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Executive Summary

At present, the documentation of cognitive services and meication incidents in
community pharmacy practice in Austrdia is virtualy non-existent, ye quality care
cannot be provided without complete documentation. Only by gupropriaey evauating
and doaumenting patient outcomes will pharmacigs be ale to receive payment for
cognitive services. There can only be acceptance of the phamacists’ role if the profession
hes doaumented evidence of its adivities and their outcomes. The future of our
profession lies in our ability to document the berefit of pharmaceutica care for our
patients.
With funding from the Third Community Pharmacy Agreement Research and
Development Grant, Professor Greg Peterson, Kimbra Fitzmaurice and Duncan M dKenzie
(honours gudent) from the Tasmanian School of Pharmacy, in cdlaboration with John
Hkerton (Pharmecy Electronic Information Manager, Roya Hobart Hospital) and Chung
Liauw (Phoenix Computer Sysems) recently devdoped and evaluated a convenient,
computeised process for the recording of medcation incidents and community
pharmacists’ cognitive services.
The sydem provides a strudured record of intervention superior to those currently
avail ablein dispensingsy stems. Thesysemwas to addressthe following aiteria:

@ be easy to use,

(ir) place minimal impediment ontime;

@)  interfacewith dispensing software;

(iv)  have a generic design, so that modifications could be madefor its

incorporation into as many software sygemsaspossible;
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V) enable de-idertified information to be easily downoaded,
summarised and evaluaed.

This sysem was devised after an extensive literature evaluaion and it underwent severa
pilot phases and intensive testing by consulting pharmecists with many iterative
modificaions being made prior to thetria peiod.
The sygem has been designed to be easy to use, with a minnmum number of keystrokes,
and to interfacewith dispensing software. It was initidly developed for incorporation into
the REX sy sem (Phoenix Computer Systems).
Details of incidents recorded include the drug involved, problem idertified and its
potentid severity, andthe steps that were taken by the pharmeacist to resolve the problem,
including timetaken and detals of contact with the prescriber (and whether the recom-
mendation was accepted). The record can have sufficient information for other
pharmadsts to underdand the problem and outcome, with minimal daa entry. De-
identified data files are downloadabl e locally, and a an extension of this project a web-
based centra repository is being developed to potertialy dlow the down-loading of the
data seaurely viathe Internet. The details of the provision of cognitive services can be
essily cdlated and summarised.

Such afacility is criticd to theprofesson for severd reasons,

e It provides amedico-legal record;
o |t facilitates theprovision of quality cae;

e It enables continuity of care;
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e It provides evidence of apractice, which is required before remuneation can be a
possibility ; and

e It will enable quality audits and peer review.
The sygem was evauated by 19 Tasmanian community pharmecies over a 6-month
period.
The number of interventions and rateof recording interventions wasless than anticipated.
This made some aspects of andysis difficult. One of the ressons for this was the required
change in usua prectice and rouine.  Community pharmadsts have previously
undertaken cognitive services as an extension of thdr digpensing rde, and have not been
required to document these activities, nor have they expectedto be remunerated for them.
Work onthe system to date has madeit clear that pharmacigs needto havethe skills and
knowledge to make useful interventions and trainingis critical. Not necessarily training
in the use of thesoftware, but ensuringthat pharmadsts have the knowledge and skills to
meke useful and timely interventions and understand the importance of documentation.
As nated by Cipolle et d®., “The computer program is not your practice it is merely an
aid to support practice; a means to an end.”
Pharmecists who evduated the sysem recelved a professiond recording fee for
documernting their cognitive savices, in a mode tha could lead to the rembursement of
Australian community pharmecists for the provision of these services.

Feedbadk on thesy semfrom the pharmacistswas genera ly very pasitive.
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Introduction and literature review

Despite calls for improvemerts in the use of pharmaceutica drugs, and better liaison
between doctars, phamacists and patientsl problems associged with the use of
pharmaceutical drugs in society continue to be a significart public headth burden. It has
been estimated that sub-optima drug use in Austrdiaresuts in at least 80,000 hospital
admissions annualy (accounting for approxmately 12% of al admissions to medica
wards), at a cog of around $400 million per year.24 About one-half of these hospital
admissions are consideed to be avoidable. The profession of pharmacy has an enormous
responsbility to addresstheproblem of adverse drugoutcomes in the community .

In hospital pradice, the close working relationship between prescribers, pharmacists and
their patients has lead to considerable improvementsin the quality of druguse.>® Studies
in this country and oveseas have repeatedly and ovewhelmingly demonstrated the vaue
of clinicd phamacy services, principaly in the hospitd environment, in tems of
improving the quality of pdaient care and containing both medicaion expenditure and
therapeutic drugmonitoring costs.>*3

In contrast, thae is a dearth of published materia from Austrdia on the provision of
pharmaceutical care by community pharmecists and the value of clinical pharmacy

activities within the community seIting.”'16

One of the maor differences between
community and hospitad pharmacy practice tha explans this diffeence is that
pharmadsts in the hospital setting routinely document their clinical interventions in

patients’ medical records and/or in dedicated databases within the hospital pharmacy

Oepartment.
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The introduction of medication reviews at long-term care facilities, and nonv domiciliary
medication management reviavs,’” by pharmecists has crested an ideal opportunity for
community phamacy practice to become firmly established as part of the hedthcare

team.

The suacessful transition of community pharmacists into the healthcare team depends on
acceptance by other hedth professionals, administrators, gpvernments and paients.'®*
There can only be acceptance of the pharmacists’ role if the profession has documented
evidenceof its activities and their outcomes.

Pharmacy pradice and educaion have unde gone significant change ove the past 30
years and continue to evolve® Thepractice of phamacy has shifted from a traditional
dage, where pharmaciss proaured, prepared, evaluated and dispensed drugproduds, to a
patient care foaus, with an emphasis on the patient and his or her specific drug therapy
problems. Theimportance of technicd functions has been supplanted by the provision of
cognitive services, which has been defined as the use of eciaised knowledge by the
pharmadst for the patient or for health care professonals for the purpose of promoting
dfective and safe drug theraoy.20 Other terms gpearing throughout the pharmacy
literature to mean conceptually the same thing as cognitive services include: professiona
srvices, valueadded services, clinica pharmacy services, consulting services, and
patient-oriented (or paient-focused) services. M any different phamacist activities are
encompassed in this broad definition, induding patient counsdling and education,

medication profile monitoring, drug uwilisation evaluaion, medication compliance
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monitoring, prescribing error detection and intervention, and monitoring of therapeutic
outcomes, including paint-of-care testing.
To ensure the future of the profession and adequately serve the public, the pradice of

pharmacy must add demonstréble value to theprovison of pharmaceuticas

“Providng and obtaining educationa experiences for the sole pupose of
licensure is inadeguate. If the patient is nat able to benefit directly from the

pharmacist’s knowledge, then the educational experience is not sufficiently

cost-effective and cannot be defended in today’s health care environment.”?*

Currently, remuneration is foaused towards volume dispensing rather than the extent or

2022 and this is not a sudainable

quaity of phamaceutical cae to the pdaient
remuneration model for the professon. The relative lak of solid evidence for the
beneficia effeds of pharmacy preactice is perhaps the mgor weakness facing the
profession, and this isprincipaly tied to thelack of documentation of eveyday practice
activities. The routine use of documentation software in practice would serve many
purposes, including the ability to clearly demonstrate the impact of pharmacists’
interventions topoliticians, doctors, thepublic and other stakeholders.

Computerised pharmecy dispensing sysems have not advanced greatly since ther
introdudion in Austrdiaamog 20 years ago. M o digpensing sy sems function sinply as
label generatorsand systems for claiming reimbursement viathe Pharmaceutica Benefits

Sheme. The dispensng sysems do nat even keep track of non{prescription products.

The sy gems have not kept pace with changesin pharmacy practice or facilitated change

10
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in practice, in terms of assiging with the provision and documentation of cognitive
sErvices.

