clinical Pharmacy services.
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4.1 Introduction to the manuscript

This chapter provides a quantitative evaluation of the key performance indicators (KPIs) relating
to medication safety in the MH-HiTH setting. Two comparable MH-HiTH sites were chosen, one
with a CP and one without, in order to test the hypothesis that the presence of a CP improved

medication safety KPls.

The in-text citations used in this chapter are in the format specified by the International Journal
of Clinical Pharmacy, where this study was published. This citation style uses brackets for in-
text citations, rather than the superscripts used for in-text citations in the remainder of this
thesis. The bracket in-text citations were used in this chapter to reflect the way it was published

in the journal.

The International Journal of Clinical Pharmacy specifies that numbers less than ten are to be
written in Arabic numerals, rather than the convention of writing them in words. Accordingly,
the article presented in this chapter conformed to this requirement in the published version

and in this thesis chapter.

The data collection instrument that was used in this study is in Appendix 4.1.

4.2 Publication

4.2.1 Abstract

Background Integration of clinical pharmacists into multidisciplinary Mental Health Hospital-in-
the-Home teams is increasing but little is known about the medication safety contribution

these pharmacists make.

Aim To evaluate whether clinical pharmacist involvement in a Mental Health Hospital-in-the-
Home service improved medication safety key performance indicators compared to a similar

service without a clinical pharmacist.

Methods Medical records were retrospectively reviewed of all patients admitted to 2 Western
Australian Mental Health Hospital-in-the-Home services from September to November 2015.
Site 1 was a 16-bed service incorporating a clinical pharmacist as part of its multidisciplinary
team. Site 2 offered usual care in a similarly structured 18-bed service but without clinical

pharmacist involvement. The primary outcome measure was completion of medication safety
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key performance indicators obtained from the Western Australian Government Pharmaceutical

Review Policy and mental health-specific best practice guidelines.

Results Key performance indicators from Site 1 (n=75 records), which incorporated a clinical
pharmacist, demonstrated significantly (p<0.001 for all analyses) higher rates of completion of
medication reconciliation [65 (87%) versus 17 (29%)], accurate adverse drug reaction list [73
(97%) versus 34 (58%)], accurate discharge medication list [51 (74%) versus 18 (45%)], accurate
medication profile [74 (99%) versus 40 (68%)] and medication chart review [74 (99%) versus O

(0%)] than Site 2 (n=59).

Conclusion Integrating a clinical pharmacist into a Mental Health Hospital-in-the-Home program

significantly improved achievement of medication safety key performance indicators.

4.2.2 Keywords

Clinical pharmacist, Hospital-in-the-Home, hospital-based home care, medication safety,

medication reconciliation, mental health

4.2.3 Impact on Practice

e Integration of a clinical pharmacist into a Mental Health Hospital-in-the-Home service
better facilitated the achievement of medication safety key performance indicators
compared to a service without a pharmacist.

e Further research is required to optimise the clinical pharmacist’s role in patient counselling
and prescribing support within a Mental Health Hospital-in-the-Home.

e With the rapid increase in implementation of Hospital-in-the-Home service models
associated with the COVID-19 pandemic, these findings support integrating a clinical

pharmacist in a Mental Health Hospital-in-the-Home program.

4.2.4 Introduction

Hospital-in-the-Home (HiTH) is a care model where a patient is treated by hospital clinicians in
the comfort of the patient’s home [1]. The HiTH model may also be known by other names,
such as home (health)care teams [2] and home hospitalisation [3]. In this setting, as in all care
settings, a range of medication-related problems (MRPs), errors and discrepancies can occur. In
the specialised area of mental health (MH), MH-HiTH programs support the patient in all

130



aspects of their treatment, including non-MH medical issues and psychosocial issues [4, 5]. Care
is provided by a multidisciplinary team (MDT) consisting of a consultant psychiatrist, a
psychiatric medical officer, a clinical nurse, a social worker, an occupational therapist and a
clinical pharmacist (CP). An important part of the CP role is to optimise medication use and
support patient adherence. Daily medication review, accurate adverse drug reaction (ADR)
documentation, patient counselling and therapeutic drug monitoring (TDM) are some of the
strategies employed by the CP in the HiTH setting to improve medication safety and contribute

to better patient outcomes [6].

Another prominent CP task within the MH-HiTH setting is medication reconciliation on
admission and discharge from the MH-HiTH program. HiTH is a critical point of transition of
care [7], be it from hospital to home (via MH-HiTH), or from home to MH-HiTH, enabling the
patient to be discharged earlier from a physical hospital bed or avoid physical hospitalisation,
respectively. Unintentional changes to patients’ medication regimens often happen during such
transitions of care [8]. Suboptimal communication between health professionals, and patients
or care facilities can lead to medication errors and adverse drug events. Transition of care is the
point where a large proportion of preventable medication-related adverse outcomes occur.
Medication discrepancies, where there are differences between the medications the patient is
prescribed and those they are actually taking, are especially common; these have been
reported to affect 55.9% of patients [8]. A systematic review by El Morabet et al. found that
between 5 and 87% of hospital readmission rates were caused by preventable MRPs [9], and

that pharmacists were demonstrated to reduce this harm [10].

The benefits of clinical pharmacists in reducing medication-related harm have been clearly
demonstrated across a range of healthcare settings [10-12], although most commonly in the
hospital inpatient setting [13—15]. These benefits have included: reducing medication errors
during transition of care; detecting and addressing MRPs; providing patients and their
families/carers with verbal and written medication information to improve their engagement
with, and outcomes of, their treatment; and optimisation of medication therapy in
collaboration with the medication prescriber [16, 17], with recent evidence extending to
psychiatric settings [18, 19]. As psychotropic medications are recognised as high-risk
medications [20], the Australian Commission on Safety and Quality in Health Care has

recommended further adaptation of existing clinical pharmacy services to MH settings to
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improve medication safety in MH [21]. Although not explicitly defined in this context,
medication safety could be defined as optimal use of medications, with appropriate TDM, so as

to provide the best benefit, least side-effects and prevent medication-related harm [21].

With the integration of a CP, HiTH can provide important services across a variety of medical
specialties, such as infectious diseases, cardiology and respiratory medicine [22—-25]. MH-HiTH
has evolved in recent times as a “non-traditional” practice setting for CPs. While there has been
recent evidence to demonstrate the value of CP home visits on improving patient outcomes
[26] and other robust evidence to demonstrate the utility of CP interventions in improving
clinical outcomes in patients with severe and persistent mental illness [27], there is still a gap of
published evidence relating specifically to the MH-HiTH setting [21], which involves elements of
both home visits and other pharmacist interventions in people with mental illness. Hence this
study was undertaken to compare achievement of medication safety key performance

indicators (KPIs) between 2 similar MH-HiTH programs: 1 incorporating a CP and 1 without.

4.2.5 Aim

This study aimed to evaluate whether CP integration within an MH-HiTH program improved

measures of patient safety, by focusing on achievement of medication safety KPIs.

4.2.6 Methods

4.2.6.1 Study design

This retrospective cohort study involved review of patient case notes from comparable,
government-subsidised MH-HiTH programs at 2 separate sites. Site 1 was a 16-bed MH-HiTH
program which had an integrated CP within its MDT and, for the purposes of this study, was
considered the “intervention” arm. Site 2, the “control” arm, was an 18-bed MH-HiTH program
that did not have any CP involvement. In each program, the patient was visited at least once
daily by an MH-HiTH clinician, including a psychiatrist, psychiatric medical officer or nurse, to
monitor their mental state and adjust medications where necessary. Intended length of stay
(LoS) was 14 days, with some flexibility according to clinical response and patient choice. Any
precipitating psychosocial factors were referred to appropriate services for longer-term follow-

up. The 2 sites also had the same governance structure, policies and procedures, KPls, as well as
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similar patient demographics, diagnoses and level of illness acuity, size and clinician-to-patient

ratios. At both sites, all patients were between the ages of 18 and 65 years.

In Site 1 only, the CP visited the patient once during their MH-HiTH admission to perform a
medication review at the patient’s home. The CP had extensive inpatient MH clinical pharmacy
experience and clinical pharmacy postgraduate qualifications. During the MH-HiTH admission,
the CP also conducted medication reconciliation on admission and discharge, reviewed the
medication chart daily, documented any ADRs and provided patient counselling and
therapeutic drug monitoring (TDM), as well as prescribing support for doctors and medication
information support for other clinicians. All patients had unlimited access to the CP via

telephone during their admission.

Based on the assumption that medication reconciliation would be undertaken for 90% of
patients receiving care at Site 1 and 40% at Site 2, a sample size calculation estimated that 18
patients in each group would be statistically adequate for 95% power at the 95% confidence

level [28].

4.2.6.2 Data collection

Case notes of all patients admitted to each site from 1 September 2015 to 30 November 2015
(n=120 at each site) were requested from the hospitals’ medical records departments. This 3-
month period was chosen as it was soon after formation of each MH-HiTH program and
alignment of their KPIs. The same 3-month period was chosen for both sites to minimise

confounding.

Data were collected in August 2017 by tabulating the KPIs listed in Table 4.1 using Microsoft
Excel® 2013 (Microsoft Corporation, Redmond, Washington, USA). To minimise bias, 2
experienced MH CPs simultaneously collected the data, with 1 CP being independent of direct
service provision. Patient characteristics, including gender, LoS and source of admission were
recorded, and activities were recorded as having occurred (Yes) or not (No). Records were
reviewed chronologically at each site. If the complete patient paper record (commonly known
as patient case notes) was missing or unavailable at the time of data collection, it was excluded.
If the patient paper record was present but incomplete, hospital electronic records were used

to obtain relevant information wherever possible.
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4.2.6.3 Outcome measures

The primary outcome measure was achievement of medication safety KPIs, as detailed in the
2007 WA Health Pharmaceutical Review Policy [29], which was current at the time of admission
of patients to this study. These KPIs remain relevant as, when the 2007 Policy was updated, the
same KPIs were incorporated into its replacement, the 2019 WA Medication Review Policy [16].
These KPIs were supported in the literature as surrogate outcomes for medication safety. For
example, it is well-established in the literature that medication reconciliation reduces MRPs
and, therefore, improves medication safety [30]. These KPIs are defined in Table 4.1. MH-
specific KPIs were also evaluated; these included prevalence of psychotropic polypharmacy and
high-dose psychotropic prescribing, as increasing prevalence of these is associated with
increasing adverse effects, and clinically appropriate minimisation is recognised as part of

medication optimisation [31].

Table 4.1 Medication safety key performance indicators

KPI2 type KPl name Definition
1. Medication Presence of documentation to demonstrate the
reconciliation on performance of medication reconciliation on
admission admission/transfer to the MH-HiTH® program.
2. Medication Presence of documentation demonstrating more
reconciliation using than 1 source was consulted during medication
more than 1 source reconciliation (e.g. GP¢ list and community

Pharmaceutical

Review Policy pharmacy history).

3. Current medication  Presence of documentation demonstrating an
profile documented accurate medication profile was kept current for

the patient during their MH-HiTH admission.

4. Daily medication Presence of documentation demonstrating the

chart review medication profile was reviewed daily.
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5. Provision of patient
medication

information

6. Presence of a
medication list in the

discharge summary

7. The medication list
in the discharge
summary matches the

discharge script

Presence of documentation demonstrating the
patient was provided verbal and/or written

medication information.

Presence of a medication list in the discharge

summary filed in the notes.

Absence of discrepancies between the discharge
summary medication list and the prescription

written on discharge from MH-HiTH.

Mental Health

8. Discharged on
multiple psychotropic

medications

The discharge summary indicates the patient
was prescribed more than 1 psychotropic
medication from any particular class

concurrently, e.g. more than 1 antipsychotic®.

KPls
9. Prescribed high The discharge summary indicates the patient
dose psychotropic was prescribed a psychotropic medication above

its maximum licensed dose as listed in MIMS®,

10. Adverse drug Presence of documentation of the patient’s
reactions list adverse drug reaction list (or that there are no
documented known drug allergies).

Patient Safety 11. Prescribed a Documentation indicating that during the MH-

KPls

medication listed on
that patient’s adverse

drug reaction list

HiTH admission (or on the discharge
prescription), the patient was prescribed a
medication listed in their adverse drug reaction

list.

2 KPI: key performance indicator
® MH-HiTH: mental health Hospital-in-the-Home

¢ GP: general practitioner

135



4 As referred to in the Maudsley Prescribing Guidelines in Psychiatry [31]

4 MIMS: an Australian official medication information database [32].

136



4.2.6.4 Data analysis

Data were transferred into IBM SPSS® Statistics Version 27 (IBM Corporation, Armonk, New

York, USA) for analysis. Descriptive statistics were reported. Chi-square tests, with 1 degree of
freedom, were used to assess the relationship between the integration of a CP in the MH-HiTH
MDT and the medication safety KPIs. If chi-square test assumptions were not met, the Fisher’s

Exact Test was used. A p-value of < 0.05 was considered statistically significant for all analyses.

4.2.7 Results

During the study period, a total of 92 patients were admit ted to Site 1, and 80 to Site 2. Due to
missing or incomplete records, 17 records were excluded from Site 1 and 21 from Site 2. This
left 75 records eligible for analysis for Site 1 and 59 for Site 2. The patients’ characteristics are
summarised in Table 4.2. There were no statistically significant differences between the sites in

terms of patient gender, LoS and admission source.

Table 4.2 Characteristics of the study patients

Site 1 [n, (%)] Site 2 [n, (%)] p-value
Characteristic
(N=75) (N=59)
Gender 0.49
Male 25 (33%) 24 (41%)
Female 50 (67%) 35 (59%)
Median LoS? in days (IQR®) 14.0 (3) 14.0 (4) 0.146
Admission source 0.334
Community 25 (33%) 13 (22%)
ED® 20 (27%) 20 (34%)
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Inpatient 30 (40%) 26 (44%)

@ LoS: length of stay
b|QR: interquartile range

¢ ED: emergency department

Overall, medication safety KPls were achieved for a high proportion of patients in Site 1, though
their completion was highly variable across the different activities for Site 2. There were
statistically significant differences between Sites 1 and 2 in relation to documented medication
reconciliation on admission (87% versus 29%), medication reconciliation using more than 1
source (83% versus 0%), complete medication profile (99% versus 68%), chart review (99%
versus 0%), discharge medication list matching the script (74% versus 45%) and presence of an

ADR list (97% versus 58%); all p<0.001.

Conversely, Site 2 demonstrated a higher rate than Site 1 in providing patient medication
information (63% versus 21%, p<0.001), and a lower rate of prescribing high dose psychotropics
(7% versus 24%, p=0.010). Figure 4.1 illustrates the data collection process, which is followed by

the performance of each study site for each KPI as displayed in Table 4.3.
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Table 4.3 Summary of the medication safety key performance indicators between the 2 sites

Medication Safety KPI?

1. Medication reconciliation on admission

2. Medication reconciliation using more than 1 source
3. Current medication profile documented

4. Daily medication chart review (Site 2: N=58°)

5. Provision of patient medication information (Site 1:

N=73¢)
6. Presence of a medication list in the discharge summary

7. The discharge summary’s medication list matches the

discharge script (Site 1: N=69; Site 2: N=40)¢

8. Discharged on multiple psychotropic medications (Site 1:

N=69; Site 2: N=40)¢

9. Prescribed high dose psychotropic (Site 1: N=74; Site 2:
N=58)¢

10. Adverse drug reactions list documented

11. Prescribed a medication listed on that patient’s adverse

drug reaction list

Site 1 Site 2

p_
n (%) n (%)

value
(NP=75) (NP=59)
65(87) 17(29) <0.001
62(83) 0(0) <0.001
74 (99) 40(68) <0.001
74 (99) 0(0) <0.001
15(21) 37(63) <0.001
74 (99) 58(98) 1.000
51(74) 18(45) <0.001
5(7) 2 (3) 0.735
18 (24) 4 (7) 0.010
73(97) 34(58) <0.001
5(7) 0(0) 0.067

a KPI: key performance indicator

b N: Total patient number for that site unless otherwise stated

¢ Patient(s) not taking any medication while admitted to HiTH so not required
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4 No script given to patient on discharge

® No medication-related information available in the case notes

Area mental health services

Site 1 Site 2
(Intervention arm) (Control arm)
Number of admissions: Number of admissions:
120 120

A y
Missing Records reviewed: Records reviewed: Missing
records 75 59 records

(excluded): (excluded):
45 61

Figure 4.1 Flow chart of the data collection process
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4.2.8 Discussion

4.2.8.1 Statement of key findings

To our knowledge, this is the first study to evaluate the contribution of a CP to medication
safety within an MH-HiTH program. While CP home visits improve patient outcomes [26] and
CP interventions improve outcomes specifically in patients with severe and persistent mental
illness [27], there is still no published evidence of the value of the CP in MH-HiTH setting, which
involves various pharmacist interventions including home visits. This study found that the MH-
HiTH program incorporating a CP had a higher rate of achievement of most medication safety
KPlIs evaluated than the MH-HIiTH program without a CP. The higher rates of completion and
documentation of medication safety KPIs in the MH-HiTH including the CP may be explained by
the explicit focus of this role on medication management. While other clinicians can undertake
medication safety activities, these are not their main clinical priority and they are not
necessarily trained to undertake them in a comprehensive, systematic manner [11]. Therefore,
inclusion of a CP in the MDT who was trained in the provision of CP services in a hospital setting
(and could therefore translate them to this new clinical setting), who was familiar with the use
of the medication management plan (MMP) [33], and whose role was solely focused on

medicines management, facilitated prioritisation of these activities.

4.2.8.2 Strengths and weaknesses

A strength of this study was that simultaneous data collection by 2 experienced CPs reduced
possible bias and ensured comprehensive review of patients’ medical records and KPIs.
Additionally, the 2 services were very similar in their characteristics (as displayed in Table 4.2),
apart from CP integration, imparting confidence that the differences observed were due to the
CP’s involvement; however, unrecognised differences between the study cohorts cannot be
completely discounted. While the study demonstrated strong associations between the
presence of a CP on the MH-HiTH MDT and the achievement of medication safety KPlIs,
causality cannot be proven given the retrospective study design. A further weakness was
reliance on documentation in patients’ medical records to collect the data, with the risk that
certain tasks may have been performed but not documented. Another weakness is that

medication safety was not directly assessed; instead, medication safety KPIs were used as
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surrogate measures for patient outcomes. While these data originated from 2015, they were
collected during a unique time period, in which there was an opportunity to compare 2 similar
MH-HIiTH programs—one with a CP and the other without a CP. Shortly after the conclusion of
this study, a CP was integrated within the Site 2 MDT, where the CP role continues at that site.
At the time of publication, both study sites remain largely unchanged in their model of service.
Accordingly, this study’s data continue to offer important objective evidence of the benefit of a
CP in the MDT, which has contributed to CP integration into all MH-HiTH services within the

authors’ local health services.