The doaumentation of a service, spedficaly a health care service, is very different from
the documentation required to dispense a medication.”® If one asks aphyscian, nurse, or
ather hedth care practitioner to describe documentaion, it is commonly understood that
reference is being made to the patient care rewords oontaining specific treatment
recommendations and assorted clinicd observations, al directed toward paient cae. The
pharmacist’s response to this request will usually be to describe the record related to
dispensing a prescription, commonly caled the medication profile. Although this profile
does have limited value in terms of providing a record of the prescription drug products
dispensad at aparticula pharmacy, itis congructedin such a staticmanne that its useis

very limited in pharmaceutical care practice and the provision of cogitive servi ces?

The pharmacist’s record of an individual patient’s drug-related problems, together with

the actions taken and subsequent outcomes, isvery inportart for severa reasons?>

1 It provides a medico-lega record. It is unfortunate but true that al ectivities
performed for another need to be documented so tha if, in the future, lega
action is brought againg the practitioner, appropride doaumentaion is
available. Itis clearly the case that the more comprehensive the documentation,
the “safer” the practitioner.23

2. It enables the provison of quality careto the patient. Documenting patient care
activities and patient care decisionsis avital responsibility of every pragitioner

providing pharmaceutica care. Documentation isessentid because the
11
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patient’s condition, needs, and outcomes are constantly changing. No one is able to

remembe al the clinically rdevant informaion about a paient. Records must

report decisions made on a continuous bass. The documentation must form a

dronologica record that can be constantly updated and evaluated to improve

patient care. Quality care cannat be provided without complete documentation. >

3. It spports continuty of care. It will seldom be the case tha a phamacist
works entirdy aone. Otha pharmecists and support personne may require
access to the paient record. Therefore, it must be complete, consistent, easily
retrievable, and up to date.”

4. It allows pharmacigs to report on their actions. Documentation of pharmacists’
cognitive savices is so important that it is not an exaggaration to suggest that,
without a documerntation system, a pradice does not exist. Documentation
represents the evidence of a practice. Documentation is important to the
profession in the longterm since it serves as the bass for reimbursement.
Governments have understandably taken the position that “if it is not
documented, it was not done.” Reimbursement is not possible without this
documentation.

5. It provides abasis for quality audits and peer review.>?

It is not possible for
the pharmacist to learn about his or her practice without being able to “look™ at
the practiceover time. It isdifficult for apractitioner to “improve” if he or she

is nat able to criticdly examine the decisons and clinica judgments rendered

and even review themistakes made T his requir es documentation of pradtice.

12
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Additiondlly, if a phamacist wishes to teach students or athea pharmecists,

documentation of cognitive services isnecessay .2%

It is unredistic to think that quality care can be provided without complete
documertation®®  The daa provided by documentation of cae are critica to the
transition of pharmacy from aproduct-based profession to a patient-care, service based
profession, egpecially duringaperiod of great scrutiny of resource uilisation in thehealth

care seator.*

Only by appraoriately evaluaing and documentingpatient outcomes wil
pharmadsts be able to receive payment for cogiitive services The future of the
profession lies in pharmacists’ ability to document the benefit of pharmaceutical care for
thelir pati ents.*

When developing a system for the recording of pharmacists’ cognitive services, several
requirements ae paramount. Clearly, it mus be a computerised systen.33 Above
everything, the system mus be easy to use and open when the digpensing software is
open, so that pharmacists will utiliseit. Time is a limited commodity, and a sysem for
recording cognitive services in pharmacy must be as efficiet as possible®® Not
aurprisingly, it has been demonstrated that documentation of cognitive sevices is more
likely if the documentation procedureis not perceived as being burdensome®*

The mogt logicd approach is to have asy stemthat dovetailswiththe dispensing software.
An interface baween the documentation sy sem and the prescription digoensing sy stem
enables a primay objective of minimising interruption of the digpensing workflow in the

pharmacy and reducesthe nead for double entries for data such aspaient name, address,

medication history andM edicare or concession card information.
13
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With the currently avdlable dispensing sy sems, thee existsthe cgpability to record very
brief notes in the patient’s profile, but this system provides a structured record that is
drectly linked to the individual medication profile, and more secificdly, to the
prescription in question.

It is anticipated that a downloadable record of cognitive services could eventudly be
linked with the re-regigration process for pharmacigs. The National Competition Policy
Review of Pharmacy (Wilkinson Review) has recognised that there needs to be aregular
practicebased competence assessment. As part of this, community phamacists could
present their Board with a log of activities related to the quality use of medicines each

year.

14
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Objectives

The objective of this project wasto develop and evauate a compute-based sysgemfor the
recording of community pharmacists’ cognitive Sefvices.
The documentaion sysem will:

e beeasytouse

e interfacewith dispensing software;

e havea generic design, 0 that it can bemodified for use by a many dispensing

oftwarevendors aspossible;
e eable information to be easily downloaded and summar ised,
e st up apatentia modd for pay ment for cognitive services by pharmecists in the

future.

Desired outcomes

e Todesign afully-integrated intervention recording program that can be used by al
community phamacists.

e Todesignasysemtha is simple and easy to use, without beng time-consuming.

e To showthe benefits of documenting cognitive services for the future of the
profession of pharmacy; and
e To demonstrateto government and other stakeholdersthe vdue of pharmaceutical

Frvices,
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Methodology
A generic approach was adopted in the design of the system, so thd it coud be modified

for use by as many dgpensing software vendors a possible. In the firg instance, the
gystem was designed to interface with the Rex Electronic Dispensing system (Phoenix
Computers). Extensive evauation of the exiging Rex program was undertaken to enable
us to assst withtheintegration of theintervention recording component into the existing
program It was desireble to meke this addition as seamless as possible with the existing
program, whilestill enabling adaptation for integration with other dispensing software.
The firg project objedive was the design of a computerised sysam for the recording of
community pharmacists’ cognitive services.

The sysem was accessble from the main dispense screen via a Snge keystroke This
enabled the user to record an intervention without leaving the main soeen and had
minimal impact on dispensingworkflow.
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Figurel. Inteventionrecordng sysem accessiblefrom digpense screen
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The sygem was aso accessible from the main menu to enable the recording of an
intervention relaing to anon-prescription produd, or an inter'vention not performed at the
time of dispensng. This menu aso adlowed for the editing of a previously recorded

intervertion.
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Figure2 The system was also accessbl e from the main menu for anintervention relating
toan OTC product, or an intervention not performed at the time of dispensing

The sysem wasintegraed with the dispensaly database so that much of theinformation
required to be entered eg. patient details and prescribed medication was automatically

transferred intothe record, eliminatingthe nead for doubl e entry .

17
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Once anintervention was recorded it was hichlighted in thepatient profileso that it could

be reviaved. The script within whichthe intervention was performed was highlighted in
purple (Fig. 3);the colour code used in Rexto represent interventions. Purpleis dso the

olour of the intervention-recording sareen. (Fg. 4)
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Figure 3. Patient profile showing a script highlighted in purpleindicating that an
inter vention has been carried out on that script




Final Report.doc

The documentaion process was lit into sixstages of dataentry.
Sript details: Any informationrelating to thescript, including the date, prescriber,
drug, and patients name
Category: Interventions wereclassified into categories and sub-categories to
reduce the need for freetext entry andto aid the stdistical evaluation of data.
(Appendx 1)
Sonificance: Interventions were to beassi gnad a subj ectiverating, predictingthe

dinica severity of theactua or patertia event if action wasnot taken.

Outcome: An outcomewas recorded for each intervention based upon whether the
recommendation was accepted by thepatient/prescriber. If a the time of
intervention the outcome was not known, the intervention was ‘flagged’ for future
dtention, and to enablethe later addition of the outcome.

Notes: Free text entry point to describe or elabor ate on action(s) performed and
reasonswhy'.

Time: Approximete time spent conduding theintervention.

A Presaiber Contacted buttonwas added into the module towards the condusion of the
project yoon request from theusers. This reduced free text entry when contact withthe
prescriber was required.

A modue was added during the projed to record in the patient’s profile when a CMI was

printed out for aparticuar medication.
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Emphasis was placed on minimising time restraints and reducing thenumbe of

key grokes required torecord interventions, thus reducing some of the major barriers
pharmadsts might haveto recording. It was essentid to provide pharmacigs witha
flowingon-screen process that was essy to folow and quick to use. This avoided the risk
of interventions not being recorded due to program complexity. M ay screen lay outs and
recording processes wea'e desi gned and tested by theresearchteam, programming saff at
Phoenix and consultingcommunity pharmacigts until afina product was deermined.

It was decided that thesystem, in keeping with the consistency of the Rex dispensing
gystem, would dl be contained within one screen and take advantageof touch screen
technology usedin Rex The screen displayspaient detailsin thet@ left hand boxand
an intervention summary in thetop right hand box. The stages of intervention entry are
located & the right hand side of the screen (or the left hand sdeif the touch screen is
oonfigured for aleft-handed individua). M og sagesof dataentry use asingle keystroke
or tap of the screen (if atouch screen is beingused). Other stages require brief freetext

entry (eg. The Notes section).
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Figure 4.Part of theintervention recor ding screen.
A magor challenge was the cregtion of a set of categories suitablefor use in community
pharmades. Exensiveliterature reviev was undertaken to evaluate existing intervention
recording systems®+?*"3_ These were compared, contrasted and evaluated for their
potentid usefulness in this project. It was found that our project amed for slightly
different objectives to those caried out previously. Mary models were hospital based and

hence required revision for use in the community 51etting21'37

. Also, we aimed to record
“cognitive services” not just adverse drug events or medication errors as previous projects
have done. It was hoped that averted mishgps would be recorded not just actual events.
The mode creaed by Hepler and Strand®*® was considered but required somerevision to

include servicesas well as error recording. The research teamrevised and evaluated the

21
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category lists extensivdy and other community and academic pharmacists were consulted
for feedback until afinalised list was created. Thelist creaed for the use of theproject
was 4ill conddered to be a dynamic one. Trid pharmadsts were asked for
recommendations throughout the process and changes/ additions were made during the
trial.

The fina list created (Appendix 1) provided a two-tiered approach to intervention
categorisation in an attempt to avoid overwhelming quantities of information. It was
hoped tha this would be an exhaustive list (i.e cover all the probable situations
community phamacieswould face) whilst nat beingtoo overwhelming, and hence reduce
o diminate the need for free text entry during the recording process. It was envisaged
that this would reduce the amount of time required to record the intervention, as well as

enable gatisticsto be analy sed.
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It was envisaged that appropriate tools woud be included in, or added to, the chosen
dispensay sysemto enable full accessto fird class decision suppott. It was believed that
this would aid the pharmacist in making more informed decisons oninterventions.

An agreement was resched with MIM S Audraia to enable the use of their entire
dectronic M IM Sproduct forthe durdion of the prgect. This was made avail able to dl
participants. TheM IM S daabase is incorporated into the Rex dispensing system for the

detection of druginteractions.
Therapautic Guidelines was purchased for each pharmacy as a stand-aone decision

upporttool (i.e not integrated with the dispensing system).
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Discussons weae held with the developer of the Docle medica coding system  This
system enables the recording of diseases or conditions to build a medica history of a
patient, and is the same system used by Medica Director, a prescribing program for
Australian gengal prectitionas. This component was purchased in cooperation with
Medicd Director but at the conclusion of thetrial itsincorporation into Rex had nat taken
place.

An agreement was reached with the developer of Pharmcare (a hospita based pharmacy
system) to incorporate decision support aspects of this program into the Rex system.
Although the programwas not integrated with the dispensing program it was offered as a
gand-alonetod.

The intervention progam possessed the addlity to print reports for the benefit of the
pharmacy and for the use of the research team in carrdlating data. A repat on snge or
multiple interventions could be printed or afull summary dating number of interventions
recorded for tha pharmacy within agated dae rangeand by whomthey wee recorded.
The research team were ableto download afull copy of de-identified datafiles, related to

the project, onto afloppy disk for thestaistical purposes of the sudy .

24
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Figure6. Pharmadsts could printreportson inte ventions recorded.
In its infancy, the concept of a fully integrated sysem for the doamentaion of
interventions was preented a a meeting of the Pharmaceutical Society of Audrdia
(Tasmanian Branch) where feedback, ideas and congructive criticism were voiced. The
project was aso showcased at the Phamacy Guild Fair held in M dbourne July 2002 and
promoted via AusPharmList, an Australiawide chat group of pharmecy stakeholdas. An
abstract was submitted and work deails were presented at the Pharmecy Audraia
Congress held in Hobart October 2002. Rdevant pharmacy bodies such as Pharmacy

Defence Limitad and the Tasmanian branch of the Pharmacy Guild wereaso deted to

the existence of the prgect.

Nineteen Tasmanian pharmades were recruited to participate in the project. The only

prerequisite was that the pharmacies were aurrently using the Rex dispensing program

5
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(Phoenix Computers). All Tasmanian phamacies using the Rex dispensary sysem
during the time of the trial were included. Hence there is some deviaion from the
proposed methodology outlining the evaluation would be carried out by 50pharmecies.
Each pharmacy, with the Rex dispensary sy dem, was sent aletter outliningthe prgect, its
methoddogy and impartance. A training manual was also provided to guide the process
involved in the recordng of interventions (Appendix 2). The pharmades were each
visited by amember of the research team to answer questions, demonstrateand aid in the
use of the program. A power point presentation containing example scenar ios was created
a another training option for participats.

Participants wee also invited to attend a traning seminar held by the research team to
reiterate the importance of the project, gve a detailed demonstration of the process
involved in recording and encourage staff to record al interventions performed over the
tria perod. Participants were encouraged to use their own initigive to determine the
types of pharmecy activities that could be recorded and the predicted severity of the
potentid problems.

Training nights were gaged in three central areas around the stae to accommodate as
many paticipants as passible.

The initial desigh of the sysem was incorporated into the July 2002 Rex program update
(Build no. 466) sent ou to each Tasmanian pharmagy using Rex as a dispensing sy sem.
This offered paticipaing phamacies time to familiarise themselves with the software
before the trial began and givef eedback to the research team on possible dterations to the

system.
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The sygem was extensively evaluated by the participaing pharmacies for a 6-month
period from 01/10/02- 31/03/03. Thisperiod was edended from that originally proposed
(3 months) to accommadate for fewer pharmeci es being involved than originaly planned.
Participating pharmaciss were surveyed at the condusion of the project by anony mous
questionmnaire (Appendx 4) toassessther opinion of the usefulness of theprogram. The
evaluation also covered ease of usg time involvad in using the sysam, barriers to
recording and the adv antages of computerised recording over paper based projects.

A remuneration system was devised for the pharmadsts evaluating the sysem.
Pharmadsts received $2 for each intervention recorded as a professiona recordingfee.
Data weas colleded by mailingout ablank floppy disk with reply paid envelopeto each
participaing pharmacy. A simple procedure was followed that downloaded all the de-
identified intervention data in the foom of an excel spreadsheet file. The dda was
returned to theuniversity where analysistook place.

The prgect wasevauaed from two view-paints; an evauation of the sysamitsef by the
users, and an anayds of the intaventions recorded by four experienced clinical
pharmadsts who were asked to clinically evaluate the significance of each intervention.
The most frequent raing by the panedl members was then compared to the significance
value assigned by the documenting pharmacig to eneble a corre ation to beestablished.

A web-based sygem for the downloading of de-identified intervention data is also being
developed in cooperation with Phoenix. It isenvisaged that a secure centrd repository for
documented interventions can be creaed and used inthe future for research purposes and

to improve thequality use of medicines.
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The researchers envisage that the proect will be exended later to modify the sysem to

enable the doaumentaion of clinicd pharmacy savices uilising automated ba code

technology ** and hand-held computers®
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Results

Pharmacies

A tota of 19 pharmacies wereinvitedto assis with the recording of cognitive services, all

located in Tasmania. The only criteriafor being invaved was that the pharmacy had to

be usingthe Rex dispensing sysem from Phoenix Corp. Average daily script numbers

ranged from 60to 340.