4.2.8.3 Interpretation

Importantly, this study highlighted the strong association between the presence of a CP and the
achievement of medication safety KPls at transitions of care, particularly medication
reconciliation between the medication list in the discharge summary and the prescription on
discharge. Tong et al. [34] showed in a randomised controlled trial (RCT) that integrating a CP
within a general medical inpatient treating team, with the responsibility to complete a
medication management plan within the discharge summary, reduced medication errors in
those discharge summaries. During the study, Site 1 utilised a similar procedure to that in Tong
et al.’s study in that the MH-HiTH CP completed the medication sections of the discharge
summary; this practice continues at the time of publication. While the level of agreement
between the discharge medication list and discharge prescription at Site 1 was 74%, and
significantly higher than at Site 2, this was less than expected, potentially due to unplanned
patient discharges on weekends, when there was no clinical pharmacy service available. This
issue has subsequently been partially addressed by the MH-HiTH CP completing the discharge
medication list 2 days before the planned discharge date then rechecking it on the day of

discharge (if it is a weekday).

Despite evidence of significantly improved achievement of several medication safety KPIs at
Site 1, there were some areas where CP integration did not appear to result in improved
performance. For example, Site 2 had a higher rate of provision of patient medication
information. This may have reflected a difference in documentation, rather than completion of
this activity, due to the presence of a checklist containing a check box for providing patient

medication information in Site 2 patient records. Furthermore, the CP’s competing work
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commitments precluded counselling of every patient during home visits, and provision of

written patient medication information by other clinicians was inconsistently documented.

Site 1 also had a significantly higher rate of high-dose psychotropic prescribing compared to
Site 2 (24% versus 7%, p=0.010). This may be explained by the higher level of iliness severity in
Site 1 or differences in the patients’ pre-admission medication history, although this was not
evaluated in this study. It is recognised that severe, treatment-resistant mental illness may
require the use of either high-dose or combination psychotropic therapy [31]. CPs have a
potential role in supporting prescribers in the monitoring and potential rationalisation of high

dose psychotropic therapy; this requires further investigation in the MH-HiTH setting.

On face value, the rate of prescribing of a medication listed on a patient’s ADR list at Site 1 is a
concerning finding. Upon further review, it was found that all 5 patients (7%) had no ill effects,
as the ADR was of a mild nature, and the patient consented and was able to tolerate the
rechallenge. For example, a patient whose ADR list stated “quetiapine causing sedation” agreed
to retrial it at lower dose—the retrial was successful and the ADR documentation was revised
to “quetiapine previously caused sedation on 25 mg nocte—tolerated rechallenge with 12.5 mg
nocte”. This case highlights the importance of documenting the nature of the ADR, so if
rechallenge is ever considered, it can be done judiciously. This further suggests that the CP

actually improved prescribing by rationalising previously suboptimal ADR documentation.

4.2.8.4 Further research

A recent systematic review by Abbott, et al. [26], reviewing RCTs from various settings but none
relating to mental health, found no evidence that pharmacist home visits to patients at risk of
medication-related problems improved hospital admission or mortality rates; Abbott, et al.
remarked that medication-related hospital admissions would have been a more appropriate
outcome measure. Yet, a more recent systematic review by Ng et al. [27] found that
pharmacist-led interventions improve MH patient outcomes. Even though this systematic
review searched for RCTs from all healthcare settings, none from MH-HiTH were presented in
it. A future study could, therefore, investigate the effect of CP integration in an MH-HiTH
program on patient outcomes, including medication-related hospital readmission rates and ED
presentations, utilising the recently developed prescribing safety indicators specific to MH [35].

Werremeyer et al.’s recent review found that the most common factor associated with
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improving outcomes for patients with psychiatric and neurological conditions was
incorporation of an MH CP into an MDT in predominantly inpatient, outpatient and clinic
settings [36]. Future research could explore a novel approach to collect data on how a CP
integrates into an MH-HiTH MDT to improve patient care by proactive discussion with MDT
members, rather than making retrospective interventions. Given workload pressures, another
future study could compare the efficiency of student pharmacists [37] and technicians [38] in

conducting the medication reconciliation process.

4.2.9 Conclusion

The MH-HIiTH program incorporating a CP had statistically significant improvements in
achievement of various medication safety KPIs compared to the program without a CP. Given
the paucity of research in this area, this study provides an important contribution to
understanding the role of a CP in the setting of MH-HiTH. With the current trend of increasing
implementation of MH-HIiTH programs, these findings support the value of CP integration as an
important medication safety initiative. Future studies are needed to evaluate the impact of CP
integration in this setting in improving patient outcomes, including reducing medication-related

hospitalisation rates and ED presentations.
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5.1 Introduction to the manuscript

This chapter completes the final step in Arksey and O’Malley’s scoping review framework by
elucidating stakeholder perspectives on the role of the CP within the MH-HiTH MDT. In this
chapter, the clinicians, patients and carers of the MH-HiTH service provided their views relating

to services provided by the CP to MH-HiTH.

The participant information sheet for patients is in Appendix 5.1; the one for clinicians is in
Appendix 5.2. Participant consent forms for this study are in Appendix 5.3 (for patients) and

Appendix 5.4 (for clinicians).

5.2.1 Abstract

Introduction

In the relatively recently developed healthcare setting of mental health (MH) Hospital-in-the-
Home (HiTH), patients are treated in their home by hospital clinicians, including a hospital
clinical pharmacist (CP) conducting a home medication review. Little is known about
stakeholders’ perceptions of the CP service.

Aim

To elicit stakeholders’ views (patients/carers and clinicians) of an MH-HiTH clinical pharmacy

service.

Methods

Semi-structured interviews with 12 patients (and carers) and 12 clinicians. Audio-recorded
interviews were transcribed verbatim then analysed thematically utilising an inductive

approach using NVivo® software.

Results

Patient/carer and clinician interviews revealed both similarities and differences in their views of
the benefits and limitations of, and suggested improvements to the CP MH-HiTH service. There
were three patient/carer themes - the CP being a valuable member within the multidisciplinary
team (MDT), that the CP bridged the gap to other health services and the value of the CP’s
medication review during a home visit. Clinicians discussed the breadth of contribution of the

CP to the MH-HiTH MDT, and limitations due to the CP’s accessibility, availability and flexibility.
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Conclusion

MH-HITH clinicians expressed their appreciation of the benefits of CP integration into their
MDT. Patients and carers also spoke about the value of the CP in the MH-HiTH setting, even
though some were not fully aware of the full extent of the CP’s role in this setting. More
research in the MH-HiTH setting may help elicit strategies to better inform the public of the
contribution of CPs to best patient care through optimal medication safety and management,

and improve collaboration with community-based health providers at the continuum of care.

5.2.2 Keywords

Clinical pharmacist, Hospital-in-the-Home, mental health, qualitative analysis, health

stakeholder, HiTH
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5.2.3 Introduction

In 2019-20, there were over a quarter of a million overnight admitted mental health-related
hospitalisations in Australia, 62.7% of which involved specialised psychiatric care.! One strategy
to provide timely, cost-effective MH support to Australians has been the establishment of
Mental Health Hospital in the Home (MH-HiTH) programs. Without the need for physical
hospital beds, MH-HiTH services allow hospital clinicians to utilise the patient’s home as a
“virtual bed”. The general HiTH concept has been reported to be cost-effective from a health
funding perspective and significantly improve patient safety and satisfaction,? and there is
some literature on staff and patient perceptions of non-MH-HiTHs.>* However, it is rare to find
published literature describing MH-HiTH services, and in particular, stakeholder views on the

service.”

Within MH-HiTH programs, medication management and safety may be facilitated by a
specialist MH-HiTH clinical pharmacist (CP).® It is recognised that discrepancies between the
medications that a patient is prescribed on admission and what the patient actually takes at
home increase the odds of readmission to an emergency department.” It has been previously
shown that a HiTH clinical pharmacist is well-suited to identify and resolve such medication-
related discrepancies and other medication-related problems (MRPs) in other HiTH settings.??®
More recently, we demonstrated the impact of a CP integrated within an MH-HiTH program on

the achievement of key medication safety key performance indicators.®

The concept of integrating a CP into a non-dispensing health service is relatively new to the
pharmacy profession itself, as well as other health professionals and the general public, the key
stakeholders of such a service. The Medical Research Council framework for developing and
evaluating complex interventions highlights the value of stakeholder involvement in
evaluation.? It states that evaluation is more than investigating whether an intervention works,
as was demonstrated in our medication safety study®, but involves “a broader range of
guestions including identifying what other impact it has, theorising how it works, taking
account of how it interacts with the context in which it is implemented, how it contributes to
system change, and how the evidence can be used to support decision making in the real
world.”1% With little guidance from the published literature, exploring stakeholders’

perspectives on a new pharmacy service within an MH-HiTH has the potential to inform of its
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perceived potential value and limitations, paving the way for service improvement and

identifying areas requiring further research.

5.2.4 Aim

The aim of this study was therefore to explore the perceptions of two stakeholder groups, MH-
HiTH clinicians and patients/carers, regarding the clinical pharmacy service to an MH-HiTH
program. The objectives included exploration of the benefits and limitations of the service, as

well as any potential service improvements.

5.2.5 Methods

Ethics approval was obtained from the North Metropolitan Health Service — Mental Health,
Public Health and Dental Services Human Research Ethics Committee (NMHS-MHPHDS HREC)
(RGS0000000186) and the Curtin University HREC (HRE2017-0498).

A qualitative study involving semi-structured interviews and utilising a phenomenological
approach was used to explore the views of stakeholders on receiving a clinical pharmacy service
in one MH-HIiTH program based in a specialist MH public teaching hospital in Western Australia.
As there has not been any prior exploration of stakeholder perspectives of the clinical
pharmacy service in an MH-HiTH setting, the study methodology was informed by other studies
of pharmacists in novel settings.''3 This MH-HiTH program treats adults aged 18 to 65 years,
has a 14-day admission timeframe, multi-disciplinary team (MDT) involvement and a
comprehensive clinical pharmacy service that has been recently described in detail.}* The MH-
HiTH program, with an integrated CP service, was initiated in April 2014. This qualitative study

was undertaken in September 2017.

Stakeholders included current inpatients of the MH-HiTH program, their carers and MH-HiTH
clinicians (doctors, nurses and other health professionals, including the only other CP) working
within the MDT. Stakeholders were invited to participate (patients in person, and clinicians via
email) and those who agreed provided informed consent. Patients were purposively selected?®
to ensure they had been assessed by the treating MDT as unlikely to be distressed by the
interview. All MH-HiTH clinicians were invited to participate. Twelve patient and 12 clinician

interviews were planned, based on the literature indicating saturation of themes occurs at a

156



sample size of approximately 24 participants'® and the researchers’ experience of commonality

between the perceptions of the two stakeholder groups.

Participation in this study was voluntary. Potential participants were invited to participate in
the study, while being informed that neither participation nor non-participation would have
any negative consequences for them. All potential participants were provided with a Participant
Information Sheet explaining the aims of the study and their role. If a participant agreed, they
were asked to provide written informed consent by signing a Participant Consent Form.

Participants were free to withdraw from the study at any time.

The interviews were conducted by the PhD candidate (M.F.), an experienced male CP who was
also responsible for delivering clinical pharmacy services to the MH-HiTH. Each patient (with
their carer, if applicable) was interviewed in their own home. Some were interviewed prior to
their scheduled home visit by the CP; others were interviewed after the home visit. The timing
of the interview depended on patient and clinician availability and agreement. Each clinician
was individually interviewed in a private room within the MH-HiTH office. Interviews were
guided by the Interview Guide for patients (in Appendix 5.5) and clinicians (in Appendix 5.6)
These were developed informed by the literature®1”:18 and discussion with the research team,
who all had experience in qualitative research. Each participant was interviewed once only.
Interviews were of 20—-30-minute duration, audio-recorded, transcribed verbatim then coded
and analysed thematically utilising an inductive approach?®® using NVivo® 12 Plus qualitative
data analysis software (QSR International Pty Ltd, Chadstone, Victoria, Australia).?° In order to
establish qualitative rigour and credibility, the analysis was validated by adopting a consensus
among the research team.' The researcher analysed the data independently and this was
validated by academic and clinical senior colleagues (L.C. and V.P.). The COREQ checklist (see

Appendix 5.7) was used to guide the reporting of the methods and results.?!

5.2.5.1 Patient safety consideration

The safety of all patients” mental state was a paramount consideration. To ensure this study did
not adversely affect any patients’ mental state, they were first thoroughly assessed by a senior
MH clinician using an 8-page assessment document. This is part of the usual admission process
so it was not too onerous for the patient. The patient was then seen by a doctor from the MH-

HiTH MDT to further assess their mental state and decide on a treatment plan. Before inviting
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each patient to participate, the researcher first checked the patient’s suitability by asking the
patient’s specific case manager (who is a clinician, i.e. a doctor, a clinical nurse or an allied
health professional). If deemed suitable, the researcher asked the patient’s case manager to
invite them to participate. When a patient agreed to participate in the study, they gave
informed consent. It was impressed upon the patient that agreeing or disagreeing to participate

would not affect their MH-HiTH treatment in any way.

Each time the researcher went to a patient’s home to interview them, a HiTH clinician
accompanied the researcher on the home visit. The HiTH clinician did not participate in the
interview. Their presence in the interview room was to reassure the patient and be on standby,
in case the patient became distressed and required the clinician’s help to manage this distress.
The patient was given free choice to terminate the interview at any time. All patients and carers
were interviewed during the course of the patient’s MH-HIiTH admission. Accordingly, after the

interview, the clinician briefly spoke to the patient as part of their normal home visit routine.

Patients were given the option whether they wanted their carer to also attend the interviews. If
the patient wanted the presence of their carer, the patient was given the choice whether they
wanted the carer to participate in the interview or be simply present without participating.
With the patient’s consent, if the carer chose to participate, they were also asked to give
informed consent to be part of the study. Every patient was given these options. No

participants declined to participate after their initial agreement.

Due to the vulnerability of the patient participants, transcripts were not returned to the

participants for comment and member checking was not undertaken.

5.2.6 Results

5.2.6.1 Patient and carer stakeholders

Twelve patients and one carer completed interviews as planned, with none withdrawing from
the study. Saturation of themes was achieved by the end of the twelfth interview. The patient
participants’ demographics are summarised in Table 5.1. Fig. 5.1 is an illustrative
representation of the main themes identified. The themes were the perception of patients and

carers that CPs provided a valuable service as part of the MH-HiTH MDT, that CPs were
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beneficial in bridging the gap to other health services and that CPs provided a valuable

medication review service during their home visit.

Table 5.1 Patient demographics

Patient | Age Gender | Profession | Psychiatric Visited by the HiTH
group Diagnosis pharmacist before the
(years) research interview?
1 45-60 | F Housewife | Depression No
2 18-30 | F Not stated | Not stated No
3 30-45 | M Labourer Borderline No
personality disorder

4 30-45 | F Boat Bipolar disorder No

skipper
5 30-45 | F Journalist Bipolar disorder Yes, during a previous

HiTH admission
6 30-45 | M Plumber Bipolar disorder Yes
7 >60 F Housewife | Schizoaffective Yes
disorder

8 45-60 | F Housewife | Schizophrenia Yes
9 45-60 (M Not stated | Schizophrenia Yes
10 45-60 | F Secretary Bipolar disorder Yes
11 30-45 | M Mine Psychosis Yes

surveyor
12 45-60 | F Assistant Schizophrenia Yes

tailor
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Figure 5.1 Themes describing the CP emerging from patient/carer interviews

5.2.6.1.1 Theme 1: Valuable member within the MDT

The patient participants almost universally reported high levels of satisfaction with the CP
within the MH-HiTH. This was aligned with generally positive perceptions of the MH-HiTH

service as a whole:

"I do recommend HITH because, like | say | have had it with my son and | have had it for

myself and | have found them to be really good." (P1)

Both the personal and professional attributes of the pharmacist(s) seem to have contributed
significantly to this positive impression, with the pharmacist(s) described as helpful, pleasant,

knowledgeable and thorough:
"I find them really, really helpful." (P4)
"He was very pleasant. Pleasant yes. | think we got on quite well together." (P10)

"Very knowledgeable in what he was talking about." (P3)
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Patient stakeholders also highlighted positive contributions of the pharmacist to the overall
success of the MH-HiTH as a team. The multidisciplinary approach, where each member
contributed to patient care, rather than practicing in isolation, was perceived as important by

patients, and the pharmacist was seen as an essential member of this team:
"So that’s good to know that people are communicating about my care." (P5)

"So you know like people say different things at times, better to have an opinion of many

rather than just one." (P2.1)
"I' think it’s a good way to set up a chain of command sort of thing." (P6)

"To not have a pharmacist on the team [pause]. | think... | think it’s essential [to have

onel." (P1)

The CP role was valued to the point that the need for additional pharmacists was recognised:

"I understand there is a lot of patients and limited resources." (P5)

Given the pivotal role of medicines in the management of mental health disorders, and the
pharmacist’s role as the ‘medicines expert’, it was interesting that there were conflicting
perceptions among the patient participants on the transparency, neutrality and accountability
of the pharmacists’ role (including in relation to medicines), with implicit comparisons to other
members of the MDT. Some participants were very positive about the pharmacist’s position

within the team:
"They are more neutral and | perceive them to be more neutral so it is." (P5)

"Very open about what he was doing." (P3)

One patient, however, questioned the pharmacist’s neutrality and accountability, perceiving
that they had an agenda to promote the interests of the pharmaceutical industry and simply
completed the task of providing the expected information, without any real interest in the

patient’s welfare:
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"I don’t think the pharmacist is educated enough in that way. | think they can only go off
a brochure that has been issued by the company and at the end of the day I think the
pharmacist can recommend whatever they want but | don’t think they are ever going to

be accountable for anything." (P6)

"I think it is more or less aimed at him discharging his duty to make sure he gives me all

the correct information." (P6)

Other patients reported that doctors and nurses were their preferred source of medication-
related advice, suggesting that medicines were not seen solely as the pharmacist’s remit within

the MDT:

"I don’t think the pharmacist can actually help me. | think | need to speak to the doctor if

I am very concerned about something." (P10)

"If there is any medication that they are going to add on, then | would ask the nursing

clinician." (P2.1)

5.2.6.1.2 Theme 2: Bridging the gap to other health services

One of the major perceived benefits of the MH-HTH service was its ability to “bridge the gap”

for patients between other health services, and assisting with transitions of care:

"I think there was an essential gap between the hospitals and the mental health clinics

and | think that HITH provides [bridges] that gap." (P1)

"You are still caring for us and it’s beneficial, so you have to look after us, we won’t fall

down and you have given us a month to get on our feet." (P12)

Several participants discussed the CP’s particular role in assisting with these transitions, firstly
in facilitating accurate medication provision at discharge, and secondly in the timely and

effective transfer of medication-related information to community-based health professionals:

"Good because they got the medicine right." (P1)
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"Their role is much important for supplying the medication." (P2.1)

"I guess the whole point of having HITH dispense medications is that you don’t have to

pay for it and we get it sooner." (P5)

"She is saying like when HiTH stop seeing her and she goes to the GP [general
practitioner] and the GP prescribes medication, at least the pharmacists will know about

it and what medications Mum is on." (P7)

"He advised me what to do when | go to the pharmacy, to give them the list on the back

of the Webster pack." (P10)

Not all patients were aware of, or valued the CP’s role in liaising with community pharmacists,
however, detailing instances of ongoing confusion despite the CP’s liaison activities, and wasted

effort in liaising with the patient’s non-preferred community pharmacy:

"When | saw the pharmacist yesterday, she was a little bit confused herself about really
what was going on and then she sorted everything out, which is two [blister] packs."