A tata of 463 interventions were recorded during thedesi gnated 6-month tria period.

The number of interventions recorded per pharmacy ranged from 0-95. Four sites did not

record any interventions.

Ste| Location | Pharmagsts | Prescriptions | Interventions Rate of
intervention (%)

1 | Suburban 1 17885 41 0.23
2 Rurd 1 18260 80 0.43
3 Rurd 1 Not avalable 0 0

4 | Suburban 1 30011 95 0.32
5 | Suburban 2 40578 39 0.09
6 Rurd 1 16299 88 0.54
7 | Suburban 1 Not avalable 43 -

8 | Suburban 1 15132 14 0.09
9 | Suburban 1 Not avalable 6 -
10 | Suburban 1 30900 5 0.02
11 Urban 1 Not avalable 0 0
12 Rurd 1 10780 1 0.009
13 Urban 2 24427 10 0.04
14 Rurd 1 23867 5 0.02
15 | Suburban 2 61901 14 0.02
16 | Suburban 1 Not avalable 4 -
17 | Suburban 2 Not avalable 18 -
18 Remate 1 Not avalable 0 0
19 Rurd 1 Not avalable 0 0

Table 1. Natureof pharmaciesinvolved in recording inter ventions, and r ate of

inter vention.
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Regression Plot
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Plot 1. Number of interventions recor ded compared to number of scripts completed
during tria period.
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Interventions

Pharmagasts were asked to assign acéaegory from thedesignated lig (Appendix 1) to each
intervertion they perfarmed. Nat all interventions were assigned a category, but those
that weae (394463, 85%) ae shown below (Fig 7). Problems with the dose of
medications weae clearly the most predominant causeof intevention, closdy followed by

problems with the drugitself and provision of counsdling and advice.
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Figure 7. Categorisation of recorded interventions
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Interventions were further caegorised, to indicate more explicitly the nature of the

intervention; the results of which are shown infigure8.
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Figure 8. Categorisation of inter ventions

The validity of the categories assi gned has nat been anay sed a thissage.
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Not evey intervention had a gpecific drug associated with it, but those that did 350/463
(75%) have been assessed according to the BNF drug categorisation sysem as shown

below (figure9).

Histogram
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Figure 9. BNF Category of drug requiring inter vention.

Clearly cardiovascular drugs far outweighed all other categories in terms of rates of

ntervention required. Followed by CNS and ‘other’which was primarily narcotic

anal gesics.

It was interesting to nate tha the community phamacists rated amog 20% of their
dinical interventions a being of hich significance (i.e. patentidly prevented a hospital
admission) and that almost all of the pharmacists’ therapeutic recommendations were
accepted by thepatient or doctor (figure 11). The mgjority of interventions recorded took

less than 5 minutes to complete (figure12).
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10+mins 2-5mins 510irs <2mins
Time teken

Figure 12. Phar madsts were asked to record the amount of time taken to perfor mthe
inter vention or cognitiveservice
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Clinical Panel Assessment

One hundred and ten randomly seleded interventions werereviewed by apane of four
experienced clinical pharmacigs. Each pand member assigied a leve of significance to

each intervention. Theinformeation was then pooled, and correlated with the signifi cance

level assgned by the documenting phamacig.

There was moderate agreement between the ratings of the four assessors on the pand

(Kappa= 0.42,p < 0.0001).

Percents of Row Totals for significance - pharmacist, Mode of ratings

H L M
H 35.714| 21429 ]| 42.857
L 0.000| 100.000 | 0.000
M 4.167| 2291772917
Totals 10.606 27273 62121

Table 2 Breakdown of correlation between pharmacists’ ratings and mode of ratings from

Percents of Column Totals for significance - pharmacist, Mode of ratings

Totals
100.000
100.000
100.000
100.000

clinical panel

H L M
H 71429 | 16.667 | 14.634
L 0.000| 22.222 0.000
M 28571| 61.111| 85366
Totals 100.000 100.000 100.000

Table 3 Breakdown of correlation between mode of rating by dinical pand and

Totals
21.212
6.061
72.727
100.000

phar macists
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Pharmacist| Assessor 1| Assessor 2 Assesor 3 | Assessor 4 | Mode of
assessor
ratings

Low 6 58 45 35 31 43
Medium 73 33 45 56 30 50
High 21 9 11 9 39 6

Table 4. Pea centages of interventions in each significance category
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Pharmaci sts

A pharmecist saisfaction quegionnaire (A ppendix 4) was sent out to each person who
had recarded anintervention. Of the 32 questionnaires sent out, 21 were reurned
completed (66%).

This relaively small number makes meaningful statigics difficult to esablish.

66% of pharmecists returning aquestionnaire attended an education session. It was hoped
that thosepharmecistswould have a higher rae of intervention recording, but numbers
were nat sufficient to establish whethe this wasthe case or not.

It is interestingto notethat only 14% of responders regularly recorded their interventions
prior tothisprgect, and 62% recorded their interventions sometimes. Fiveresponders
(24%) indicated that they did nat record their interventions & al previously.

Pharmadsts completingthe satisfaction questionnairewere asked toindicate their opinion
of what percentage of interventions paformed, weredocumented. Theresuits are shown
in figure13.

Histogr

-20 0 20 40 60 80 100 120
% of interventions

Fgure 13. What per centage of inter ventions per for med were documented?
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Each responder was asked to indicatehow many inteventions they persondly recorded

duringthetria period. Thereaults areshown below (figure 14)

Histogram
60 :

10 -

O - =
-20 0 20 40 60 80 100 120
No. of interventionsz
Figurel4. How many interventionsdid you personally record during thetrial peiod?
Pharmadsts weae asked to indicate what barriers they perceived would make
documerting of interventions dfficult (table 5), and then what actud barriers they found

to documentinginterventions (table 6).

Percelved bariers Number of % of
responses responses

Lack of motivation 1 3%

Lack of time 18 50%
Forgetfulness 16 44%
None 1 3%

Other 0 0%

Tota reponses 36* 100%

* Each respondent was dlowed to indicatemore than one paceived barrier to recording intervertions.

Table 5. Perceived barriers to documenting inter ventions.
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Actud barriers Number of | % of
responses | responses

Lack of motivation 2 6%

Lack of time 13 41%
Forgetfulness 15 47%
None 1 3%

other 1 3%

Total reponses 32* 100%

* Each respondent was dlowed to indicae more than one actuad barier to recording interventions.

Table6. Actual barriers to documenting inter ventions.
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Phar macist Satisfaction Questionnaire
(Medians, with rance linesplotted at the 10" & 90" percentiles)

1. Documenting of cognitive services helps todemonstratethe ahility of
pharmecists to improve medication therapy.

Strongly Strongly
agree disagree

2.Documenting of cognitive services helps to demonstrate the ahility of
pharmecists to reduce hedth carecosts.

Strongly Strongly
agree disagree

3. Participating in this prgect made me more aw are of ffocussed upon
identifying Drug Related Problems.

Strongly Strongly
agree disagree

4.T he intervention-recording programwas essy to use

L ——@ = . |

Strongly Strongly
agree disagree
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Pharmacist Satisfaction Questionnaire continued...

5. Thesequerce for documenting an intervertion, including accessibility to
the intervention screen, was logical and easy to follow.

Strongly Strongly
agree disagree

6.The ‘categories’ and options were logical and relevant.

Strongly Strongly
agree disagree

7.A computerised documentation record has advantages over a paper-based
recording system eg books

Strongly Strongly
agree disagree

8.Computerised documentation of cognitive services should be more widely
avallable ie. to all pharmacists.

-@— | . |
Strongly Strongly
agree disagree
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Discussion

A tatal of 463 interventions were recorded during the desgnated 6-month trial period.
The number of interventions per phamacy ranged from 0-95. Asa percentage of tota
ripts dispensad the intervention rateranged from 0.009% to 0.54% with amedian value
of 0.09%. An averageof approximatdy 1 in 1000 saipts required intervention. This may
seem to be aveay smadl figure, partiaularly when compared to a sudy conducted in the
US by Knapp & a* that found around 4% of scriptsdispensed would require pharmacist
intervention. It must be taken into consideration that the majority of presaiptions
dispensed in Austrdian pharmacies are repeat prescriptions with less scope for
intervention and the American model only indudes arigna prescriptions in achievingthis
figure.

Not all interventions conducted were doaumented, only 3 ou of 21 phamacists
respondng to questionnaires claimed tha they documented al (100%) of the
interventions thet they performed. The median value was 50%; this is likely dueto time
oonstraints and pharmecists nat recording activities that they deermine to be routine
practice A clinical sudy by Boardman & a*® sated that upon questioning, clinical
pharmadsts only documented 31% of the intervertions that they performed on ward
rounds, asimilar figureto wha this sudy has shown.

Many pharmacists stated that one of the problems they encountered in tackling the study
was defining what was considered to be an intervention. It was defined as the use of
gecidised knowledge by the pharmecist for the paient or for hedth care professionas
for the purpose of promating eff ective and safe drug therapy . Adivities such as blood

pressuremonitaring, additiond patient counsdling and presaiber contact were consider ed
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by researchers to be recordable activities as they contribute to the quality use of meadicines

for patients. Many found it was difficult to get in thehabit of recording adivitiesthat are

done onaroutine basisas part of reguar daily activities.

Research to date has mede it d ear tha pharmecists need to have theskills and knowledge
to makeuseful interventions and trainingis critical. Not neaessarily training in theuse of
the software, bu ensuring that pharmecists have the knowledge and skills to make useful
and timdy inteventions, and understand the importance of documentation. As noted by
Cipolleet a®., “The comp uter program is not yourpractice it is merely an aid to support
practice; a means to anend.”

Interventions for which a spedfic drug was specified are summarised in Fgure 9 under
BNF (British National Formulary) categories, as usedin thestudy by Hawksworth et =
In terms of number of interventions required, cardiovascuar drugs far outweiched all
other caegories followed by central nervous sysem drugs and ‘other’ which were
primarily narcatic analgesics. Cardiovascular drugs are the most frequently digpensed
medications soit would be expected that the mgjority of inter'ventions be rdated to them.
Limitations of the BNF grading scalear e that some medications do not fit distinctly into a
snge caegory. For example, prednisolone could be dassified as. gastrointestinal,
respiratory, endocrine, malignant disease & immunosuppression or musculoskdetal &
joint disorders depending on the specific indication.

The paient and/ or prescriber acceptad approximately 95% of the interventions performed

duringthetriad. M any of theinterventions peformed included provision of informetion

y
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to thepaient which was regarded as accepted. Thisis avery positive figure showing that
intervention and therapeutic recommendations from pharmacists ae a valued, respected
and important part of the quality use of medidnes.

There was a strong correlation between the pharmacists’ ratings and the mode value of the
assessor ratingsfor each intervention (chi-square = 23.1, df = 4, p <0.0001; Tables 2 and
3), however there was considerable variation between phammacists’ ratings and those of
each individual within the clinical panel (see Table 4). When the phamacist gave a
rating of ‘low’ or ‘moderate’, this matched the mode value of the clinical panel of
assessors in 100% and 73% of cases, repectivdy. However, when the phamacist
assigned the intervention a rating of ‘high’, thiswasmatched in only 36% of casesby the
mode vdue of the pand.

The doaumented interventions also showed that the majority (approximately 75%) took
less than 5 minutes to complete. This should not be miscongrued to suggest that
pharmadsts spend only a smdl amount of their time on problems. On the contrary, the
dinical pand suggested that it is the repested, minor interventions that add up and
become a si gnifi cant contribution to theimproved hedth of the genera population.
Althoudh pharmacy numbers were small (19) a good cross section of paticiparts were
found from al over Tasmania. Phamacies varied greatly in size and location from
seaside and mining towns to inner city and suburban shopping strips. They rangad from
being one phammacist, one assistant pharmecies to three pharmadst, ten assigant large

pharmades. Average script numbers ranged from 60 to 340 per day. It was hoped that
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this divease cross section would alow comparisons to be made between urban versus rurd

and smdl versus large pharmacies. Thelack of dataand reduced number of participants

limited the value of this type of dataanadysis It canbeseanin Plats 1 and 2, as thetota
number of scripts completed during the trid period incressed, the number and rate of
interventions decreased. Thisis only a gened trend as a lot of scatter is presert in the
data. It was expected that there would be an goproximetely seady rate of intervention and
therefore a greater number of interventions performed in pharmacies with higher ‘script
numbers. The reason for this variationis unknown.

The geographical distance between sites that trialed the progam proved to be a hindrance
to the gudy. Idedly pharmecies would have been situaed in a smaller area gving
participants greater persona contad with the research team and possibly a better
dtendance recard a the information evenings. Of the pharmecists who returned a
guestionnaire only 66% attended an information evening. From the results, it is difficult
to establish whether attendance had a bearing on the number of interventions recorded.
Those who attended were better informed about the project, its relevance, and recording
procedure and had more personal contact with the project coordinators.

The recording of interventions using pre-exising softwareis a relaively new concept to
community phamacy. Recording of DRPs and ADRs has occurred, primarily in the
hospital setting where actua problens and events are recorded. The challenge of this
sudy wasto create both a model tha was gecificdly desgned for community practice
and a se of categories that would encompassnot only actud events but also pre-anptive

measures taken by phamaciststo prevent potertiad DRPs and ADRs. It was here tha the
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focus of the study differed slightly toprevious work and the creation of aunique set of

categories and sub-categori es was difficult and time consuming.

Categories have been used in many previous studies to classify irterventions and it was
thought tha thdr inclusion into the sysem would minimise the amount of work required
to record an intervention, reducing the need for freetext entry. Using categoriesis aso
advantageous for statigica analysis as it allows patterns and problem areasin prescribing
to be drawn from the data. From the data cdlected and comments from the participants
and clinical pandl it hasbeen shown thet:

e The sub-categories were not dl encompassing as had been hoped. Eg Dose/ not

Sated,

e  Sme pharmacists categorised incorrectly and others didn’t categorise at all,

e Many pharmacists preerred to enter details by freetext entry, going against our
initial feelingthat free text entry would be too time consuming
Theclinica pand found that interventions vad of free text were more difficult to evaluate
eg 500 mg Amoxil/ dose/ too high. Nofreetext entered (For who and why ?).
The program would probably be more valuae with only the broad categories (A ppendix
1, column A) and more focus on free text entry to give a more full decription of the
intervertion paformed. It could be concluded that the sub-categories were too time
consuming to become familiar with and, in most cases didn’t give afull description of the

intervertion without the addition of freetext.

a7



Final Report.doc

When asked, via quegionnaire whether the categories were relevant and logical, the
mgjority of respondents marked around the neutra area of the visud anaoguescale. This
indicates some confusion regarding caegorisaion and backs up thesatement abovethat a
ang e s of categorieswould be a more practical and easy to use model.

It was hoped that by wsing a coompute-based mode, fully integrated with the digpensary
gystem, that the maor preconceived barriers to recording interventions would be
overcome and superiority ove previous papea-based gudies would be evident. The post
trial questionndre found that pharmecists perceivad the geatest barriers to recording
interventions would be lack of time (50%) and for getfulness (44%). The computerised
system theoretically reduced time constraints by elimnatingthe nead for double entry of
script ddails and patient demographics, but 41% of participants found time constraint as
an actud barrie to intervention recording during the tria period. It was hoped that the
aoility to perform an intervertion without having to leave the main dispensary screen
would reduce the preconceived barrier of forgetfuness. This was a mgor problem
encountered in previous pgoer based trials where details of intervertion weaefilledout on
paper after the script had been processed, this often occurred hours or days after the fact.
Forgetfuiness was stated by 47% of participants as an actua barriea to recordingduring
the tria period; this is a highe figurethan that preconceived. It has aso been indicated
by datacollected fromthis study that less recording of interventions occurred in this study

than other previous sudies. This may suggest that paper-based documentation is superior
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to computer -based recording at this time, but pharmeacists need to embrace the computer

age and use resources to their fullest capacity. The use of computer-based documentation

has many clear advantages over paper-based trids egpecidly in the long term.
Pharmadsts responded that they srongy agreed to computer-based s/stems having
advantages ove paper based recording sy stems, eg books Conmputerisad intervention
systems give a permanent record of action and are stored in apatient’s profile, they do not
require double entry of script details or paient demographics and they dlow for quick
downloads of informaion for study purposes or in the future for the purposes of re-
registration of pharmadsts.