(P10)

"I don’t mind either way | can just go back to the one that the pharmacist mentioned or |
will just go back to the pharmacy where | work, as it is more convenient for me on my

way to work. And if | go back to work, | will probably get whatever is easier for me." (P8)

"She asked why do we need the communication between the HITH pharmacist and her

local pharmacist. She didn’t see there was an advantage." (P7)

Patient participants also identified the potential for the CP to meet medication-related needs
that were not currently being met by their community pharmacists, or meeting these needs in a
different or better way. Most reported having a good relationship with their usual community

pharmacist, trusting their dispensing accuracy, knowledge and medication-related advice:

"The first thing people do when the doctor has written out the script is to take it to the
chemist or pharmacist and we rely on them to get the medication right and if it’s not the

right thing it’s up to the pharmacist to tell the person isn’t it." (P1)
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"I'am on tramadol for that pain but before | was taking the tramadol, | was taking a lot
of Nurofen® and | went to them to ask them, how much should | take and they were very
helpful in that regard because | was taking way too many and yeah, they were really

helpful in that regard." (P4)

"I' think it is best to talk to pharmacist where you just go and ask questions and it is more

convenient as well." (P8)

"They will frequently ask the question: ‘Would you like the original or the alternative?’

which must be the cheaper [one].” (P2.1, carer of P2)

Some, however, described perceived deficiencies in their community-pharmacy based care,
either in the nature of their interactions with the pharmacists or the care that they had
received, that could be remedied by the MH-HiTH CP - because of their high level of mental
health knowledge, experience in better ways of working with people with mental health

problems, and the non-transactional nature of the patient-CP interaction:

"Yeah, because | was so anxious to quit smoking that | was determined to leave the
patch on. And then it just went all crazy and | think the pharmacist should advise people

that this could happen." (P10)

"And | am not on a crusade for them to stop talking to me like... It just annoys me and

sometimes it can come across as so patronising; you feel like being just as patronising

back." (P6)
"I look at pharmacists as having a vested interest in people buying their gear." (P6)

"I look at the pharmacist as the person when you walk into a chemist, it’s the person
standing behind the desk who... and I give him the script and | say now give me what |

want, here’s the money." (P6)

5.2.6.1.3 Theme 3: Value of the home medication review

Patient stakeholders recognised the breadth and value of activities undertaken within the

home medication review, especially the opportunity for receiving education and advice:
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"They are used in the correct way so that the medications aren’t abused." (P11)

"[The pharmacist suggested trying to [eat more fish or] take fish oil as opposed to [solely

relying on anti-inflammatory medications as it could] help... for arthritis..." (P3)

"He gave me a brochure explaining the medication." (P6)

While patients recommended few improvements to the CP service, it was notable that when
such recommendations were made, the majority related to receiving increased face-to-face
medication-related education, highlighting the perceived value of this activity. These
recommendations were more frequent from those patients yet to see the pharmacist in their

professional capacity.
"I would actually like to see the pharmacist and just talk about the medications." (P4)

"If there is a time when | can cut the medication off. | don’t want to rely on it for the rest

of my life because | know it’s bad to rely on medication." (P2)
"I would like to know how they work." (P4)

"It would be great if he could inform his patients ahead of what happens in the future

when the HITH service is finished, it would be great." (P8)

"To ask about side effects and to be able to utilise and to access their expertise." (P5)

The importance of the medication reconciliation was also identified, and in particular, the

benefits of this activity occurring within the patient’s home:

"They asked to see my medication, they asked to see all my medication to do with

everything | am taking. They went through it all." (P3)

Benefits of the home visit, as opposed to the pharmacist providing care within a healthcare
setting, included the opportunity for face-to-face interaction, the ability to physically dispose of

unwanted medication, and the potential involvement of the patient’s family and/or carers:

"I would always be grateful to see him myself." (P12)
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"It would be much better face-to-face. | get more value out of face-to-face than over the

phone." (P4)

"He took away things that were expired and that were not needed anymore, so we

didn’t have to dispose of them." (P3)

"I found that very beneficial because my partner was able to be involved in as well." (P3)

While the home visit was highly valued, the importance of appropriate facilitation of the
pharmacist visit, including preparation of the patient to expect to see a pharmacist in their

home, was identified:
"I didn’t know he was the pharmacist, | thought he was a nurse.” (P6)

"I was not informed [the pharmacist] was coming. | think that could have been done a
bit better. It did not worry me but personally someone else could have been thrown off

by it. Someone who is not open to that as what myself and my wife are." (P3)

5.2.6.2 Clinician stakeholders

Among the 12 clinician participants, all of the disciplines working in the MH-HiTH MDT were
represented, except the social worker, who was not available at the time of data collection. As
shown in Table 5.2, most were nurses of varying seniority, reflecting the high proportion of MH-
HiTH clinicians working in this discipline. The doctors were consultant psychiatrists and
psychiatric registrars. The differentiation of rank within the medical and nursing hierarchy was
intentionally not specified in these findings to maintain their anonymity. Saturation was
achieved after the tenth interview, with an additional two interviews conducted to ensure no
further themes emerged. Themes emerging from the clinician interviews are displayed in Fig.

5.2.

166



Table 5.2 Clinician demographics

Clinician* | Age group | Gender Position Years of
practice

1 >60 F Nurse 29

2 30-45 F Nurse 12

3 30-45 F Nurse 5

4 18-30 F Other health 5

professional

5 30-45 M Nurse 13
6 30-45 M Doctor 15
7 30-45 M Doctor 14
8 45-60 M Other health 30

professional

9 30-45 M Nurse 4

10 45-60 F Nurse 35
11 45-60 F Doctor 25
12 45-60 F Nurse 38

* Clinicians 1-12 (nurses, occupational therapists, pharmacists and doctors) were randomly

assigned a letter (A-J) when reporting the quotations below to protect their anonymity.
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Figure 5.2 Themes describing the CP emerging from clinician interviews

5.2.6.2.1 Theme 1: Breadth of contribution to the MDT

Like the patients, the staff participants recognised a range of activities undertaken by the CP
that contributed to patient care, although due to their awareness of the CP’s “behind the
scenes” activities, these were even broader than those identified by the patients, as seen in
Table 5.3. These included not only “traditional” clinical pharmacy tasks, such medication
reconciliation and review, and patient and staff education, but also less mainstream roles,
potentially specific to MH-HiTH services, or this MH-HIiTH in particular. These less traditional
roles included facilitation of efficient and timely medication supply arrangements, community
liaison, and de facto information technology (IT) support to the electronic health record. While
several staff participants appreciated the CP’s IT support role, and one suggested that the CP
should largely assume responsibility for medication management within the software, it was
not universally agreed that IT support beyond medication management was a pharmacist’s

role:

“I don’t think it’s the pharmacist’s role with the Best Practice® [general software
management], [the pharmacist’s role is best suited to] just the medication part of it.”

(Clinician I, doctor)
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“Personally, | wanted them to use this program [name mentioned] rather than Best

Practice® [software], so | was not happy for [the MH-HiTH Clinical Pharmacist] to go off

and do those templates because everything was falling over just nicely. To get a different

program in now, we have got to wait until things come to a head.” (Clinician H,

pharmacist)

Table 5.3 Quotes illustrating the range of the CP’s contributions to the MH-HiTH MDT

CP contributions to the MDT

Illustrative quotations

Traditional clinical pharmacy roles

Medication reconciliation

and review

“I have no concerns. What | found is they reconcile

medications quite completely.” (Clinician B, doctor)

“They often pick things up that we missed.” (Clinician C,

nurse)

Patient education

“Patients have access to the pharmacist as well. If there’s
a patient that’s interested in discussing medications, |
know that the pharmacist is accessible to them, and eager

to come and get involved.” (Clinician F, nurse)

“I think it would beneficial if they could be seen. | think it
does actually help a lot with their education. | think the
importance of the medication to their patient makes them

more aware too.” (Clinician D, nurse)

Staff education

“They’re [providers of] information for us, when we’re

needing more information about certain kinds of

169




medications, or we don’t really understand something.”

(Clinician F, nurse)

Less traditional clinical pharma

cy roles

Facilitation of medication
supply via liaising with, or
dispensing at, the hospital

dispensary

“The afterhours [procedure] is set up for us in case we
need a script so that is well organised now from the

pharmacy we go to; we don’t have to pay; just pick up.

(Clinician D, nurse)

“For our patients, | understand that the medication is paid

for by us.” (Clinician C, nurse)

“It would be less organised if you don’t have a pharmacy

here [on-site].” (Clinician B, doctor)

“It’s really good because we get instant... we’ve got an
instant pharmacy [service], and the pharmacy’s fantastic
because | can take a script up and say: ‘Look I’m going out
to see someone,” and they’ll do it now.” (Clinician E,

nurse)

Community liaison

“[The MH-HIiTH Clinical Pharmacist] has been quite helpful
in organising blister packs and, you know, liaising with the
community pharmacy to make sure what we’ve got and

what they’ve got is the same thing.” (Clinician J, nurse)

Information technology

support role

“Well yeah, on and off, | guess he is available and he is
really good and it’s sorted out almost instantly whereas if
it was an IT issue you could be on the phone with HIN [IT
department] for hours, you have to put in an EMPAC

[work order]. It could be days before they do anything. It
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would a lot more difficult.” (Clinician A, occupational

therapist)

“He’s really supported me when | came here, in terms of
getting on to Best Practice®, and helping us out.”

(Clinician F, nurse)

“I think they would take a lot of time and is not easily
approachable — ordinary IT people. That’s what my

experience.” (Clinician L, nurse)

“I think ideally, on admission, [the MH-HIiTH Clinical
Pharmacist] he should do it, okay and he should take
charge of Best Practice®, and you know being a doctor this
is a responsibility to inform him every time. Okay [the MH-
HiTH Clinical Pharmacist], this patient, this medication |
have changed it, okay, so just have a look.” (Clinician K,

doctor)

Overall, the staff participants reported that the CP role was very well accepted and appreciated

by staff and patients:
"Pharmacy services in HiTH is fantastic." (Clinician D, nurse)

"The patients that I've asked that [the MH-HiTH Clinical Pharmacist] or [the other MH-

HiTH Clinical Pharmacist] visited have been really appreciative." (Clinician E, nurse)

"I feel more comfortable with having a pharmacist speak to patients about

medications." (Clinician J, nurse)

Staff stakeholders commonly reported valuing the CP’s discipline-specific knowledge:
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"They are so knowledgeable and very experienced." (Clinician A, occupational therapist)

"I think they have a very specific role and no-one can substitute them." (Clinician K,

doctor)

Equally highly valued, however, were the non-technical skills that stakeholders identified that

the CP brought to the MDT, including relatability, neutrality and collegiality:

"They just discuss things with them in a way patients can understand." (Clinician E,

nurse)
"I think the pharmacists are seen as completely neutral." (Clinician C, nurse)

"It’s always good because they can suggest [to] the medical staff, and | think the medical
staff are more than happy to take their suggestion on board and write a prescription."

(Clinician L, nurse)

5.2.6.2.2 Theme 2: Limitations due to CP accessibility, availability and flexibility

Given the almost universal support for the CP’s role with the MH-HiTH, especially the activities
undertaken as part of the home visit, it was unsurprising that the major limitations identified
relating to the role related to the limited accessibility, availability and flexibility of the CP role.
Participants reported a preference for more routine home visits for every patient. It was
recognised that the CP sometimes simply did not have time within their workload allocation to
undertake patient visits, and that this situation was compounded by the CP only being available

during normal business hours, with no flexibility to undertake after-hours home visits:

"They try and go out and visit the patient’s home when they can to, you know, have a
chat to them about their medication, side effects, what they are on and adjust it
accordingly but obviously not as much as they would like to and it’s not a routine thing

either." (Clinician A, occupational therapist)

"They have no direct contact to the patient most of the time, so it creates a lot of

confusion and, almost every day." (Clinician K, doctor)

"I think lack of time to visit patients is one." (Clinician H, pharmacist)
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"They’re not able to do much, because they’re busy in somewhere else, and in some

other wards." (Clinician K, doctor)

"Their hours are only 9 to 5, and they’re really quite flexible but if we go and see
someone in the evening and it depends, you know and as we have a lot of difficulty

organising visits." (Clinician E, nurse)

Some participants reported that the limited CP availability had led to them disregarding the
potential of CP involvement, to the point that patients were also unaware that the MDT even

included a CP:

"We don’t rely on them so much; | stopped thinking about the pharmacy — I don’t. It’s
interesting I’'ve stopped thinking about ‘will | get [the MH-HITH CP] out’ or ‘will | get [the
MH-HITH CP] to come out’ or ‘will | try to get [the other MH-HiTH CP] to come out’."

(Clinician E, nurse)

"A lot of patients are not necessarily aware that they do have a pharmacist in the team
who can go out even though they have been advised that you know it’s a
multidisciplinary team and that we’ve got everyone in the team." (Clinician A,

occupational therapist)

A number of subsequent suggestions for improvement of the CP service related to increased
availability of the CP and/or other pharmacists, with more flexibility to address after-hours

medication-related needs:
“Come out with us more." (Clinician E, nurse)

"Well, one thing | mentioned is maybe being a little bit more proactive and doing one
visit and try to see each patient. Maybe that’s one possibility they can look at." (Clinician

B, doctor)

"I think definitely for a team, if there was one full-time pharmacist allocated, | think it

would be great." (Clinician |, doctor)
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"It would be good if we had access to the pharmacy or a pharmacist to be able to ask
these questions after-hours because we work until 10pm we don’t have that." (Clinician

C, nurse)

"It would be helpful if there’s an on-call pharmacist or pharmacists, not assistants kind

of much." (Clinician L, nurse)

There was one suggestion that patients are sometimes overwhelmed by visits from multiple
health professionals, suggesting that better coordination of the CP home visit with that of

another health professional would improve the experience for patients:

"I would prefer to see every patient but there are some where it’s not applicable so in
psychiatry you quite often have a patient who is under stress, they are not coping
particularly well and they are getting pretty sick of telling the same story to everyone, if
the pharmacist goes in there [and] wants to meet them and discuss their medication it’s
often too much of an added burden to the patient. So it’s better to keep away and wait
until they are better before you go and see them and certainly that’s the case with
inpatients here, it’'s much the same with [MH] HiTH patients as well." (Clinician H,

pharmacist)

Beyond increased capacity to undertake home visits, the other recommendation for an

increased focus of the CP role was staff education:

"I guess for me probably from a local level | would like to see more training and [the MH-
HiTH Clinical Pharmacist] is aware of this because | had a conversation with him about
this and just to kind of educate us about obviously the different drugs that we see on a
day-to-day level. And also we know that the industry is not stagnant, so there is always

new drugs coming out." (Clinician G, nurse)
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5.2.7 Discussion

The findings of this study contribute significant insights into a CP’s integration into, and
contributions to an MH-HiTH MDT. The integration of a CP into the MH-HiTH MDT was well
accepted by both patient/carer and clinician stakeholders. This acceptance appeared to be
driven by the perceived value of the CP’s professional activities, and also their personal
attributes contributing to the overall culture of the team. Both interviewee groups identified
the patient education role and facilitation of care transition as important benefits of the CP
role; clinicians were more aware of the breadth of activities undertaken by the CP. The benefits
of home visits were commonly reported. Few limitations of the CP service were identified. The
main limitation was that clinicians wanted more access to the CP and increased flexibility and

availability of this CP service.

The role of the CP was reported by participants to be well integrated within the MDT. This is an
important benefit given the number of pharmacy services that have been implemented outside
of an MDT, and potentially not met their full potential until this integration occurred.??4 A
major facilitator of this integration of the CP when establishing the new MH-HiTH service?> was
the pre-existing collaborative working relationship between the hospital pharmacy department
and other disciplines of hospital clinicians. In a similar way, Baker et al*? found collaboration
between pharmacists and GPs facilitated the establishment of the non-dispensing GP practice

pharmacist.

Clinicians appeared to prioritise patient-facing activities, including facilitation of timely
medication provision and patient education, while patients did not seem to be aware of the full
range of CP activities. Previous research has also found that many patients are not fully aware
of the role of the pharmacist beyond dispensing medication in a community pharmacy; for
example, Crump et al. came to the same conclusion, specifically from an MH focus.?® A possible
solution to inform patients may be to educate the public as was trialled by Bairagdar’s
marketing campaign.?’ A similar campaign to raise awareness of the full potential of the MH-
HiTH CP’s may also assist in addressing some of the negative perceptions voiced by one of the
patient participants. Clinicians did not mention the CP’s role in therapeutic drug monitoring,
especially regarding high-risk medications (such as clozapine and lithium); nor the opportunistic
extra benefits on total medication management — not just psychotropic medications. A barrier

that commonly arises whenever introducing a pharmacy service to a new setting is the lack of
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awareness of the benefits pharmacists are able to provide to such a service.?’ Failure of the
clinician participants to identify these less visible CP roles suggests that this barrier was also
present in the MH-HIiTH setting, despite the integration of the CP into the service. Future
research focusing on the mechanisms by which the CP collaborates with the other members of
MDT may inform strategies to increase awareness of the full scope of practice of the CP. Other
potential extensions of this work include qualitative research involving community-based
health providers, such as general practitioners, accredited pharmacists and community
pharmacists, to identify and address any unseen gaps in the current MH-HiTH service, and to
explore ways to foster working relationships to improve the hospital-to-home continuity of care
process. This could particularly focus on communication of medication changes on patient
transfer to follow-up clinicians, and how the MH-HiTH CP could add value to the information

provided within the discharge summary.

Clinicians highly valued the home-based CP service, incorporating a medication review
performed at the patient’s home with follow-up of medication-related matters with the
patient’s MH-HiTH MDT and/or external healthcare providers, such as community pharmacists.
The home visit part of the service was so appreciated by MH-HITH clinicians that they
expressed their support for an increase in the CP’s involvement in this way. Previous authors
have also highlighted that 24/7 clinical pharmacy services may contribute to improving the
perceived value of the CP service.?® One of the benefits of the medication review during a home
visit recognised by both participant groups was its ability to bridge healthcare gaps between
hospital-based and primary care. While a mixed methods study by Hattingh et al. previously
identified the benefits pharmacists can confer on medication management for people with
mental illness in the community pharmacy setting,?® another study has produced conflicting
results as to whether the needs of MH patients are currently being met by the community
pharmacy sector.3° Within the current study, most patient participants reported good
relationships with their community pharmacist, although some identified areas of suboptimal
care. The MH-HiTH CP role may have particular advantages in meeting any potentially unmet

needs.
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5.2.7.1 Strengths and limitations

To our knowledge, this study presents the first qualitative evaluation of a CP role in the MH-
HiTH. Having previously identified benefits in relation to completion of medication safety KPIs,®
and co-incidentally encountering anecdotal evidence of the more subtle benefits of CP for
patients, carers and clinicians, this study has provided a more comprehensive exploration of
these perceived benefits. One limitation of this study is that the researcher was also one of the
CPs providing the service to the MH-HiTH program. This had the potential to generate social
desirability bias, although some clinicians provided very robust feedback. Every effort was
made to reduce any bias this may have produced, including thorough review by experienced
academics and clinicians who had previous experience with this study methodology. Few of the
participants identified limitations to the pharmacy service. At the time of the research
interview, some patients had not yet received a CP home visit. This may have limited their
ability to comment on the full CP service. However, this study was intentionally designed to
interview both groups of patients, those who had received a CP home visit and those who had
not — for the very reason of elucidating the difference in patient awareness of the role of a CP

within healthcare in general, and MH-HiTH in particular.

5.2.8 Conclusion

This study showed that MH-HiTH clinicians were appreciative of the benefits of integrating a CP
in the team. Some were, however, disappointed by the lack of resources that limited the time
allocated to the CP in their MH-HiTH program. Conversely, most patients/carers were not fully
aware of the role of the CP within their healthcare team. Those patients who had experienced
the home-based medication review by the MH-HiTH CP appreciated the provision of medication
information and assistance with medication management, but were not aware of other aspects
of the role. Increased funding for the CP role could allow greater visibility and utility of the CP
by allowing more frequent home visits. More research in the MH-HiTH setting may help elicit
strategies to better inform the public of the contribution of CPs to optimal medication safety
and management, and improve collaboration with community-based health providers at the

continuum of care.
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Chapter 6: Discussion

6.1 Introduction to the chapter

The research presented in this thesis represents, to our knowledge, the first comprehensive,
multifaceted evaluation of a CP in the MH-HiTH setting and has therefore contributed
significantly to the understanding of the role of a CP in the MH-HiTH setting in WA. The key
findings described in this discussion chapter relate to the four studies that form each of
Chapters 2 to 5 of this thesis. As discussed previously, the four studies addressed core elements
of an evaluation of a complex intervention, as recommended by the MRC.! The conclusions are
intended to inform future strategies in improving medication safety in the MH-HiTH setting,
with a specific focus on the role of a CP in facilitating quality use of medicines in this setting.
This chapter considers the strengths and limitations of the studies that were undertaken and
leads onto the implications for future practice and research that are discussed in the next
chapter (Chapter 7: Conclusion and Recommendations). The findings of the four studies
presented in this thesis fall into four main concepts, aligned with the components of clinical
pharmacy services provided in MH-HiTH as identified in the scoping review, and presented in
Table 6.1. This discussion will explore the findings of the four studies under these main

“themes”.
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Table 6.1 An overview of the key findings in this PhD thesis

HMR: home medication review, MDT: multidisciplinary team, CP: clinical pharmacist, IT:

information technology, KPI: key performance indicator

6.2 Medication reviews in the home setting

The value of the medication review in the home setting was demonstrated in the scoping

review, autoethnography, and qualitative stakeholder perspective study of this thesis. It was

found that a medication review at a patient’s home by a CP specialising in MH was able to

detect and address MRPs, including those related to physical healthcare issues — the latter
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being sometimes inadvertently neglected during psychiatric admissions. Patients would benefit
from the CP following up any identified MRPs with the MH-HiTH MDT, with any physical

healthcare issues usually referred to a GP.

The scoping review identified that pharmacist home visits also allowed for patient education in
the home, improving patient knowledge about their medications’ role in treating their health
conditions. The literature indicates pharmacists have demonstrated they can facilitate
improvement of patients’ health literacy.? There is evidence to indicate that improved patient
education and health literacy lead to improved quality of life (QolL), which is an important
indicator of wellbeing as QoL can reflect a patient’s overall health situation by measuring four
dimensions: physical health, physiological health, social health and mental health.? This is
particularly relevant in the patients with mental iliness as their QoL depends primarily on
improvement to mental health, with interlinked improvements in social health and subsequent
physical health and physiological health.* Improved health literacy in patients with mental
illness can reduce duration of untreated mental illness and enhance recovery.* Evidence
indicates pharmacist-delivered patient education can improve health outcomes in people with
mental illness by improving mental health parameters such as anxiety and depression scores,®
as well as physical health scores® along with physical health outcome measures such as
glycosylated haemoglobin, blood pressure and percent time in therapeutic range in patients

taking anticoagulants.®

Against this background of accepted home visit services by CPs, some with evidence of benefit
to patients, the PhD candidate described in the autoethnography how the Australian HMR
model was informative of, and integrated into, the framework of the MH-HiTH CP service from
its establishment. There were challenges (e.g. time and workload), which were also identified in
the scoping review, however the HMR model proved very useful in translating CP services in the
hospital to the HiTH. A strong focus on the home visit and medication review aspects of the CP

service have remained to this day.

Additionally, pharmacist-delivered medication education is one of the aspects of the CP service
that was identified as valuable by both patients and clinicians in the qualitative study (Chapter
5). When patients made suggestions on how to improve the CP service, they typically related to

the provision of more face-to-face medication-related education in the patients’ homes.
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Similarly, clinicians reported wanting more routine home visits for every patient, highlighting

the perceived value of this important patient-facing activity.

6.3 Benefits of clinical pharmacy services in home-based care settings

Before conducting this PhD research, there was a dearth of literature about CP services in the
HITH setting, with the literature even more scarce in the MH-HiTH setting. The research
presented in this thesis has contributed to the emerging literature in this area since that time.
As discussed, use of the scoping review methodology allowed clear identification of four main
facets to the role of the MH-HiTH CP — clinical pharmacy, home medication review, medication
reconciliation during care transition and the integration of the CP into the MDT. Preliminary
evidence demonstrated that the CP can positively contribute to patients’ healthcare in the MH-

HiTH setting by identifying and resolving MRPs and improving medication adherence.

These findings align with other authors’ conclusions about the value of the pharmacist across
an expanding range of practice settings,” including MH-HiTH. In the UK, the Royal
Pharmaceutical Society has outlined how the pharmacy profession can contribute to MH care,
stating primary and community-based pharmacist medication management skills potentially
have the greatest underutilised impact on supporting people with mental illness.® This focus on
mental healthcare in the community setting highlights the importance of the MH-HiTH CP
performing the tasks related to inpatient clinical pharmacy (medication reconciliation on
admission and discharge, identifying and rectifying MRPs and conducting TDM) while patients

are being treated at home, in addition to providing a medication review in the patient’s home.

The value of CP services to MH patients was demonstrated by Ng et al., in their recent
systematic review of the literature.® This review examined published studies exploring
pharmacist-led interventions in any setting for people with severe and persistent mental illness.
In the 37 studies examined, it was found that more than half of the pharmacist interventions
were multifaceted. The most common components of these complex interventions were
patient education, provision of recommendations to healthcare professionals and conducting
medication reviews. Although this review did not find any studies from in the MH-HiTH setting,
the multi-faceted nature of the pharmacist interventions in the studies it reviewed were similar
to the ones reported in the studies of this thesis. The similarities in the main pharmacist

activities included patient education, recommendation to healthcare professionals, medication
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review, as well as clinical assessments and monitoring. The systematic review found that
pharmacist interventions are associated with significant improvements across a broad range of
health outcomes, including medication adherence, Qol, reduced disease progression, reduced
symptoms, reduced hospitalisations and reduced antipsychotic polypharmacy.? Given the
similar focus in activities, we can hypothesise that the MH-HiTH CP service may result in
similarly improved outcomes, although a direct assessment of clinical outcomes was outside

the scope of this work.

El-Den et al.1° also described the role of the pharmacist in mental healthcare. They reported an
important benefit of the pharmacist in mental healthcare is being an accessible and trusted
health professional who could support patients with their medication management. Chapter 5’s
qualitative study found that patients, carers and clinicians also reported on multiple ways by

which the CP contributed to medication management.

The findings of the scoping review were also aligned with the recent description of the evolving
responsibilities of the pharmacist in the broader HiTH setting — albeit from an OPAT perspective
— by Docherty et al.'* In their paper, Docherty et al. stated that the role of the HiTH pharmacist
is evolving from being involved primarily with dose preparation and supply of medications to
the provision of clinical services. Relating to the same concept described by Docherty et al., the
autoethnography (Chapter 3) described how the expertise of a HiTH CP in medication
management ensures that they are an integral member of the HiTH MDT. The CP’s role ensures
the safe and quality use of medicines, particularly across transitions of care. As was stated in
Chapter 5, the CP takes on the roles of educator and consultant to patients and health

professional colleagues.

Further evidence of the benefits of MH-HiTH services has also recently been published. Towicz
et al.’s 2021 review described the utility of the MH-HiTH model of care delivery.'? Although
Towicz et al. did not mention the presence of a CP in MH-HiTH, they reported themes that are
concordant with the findings uncovered in this thesis, including evidence indicating patient,

carer and staff satisfaction with the MH-HiTH treatment modality.

6.3.1 Comparison of service models incorporating a non-dispensing pharmacist

There are a number of commonalities between the scoping review findings and other emerging

non-traditional roles for clinical pharmacists, including non-dispensing general practice clinic
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pharmacists, medication review pharmacists and hospital-based discharge liaison pharmacists.
This concept also aligns with the autoethnography’s discussion of the translation of CP services

to different health settings in that some of the roles are not home-based.

6.3.1.1 Non-dispensing general practice clinic pharmacists

This new service model is gaining momentum as its benefits are being realised.'®* It has been
shown to improve the timeliness and completion rate of pharmacist medication reviews.*> An
important strength of the medication review process is conducting medication reconciliation,
providing the GP with a current and accurate medication list as they start the consult. This
avoids wasting the GP’s time in enquiring about medication changes post-hospital discharge,
for example. This activity is concordant with clinicians’ perceived value of the benefit of the

medication reconciliation role discussed in Chapter 5.

6.3.1.2 HMR/RMMR pharmacists

One of the major focuses of the HMR or RMMR model*® is the use of a pharmacist-conducted
medication review, based in the patient’s residence, to detect medication issues. One of the
objectives is to inform the GP of any MRPs at the residential level. A difficulty with this model,
however, is that the feedback loop between pharmacist and GP may not be optimised to allow
two-way communication.!” The MH-HiTH pharmacist, however, has an advantage in being
integrated within the HiTH team, facilitating attendance of daily MH-HiTH MDT meetings,
following-up any medication issues, ensuring urgent ones are not forgotten and less urgent

ones are planned to be monitored or addressed in a clinically appropriate time frame.

6.3.1.3 Hospital-based discharge liaison pharmacists

These appear to perform some tasks'®*° that are similar to the step-down, early discharge HiTH
pharmacist but they are not involved in admission avoidance (unlike the MH-HiTH pharmacist).
These tasks include medication reconciliation on discharge, identification and addressing any
MRPS and communication between with the community care providers, such as the community
pharmacy, to support continuity of medication supply once the patient is discharged. This is
especially important for medications with additional recording and monitoring requirements,

such as clozapine, methadone or buprenorphine.
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Such services are not routinely integrated into a team like HiTH nor do they routinely do home
visits. The advantage of the MH-HIiTH CP who is integrated into the MH-HIiTH MDT is that they
follow-up all these issues, ensuring they are satisfactorily completed, whether an inpatient
hospital pharmacist had done such liaison tasks or not. This is of particular importance for high-

risk medications such as clozapine, lithium and opioids.%°

6.4 Importance of medication safety during transitions of care

The benefit of CP services during transitions of care is well established,?! particularly relating to
the HiTH setting.?? CP activities including medication reconciliation during transitions of care
have been shown to improve patient care.?? The retrospective audit described in Chapter 4
demonstrated the benefits conferred by the involvement of a CP within an MH-HiTH MDT in
terms of improving medication safety KPIs, validating the CP’s strong focus on medication
reconciliation. In the qualitative study, one of the main themes raised by patient stakeholders
related to bridging the gap to other health services, particularly during transitions of care. They
provided valuable insights describing the value of the CP in ensuring that medications were
accurately provided at discharge, and in the transfer of medication-related information to
community-based health professionals, such as GPs and community pharmacists. Clinician
stakeholders also perceived value of the CP’s facilitation of medication supply, and community
liaison role. The CP was seen to meet patients’ medication-related needs at transitions of care
that could not be met by other health professionals, including, in some cases, other

pharmacists.

6.5 The significance of including a CP in the MDT

CP interventions improve outcomes specifically in patients with severe and persistent mental
iliness.® Yet, prior to the publication of the study in Chapter 4, to our knowledge, there was no
published evidence of the value of the CP in MH-HiTH setting. Some of the results of this study
depended on the care provided by other members of the MDT team — not just the CP. The
improvement in medication safety parameters was likely a culmination of the combined
contribution of the members of the MDT. The importance of interdisciplinary communication
and cooperation was highlighted in a randomised, controlled study by Gurwitz et al.,>> who

found a multifaceted CP outpatient intervention, including an in-home assessment, did not
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make a significant difference in the rates of clinically important medication errors or adverse
drug-related incidents. The authors postulated this was because the patient’s GP was not part
of this trial. The medication safety study in this thesis (Chapter 4) demonstrated that
medication safety key performance indicators were improved within the MH-HiTH MDT that
incorporated a CP, in comparison to another MH-HiTH MDT without a CP. Although the findings
of this study indicate the presence of a CP improved medication safety KPIs, the contribution of
other members of the MDT, and the fact that the CP was so effectively integrated into the
MDT, was likely synergistic in the improvement of medication safety. This acceptance of the CP
and their important role within the MDT was further highlighted by the clinicians’ recognition
of the pharmacists’ clinical, technical and collegial contributions to the team, as described in

the qualitative analysis (Chapter 5).

6.6 Strengths and limitations of this research

6.6.1 Strengths of this research

One of the strengths of this PhD was the use of a mix of traditional and emerging
methodologies in pharmacy practice research. The scoping review collected information from a
diverse variety of sources to explore the extent to which clinical pharmacy service in the MH-
HiTH setting were known or documented in the traditional peer-reviewed literature. Because
no randomised controlled trials were found, the scoping review method was utilised for its
advantage of allowing the researcher to include various sources of information beyond the
traditional peer-reviewed published literature, namely grey literature such as hospital
guidelines and models of care, within a structured and methodical framework that is well
established in the literature.?’” Although not published in peer-reviewed journals, the grey
literature proved to be informative in terms of the pragmatic aspects of MH-HiTH practice.
Assessing grey literature was useful to detect all relevant references relating to the current role

of an MH-HiTH CP in various hospitals or health services.

Another strength of this thesis was the use of the autoethnographic research method to
describe the establishment and evolution of an MH-HiTH CP service. The autoethnographic
method was useful in providing a record of a clinical pharmacy service in a setting that was, to

our knowledge, previously unknown to the literature. After the publication of this thesis’
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autoethnography article, the importance of the autoethnographic method in pharmaceutical
learning and teaching started to become more apparent, with more publications utilising this
methodology in promoting cultural and humanistic competences for the purposes of patient-
centred care, via its critical and reflective features.?® PhD student autoethnographic research

reflective writing is also starting to emerge in the literature.?

The major strength of Chapter 4’s medication safety KPI study was its objectivity, which
complemented the qualitative analyses performed in the autoethnography (Chapter 3) and
stakeholder interviews (Chapter 5). It provided evidence against well-accepted KPIs within the
health service — KPIs that would be especially meaningful to hospital administrator stakeholders
in supporting the value of the CP service. It also took advantage of a unique window in time
when there were two closely located MH-HiTH sites that were very similar in their
characteristics, apart from CP involvement, reducing potential confounding factors that could

have affected medication safety KPI completion.

The stakeholder consultation study in Chapter 5 had strengths in being, to our knowledge, the
first qualitative evaluation of a CP role in the MH-HiTH setting. The literature indicates that
gualitative interview research methods provide an in-depth understanding of participants’
experiences and perceptions.?® The study provided a comprehensive exploration of the
perceptions of important MH-HiTH stakeholders — namely patients, carers and clinicians.
Another strength of this study is that it reported these stakeholders’ perceptions of the benefits
and limitations of the MH-HIiTH CP role. A particularly important strength of this study was the
consultation of a peer support group during the design of this study in order to obtain optimal
benefit of research findings that could be translated to improved patient care, while ensuring
the interviews performed in the study did not compromise the mental health of the patients

and carers who agreed to be involved.

6.6.2 Limitations of this research

A limitation of the research presented in this thesis is that it did not contain any RCT evidence
to support the inclusion of a CP within MH-HiTH. While this means the level of evidence is low
according to the National Health and Medical Research Council evidence hierarchy (level 111-2),3°
it provides a starting point on which future research could built. While the retrospective

guantitative analysis demonstrated objective evidence of improvement of KPIs related to
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medication safety the CP service, neither it, nor any of the research presented in this thesis,
directly measured the impact of the MH-HiTH CP on patient outcomes. Future studies should
aim to study more direct outcome measures, such as medication-related adverse events and

medication-related rehospitalisation rates.

Although the scoping review did not convene an expert panel to gather more ideas about the
topic, as suggested by Arksey and O’Malley,?’ this deficiency was compensated for in the
gualitative study, where semi-structured interviews were used to gain stakeholder consultation
and benefit from their views. This is important because such a new service may not necessarily
have “experts” yet, so the stakeholders’ (patients and clinicians’) views became most important

in providing feedback to administrators and clinicians alike.

A recognised limitation of the autoethnography was that it was presented a first-person point
of view relating to the establishment and evolution of one MH-HITH CP service. While every
effort was made to eliminate any bias by utilising a descriptive-realistic®! autoethnographic
writing style, it was still a subjective narrative. This setting was limited to one MH-HiTH CP
service in the state of WA in Australia, which was also true for the subsequent two studies (the
guantitative and qualitative analyses). Healthcare practices may differ elsewhere so the
findings may not be translatable to other settings. Future studies in other MH-HIiTH settings are

needed to confirm and extend the findings of this thesis.
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Chapter 7: Conclusion and Recommendations

7.1 Conclusion

This thesis has identified that there was benefit in embedding a CP into the MH-HiTH setting
through both quantitative and qualitative analyses. Preliminary evidence demonstrated the
incorporation of a comprehensive CP service into an MDT MH-HiTH program improves
medication management, and detects and addresses MRPs. It suggested the MH-HiTH CP role
supports the delivery of safe and effective pharmacotherapy, by conducting medication
reconciliation at care transfer, TDM, providing medication information support to MDT
members, and a home visit focused on medication review, pharmacoeducation and medication
adherence support. Given the limited literature available to inform the MH-HiTH CP role, its
establishment proved challenging, but the CP successfully integrated into the MDT, translating
knowledge and experiences of in-hospital CP services, as well as CP services provided in the
home medication review setting, into the novel MH-HiTH practice setting. Integrating the CP
service within the MH-HiTH MDT approach has evolved to now be conventional practice in WA.
The value of CP integration as an important medication safety initiative was confirmed, through
significantly improved medication safety KPIs when compared to another MH-HiTH service with
no CP. Finally, the integration of the CP into the MDT was appreciated by MH-HiTH clinicians,
albeit with disappointment at the lack of time resources allocated to the CP in their team. The
patients who had experienced the home-based medication review by the MH-HiTH CP
appreciated the provision of medication information and assistance with medication
management, but were often not aware of other aspects of the CP’s role. Other patients and

carers were mostly unaware of the role of the CP within their healthcare team.