It is fessible that pgpa-based trids have an advantage because they do not require the
programming, training and dramatic change in practice that the computerised sysem
carries for the relatively short period of timethat mog trials run. For the recording on a
long tem or permarent basis there can be no argument that computer based
documentationis superior.

M ost pharmaciss who responded to the questionnaire indi caed that the documentaion of
interventions was very important and should become a mandatory pat of pharmacy
practice Almost al pharmecists agreed drongy that the documenting of cognitive
srvices helps to demonstratethe ability of the pharmecist toimprove medication therapy
and to reduce health care costs.

There was a varied response to the statement that ‘participation in the project made the
pharmadst more awareof/ foaussed up on identifying DRPs’ from strongly agree to some

dsagredng. The varidion can probebly beput down to the levd of paticipaion that
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individual pharmacists chose to give to the project and whether or not the participant

recorded interventions prior tothetrid. Only 3 out of the 21 reponders to questionnaires

noted that they regularly recorded inteventions prior to thestudy, 13 recorded sometimes
and 5 responde's claimed that they dd not previously record interventions at al. Thus
there was scope for most participats to become more aware of and focused upon
identifying and recording DRPs.

It was dated ganerally that achange in preconceived ideas and work habitsare required to
meke the change in practice to regularly document interventions and hence ongoing
incentive in the form of pay ment should be offered as reimbursement. The vast mgjority
drongly agreed that the computerised documentation of cognitive services should be
mede available more widely to phamacists With the generic approach taken in its
design, the system is capable of incorporation into most other dispensary software. The

programwill also be avail ablefor useon hand-held computes.
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Conclusions and Recommendations

The prectice of community pharmacy needs to move away from volume dispensing as its
primary means of remuneration and look towards a more patient-care-oriented future.
Documentation of inteventions and cognitive services as aroutine part of practice is a
positivestep towards this goa and onethat must be instigated.

The response from thetria pharmacists was very positive regarding documentation and
its necessity tothe profession. The full benefit of intervention documentation will not be
redised until it becomes apart of everyday practice for community pharmecists. In order
for thisto occur, adegquate remuneration and incentive for documentation must be offered,
& well as adequate skills and knowledge possessed by phamacists. It is suggested that
dongwith remuner ation theseactivities could be linked withre-regstration activities as a
measure of pharmacists’ performance. Pharmacists should be encouraged to record their
intervertions dectronically. The profession needs to be encourgged to use computer
programs available to full patertial, not just as labe and clam produang meachines.
Computer documentation has the advantages of directly linking with the patients’ profile,
and providing a permanent legal record of practice It should be encouraged thet this
system or similar, be incorporated into al dispensing software Augtraiawide so that al
community phamacists can benefit.

In order for interventions to be recorded quickly and with sufficient detail a singetier of
categorisation should be used dong with theentry of brief free text to further describe the

action teken andwhy.
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Appendix 1 - Categories

Column A

Column B

Untreated indications

any condition or health prodem not adequately treated or controlled

preventive therapyrequired as ares ut of existing health problems o drug
therapy

Drug

not i ndicated

non-drug alternatve is i ndicated

more efective drug available

cost, less expensive alterndive
contraindicati ons

duplication of drug or therapeutic class
out of date/deteriorated

incorrect or inappropriate dosage form
existing allergy

Dose

too high
too low

incorrect frequency
incorrect durationof therapy

intentional mis use

ADR/interaction

undesirable or intolerable side effects
allergicreaction

drug toxicity

drug-drug interaction

drug-food i nteraction

drug-dsease interaction

symptams mimicking ADR/side-effects

Compliance

missing dos es

taking excessivedoses

incorrectly administered drug

inabilityto appropriatel y administer drug
unwillingness to ws e drug

confusion about therapy/condition

Counselling/Advice

patientrequests information

health car e wor ker requestsinformation
diseasemanagement advice for patient
OTC medication advice

demonstration oftherapeutic device
potentid drug abus e situation

Administraion

prescription inconpl ete

not authorised toprescribe

PBS non-compliance

forgery

previowsly dispersed incorrectly

illegible prescription

Monitoring drug levels suggested
biochemical | ewvels suggested
BP/BSL etc perfamed

Other Please explain in ‘notes’ s ection
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Development and Evaluation of a
Computerised System for the Provision and
Documentation of Pharmacists’ Cognitive
Services

WHAT IS THIS PROJECT ABOUT?

With funding from a Third Community Pharmacy Agreement Research and Development Grant,
Professor Greg Peterson, Kimbra Ftzmaulice (Resarch Assistanf) and Duncan McKenze (Honours
student) from the Tasmanian School of Phamacy, in cdlaboraton with John Elkerton (Pharmacy
Electronic Information Manager, Royal Hobart Hospital) and Chung Liauw (Phoenix Compuer Systems)
are developing and evaluating a convenient mechanism for the recording of community phamadsts’

cognitive sewvices.

At present, the documentation of cognitive services in community pharmacy practice in Australia is
virtually non-existent, yet quality care cannot be provided without complete documentation. Only by
appmopriately evaluating and documenting patient outcomes will phamacists be able to receive payment

for cognitive services

The system will be easy to us and interface with dispensing software. The team envisage that the sygem
will become an Australia-wide standard. It has initidly being develgped forincomoration into the REX

system (Phoenix Computer Systems). A generic approach has been adopted in the design ofthe system,
so thatit canbe latermodified foruse by as many digpensing software vendors as possible.

The documentation system is problem-oriented. The recorded list of drug therapy problemsincludes the
drug involved, problem idenified, and the steps that were taken to resolve the problem, including details
of contact with the prescriber (and whether the recommendation wasaccepted). The record should have
sufficient information for other pharmacists to understand the problem and outcome. Data files without
patient-specific information can be easily downloaded and the detailsof the provision of cogniive services
can be easily collated and summarised.

As part of the tiial phase, we ask you to record the professional sewices and intenentions you perform

during your daily duties. We are na asking you to perform any exra duties, but just to record those
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activities that you normally do. This does notmean documenting evety brand substitution you do, orevery

time you reinforce he dosage detals of an antibiotic to a patient Examples are given later in this
document.

WHY IS IT IMPORTANT?

1 QCPP Continuous Quality Improvement points
Participation inresearch projects, such asthis one, hasbeen identified as an appropriate activity to

gain CQI points. For each 10 hours of participation, you will eam one CQI credit point, and thatis

one less self assessment you will need to compete!

2 Improving the Remuneration Model
Currently, remunerationin phamacy practice isfocused towards volume dispensing, rather than

the extent or quality of pharmaceutical care provided to the patient. Thisis not a sustainable
remuneration model for the profession.

The development of this program is the first step towards gaining payment for cognitive srvices.

3 Adverse Drug Reactions
Data show that between two and three percentof hospital admissions are related to problems with

medicnes (approximatly 140,000 peryear). Thisis more than the combined number of
admissons forasthmaand heart failure! As the recognised medication experts, pharmacists have
a mord, ethicad and humanitarian obligation to addressthese issues and implement strategies to

better detect, manage and prevent thes problems.

How many hogital admissionsare avoided bypharmacist interventions?
We don’t know at this gage, but by documenting dinicd interventions and cognitive services

perfomed by the pharmacist, we are onthe road to findng out.