7.2 Recommendations for future clinical pharmacy practice in MH-HiTH

It is hoped the learnings acquired from the research presented in this thesis will provide useful
information for a hospital administrator who is considering establishing an MH-HiTH CP service,
as well as informing a CP who has not previously worked in MH-HiTH. The benefits of
incorporating a CP in an MH-HiTH MDT (or similar MH and home-based services) as
demonstrated within the scoping review, as well as the findings of the medication safety

guantitative study support the provisional recommendation that embedding CP services into
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MH-HiTH become standard practice, pending future investigation of the clinical outcomes of a
CP service. This recommendation was further supported by the stakeholder’s perceptions of

the value of the service as reported in the qualitative study.

In addition, the feedback provided by clinician stakeholders clearly supports a recommendation
that future MH-HiTH CP services should aim to reflect the round-the-clock nature of HiTH to
optimise the availability of, and accessibility to the CP. Should resource limitations require
prioritisation of particular CP activities, however, this research has provided evidence that the
most valuable activities are those that facilitate care safe care transition and timely access to
medication; together with the CP-conducted medication review at the patient’s home, which

was especially valued as an opportunity for pharmacoeducation.

7.3 Recommendations for future research directions

Finally, it is hoped that, as this thesis exposed some of the gaps in the literature, coupled with
the limitations of the studies presented herein, future researchers would see this as an

opportunity to conduct further research in a range of related areas.

7.3.1 Integration of CPs within MH-HiTH MDTs

Since the integration of CPs in MH-HiTH programs is a relatively new concept, there is limited
literature describing the CP role in MH-HiTH. More research is needed to understand the role of
the MH-HiTH CP interstate and internationally. It is promising that a recent article published in
the Medical Journal of Australia stated that the Australian Medical Association is calling for
integration of pharmacists in general practice.! This signals closer co-operation between the
medical and pharmacy professions in the community (i.e. for outpatients). Recent studies have
also illustrated the benefits of such a practice model.? It is hoped that this collaborative

approach will extend to broader integration of CPs in MH-HiTH MDTs.

Future research focusing on the mechanisms by which the CP collaborates with the other
members of MDT may inform strategies to increase awareness of the full scope of practice of
the CP. Other potential extensions of this work include qualitative research involving
community-based health providers, such as GPs, accredited pharmacists and community
pharmacists, to identify and address any unseen gaps in the current MH-HiTH service, and to

explore ways to foster working relationships to improve the hospital-to-home continuity of care
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process. This could particularly focus on communication of medication changes on patient
transfer to follow-up clinicians, and how the MH-HiTH CP could add value to the information

provided within the discharge summary.

Integrating a CP in an MH-HiTH setting could be a useful method to improve medication
adherence in patients with mental illness. A future study could assess the medication
adherence in this patient population using a validated medication adherence tool, such as the
ones used by Witry et al.3 or Moon et al.* The rate of medication non-adherence in the MH
population is known to be a barrier to optimal pharmacotherapy,® and patient education
provided by a CP can improve medication adherence.® Identification of the reasons for non-
adherence may be beneficial in reducing this rate. Another direction may be to develop and

validate such tools that are more culturally sensitive to First Nations Australians.

Pharmacists can contribute the improvement of patient healthcare. More research is needed to
evaluate the role of the CP in supporting the MH-HiTH MDT in optimising the physical health of
MH patients, e.g. via appropriate referrals to GPs or other healthcare providers. CPs may assist
the MH-HiTH MDT by prompting, monitoring and advising appropriate GP referral for their
patients’ physical health conditions. As there is often a complex inter-relationship between
physical and mental health, supporting MH patients in attending to their physical health needs

is vital.

7.3.2 Evaluation of the utility of medication reconciliation by a CP in MH-HiTH

More research is required to demonstrate the utility, and associated clinical outcomes of the CP
in communicating an accurate reconciled medication list with a medication management plan
(e.g. planned duration, dosage adjustments, monitoring) to MH-HiTH MDT personnel as well as

other clinicians post-discharge from HiTH, such as GPs and community pharmacists.

7.3.3 Improving medication safety in MH-HiTH

This thesis demonstrated an MH-HiTH service with a CP as part of the team had improved
medication safety KPIs. An exploration of how the CP could reduce preventable medication
errors especially during transitions of care would provide an insight into how medication safety
processes could be improved. A recent systematic review by Ng et al.” found that pharmacist-

led interventions improve MH patient outcomes. Even though this systematic review searched
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for RCTs from all healthcare settings, none were presented from MH-HiTH settings. A future
study could, therefore, investigate the effect of CP integration in an MH-HiTH program on
patient outcomes, including medication-related hospital readmission rates and ED
presentations, utilising the prescribing safety indicators specific to MH recently developed by

Khawagi et al.®

A RCT could examine whether the incorporation of a CP in an MH-HiTH MDT could contribute
to reduced medication-related hospitalisations, shorter LoS and minimisation of medication-
related readmissions. Studies from similar home-based practice settings support the CPs’ ability
to improve patient outcomes,>*° however in some MH-HITH settings, the contribution of CPs
was limited by inadequate time allocations, heavy caseloads and insufficient personnel. Further
research in the MH-HIiTH CP model is required to optimise the efficiency of service delivery, and

allow comprehensive evaluation of clinical outcomes.

7.3.4 Pharmacoeconomic evaluation

The time required for travel to conduct a medication review during a home visit has been
identified as a barrier to implementing MH-HiTH CP services. A pharmacoeconomic evaluation
may be useful in providing a comparison of the benefit afforded by this service with the
financial burden associated with CP travel time, with telehealth being another option that could
be evaluated. Bugeja et al. recently evaluated the cost and benefit of incorporating a
pharmacist into a Maltese OPAT service.'! Given the similarity of OPAT and HiTH services,
Bugeja’s research method could be adjusted to suit the MH-HiTH setting in Australia. Dooley et
al. evaluated an actual figure of cost savings to eight Australian government hospitals as a
direct result of inpatient hospital CP interventions.*? Al-Qudah et al. also evaluated the cost-
benefit of CP interventions but in the outpatient setting, involving an HMR.*2 Either study
design may be utilised in the MH-HIiTH setting, to test the hypothesis that CP integration in MH-
HiTH directly provides cost savings to the hospital, and to inform a formal bed-to-full time

equivalent CP allocation to MH-HiTHs, as is seen for other specialties, including general HiTH.14
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Appendix 1 Approvals related to this thesis

Appendix 1.1 NMHS-MH Human Research Ethics Committee (HREC) approval
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% Morth Metropolitan Haallh Seryice
— Mental Heallih

North Metropolitan Area Mental Haalth Services Human Research Ethocs Commattes

Brockway Read
MOUNT CLAREMONT WA 6010

03 May 2017

Mr Mechaiel Farag
Pharmacy Department, Brockway Foad
MOUNT CLAREMONT WA 6010

Dear Mr Farag

PRN: RGS0000000186
Project Title: Clinical Pharmacist Involvement m Mental Health Hosprtal in the Home
Protocol

Number: 1304201 7-ver2

Thank you for submitting the above research project for ethical review. This project was
considered by the North Metropolitan Area Mental Health Services Human Research Ethies
Committes at its meeting beld on 03 May 2017.

I am pleased to advise you that the North Metropolitan Area Mental Health Sarmices Human
Research Ethies Committee has granted ethical approval of this research project.

The nommnated participating site(s) in this project is/are:

Graylands Hospital, Sir Charles Gairdner Hospital Mental Health Unit

[Mote: If additional sifes are recruited prior to the commencement of, or dunng the research
project, the Coordimating Prineipal Investigator 1s required to notify the Human Research Ethies
Committes (HREC). Notfication of withdrawn sites should also be provided to the HREC ma
timely fashion.]

The approved documents includa:

Document e Version Date

& WA_Health_Research_Protoon! - MF -—- ver8 13 04 2017 Tracked
changes

Ethics Investigator Response Leter 26 04 2017 1.00 26/04/2017

200 13/0:/2017

Ethical approval of this project from North Metropolitan Arvea Mental Health Services Human

Research Ettues Committee 15 valid from 03 May 2017 to 03 May 2021 subject to comphiance

with the '‘Conditions of Ethics Approval for a Research Project’ (Appendix A).

The following project specific conditions must also be met:

The Committes recommends that the carers can attend the mterview without participating in the
Page 1 of 4
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Appendix 1.2 NMHS-MH HREC approval extension

Farag, Mechaiel

From: donotreplyi@rgs health wa.gov.au

Sent Monday, 15 February 2021 11:09 AM

To: Farag. Mechaiel

Subject: RGS: Monitoring Validation Completed for Ethics (Automated Message - Please do

not reply)

CAUTION External Communication: This email originated from outside of the organisation. Do not dick links or
open attachments unless you recognise the sender and know the content is safe.

Dear Mr Mechaiel Farag

PRN: RGS0000000186

Project Title: Clinical Pharmacist Involvement in Mental Health Hospital in the Home
Protocol Number: 13042017-ver2

Only you have received this email as you made the submission for validation. If you require another
project member to perform an action please contact them.

Your submission for the above project has been validated on 15/02/2021.

This Jink will take you to the project’s Monitoring tab. A summary of the validation assessment can be
viewed below:

Validation
Assessment
Amendment Form 12/02/20211.0 Valid

Form or Document Name Version Validation Comments

Should you require any further information, please contact the ethics office using the details below. This
will be your only correspondence on this matter, please take appropriate action if required.

Thank you

Ethics Executive Officer

North Metropolitan Health Service Mental Health
NMAHSMHREGO@health wa_.gov.au

9347 6502

This is an automated email. Please DO NOT REPLY to this email.
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Appendix 1.3 Curtin University HREC approval

E Curtin University

Offioe of Recearch and Development

GF0 Box UNSET
Perth Westem Australla 6845

Telephone <51 & 3266 THEI

Faocimile <61 8 9266 3793
‘Web research curtin eduau

31-Ful-2017

Name- Teff Huphes
Department'School- School of Phanmacy
Enmil T.D Hughes@ourtin edu an

Deear Jeff Hughes

Approval smmber: HEE2017-0408

Thamk you for your application submitted to the Human Fessarch Ethics Office for the project Clinical Pharmacist Impohvement in Mental Health
Hospital in the Hoane (CLIN-PFHARM-IN-HITH).

Your application has been approved by the Curtin University Human Besearch Ethics Committes (HREC) throuzgh a reciprocal approval process with
the lead HREC.

Approval mapber fTom the lsad HREC is noted as RGS0000000124.

The Curtin University Human Feszarch Ethics Office approval mmber for this project is HRE2017-0495. Please use this mumber in all
commespondenre with the Cortin University Ethirs Office regarding this project.

Approval is pranted for a period of one year from 31-Jul- 2017 to 03-May-2021. Continuation of approval will be pranted on an anmaal basis
following submission of an anml report.

Parsoonal amthorived to werk on this project:
faces rote
JFamg, Machaial fmdent
fringhes. 1o [T

ot Froihoik [raparvisar

Vi musst comply with the lead HREC's reporting requiremsnts and conditions of approval. You nust alsa:
« Eeep the Curtin University Ethics Office informed of submissions to the lead HREC, and of the review outcomes for those submissions.

+ Conduoct your ressarch according to the approved proposal
+ Fepart to the lead HREC anything that muight warrmnt review of the ethics approwval for the project
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Appendix 2 Scoping review — Publisher statement permitting use of the published

article in the thesis
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Appendix 3 Autoethnography-related documents

Appendix 3.1 Initial MH-HiTH Pharmacy Department model of service

This was the initial model of care instituted at the time of the establishment of the Graylands

Hospital MH-HIiTH service in April 2014.*

Appendix 4: NMHS MH Pharmacy Department Model
of Service

Clinical Services
Patients will be provided with clinical pharmaceutical review services including:

Medication reconciliation on admission

+ Home visit to assess medications in the home;
Patient interview;

+ Reconciliation with prescribing and supply sources e.q. GP, clinic, hospital data, community
pharmacy;

+ Liaise with the Sfirling HITH team on medication management requirements e.g. blisterpack,
self-medication.

Medication review

Review of prescribing and patient notes via Best Practice Software;
Facilitation of medication supply;

Liaison with Stirling HITH team on prescribing and medication management;
Attendance at Stirling HITH muliidisciplinary meetings.

Medication education

+ Home visit to patient;

+ Provision of written and verbal medication information;
+ Liaison with family members and carers.

Medication reconciliation on discharge

+ Preparation of medication list in electronic discharge summary software;
+ Provision of medication summary to patient and identified carer.

Admissions will he identified from the patient movement sheet by the Stirling HITH team
Pharmacist. The Pharmacist will accompany the Stirling HITH team doctor or nurse on a
scheduled visit to the patient's home, ideally within 48 hours of admission. The Pharmacist will
review the medications on hand and may remove unwanted or expired medication from the
patients’ home for destruction.

The Stirling HITH team Phamacist will aim to meet with the patient weekly during the
admission, with a minimum of two visits occurring. The pharmacist will accompany the Stifing
HITH team doctor or nurse on a scheduled visit to the patient's home or will meet with the
patient during a visit to the hospital.

(Continued next page)
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Provision of Medication
Stiring HITH patients will use their own medication as far as possible.

The patient’s current medication will be entered into Best Practice clinical management sofiware
vy the treating doctor, or by the Stifing HITH team Pharmacist, in consultation with the doctor.

Where a patient requires medication to be prescribed the prescription will be generated from the
Best Practice software. Prescriptions will be Phammaceutical Benefits Scheme (PBS) compliant
where possible. Prescriptions may be dispensed by Graylands Hospital Pharmacy or the
patient’s usual community pharmacy as appropriate. Stirfling HITH will pay the patient co-
payment via a voucher for any medication prescribed by Stifing HITH but not for the patient's
usual medication.

Where medication is administered by the Stirling HITH nursing staff it will be blisterpacked.

« Blisterpacks will be provided by the NMHS MH Pharmacy;

« Blisterpacks may be retained by the Stirling HITH nursing staff and stored according to
policy. Alternatively, it may be kept at the Patient’s home, if appropriate;

» Blisterpacked medication is exempt from the S4R storage, recording and reporting
requirements;

+« Nursing staff may observe self-medication practices where there are concems regarding
compliance;

« Medication can he provided in tear-off blisterpacks for patients who are in transition to
managing their own medication and can be left with one or more days’ supply.

Where HITH patients are able to manage their own medication and use blisterpacks the clinical
pharmacist will liaise with the patient’s usual pharmacy for any changes in medication. Any
member of the HITH team is able to support, prompt and monitor the patient’s self-medication.

When a Patient reguires urgent additional medication, eg. PRN psychotropics, the HITH doctor
should write a prescription and voucher, using Best Practice Software. This may be dispensed
by a community pharmacy or the NMHS MH Pharmacy Department. If this happens after hours,
HITH clinicians should contact the duty doctor, and ask them to write a prescription that may be
dispensed at one of the pharmacies listed in Graylands Policy CLINST: Pharmacy- reguirements
after hours policy.

Other Services

Information and Education

+« Psychotropic Drug Information Service;
» Staff education sessions by amangement.

Reporting
« Provision of regular reports on prescribing and workload as identified by the team.

(End)

* Source: Western Australian Department of Health. Hospital in the home clinical governance
Graylands Hospital: Model of care v1.2. Mount Claremont, Western Australia: Western

Australian Government; 2015.
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Appendix 3.2. Latest MH-HiTH clinical pharmacist model of service

This is the latest version of the model of care, revised at the time of amalgamation of the
Graylands HiTH and Sir Charles Gairdner Hospital MH-HiTH programs in 2019.* The combined
program was named “NMHS MHPHDS Adult HiTH Service”. This document demonstrates the
integration of pharmacy services within the model of care document, compared to the initial
pharmacy model of service being placed in the appendix of the initial MH-HIiTH service model

(see Appendix 3.1).

o Gowernment of Western Australia
i‘ North Metropolitan Health Service
Mental Health, Public Health and Dental Services

Adult Hospital in the Home
Service

Model of Care

nmhs.health.wa.gov.au

(Continued next page)
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Adult Hospital in the Home Service | Model of Care V1.3

Contents

1 Adult HITH defined
2 Mission

3  Key Objectives

4  Services Provided

== -

Environment

Evidence base for services
Assessment

Collaborative care planning

Mental Health Treatment and Support
HIiTH After-hours Clinical Care
Physical health care

Alcohol and Other Drug (AoD) support
Telehealth Consults

Shared care arrangements of HiITH patients on a CTO
Allied Health:

Brokering of support services
Length of admission

Consumer and Carer Feedback
Admission Criteria

Exclusion Criteria

Business Rules

Operational Model

Hours of Operation

Clinical responsibility

HiTH Team structure and locations
Clinical Pathways

Length of Stay (LOS)

HIiTH Referral Intake process
Staff to Patient Visiting Ratios
Clinical Documentation

Clinical Review

Clinical handover

HiTH Clinical escalation of care
Allied health referral
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| 09/09/2019
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Adult Hospital in the Home Service | Model of Care V1.3
3 16
17
Provision of Medication 17
Management of readmission 18
Management of clinical risk 18
Staff Safety 18
Clinical supervision and a culture of reflective praciice 19
Training and development of HiTH Clinical staff 19
Repaorting 21
Resources 21
9 Workforce 21
HiTH Team composition 21
Line management and leadership 22
Roles and Responsibilities 22
10 Challenges/ Risks 23
Clinical challenges/risks 23
Systemic challenges/risks 24
11 Key Performance Indicators 25
Reporting structures 25
Consumer Satisfaction 25
HIiTH Clinical Indicators and KPI's 25
12 Benefits 27
13 Emergency Management 27
14 Review 28
Appendix 1: Clinical Pathways: Admission 29
Optimisation of Occupancy 29
Referral Guidelines 28
Suitability Assessment 25
Referral and Admission Clinical Pathway Diagram k3|
Clinical P 32
iTH Pharmacist process of service provision 33
Care and Treatment Clinical Pathway Diagram 34
Integrating Occupational Therapy Practice with HITH Pathways 36
Clinical Pathway: Discharge 37
Adult HITH Discharge Guidelines 37
| 09/09/2019

(End)

* Source: North Metropolitan Health Service - Mental Health Public Health and Dental Services.
Adult hospital in the home service: Model of care v1.3. Mount Claremont, Western Australia:

Government of Western Australia; 2019.
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Appendix 3.3 The Medication Management Plan (MMP)

This is the 2012 handwritten version of this document,* which has been revised several times

since then.

Handwritten form (front page)

Flease use 1.0, Label or BLOCK FRINT
WA HEALTH TURMAME URM
GIVEM NAMES
MEDICATION HISTORY AND
MANAGEMENT PLAN RoE. e
WEIGHT (k) HEIEHT (zm)
WARD TEAM ams
ALLERGIES & ADVERSE DRUG REACTIOMNS (tick appropriate box Ml Known Unknown Feeaction — refer o MIMG
Ildentified Madication Manag lagues [MN2 of Issues kdentified N2 Resolved ] Refier to Medical Notes]
ACTION IDENTIFIER
- N Parson ol
CateTime Issue Identfed Proposed Action Respansibie Date of Action Result of Action
Issue |deniified by:
Contact number: Contacted Y /M
Issue |deniified by:
Contact number: Contacted Y /M
Issue |deniified by:
Contact number: Contacted Y /M
Issue |deniified by:
Contact number: Contacted Y /M
Meaication List Legend Euﬁ.lsl:
NEW: New medication  +/: Comtinued A Changed  X: Ceased Oral medicationsfiguids ~ [Jinhalers | Topical
@ W-Withheid T Increased dose 1 Decreased dose [ EyeiEarMNose Injections [ oTC [ Complementary =z @
Recent Medication Changes In e Past 4 weeks: HIl Regular Medications jcomfimmied by, ) 5
o
Medication Generic Name (Trade], = High | Reconclled (
Strength, Form (le SR, walers aic ), Dos2 | Frequency manm“uema Commenis Rlsk at Z
& Route Med | Discharge | )
¥ ON| =
Y L] %
vy N =<
¥ M E
¥ On| =
v Cn| B
=
Y L] E- 4
¥ COn| 2=
x
Y L] 0
¥ M E
¥y ON| F
¥y On| =z
¥y [N Q
Y L] E
y Cn| ©
Y L] E
¥ OnN| =
Admission Date:___J Time Discharge Date:___ [ [ Time g
Date/Time Completed:___ [ [ o Mame: Fage Doctor Phamacist Nurse | =
| KName;, Pape: Form Mumber_ of. o
o Thilz form I2 to remain with the current medication chart/s and should be fied In with the patlent's admizsion notes st dizcharge E

(Continued next page)
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Handwritten form (overleaf)

Patisnt Pressntation

Presenting Complaint
Past Medical History,

EAZELINE REMAL FURCTION

Date

Sarum
Creatinina

crci

Pre-Admizssion Medication History Has Been Confirmed with Two Sources

{ ] Ml Regular Medications [ | Second Source wr ary Sign ]
Sourcs Sign GP Letier Cwn Medications
GP Previous admission: I ! Patisnt List
B Far Hospital:
Phamacy Dose Adminisiration Akl Other:
C Fax Date Packed:
WHome: P Faflent/ Relative | Carer
Haslal
Resid Prior to Admis Residence On Discharge Swallowing Status
High Level Care Mursing Home High Level Care Mursing Home Crushing Required ¥ /M
Low Level Care Home Alone Law Level Care Hame Alone NGT Y/N PEG Y/N
Retirement Unit Other Retirament Unit Cither
Medication Risk Azsesament
Medlcations managed by: Self | Can read: Yes [ | Mo
Do5E anministration ait: Can seairead [anels: Yes [| Mo
Packad by:
Can ungerstand English: Yes [ | Mo
Comgliance with medications: Yes [ Mo Can open botties'measure lquid: _[Yes [ | Mo
@ Diacharge Medication Plan @

Education
Patient Information Leanet
Conswmer Medlcine Infarmiatian
Home Medication Review (HMR) Recommended
Verbal Counseling to Fabient § Carer

Patient denied consant to contast GRICP

Copy of Medication List Faxed to GP f Clinic

Copy of Medication Listiprescription faxed fo CP

Copy of Medication Listiprescription faxed o MH

Fax front of WA AnTcoaguiation Chart 1o GP If prescribad wanarin.

Patient’s Own Medications
Patlent's Own Medications reviewed
Patlent’s Own 58, S4R and Fridge Rems reviewed

Medication list provided to patient on discharge

Déscharge medications reconclled 10 Medicatons
prescribed at discharge on NIMC.

Phamacist Invoivement In dischargs summary

Pharmacist C ta and Medication lssuss

Dischange reconcliation and medication plan and medication list has been done by (Final Check):

DiateTime Completed [ MName Page: Doctor || Pharmacist | Nurse

Me Discharge Discrapancies Identifled Mo High Risk

Wi Health mcinowfiedges corfritufions from the Afred Hospial, The Cusen Bzabet itnl, Quessrdand Heafh Medication Mansgement Semvioes
ared A Kizimscoft Disbict Hospitl n'h.-mmrﬂmhﬂw.

No Resolved

| e

‘W Madication Reconcillation Chart BOB BLACEK. PMS 2565

(End)

* Source: WA Department of Health. Medication history and management plan. Mount

Claremont, Western Australia: North Metropolitan Health Service - Mental Health; 2012.
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Appendix 3.4 The electronic Medication Management Plan (eMMP)

This is a copy of the electronic form* of the MMP; this is the form currently used in MH-HIiTH

services in WA.

This fonen st remain with the current mcdication chart’s during admiasson Farm of
Surname: LIMRN

Site Graylands Hospital
MEDICATIUN H’I’STO’RY AN’D Given Namas
MANAGEMENT PLAN —

Ward : HI Team :HITHO

=
&
=
I
Ix

ALLERGIES & ADVERSE DRUG REACTIONS O NilEnown [ Unknown B Reaction - refer to MIBE (tick apsropriate bou)
Dustiapina - drooling. aphasia
Panicilin - Rash
thium
ICHSTA fH Ve TS W0 - Bl W i
Eowrca: BE8H @i 1WAAS

Identified Medication Management |ssues
[T - I=sue Identifiad Proposed Action Parson Responsiblel Result of Action

ssun iuniifod by Contacted: Y/N | Date

Coniact numbsr.

b riifiod by )
Canta nimbas Guntavted ¥IN | pate

Contacted: /N Dats

Issun Idorditied by
Caniac numbser.

Recanciled wih MIMC and Dlscharge Tlan cohmng, IeNeckist
MEW Mew Medication  «" Confinued a4 Changed M Cessad 0 Sl medicativnsfiquids [ Inhakas] Topical
W Wihbeld 4 Increased Dose | Decreased Dose CMI: CMI Provided | ] Eve/EarMose InjectionsT] OTC [0 Comglementafy
Recent Medication Changes in the Past 4 weeks: [0 Wil Regular Medications {confirmed by )

3
Medication Dose, Frequency |reconcisd Comiminit FI"II:::\;;:: 2
& Route W o Legend) | €
EBesibal cpeaa 10mg m W Boorce: BPE 2008 9’
Lamairigine 150mg b ¥ Sowrce, BPS 52045 Recenily reduced o
Levlan id A Seurce: BPE 82045 =
Sodum valproals S00mg m. 19 n ¥ & T
Zopickone 7.5 e pm ¥ E
Zuckpanthixal 10mg ¥ 8
W
=
=3
=
o
=
W
w
o
3
Lo}
=
-
E
o
=
-
=
A
Admission Date  15/05/2015 Dizchargo Date: ! ! Timc: : H Pharmacis g
DatefTime Compisted  18/05/2015 04:20-16 PM Mame- MECHAIEL FARAG Page: B Nurse M

0O Doctor

(Continued next page)
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Pharmacist Comments and Medication lssues

Discharge recenciliation and medication plan and medication list has been done by (Final Check) ;
Date/Time Gmnplalad. [ B Name Paﬁi O Docter O Pharmacist [J Murse

Surname: LIMRH
 — T
WA HEALTH
MEDICATION HISTORY AND “
MANAGEMENT PLAN ToE TEX
Ward:Hl  Team:HITHO  Site :Grayla,.. | S  —
Patient Presentation
wit Ht Renal Function on Admission Suruﬂh_ﬂ;
Data !/ CrCl (mlimin)
Referred fram; Mil significant
PG
Miedication on admission:
Presenling complaini
Lawe energy, amolivated, mereasing feslings of shame Substance use;
& quili Hil knawn
Hizlory of presenting complaint Impeession
Disappairied about nof recaiving rTMES yef S#uational crisis on fe background of BPAD-II
Past psychiatric histary: Medication Plan:
BFAD Conbrus currant medications
Marcissistic & barderine personaliy rads
Pasi medicatian
Ziprasidene, chlorpramiasne, lapiramate
Medical higtary:
Pu-erhnlnn Hﬂlleuﬂun Histery Hea Been Cenfirmed with Twe Sources
Hil Regular Medications O  Second Source deemed unnecessary
Source :Sign O Palient/Relative/Canar :Slgn O Coam Medicalions Sign
O e
P Fax B Previous Admission {7032015 O  Paiieni List
Hospital
O  Community Phamacy e BoGH
Dose Adminlsiration A (DAA) B Cther
Ph: Fux O  Blister Pack Zached Dosgelbe ooca, BRS
O  Mursing HomeHesiel Ph: Cther SUHMRS0Z 1RGNS
Diate Packed
Medication Risk Assessment %
Compliance with Medicaiions [ res O Mo [ Can Read et [] Mo |Residence | Admission | Discharge| Cb
Madicalions Managed by Can seeiread labels O Yes O Ho| Home | m} [m] g
Can open bedilesmeasure quid O vee O Me Can understand English O “ee O Me| Hostel m] [ m] g
Hursing
Swallowing Stafus Horme (] [m] ;
O Masagasiie Tube O PEG O Gastrosiomy Cral Liquid preferred 0O Yes M Contast Details E‘
Thickened Fluids CIL150 DI o400 CJLa0d | Crushing reguired O %es No 5‘
Discharge Medication Flan 2
Education Provided to Patient w
Inferpreter Required Patlent denled consani to conizst GRICP g_
Patient Infomation Leaflat Copy of medicatian list faced to GRICline
Consumer Medicing Informatian (CMIE Copy of medication listprescriplion faxed ta CP* =
Wesbal Caunselling bo Padient'Carer Copy of medication listiprescnplion faxes to NH =
Madication Lisi pmﬁdrd an & schargz Fax front ufwﬂﬁnli:uaguhliur Char ta &P E
— — — Pafients & Medicati gg
[0 Discharge medcations recanciled with 0 Patient's Cwn Madications reviawed =
medications prescrbed at dischamge on HIMG ] Palient'Can 58, 4R and Fridge ilems rewviewes o
O Phannecisl invohement in dischaige swmmany ) Dese Adminisiratian Ald required - Packed By 3
3
"]
=]
)
=
A
o
(=]
M

(End)

* Source: WA Department of Health. Electronic medication history and management plan.
Mount Claremont, Western Australia: North Metropolitan Health Service - Mental Health;

2015.
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Appendix 3.6 MH-HiTH clinical pharmacist evolution of tasks

This displays the percentage of time the MH-HiTH pharmacist spent on each activity during

weeks following the inauguration of the Graylands MH-HiTH program.
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Appendix 3.7 MH-HiTH clinical pharmacist step-by-step daily tasks (adapted from
NMHS-MH Pharmacy Department Procedure Manual):

Chronologically, a typical day as the MH-HiTH CP involves providing a comprehensive clinical

pharmacy service, including:

e Attending the morning handover meeting, where the HiTH team briefly discusses what
each patient needs for the day and beyond. This is done on business days.

e As each patient is admitted to HiTH, medication reconciliation is performed. Any
identified MRPs are promptly discussed with the HiTH team and addressed.

e An MMP is formulated as part of the medication reconciliation task.

e Inthe patient’s home, a medication review is conducted, any other MRPs are identified
and addressed and any complex medication supply is co-ordinated. For example, there
are complex rules about prescribing and dispensing clozapine and not every pharmacy is
registered to dispense it. The patient is also provided with verbal and written
medication information.

e Medications are sighted, medication adherence is encouraged and any excess/expired
medication is removed from the home. This is especially important for MH patients as
part of medication safety measures, e.g. to reduce the risk of deliberate overdose.

e Deprescribing is considered and discussed with the treating team if applicable.

e Any TDM is done for high-risk medications* (e.g. lithium serum level, clozapine serum
level).

e Follow-up of dosage administration is performed for depot and long-acting injectable
(LAI) antipsychotics. Otherwise, these may be missed because the interval between
doses is weeks to months.

e Follow-up of clozapine monitoring. Without a recent white blood cell count and
neutrophil count, a pharmacist cannot dispense a clozapine prescription, as per the
mandatory national clozapine protocol (WA uses Clopine® brand). This is sometimes
overlooked and it becomes the job of the CP to ensure it is not missed. Missing
clozapine doses could mean serious deterioration in patients’ mental state.

e Monitoring for side-effects, e.g. clozapine-induced constipation has resulted in deaths in

WA, yet it is sometimes considered a trivial side-effect. The MH-HiTH pharmacist often
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recommends assertive preventative measures and aggressive treatment if constipation
occurs in a patient taking clozapine.

e Approaching discharge, medication reconciliation is done by completing the medication
section of the discharge summary.

e The role of the MH-HiTH pharmacist also includes support to clinician users of the

electronic health record, managing staff access and providing software training.

* Source: Office of Patient Safety and Clinical Quality. WA high risk medications policy.
Government of Western Australia, Department of Health; 2014.

https://ww2.health.wa.gov.au/Articles/F_|/High-risk-medications. Accessed 09 Sept 2021.
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Appendix 3.8 Publisher statement permitting use of the published article in the thesis

. . ﬁ ? = A 2
CCC |RightsLink e | s | s | sl | Enensnan

Establishment and evolution of a clinical pharmacy mental health hospital-in-the-home service: An autoethnography
Author: Mechalel Farag. Kreshnik Hotl Jeff Hughes,Leanne Chalmers
Publication: Research in Social and Administrative Pharmacy
Publisher: Elsevier
KSAp Date: Available online 26 March 2022

Crown Copyright © 2022 Published by Elsevier inc. All rights reserved.

Journal Author Rights

Please note that, as the author of this Elsevier article, you retain the right to include it in a thesis or dissertation, provided it is not published commercially. Permission is not required, but please ensure that you reference the
journal as the original source. For more information on this and on your other retained rights, please visit: https://www.elsevier.com/about/our-business/policies/copyright#Author-rights

m CLOSE WINDOW

© 2022 Copyright - All Rights Reserved |  Copyright Clearance Center, Inc. | Privacy sistement | Terms and Conditions
Comments? We would like to hear from you. E-mail us at customercare@copyright.com
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Appendix 4 Medication safety-related materials

Appendix 4.1 Medication safety KPI study data collection instrument

Patient

Patient Admission Pharmaceutical Review Policy KPls
Safety

Med Discharge Poly-

Med rec | profile |Info | summary | pharmacy ADR
vwluv  lc |l |lv o 0| | o | o |o | x > >
clglzs|g|glg|s|5|5|2|8 |3 7|%|&|2]¢8
S z @ |53 |® |2 |2 |2 |5 |8 » 3 o = -
> |22 |9 |3 |3 |8 |z |2|5|a|3|&| &]| 3
= = o |a 8|8 |3 |82 S 8|3 |85 ¢2

3 |8 |2 L g o ® 4 = o g
=. > [)) wn —_ o o c D
2 13 |28 |2 ¢ S| =13 | & 3 a
o @ |3 |< S|z |2 |° 5 | 8
= ® o o o S o
0] =) < o ™
(%) (o) o
o > Q
=. (o)
=t S
S,
Q
mlZ2 (> |2 |0 |k |<|< < = < < = < = < =
5 S s 13 |2
3 w | L et
° 5 |2 g NS
® EEREE
Definitions used in the data collection instrument
Term/Abbreviation Meaning
UMRN Unit medical record number
Date of admission Date of admission to HiTH (not to the hospital as an inpatient)
Source of adm Where was the patient referred from (Community MH Clinic, a
(source of hospital inpatient unit or Emergency Department/MH Observation
admission) Area)
Date of discharge Date of discharge from HiTH
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Med rec on adm
(medication
reconciliation on

admission)

Was a medication list documented on admission?

Med rec > 1 source

(medication
reconciliation using

more than one

Is there any evidence that medication reconciliation has been
completed in accordance with the Medication Reconciliation policy
(as published by the Office of Safety & Quality)? The policy states
that more than one source of a medication list is required unless, in

the opinion of the clinician, a second source is not necessary. For

source)
example, when a medication list is provided from a nursing home,
no second source of medication reconciliation is necessary.

Med Profile Was there a separate medication profile document?

(medication profile)

Chart review

Was there evidence of the medication profile/chart being kept up

to date?

Patient med info

(patient medication

information)

Evidence of patient being provided medication information?

D/c sum med list
(discharge summary

medication list)

Was there a medication list in the discharge summary?

D/c med list match
script

(discharge
medication list

matching the script)

Did that medication list match the discharge script? Hint: check the

red Medical Records copy of the script.

223




D/c on multiple Was the patient discharged on more than two psychotropic drugs

psychotropics from the same category (e.g. two antidepressants)?

(discharged on
multiple

psychotropics)

High dose Was the patient discharged on greater than 100% of the
antipsychotic load (according to the Antipsychotic Stewardship

guidelines)?

ADR list Was there evidence of adverse drug reaction documentation in the

discharge summary - including “nil known allergies” or “unknown”?
(adverse drug

reaction list)

ADR med prescribed | On discharge, was the patient prescribed a medication to which

i ?
(adverse drug they had a previously documented ADR:

reaction-listed
medication

prescribed)
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Appendix 4.2 Publisher statement permitting use of the published article in the thesis

CCC |RightsLink ? -

Help v Email Support

Impact of a clinical pharmacist on medication safety in mental health Hospital-in-the-Home: a retrospective analysis
Author: Mechaiel Farag et al
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Date: Apr 19, 2022

Creative Commons
This is an open access arlicie distribuled under the terms of the Creative Commons CC BY license, which permils unresiricled use, distribution, and reproduction in any medium, provided the original work is properly cited

You are not required 1o obtain permission 1o reuse this article
To request permission for a type of use not isted, please contact Springer Nature

© 2022 Copyright - Al Righs Reserved |  Copyright Clearance Center, Inc. |  Privacy statement | Terms and Condiions
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Appendix 5 Stakeholder perceptions-related materials

Appendix 5.1 Participant information sheet for patients

Clinical Pharmacy Service to a Mental Health Hospital in The Home
(HiTH) Programme

Participant Information Sheet - Patients

Principal Investigator: Mr Mechaiel Farag
Phone: (08) 9347 6677
Email: Mechaiel Farag@health wa gov.au

You are invited to take part in this research project which is being undertaken for research purposes as part of the
School of Pharmacy at Curtin University. The results of this research will be used by the principal investigator
(Mechaiel Farag) to obtain a Master of Clinical Pharmacy degree. Because Mechaiel also works as a HiTH
pharmacist, an approved independent Curtin University researcher will be conducting the study interview.

What is the purpose of this project?

The objective of this project is to explore what HiTH staff and HITH patients think of the clinical pharmacy service
provided to HiTH. A clinical pharmacy service to a mental health HiTH programme is a new service that has not been
previously studied in Australia. The opinions obtained from this project will help in future evaluation and improvement
of this pharmacy service. The ultimate .aim to prevent the medication-related problems suffered by mental health
patients.