4 Documentation
The rdative lack of solid evidence for the benefcial effects of pharmacy practiceis perhaps the

major weakness facingthe profession. Woddwide, the profession facesthe issue of convincing
itself and outside stakeholdersthatourrole is more than merely a supply function.
The positive agumentsfor documenting clinica activities are overwhelming:

e itallows continuity of care

e it creates alegal record of everts

e itprovidesevidence that an acfvity took place
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5 Wewill pay you!
We are proposng to pay pharmacists $2 for each cognitive senice thatthey provide and record

duringthe trial period. Thisis smilarto the DD recording fee that is currently paid, and will partialy
compensate forthe time involved in documenting the cognitive srvice.

! Australian Coundil for Safety and Quality in Health Care. Second National
Report on Patient Safety. Improving Medication Safety. July2002

WHAT IS A COGNTIV E SERVICE?
A pharmadid’s re sponsibilities indude identifying, resolving and prewenting health problems, in partiallar
drug related problems. In different studies and research projects, various definitions of adverse drug

reactions, drug related problems andinterventions have beenused. For example;

“A dug thergpy problem is any undesirable event experienced by the patient that invdves or is suspected

to involve drug therapy and that actually or potentiallyinterferes with adesired patientoutcome.” 2

We would like to push the boundaries of remrdable events beyond just ‘drug related problems’. In the
past, similar studies have redricted recordable events to drug related problems, or actual adverse events.
These boundaries do not allow for the recordng of potential events or near misses. Nor does it allow for
the recording of such things as blood presare or blood sugar monitoring, which are becoming more
commonpla@ in community phamacy. These professional services are time consuming, and may
involve financial outlay. They have also been shown to be valuable ®rvicesin the community pharmacy
setting.

A cognitive ssrvice encompasse s many aspects of a pharmacist’s activities.
e Identifing DRP’'s and ADR’s
e Healthmanagement advice
e Working in conjunctionwith the entire health care team to provide the best possible
outcome for patients.

e Monitoring response totherapy
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So an overal definition of the types of activities that are recordable for this research projectis;

Any professional activity directed towards improving health outcomes or the quality use of medicines or

the provision of health related information.
An examinaion of the table (see Appendix 1) will give an indication of the types of activities, ®rvicesand
interventionsthat we suggest are worthy of being remrded. Please don’t consider this a definitive list, but

let us know if you think it needs to be altered.

2 Pharmaceutical Care Practice. Cipdle Strand and Morley
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How DO | RECORD AN INTERVENTION OR ACTIVITY?

Thisprocessis fully integrated with your dispensing program, so much of theinformation that needs to be
recorded is automatically transferredto the intervention record, thereby minimising the amount of datathat
you need to input, and also the amount of time taken.

The recording procedure has 6 stages or components of data entry, four of which only require a single
mouse click or touch of the screen.

Key Category Explanation Options

F1 * SCRIPTDETAILS Name of patient, prescriber, dae, drug
name

F2 * CATEGORY Categorise the interventionviathe root See table, Appendix 1
cause of the need to perform the
interv ention.

F3 *  SIGNIFICANCE If you had not intervened, what was the *  Low
possible/potential outcome if therapy had | , .
continued. Medium

*  High
F4 * OUTCOME Didy our intervention actually result in a *  Unknown

change of therapy, or was the suggestion | ,

T Accepted
deemed notrelevant in this case? P

*  Not acceped
F5 * NOTES This section is for youto addfree text

notes, to more thoroughly explain your
action(s) or the reason(s)for them.

F6 *  TIME How long did it takeyou to perform the *  <2mins
interv ention? This will give us (and you) | 25 mi
an idea of how much time is spent each > mins
day on activities thatyou aren’t * 510 mins
compensatedfor. « 10 mins

It has been st up in this way to enable the cdlection of the most complete data possible, withthe
minimum amount of data entry.
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TO RECORD AN INTERVENTION PART WAY THROUGH DOING A PRESCRIPTION:

e enterasmuchinformaion as possible on the dispensing screen, as thisis then transferred

to the intervenion record script details.

e hitthe [intervention] button
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= —— R —— = e — -~ =

Intervention Record

Thisis the Script Details screen

e enter [script detailg] if they haven'’t already beentransferred form the digpense screen
e enter [category], then [sub-category]

e enter [noteg] if necessary

e enter [significance]

e enter [outcome (if known** )

e enter [ime taken]

e hitthe [RECORD/SAVE] button
e enter yourinitials to confim

*x There may be occasionswhen you don’t know at the time of recording the intervention what
the outmome is. There are even drcumstances whereby you may never know the outcome. If
an outcome is not recorded, the entry wil be “flagged” for review and/or fdlow-up at a later

time.
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TO RECORD AN INTERVENTION, NOT ASSOCIATED WITH THE CURRENT (OR ANY)

PRESCRIPTION, EEANOTC ITEM;
e Main menu

| DiEF]L':‘I'IEE' E'|5F-E'HEE . { Mo Brersandiom

Fatients Reprint .. [ Ex Eal| L IFrLeT ek pdy

i Prescribers Interventiers | 3 PWEE SR e

Drugs Fix Bcript
LB p Cancel Serlpt

HEPGFtE { CloarOwing Seript

setup Wiew Scrlpt
Litilities Un-Cancol Script

Help drder Seript

| B Exit Rex Log off

i 1R S LR R Lt | 0 p ot o 55
T

e ey Gioamd W50 DO0R

e [F1] = dispense
e [c] = intervention
e [1] = newintervention
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= sl — = = e, .
Interventicn Record

Frescription Search :
.l
| i - ]
e ul ._'.' |

Muwnd

LT ¥ | |ll‘
i

Caleqory
Rl ERHHC DlEi |
EHL T il ]
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RICTER WEYHT 20/ Ry RTaR Clinical
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el uann I IT FRES B 5aea : 15

F::n-:"nrd

Press the [Back] button if youdo notwish to ink the intervention with a script.
Youmight enter thisas;

Script #: blank

Patient Name: unknown orfil in name if known

Org Rx Date today’sdate

Presriber : blank

Drug Name:

Andthen continue with the usual 5 step entry procedure:

enter [category], then [sub-category]

enter [notes] if necessary

e enter [significance]

e enter joutcome] (if known**)

e enter [ime taken]

e hitthe [RECORD/SAVE] button

e enter yourinitials to confim
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How DO | EDIT AN INTERV ENTION?

e Main Menu

| Horw Bnrersandcn

Fatients Regrint . | 7 EdL Irriarvention

| F Dispensa Disperize

! Prascribers Interventicns 3 Drielier Arferyariran

Drugs | Fix Boript

Reparts { Clgar Dwing Seript

T Setup Wlew Scrlpt
- Utilities Un-Cancel Script

i Help drder Seript

Leg Off

|
!
L p Cancel Serlpt ‘

i ey Gume 23

e [F1] Dispense
e [c] interventions

e [2] edtintervention

An ‘Intervenion Search’ screen will be shown.

e Select (highlight) the intervention that you wish to edit.
e Hit[OK]
e Make the necessary changes.

e [Record/Save]

e enterintitials to confirm
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How DO IDELETE ANINTERVENTION?

e Main Menu

I Fiow Bnrerrendion

| P Dispensa Dlspefige
Fatients Reprint . | g BdiLirteryention
5 Doleiz (rtesyentan

i Prescribers Interventiens

Drugs | Fix Beript

LB p Camcel Seorlpt

Reparts i ClearDwing Scrigt

- Utilities Un-Cancel Script

drder Seript

Log off

1
1
1 Setup Wiew Soript

e [F1] Dispense
e [c] interventions

e [3] dedeteintervention

An ‘Intervenion Search’ screen will be shown.

e Selectthe inteivention that you wish to delete.
e Hit[OK]
e You wil be asked to confirm that you definitely want to delete the intervention

e Hit [yes] or [no]
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How DO | PRINT A REPORT?

e Main menu

Dispense

Y R R O TR

I Prescrbara nchald bed | nprerrdizn

* Druge
=
5 Reparls roardico
aetup g Suppan
3 iMilitie Kll=c

= Halp

. [f] intervention
1 Intervention details; this fundion willlist detais of allinterventions recorded in the chosen
category, ime frame and date range.
2 Intervention summaly; this function will summarise thetypes of interventions that have
been remrded, with out any specific details.
3 Individual intervention; still under construction
You can make the report as detailed or as broad as you like. Thisis achieved by selecting the report

parameters that you wish to appear or by selecting ALL.