What does this project involve?

First, your HiTH clinician will give you this Participant Information Sheet, and ask for your permission to participate in
this project. If you agree, the HiTH clinician will inform the researcher. A time will be arranged for the researcher to
visit you, with a HiTH clinician. When the researcher visits you, they will ask you to kindly sign a Consent Form, to
confirm that you agree to continuing with this project. You will get a copy of this Consent Form to keep. The
researcher will interview you for 20 to 30 minutes, asking you questions about your opinion of the pharmacy service
provided to you. We request your permission to audio record the interview, in order to improve the validity of the
research

Your consent is required in order for your demographic information (including information regarding your mental
iliness) and for the information you give during the interview to be utilised by the researchers.

Do | have to take part in this research project?

Participation in the research project is voluntary. If you do not wish to take part, you do not have to. If you decide to
participate and later change your mind, you are free to withdraw from the project at any stage. Your decision whether
to participate or not, or to participate and then withdraw, will neither affect your treatment, your relationship with your
clinician, your relationship with North Metropolitan Health Service — Mental Health (NMHS-MH) nor with Curtin
University

What are the possible risks of taking part?

It is unlikely that conducting the research interview will pose any risk to you or to your treatment. If at any time you feel
uncomfortable answering the questions administered for the research purposes, you are under no obligation to
continue and are free to withdraw from the project at any time

6B Information Sheet - patients - ver4 [Version 6] Page 1 0f 2
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o oaltr
What if | withdraw from this research project?

If you choose to withdraw, please notify your HiTH clinician who will provide you with a Withdrawal of Consent Form.
Your withdrawal will ensure that no additional personal information is collected from you for the purposes of the
research. All information already collected will be retained for research, unless specifically requested otherwise on the
Withdrawal of Consent Form

Costs and Reimbursements

There are neither additional costs, nor reimbursements, associated with participating in this research project.

What will happen to information about me?

Confidentiality: By signing the consent form you consent to the principal investigator and relevant research staff
collecting and using personal information about you for the research project. Any information collected will be coded
such that your name is not associated with the information, and all information will be treated as strictly confidential.
Only the researchers will have access to the information collected during this project. This information will not be
stored in your medical records. The project information will strictly be stored in a locked filing cabinet at Curtin
University, and de-identified (coded) electronic information will be secured in a password-protected hard drive at
Curtin University. Your information will not be given to any person, other than the researchers involved in this study,
without your permission, except as required by law.

Publication of Results: The results of this research project may be published and/or presented in a variety of forums.
The data may also be used in future research projects, provided that no identifying information is included in the data
However, your name will not be printed in any publications or presentations. Research data will be stored at Curtin
University and retained for 7 years.

Who is organising and supporting the research?

This research is being supported by Curtin University and NMHS-MH. No member of the research team will receive a
personal financial benefit from your involvement in this research study (other than ordinary wages)

Approval to conduct this research has been provided by the Human Research Ethics Committees of Curtin University
and NMHS-MH Research Ethics and Governance Office (NMHS-MH REGO) in accordance with their ethics review
and approval procedures. Any person considering participation in this research profect, or agreeing to participate, may
raise any questions or issues with the researchers at any time. In addition, any person not satisfied with the response
of researchers may raise ethics issues or concerns, and may make any complaints about this research project by
contacting either the Curtin University School of Pharmacy, by email to pharmacy@curtin.edu.au, or, by contacting the
NMHS-MH REGO Executive Officer on (08) 9347 6502 or NMAHSMHREGO@heaith.wa.gov.au. All research
participants are entitled to retain a copy of any Participant information Form and/or Participant Consent Form relating
to this research project.

6B Information Sheet - patients - ver4 [Version 6] Page 2 of 2
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Appendix 5.2 Participant information sheet for clinicians

rtin Uni

ity

Clinical Pharmacy Service to a Mental Health Hospital in The Home
(HiTH) Programme

Participant Information Sheet - Staff

Principal Investigator: Mr Mechaiel Farag
Phone: (08) 9347 6677
Email: Mechaiel Farag@health wa gov.au

You are invited to take part in this research project which is being undertaken for research purposes as part of the
School of Pharmacy at Curtin University. The results of this research will be used by the principal investigator
(Mechaiel Farag) to obtain a Master of Clinical Pharmacy degree.

What is the purpose of this project?

The objective of this project is to explore what HiTH staff and HiTH patients think of the clinical pharmacy service
ided to HiTH. A clinical pharmacy service to a mental health HiTH programme is a new service that has not been
usly studied in Australia. The opinions obtained from this project will help in future evaluation and improvement
of this pharmacy service. The ultimate .aim to prevent the medication-related problems suffered by mental health
patients.

What does this project involve?

The Principal Investigator will email this Participant Information Sheet to the HiTH Clinical Nurse Specialists, who will
forward it to HiTH staff — past and present — requesting their participation in this project. Staff who are interest are to
contact the Principal Investigator (Mechaiel Farag — details above).

Next, the Principal Investigator will contact you to arrange a suitable time for you to be interviewed. At the agreed
time, an independent researcher will first ask you to kindly sign a Consent Form, to confirm that you agree to continue
with this project. They will then interview you for 20 to 30 minutes. The interviewer will ask you questions about your
opinion of the pharmacy service provided to the HiTH programme. We request your permission to audio record the
interview, in order to improve the validity of the research

Your consent is required in order for your demographic information (eg age range and position description), and for
the information you give during the interview, to be utilised by the researchers.

Do I have to take part in this research project?

Participation in the research project is voluntary. If you do not wish to take part, you do not have to. If you decide to
participate and later change your mind, you are free to withdraw from the project at any stage. Your decision whether
to participate or not, or to participate and then withdraw, will neither affect your working relationship with pharmacy
staff nor with Curtin University

What are the possible risks of taking part?

Itis unlikely that conducting the research interview will pose any risk to you. If at any time you feel uncomfortable
answering the questions administered for the research purposes, you are under no obligation to continue and are free
to withdraw from the project at any time.

6C Information Sheet - staff - ver2 [Version 3] Page 1 of 2
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What if | withdraw from this research project?

If you choose to withdraw, please notify the principal investigator (Mechaiel Farag — contact details above), who will
provide you with a Withdrawal of Consent Form. Your withdrawal will ensure that no additional personal information is
collected from you for the purposes of the research. All information already collected will be retained for research,
unless specifically requested otherwise on the Withdrawal of Consent Form.

Costs and Reimbursements

There are neither additional costs, nor reimbursements, associated with participating in this research project.

What will happen to information about me?

Confidentiality: By signing the consent form you consent to the principal investigator and relevant research staff
collecting and using personal information about you for the research project. Any information collected will be coded
such that your name is not associated with the information, and all information will be treated as strictly confidential.
Only the researchers will have access to the information collected during this project. The project information will
strictly be stored in a locked filing cabinet at Curtin University, and de-identified (coded) electronic information will be
secured in a password-protected hard drive at Curtin University. Your information will not be given to any person other
than the researchers involved in this study without your permission, except as required by law.

Publication of Results: The results of this research project may be published and/or presented in a variety of forums.
The data may also be used in future research projects, provided that no identifying information is included in the data.
However, your name will not be printed in any publications or presentations. Research data will be stored at Curtin
University and retained for 7 years.

Who is organising and supporting the research?

This research is being supported by Curtin University and North Metropolitan Health Service — Mental Health (NMHS-
MH). No member of the research team will receive a personal financial benefit from your involvement in this research
study (other than ordinary wages).

Approval to conduct this research has been provided by the Human Research Ethics Committees of Curtin University
and NMHS-MH Research Ethics and Governance Office (NMHS-MH REGO) in accordance with thelr ethics review
and approval procedures. Any person considering participation in this research project, or agreeing to participate, may
raise any questions or issues with the researchers at any time. In addition, any person not satisfied with the response
of researchers may raise ethics issues or concerns, and may make any complaints about this research project by
contacting either the Curtin University School of Pharmacy, by email to pharmacy@curtin.edu.au, or, by confacting the
NMHS-MH REGO Executive Officer on (08) 9347 6502 or NMAHSMHREGO@health.wa.gov.au. All research
participants are entitled to refain a copy of any Participant Information Form and/or Participant Consent Form relating
to this research project.

6C Information Sheet - staff - ver2 [Version 3] Page 2 of 2
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Appendix 5.3 Participant consent form — patients

o R Curtin University

| Clinical Pharmacy Service to a Mental Health Hospital in The Home (HiTH) Programme

Consent Form - Patients

Principal Investigator: Mr Mechaiel Farag
Phone: (08) 9347 6677
Email: Mechaiel. Farag@health.wa.gov.au

Thank you for agreeing to take part in this project. All the information that you provide will be kept strictly confidential
and will not be released by the investigators unless required to do so by law. Information gathered during the course
of the project will only be used for research and the data published will not reveal your identity. Whether you accept or
decline to participate in this project, your treatment will not be altered in any way. Please read the following carefully,
ask any additional questions you may have, and sign this consent form.

Declaration by Participant

+ | have read and understood the Participant Information Sheet and have been given a copy of it.

» | understand the purposes, procedures and risks of the research described in the project

+ | understand that in addition to the information gathered by the research interview, my demographic information
and information about my mental illness may be utilised for the research

» | have had an opportunity to ask questions and | am satisfied with the answers | have received.

+ | agree to participate in this research project as described and understand that | am free to withdraw at any time
during the study.

# | understand that | may keep a copy of this Consent Form

+ | agree that research data gathered for the study with my participation can be published as long as my name or
other identifying information is not used in any publication

# | understand that all information provided by me is treated as confidential and will not be released by the
investigators unless required to do so by law.

» | understand all information provided and agree that research data gathered for this study can be utilised in future
research projects approved by the Institutional Ethics Committee, as long as my name or other identifying
information is not used

» | agree to having the interview audio-recorded to monitor the interviewer’s performance (please tick)
YES O

« lagree that additional research data can be gathered from case notes (please tick) YES O NO O

Name of participant (please print)

Signature Date

Declaration by the interviewer

| have given a verbal explanation of the research project, its procedures and risks and | believe that the participant has
understood that explanation.

Name of participant (please print)

Signature Date

Approval to conduct this research has been provided by the Human Research Ethics Committees of Curtin University and the North
Metropolitan Health Service — Mental Heaith Research Ethics and Governance Office (NMHS-MH REGO) in accordance with their
ethics review and approval procedures. Any person considering participation in this research project, or agreeing to participate,

may raise any questions or issues with the researchers at any time. In addition, any person nof satisfied with the response of
researchers may raise ethics issues or concerns, and may make any complaints about this research project by contacting either the
Curtin University School of Pharmacy, by email to pharmacy@curtin.edu.au, or, by contacting the NMHS-MH REGQ Executive
Officer on (08) 9347 6502 or NMAHSMHREG O@health.wa.gov.au. All research participants are entitled to refain a copy of any
Participant Information Form and/or Participant Consent Form relating to this research project.|

7B Consent Form - patients - ver4 Pagelof1l
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Appendix 5.4 Participant consent form — clinicians

rn Austral

Clinical Pharmacy Service to a Mental Health Hospital in The Home (HiTH) Programme

Consent Form — Staff

Principal Investigator: Mr Mechaiel Farag
Phone: (08) 9347 6677
Email: Mechaiel Farag@health wa gov.au

Thank you for agreeing to take part in this project. All the information that you provide will be kept strictly
confidential and will not be released by the investigators unless required to do so by law. Information gathered
during the course of the project will only be used for research and the data published will not reveal your identity.
Please read the following carefully, ask any additional questions you may have, and sign this consent form.

Declaration by Participant

* | have read and understood the Participant Information Sheet and have been given a copy of it.

e lunderstand the purposes, procedures and risks of the research described in the project.
s lunderstand that in addition to the information gathered by the research interview, my demographic
information and information about my position may be utilised for the research.

* | have had an opportunity to ask questions and | am satisfied with the answers | have received.

* |agree to participate in this research project as described and understand that | am free to withdraw at any
time during the study.

s lunderstand that | may keep a copy of this Consent Form.

* | agree that research data gathered for the study with my participation can be published as long as my name or
other identifying information is not used in any publication.

e lunderstand that all information provided by me is treated as confidential and will not be released by the
investigators unless required to do so by law.

* lunderstand all information provided and agree that research data gathered for this study can be utilised in
future research projects approved by the Institutional Ethics Committee, as long as my name or other
identifying information is not used.

* | agree to having the interview audio-recorded to monitor the interviewer’s performance (please tick)

YES O NO O
Name of participant (please print) Position (if staff)
Signature Date

Declaration by the interviewer

I have given a verbal explanation of the research project, its procedures and risks and | believe that the participant
has understood that explanation.

Name of participant (please print)

Signature Date

Approval to conduct this research has been provided by the Human Research Ethics Committees of Curtin University and the North
Metropalitan Health Service — Mental Health Research Ethics and Governance Office (NMHS-MH REGO) in accordance with their
ethics review and approval procedures. Any person considering participation in this research project, or agreeing to participate,
may raise any questions or issues with the researchers at any time. In addition, any person not satisfied with the response of
researchers may raise ethics issues or concems, and may make any complaints about this research project by contacting either the
Curtin University School of Pharmacy, by email to pharmacy@curtin.edu.au, or, by contacting the NMHS-MH REGO Executive
Officer on (08) 9347 6502 or NMAHSMHREGO@health.wa.gov.au. All research participants are entitled fo retain a copy of any
Participant Information Form and/or Participant Consent Form relating to this research project.

7C Consent Form - staff - ver4 Page 10f1
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Appendix 5.5 Guide to interview — patients
Data collection instrument for patients

The patient is to be asked for their profession/level of education. The other demographic
information (age, gender and principal psychiatric diagnosis) is to be obtained from the patient

case notes.
Participant demographics

e Age:
e Gender:
e Profession or highest level of education attained:

e Principal psychiatric diagnosis:
Interview outline

1) What do you think of the service provided by your MH-HiTH pharmacist?
a. Prompt questions:
i. Benefits of the service?
ii. Any specific difficulties?
2) What is your opinion of the MH-HiTH pharmacist’s role in managing your
medications?
a. Prompt questions:
i. Home medication review service?
ii. Organising for your medication to be dispensed by the hospital or
community pharmacy?
iii. Collaboration with other health professionals (e.g. liaison with
doctors & nurses)?
3) Describe how the MH-HIiTH pharmacist helped with your medication management?
a. Prompt question:
i. What benefits did you feel resulted from the MH-HiTH pharmacist’s
home visit?
ii. Did you learn something new?
iii. Did you ask about an issue that was not resolved by other clinicians?

4) How do you feel the pharmacy service to MH-HiTH patients may be improved?

232



a. Prompt questions:
i. Anyimprovements to the home medication review service & how?
ii. Anyimprovements to the medication dispensing service & how?
5) Can you think of any other way that pharmacists can assist you with your
medications?
a. Prompt questions:
i. Does your community pharmacist do any services you think your HiTH
pharmacist may do to help during your HiTH admission?
ii. Ways of remembering when to take your medication.
iii. Ways of providing you with more information about your medications
or anything related?

6) Would you like to add anything else?
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Appendix 5.6 Guide to interview — clinicians
Data collection instrument for clinicians

Clinician basic demographics are to be collected to aid with data analysis.

Participant demographics

e Age group (18-30; 31-45; 46-60; >60):
e Gender:
e Position (e.g. nurse):

e Years of practice (in the above position):

Interview outline

1) What do you think of the current system of pharmacy services to MH-HiTH?
a. Prompt questions:
i. Benefits of the service?
ii. Any specific difficulties?
2) What is your opinion of the MH-HiTH pharmacist’s role?
b. Prompt questions:
i. Home medication review service?
ii. Co-ordination of medication supply?

3) What is your view of the MH-HiTH pharmacist’s role as the support officer for the

electronic health record?
¢. Prompt question:
i. What improvements would you expect from the pharmacist being the
support officer?
ii. How do you feel this compares to the old method of handwritten
paper case notes?*

iii. How does this role compare to an Information Technology (IT)

officer?
4) How do you feel the pharmacy service to MH-HiTH may be improved?

d. Prompt questions:
i. Anyimprovements relating to the clinical pharmacy service?

ii. Any improvements relating to the home medication review service?
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iii. Any improvements relating to the medication dispensing service?
iv. Any improvements relating to patient medication counselling?
5) Can you suggest any new potential services that may be offered by pharmacists in
this MH-HiTH setting?

6) Would you like to add anything else?

* NB. Discussion of the findings related to the electronic health record alone (i.e. not in the

context of the clinical pharmacist’s service) was outside the scope of this analysis.

235



Appendix 5.7 COREQ (COnsolidated criteria for REporting Qualitative research)

checklist*

A checklist of items that should be included in reports of qualitative research. This checklist was used during the

reporting of the qualitative study in Chapter 5.

Topic Item | Guide Questions/Description Reported on Page No.

No.

Domain 1: Research team and reflexivity

Personal characteristics

Interviewer/ | 1 Which author/s conducted the 157

facilitator interview or focus group?

Credentials 2 What were the researcher’s BPharm, PGradDipClinPharm, MClinPharm,
credentials? E.g. PhD, MD MPS, MSHP, AACPA, M HiTH Soc Australasia

Occupation 3 What was their occupation at the Senior Pharmacist

time of the study?

Gender 4 Was the researcher male or female? | Male
Experience 5 What experience or training did the Underwent Curtin University's PhD Research
and training researcher have? Integrity Course, Member of the

Pharmaceutical Society of Australia, Member
of the Society of Hospital Pharmacists of
Australia (SHPA), member of the Hospital in
the Home (HiTH) Society of Australasia.
Author of various conference papers

presented to:

- SHPA Conferences 2007, 2013, 2014, 2015,
2016.

- Rural and Remote Mental Health

Conference 2007

- HiTH Society Conference 2014, 2015, 2016.

Completed, with high distinction, Master's
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degree units on Health Research Methods,
Biostatistics and Pharmacy Research Project

Development.
- Proficient in the use of Microsoft
Excel®.

- Proficient in the use of NVivo® qualitative

research analysis software.

- Experience as a registered pharmacist since

2001.

- Experience as a mental health clinical

pharmacist since 2007.

Relationship with participants

Relationship | 6 Was a relationship established prior In some cases, yes. The PhD candidate was

established to study commencement? working in the capacity of the senior clinical
pharmacist in the MH-HiTH service in which
the patients were admitted. This information
was fully disclosed to the NMHS-MH and
Curtin University Ethics Committees, all MH-
HiTH patients and clinicians. Further this
information is fully disclosed in the Conflict of
Interest section of this chapter.

Participant 7 What did the participants know The participants were fully informed of the

knowledge about the researcher? e.g. personal role of the researcher via their treating

of the goals, reasons for doing the research | clinician (e.g. MH nurse) verbally and via a

interviewer participant information sheet.