.n—.ll—F-
'\-' "'-I.'H"\.F

!-‘t-l - >

Select the date range that you
want the report to cover.

[Preview]

[Print]
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SOME IMPORTANT POINTS TOREMEMBER:

1 You can’tgetitwrong! There isn’t really a rightor wrong way to record an intervention. We just ask

that you use yaur professional judgment and conmon snse when recording anintervention.

2 If you have any suggedions for alterations or improvements, please let us know.

3 Each intervenion record will be held in a dedicated database, as well as appealing in the relevant
patients profile. This enables you to produce reports of all interventions, or interventions of a
particdar type, as well as reminding you of a previous intervenion next time you are digpensing for
a particular patent.

4 An extensive interaction database has been incomporated to assist you in the detection of drug
related problems. You can now enter the diseases or conditions that a person suffers from. These
tools will assist you in providing quality pharmaceutical care to your patients.

For technical information regarding your dispensary software or hardware, please contact Phoenix Coip.

If you have questionsspecifially about the recording of intenentions or this research project, pease call:

Kimbra Fitzaznaurice

Phone:  (03) 626 7526
Mobile: 0417 395 496

Email: K.Fitzmaurice @utas.edu.au
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APPENDIX 1

Column A

Column B

Untreated indications

any condition or health problem not adequately treated or controlled

preventive therapyrequired as aresult of existing health problems or drug
therapy

Drug

not i ndicated

non-dr ug alternati ve is i ndicated

more effective drug available

cost, less expensive alternati ve
contraindicati ons

duplication of drug or therapeutic class
out of date/deteriorated

incorrect or inappropriate dosage form
existing allergy

Dose

too high

too | ow

incorrect frequency

incorrect duration of therapy
intentional misuse

ADR/interaction

undesirable or intolerable side effects
allergic reaction

drug toxicity

drug-drug interaction

drug-food i nteraction

drug-disease interaction

symptoms mimicking ADR/side-effects

Compliance

missing dos es

taking excessive doses

incorrectly administered drug

inabilityto appropriatel y administer drug
unwillingness to use drug

confusion about therapy/condition

Counselling/Advice

patient requests information

health car e wor ker requests information
disease management advice for patient
OTC medication advice

demonstration of therapeutic device
potential drug abus e situation

Administration

prescription incompl ete

not authorisedto prescribe

PBS non-compliance

forgery

previously dispensed incorrectly
illegible prescription

Monitoring

drug levels suggested
biochemical | evels suggested

BP/BSL etc performed

Other
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Appendix 3 —Screen shots
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Drugs
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H Help
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Image 3 The Intervention recording screen, showing the ‘script search function
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Image 5 The Intervention Recording screen showing ‘categories’
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Image 6 The Intervention Recording screen showing the ‘significance’, ‘outcome’ and
‘time taken’ selection process.
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Appendix 4 - Pharmacist Questionnaire

Please place a cross in the box to indicate your answers

Section 1 — Demographics

1. Sex M 4 FQ

2. Age:

3.Employment status

Pharmacist O Dispensary technician O Trainee O

Owner A Full-time QO Part-time Q Locum Q4

4.How many scripts are done on average per day?

5.How many pharmacists are usually on duty between the

hours of 9am and 5pm?

6.Are dispensary technicians/assistants used on a regular

basis?
Yesd No Q4
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Section 2-The Project

1. Didyou attend an education session relatingto thisproject, hosted by the University

of Tasmania?

yes Q No O

2. Did you document your professional services or interventions prior tothisproject?

Yes I No L sometimes U

If Yes, where did you document these activities?

Scraps of pager L Dedicaed Book L Patient file

3. Whenyou first heard about thisproject, wha barriers did y ou perceive would prevent
you from recording y our cognitive services and/or interventions? You may sel ect

mor e than one

Lack of motivation A Lack of clinical knowledge L Lack of time U

Forgetfulness O None d other O

4. How many interventions/cognitive services did you persondly record in the Rex
Intervention Program during the period 01/10/02 — 31/03/037?

(Go to the Main Menu, select F6-Reports =>f-Interventions =>2-Intervention summary. Enter the specified

date range and select “preview’. This report will show how many interventions were recorded by each person.)

5. Approximatedy what percentage of cognitive services performed, did you actualy

document in the Rex Intervention Program?

100% L 759 L 5000 Q 2506 L 1000 Q 0% O
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6. What barriers did you actudly find in recordingyour cognitive services?

You may sdect morethan one

Lack of motivation  Lack of dlinical knowledge  Lack of time

Forgetfulness Q Noned other QA
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Section 3

Place a cross anywhere on the lineortick the box to indicaeyour opinion on the following
saements,

1. Documenting of cognitive services he ps to demonstrate the ability of pharmacists to improve medication
therapy.

Lo 0 0 1 1 1 1 1 |1 0O unsure

Strongly agree Strongly disagree

2. Documenting of cognitive services helps to demonstrate the ability of pharmacists to reduce hedth care costs.

Lo 0 bt 1 1 1 1 1 0O unsure

Strongly agree Strongly disagree

3. Paticipatingin this project made me more aware of / focussed upon identi fying Drug Related Problems.

Lo L 1 1 1 1L 1 1 0O unsure

Strongly agree Strongly disagree

4. The intervention recording Program was essy to use

Lo L 0 bt 11 1L 1 1 0O unsure

Strongly agree Strongly disagree

5.T hesequence for documenting an intervention, induding accessibility tothe interventions screen, was logicd
and essy to follow.

Lo 0 bt 11 1L 1 1 0O unsure

Strongly agree Strongly disagree

6. The ‘Categories’ and options were logical and relevant.

Lo L 0 bt 1 1 1L 1 1 0O unsure

Strongly agree Strongly disagree

7. A computerised documentation record has advantages over a paper-based recording system eg books.

Lo L 0 bt 11 1L 1 1 0O unsure

Strongly agree Strongly disagree

8.Computerised documentation of cognitive services should be more widdy availablei.etodl phamacists.

1 O unsure
Strongly agree Strongly disagree
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Appendix 5 - Pharmacists’ Comments

“Great idea...... you missed the best intervention.....it was definitely a hospital
prevention!”

“Great program and well structured. Good to have the incentive to use it. If the
government can provide an ongoing incentive to record interventions then
people have no excuse not to use the program. Itwould be an easy way to make
afew sparedollars and at the same time creating invaluable documentation for
future reeerence Once youstart recording these, you become very aware of
how muchwork wedo to prevent errors etc and increase compliance, and how
many phone cals we make to doctors.”

“The time and remembering factors were the most important reasons why more
interventions were not recorded. What constitutes an ‘intervention’ was another
problem.”

“Documenting any service that the pharmacist adds should be mandatory. We
are the experts on drug therapy/interactions so this step is a natural progression.
Payment for this service should also be mandatory.”

“I am very sorry but I do not have time to give to this project, and I have had no
causeto intervene in any prescription.”

“Have been very lazy with this project (sorry). The idea is great. ..It is good to
see things have changed so much and that the pharmacist is aworthwhile
member of the health care team — it would be exciting to start all over again.”

“The intervention categories still had some descriptions missing — eg dose — not
stated. Theprocess of documenting interventions has been very useful and has
entailed a change in ‘practice’ — ie pharmecists perform interventions frequently,
but do not document.”

“It will take some time to include recording interventions as it is not a part of
previous practice. Interventions happen on aregular basis throughout the day —
one just gets on with the next patient, while recording takes second place. |
agree it should be done.”
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