Interviewer 8 What characteristics were reported Any potential bias was fully disclosed to the

characteristi about the inter viewer/facilitator? Ethics Committees, as well as in the Methods

cs e.g. Bias, assumptions, reasons and and Conflict of Interest sections of this

interests in the research topic chapter.

Domain 2: Study design

Theoretical framework

237




Methodologi | 9 What methodological orientation 157
i ?
cal was stated to underpin the study? Phenomenological approach
orientation e.g. grounded theory, discourse
and Theory analysis, ethnography,
phenomenology, content analysis
Participant selection
Sampling 10 How were participants selected? e.g. | 157
purposive, convenience, consecutive,
snowball
Method of 11 How were participants approached? | 158
approach e.g. face-to-face, telephone, mail,
email
Sample size 12 How many participants were in the 157
study?
Non- 13 How many people refused to 157
participation participate or dropped out?
Reasons?
Setting
Setting of 14 Where was the data collected? e.g. 157
data home, clinic, workplace
collection
Presence of 15 Was anyone else present besides the | 158
non- participants and researchers?
participants
Description 16 What are the important 158 & 165
of sample characteristics of the sample? e.g.
demographic data, date

Data collection
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Interview 17 Were questions, prompts, guides 175-176

guide provided by the authors? Was it pilot
tested?

Repeat 18 Were repeat inter views carried out? | 157

interviews If yes, how many?

Audio/visual | 19 Did the research use audio or visual 157

recording recording to collect the data?

Field notes 20 Were field notes made during and/or | No field notes were made.
after the interview or focus group?

Duration 21 What was the duration of the inter 157
views or focus group?

Data 22 Was data saturation discussed? 158

saturation

Transcripts 23 Were transcripts returned to 159

returned participants for comment and/or
correction?

Domain 3: analysis and findings

Data analysis

Number of 24 How many data coders coded the 157

data coders data?

Description 25 Did authors provide a description of 157

of the the coding tree?

coding tree

Derivation of | 26 Were themes identified in advance 159

themes or derived from the data?

Software 27 What software, if applicable, was 157

used to manage the data?
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Participant 28 Did participants provide feedback on | 157
checking the findings?
Reporting
Quotations 29 Were participant quotations 159-164
presented presented to illustrate the

themes/findings? Was each

guotation identified? e.g. participant

number
Data and 30 Was there consistency between the 165
findings data presented and the findings?
consistent
Clarity of 31 Were major themes clearly 152-171
major presented in the findings?
themes
Clarity of 32 Is there a description of diverse cases | 152-171
minor or discussion of minor themes?
themes

* Source: Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative research

(COREQ): A 32-item checklist for interviews and focus groups. Int J Qual Health Care.

2007;19:349-357. https://doi.org/10.1093/intghc/mzm042.
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Appendix 6 International conference presentation

Appendix 6.1 Conference poster
This poster was presented at the following international conference:
European Society of Clinical Pharmacists (ESCP) Symposium. 19-21 October 2021.

All ESCP Symposium abstracts are published in the International Journal of Clinical Pharmacy

(IJCP), which is a bi-monthly peer-reviewed journal.

Mental health Hospital-in-the-Home m

clinical pharmacist improves medicines safety

Mechaiel Faragi2, Leanne Chalmers®, Kreshnik Hotit2, Jeff Hughes!
"Curtin Medical School, Curtin University, Beniey, Australia.
*North Metropolitan Health Service - Mental Health Pharmacy, Mount Claremont, Australia.
*Faculty of Medicine, University of Prishtina, Prishtina, Kosowo.

*"Comesponding author:
Background: Method: .
= Mental Health HiTH (MH-HITH) services aim to " Retrospective cohort study ) )
prevent hospital admissions or facilitate early B Medical records reviewed of all patients admitted to
discharge. 2 MH-HITH services from 1 Sep to 30 Mov 2015,
® Integration of a cliinical pharmacist into = Site 1: 18-bed MH-HITH service WITH a
miultidisciplinary MH-HIiTH teams is becoming more G'!“"’aj pharmacist. )
common; little is known about the benefits of their = Site 2: 18-bed MH-HITH service WITHOUT a
invohiement. clinical pharmacist.
B Completion of medication management activities
Objective: was compared using chi-square tests.
B This study evaluated whether clinical pharmacist Main outcome measures:
involvement in MH-HITH improved medication B Six measures based on the WA Health
safety. Pharmaceutical Review Policy, as displayed in Fig. 1.
[Madioation Sataty Key Parformanos indloators (KPic) by Sits |
Farcemtags of Comurenos
a W o E -8 a0 L o - - Rl

| Fig. 1 Pamsntage occummence of madicaion safety KPIS 3t 8ach sta; 3l p.001.

Results: Conclusion:
®  Site 1 (n=T5): Site 2 (n=50); patient characteristics ™  Integrating a clinical pharmacist into a MH-HITH
at both sites comparable. program significantly improved medication safety KPIs
®  Site 1 demonstrated higher rates (all p<0.001) of and has the potential to reduce adverse outcomes.
most KPls — see Fig. 1. Disclosure of Interest:
B Except for provision of patient information, B M. Farag is employed by WA Health as a clinical
reflecting inconsistent documentation of this pharmacist for the NMHS-MHPHDS Adult HITH
activity in Site 1. The documentation in Site 2 program (Site 1).
was prompted by a check-box checklist B | Chalmers, K. Hoti, J. Hughes: Mone declared.
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Appendix 6.2 Conference abstract published in IJCP

Int § Clin Pharm 2021} £3:1756=1801

Badcground and Orhjective: The aim of this stdy was to explore the
msociation batwesn momhber of presaribed medications and their
impact on freqoency of falls and hospitalirations @ community -re-
siding alder adulis.
Methad: This ohservational, cmss-sectional sindy was condocied as
part of the EUROAGELSM H20X) ESR 7 project. Presenied dat are
prefiminary and inclods 84 adnbs aged = 65 years who stienderd] dres
cnmmuomity pharmacies in the Gty of Zageh Dot werecollctednsing
d dized o dre developed for the poposs of the
EUROAGEISM HXIX) project. Descoriptive and infrential sosichical
methads were applied to analyse dats msing TBM SPSS v XL
Main meessures: Associstion hetwesn rumber of pesaibed
medictions and the incidence of falls and hospital izations in e st
12 monghs.
Reslts: Final malysis incloded 84 ponmicipames (67.9% female
medim age 73 (IQR 68-80)). Eveay participamt msed on average
SA2E2 906 prescribed medications, while polypharmacy (S+medi-
ations ) was idengfied i 51 (80,7%) of them. Use of & least one
medimtion fom the banmdiazepine dmg class was observed in 32
(38,1%) of the parfidponts, with famals osing them statist
significantly more ofien ghan males (A1) = 4251, p < Q05). OF the
intal momber of participants, 57 §67,95%) expaienced a fall in the past,
af which 17 (30,2%) in the last 12 months. Female participants have
fallen statistically signifiantly more oftn in the past than males
(A1) = 4673, pz OS) Omly 12 (14.3%) pasticipants were hospi-
tlized inthe last | 2 months, while men were statistically significantd y
mom ofen homitlired than women (X1} = 4403, pe 0,050 A
posifive rend was chserved showing that higher momber of medica.
tions were prescribed in participants who fall (500 & 2716 ve 552
=+ 2976 po- 05 or ware hospitalized (658 4 2937 v 546 4
2902 g (L05) i the bost 12 months, however, the sttisial =g
mificance was not confirmed.
Condusion: This stody provides peliminary resulis negasling asso-
dagion between mumber of medications prescribed md fequency of
falk and hosg zatioms im « ity-residing older adubs in the
Gty of Zagreb md indicawes the imporance of pharmacothempy
optimisafion in this volnerahle age groop.
Grant spport: EomAgeism HXI20 MSOF-ITN-T6$632, Inomed
ROCZOE LOIA0OAU01E 0630010046, Pogress (2. Faculty of
Phamacy, Chasdes Univemity, STARTMEDDS S CZI02 2S00V
19_0THO01G935, SV 260551 and ICARE4OLD HAIZ0 96534

FDFOLS

Use of fall -risgk -incressing drugs in older pafients sdmitted to the

department of emergency medidne. s refrspective study with
foouw on central nervous sysiem drugs

Limheth lh]l' ! Peter mr-p?, Mirko Petrovic!, Andress
Cq)hl" 4 Sabrina Cm:q-m', Annemie Somers!'-4

'Department of Pharmacy, *Depastment of Emergency Madicine,
"Department of Gesiatrics, Ghent University Hospimal ,
*Plasmacentical Cax Unit, Ghent University, Ghent, B giom
Badkground amd Ohjecfiver Falls and fall-mlated mjories are an
incresing problem, primarily in older panple. Ceriain dmg classes
ore amencisted with an ncreased fsk of fallk and are tharefore called
fall-risk incrensing drogs (FRIDs)

We aimed (i) o avalmte the nse of FRIDs, sadative and anticholin-
ergic drags as well as dmogs with a risk of oshostatc hypotension; (i1}
i determine #he mcidence of falls and e characterisfios of patients
with and withomt &lls (@) and to analyse poientially insppropsae
prescribing (FIP) with foces on drags det act on e cenial nervoas
system (CN5) in 2 popubdon of older patiems.

& Springer

Method: A mimspectve smdy of older patemts (> 65 years)
admited © the deparment of emergency medicine of Ghenmt
Univemity Hospital hetween October 2020 and Jammary X021, in
whom 2 madicaion reoncilistion was performed by o hospital
pharmacist.

Main outcome mesres: Komber of prescrbed FRIDs, sadative and
anticholinesgic dmgs and dmgs with risk of onhosiatic hypotension
{OH]; Sadative Losd Mode] (SLM) and Anfichalinergic Impregnafion
Scale (AIS) score of dmgs; nddence of fall; (NS PIF nsing the
STOPNL critesia.

Resulis: For 200 pasients 1791 dogs, of wich 596 FRIDs were
identified (median 3, IQR 14k A toial of 32 9% were CNS dmgs,
with opinids and lypno-sedatives bang the mosi fequendy pre-
scribed dasses of FRIDs. There was 2 positive association between
the number of FRIDs and the ol somber of dmgs, the momber of
comoshidites, the nomber of sedadve and anficholinergic dmgs as
well a5 the nomber of OH inducing dmgs, the SLM and AIS score (p
< 0001} Fifty patienss (25%) reported a fall i the recemt or
past history. Forthermore, age (p = 001 4), sex (p < 0,001 ) and rae of
WP {p = 0001} were significandy different batwesn pafients with and
withoat falk. Almost one-foorh of patients was trented with at lesst
ome CNE PIP ilem

Conclusion: The prevalence of FRID ose was high in older patients
sdmitted o e depariment of emergency medicine of Ghent
Univemity Hospitzl Fallers had a higher number of CNS PIP items.
The resolts from #his stody confim e need for ol disd plinery
medication review, with focms on sttempis for deprescribing of NS
FRIDs

POSTER DISCUSSION FORM 1
FDFOLL

Mental health hospital in the home dfiniml pharmscist i mproves
meeilicines safety

Mechaid Farag "%, Leamne Chalmers', Kreshnik Hoti™ 7, Jeff
]hi:u'

'Cortin Meedical Schaol, Castin University, Bentley, *North
Metropalitan Healéh Service - Mental Heakh Phammacy, Graylnds
Herspiial, Mount Clarsmont, Asiralia, "Famity of Medicine,
Univemity of Prishtina, Prishiine, Eosova, -

Badkground and Ohjectiver Mental Healh HTH (MH-HiTH) ser-
vices aim to prevent hospial admistions or faciltae early
discharge. Integration of a clnical pharmarist imio ol disd phinery
MH-Hi TH tenms ix hecoming mos common bot lile i known ahoat
the hmafis of their mvohemmt This sindy svalmied ohether
chnical phammacist mvolvament in MH-HETH improved madicasion
safety.

Method: In 2 retospedive cohort stady, medical records ware
rewiewed of all pasients admiged totwo MH-HTH services hetween
| Sepiember md 30 Novermber 2015. The fimt site (Sioe Iy e 16-bed
MH-HTH service based in 2 terfiary psychisisc hospinl incorpo-
mating a clinical pharmacistas pantof its muolS-disciplinary eam. The
second site (Sine Z) is n |5-bhed MH-HiTH service hased in 2 temiary
general hospital withont climical pharmacist mvolveament. Complesion
of medimtion management activifies was compared nsng chi-square

amalysis.

Main Fve hawed om the B
Healrh Pharmacentical Review Policy: (1) medication recnciliation
on admission and discharge; (2} accorste adverss dmg reaction
{ADR) Est; (3) dooomentation of 3 coment medication profile doring
admission and on discharge; (4) provision of pafient madicasion
informagion; and (5) regolar medication profile revies.
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Results: Seventy-five patient recomds fom Sise [ were assessed mnd
59 from Sie 2. Patient characterisfios from hoth sites were compa-
rahle in tams of age, sex, disgnomis and sowrce of sdmisson The
HETH service incorporating & pharmacist (Sige [) damonsinated s
tistically significandly higher rates of compleion of madicasion
recomd Bation (M versos 299), acmode ADR list (97% verms
SE%), accomate discharge medication Bt (7 4% versos 45%), accomae
medication profile (9% versos 68%) and medication chant mview
{995 versns 096) all p000 1.

Condusion: Iniegrating 2 clinical phamadst inio 2 MH-HTH pro-
gram significandy impmved medication safey paramesers, and has
the potential 1o redoce advese omcomes.

FDFOE 2

Optimising phy sical health trentment in mental ilness that i
severe (OFTIMISE)

Auife Carolan” '- 2, Dolores Keating”, Caroline Hynes', Stephen
McWillams?, Judith Strawhridget, Cristin Ryan ©

'Phammacy Deparment, SAINT MIVHN OF GOD HOSPIT AL, *Royal
College of Sorgeoms Trelund, *SATNT JOHN OF GO HOSPIT AL,
*EBchioal of Plarmacy and Biomalecular Science, Royal College of
&:gmuhﬁhﬂd,s&:hﬂ of Pharmacy and Pharmacenti;al Sdences,
Trimity Collage Dublin, Duoblin, Trelund

Badground and Objective: The life expecancy of people with
Severs Mental Diness (SMT) is shorier than thoss withoot SMT, with
mulimoshidity and poorer physiml henlth contriboting to heakh
imequality . Sceening tools conld potentally assstthe optimisation of
medicines to proect the physical health of people with SML We
desigmed a madicine optimisation ioo] (OPTMEE) to help chinicians
achieve the goal of Ciptimising Physical Henlth in Mental [liness that
i Savem.

Method: OPTMISE was defied with reference to the Hierstore, and
the Delphi commensos techmique oed o devdop mnd validase the
mnienis. A |T-member muoltdisciplinery panel of expesis from the
UK and Irdand mmpleted 2 rounds of Delphi consensos, rating their
level of agreement to 83 prescribing indicasors osing a 5-point Likes
scale. Indicators with & median of | or 2 and 75 entle vale of =2
wer accepied. Indermater reliahiliy was ssessed among 4 climicians
mroms X datssets and the chnce comeded level of agreement
{lappa) was calcnlaed.

Main outmme mesures: Level of agmement using 2 5-point liest
scale and intesater relishility were $he main ouicome measores
mmemned.

Resulis: Comserens was achieved after 2 rounds of Delphi for 63
prescribing indicators. Inemrater rdishility of OPTIMIBE hatwesn
piysicians mnd ph ists indicated a sob ial leved of T
which is comparahls to other optimisation tools

Condusion: OPTIMBE i 2 63 indicasor medicines opfimisation
fonl, developed meing Delphi oomsenens techmiqoes, to msist decision
Iﬂqmlﬂﬁqpﬂqﬂemtmmmlh&mﬁ]m
enhance madics ve madicinex ane
mnsidemd when |:i:|::|:n|]'}3,I indicated FII":IE Idmd.ruﬂl:l: sindies
valving e impk of ghis p g ool is required to
demonsirate #s toe henefit

FDFOL3

Key Bcors under]ying oncol ogy patients" wil ingness o engage in
meeificmtion nedis pensing

Liss-Marie Smale ', Taine Egherts™ °, Rob Heerdink™ *, Bart
van den Bemt™ *, Charlotie Bekler®

'Deqartment of (linical Pharmacy, Radhond Institnie for Heakh
Scimes, Radhond miversity medical center, Nijmegen, (Clinical
Phammacy, Univemity Media] Cente Utecht, Depastment of Clnical
Phammacy, Division of Laboratory and Pharmacy, "Divisin of
Phammacoepideminlogy and Clinical Pharmacal ogy, Tirechs

i v ity i-lpd Srimie, Utwecht Institnte for Phasmacentical
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Background snd Ohjediver Redispersing madication mnosed by
patimis conld potentially redoce e fmancial loss and emvinon mental
pollotion camsed by medication waste, paticulrly for expensive
medication soch as oral anficancer dmogs. To achieve madicasion
redispensing patients’ engagement i required  Theredie fhis sndy
aims in identify key factors mnded ving ononlogy patien s’ willingness
in engage in the radigpensing of nmosed oral anticancer dmgs.
Methad: Semi-sroctned nfenvizws vis telaphone or video @ll ware
conducted with adok oncology patients from teo Datch hospinls.
The inerview goids was framed meing the COM-B model, o elicit
patmi’ cqﬂ:ﬁ.y, q]nl.llnly md motivation 0 engage in medi-
cation medisy relaied to ' willimgness 1o
arep redi:p:m:d rneﬁn:llxn. eSS lu'ed md perceived com-
cams and meeds. Indocfive thematic amalysis was applied, and
emerging key factors wes mapped o the COM-B model

Main ouicoms mesnres: ey faoors onderlyving willingness of
ancal agy patients i engage in medication redis pensin g mapped o the
O0OM-B model.

Resulis: Seventesn patients (aged 3882 years, 70% famale), sof-
fering eight diffarent types of ﬂltu'p:l.rpl.ﬂ:'l The majarity of
participanis med medimtion redi

Fowr misgories of key factors onderlying onoology patents’ will
mgness io engage i mediction redipensing were identified. First,
pereeption of socia]l relevance was identified = the driver for
engaging in madication redispensing. This perception resalied from
previons fmsirafions with medication wasie and social e pomsihi ity
regarding the halthcare bodget and environment The second key
factor was tmst in quality, infloenced by the initial parception of the
quality of redispensed medication, nowlkdge abont the quality pro-
cms md advecacy by coregives mnd mlstives Fmaly,
facilitators for engaging i mediation redispensing wes identi fied:
comvenient logisics, which rdated to miom possibiliies of mmsed
medication 1o iem, and © icadion, aboat
quality commal, ﬁunni prafis and lhe mmsequences of medicasion
wasie. All faciors were mapped i the OO0M-B mode] of helaviooral
change.

Conclusion: This stody shows that oncology patisn®s want in engage
in medication redispensing with a drive for adhieving positive societal
impact and a nead for high-quality medimtion, ransparent comma-
micafion and & comenimt process a5 ondedying key faciors. Fotme
imtervenfions that increse oncalogy ' capahility, ity
and motivafion may sopport willingness &0 mgags I madicason
redispensing .
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