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ABSTRACT

The professional status of hospital pharma-
cy in the United Kingdom is changing. The
development of clinical pharmacy, a set of
proactive roles in which pharmacists help
ensure appropriateness of drug use, is one
contributory factor. A review of the literatu-
re revealed that clinical pharmacy has pro-
fessionalised pharmacy by contributing to
the development of a body of expert and in-
determinate knowledge. It could also lead
to fragmentation of hospital pharmacy with
resulting deprofessionalisation. Other fac-
tors are important. The National Health Ser-
vice reforms, general changes in profession-
al roles and in society pose risks of depro-
fessionalisation due to increased managerial
power, encroachment by new professions
and patient empowerment. They also offer
opportunities for further professionalisation
by the development of new roles. We con-
clude that clinical pharmacy is the most im-
portant factor influencing the changing pro-
fessional status of pharmacists; it is the
principal means for pharmacists to expand
their territory and increase their professio-
nal status.

Key words: fflinica! Pharmacy; Great Britain;
Hospital pharmacy; Pharmacists, hospital; Pro-
fessions; Revier.

Introduction

Pharmacy developed as a profession in the
United Kingdom (UK) in tie 19th Century.
Initially, almost all pharmacists worked in
their own or other pharmacists” shops. Ho-
wever, the newly-founded voluntary hospi-
tals began to employ them in the second
half of the 19th Century. Few pharmacists
were attracted to a hospital career until the
midcle of this century due to poor pay and
working conditions. hinprovements in both
of theze have enhanced the status and appe-
al of hospital pharmacy as has the growing
vercepiion o1 the potentiai contribution
which hospital pharmacists can make to pa-
tient <are {1]. In the 1970< and 1930s, the
work of hospital pharmacists expanced to
encerapass a new set of roles, coilectively
known as “clinical pharmacy services”. Cli-
nical pharmacy is seen by some authors as
ha- ing promoted the professionalisation of
pharmaacy [2,3]. Since ite development hés
coinaided with sigisficent changes in the
Naboral Health Service (NHS) and in e
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status ot health professions in general, the
relative effect of clinical pharmacy on the
professional status of hospital pharmacy
merits examination.

The aims of this paper are to outline the de-
velopment of clinical pharmacy in UK hos-
pitals, to consider published evidence of
professionalising and de-professionalising
forces on UK hospital pharmacy, and to de-
fine actions that we think the profession
should consider if it wishes to further pro-
fessionalise. Following a brief description of
pharmacy within the theories of profes-
sions, the article focuses on hospital phar-
macy, considering the effects on professio-
nal status of clinical pharmacy and other
forces, such as the NHS reforms, changing
professionals roles and patient empower-
ment.

The development of clinical
pharmacy in the United
Kingdom

In the UK, clinical pharmacy first develop-
ed in the hospital sector. Although clinical
pharmacy has several definitions {4-9], a re-
cent suggestion that it is “about the optimal
use of drugs, ensuring that those reaching the
patient are safe, effective, offer value for money
and quality of life” {10] adequately reflects its
current meaning in the UK. It originated
froin a service known as “ward pharmacy”
which had evolved in response to concerns
about the safe use of drugs in hospitals in
the 1960s. Errors were reported in the pro-
cess leading to the administration of drugs
to patients in hospitais [11]. It was suggest-
ed that these could be due to the number
and ambiguity of prescriptions {11], tran-
scrintion of prescriptions by nurses (12], the
increased number of drugs on the market
and the increased complexity of prescribing
(13]. The intreduction of patient-specific
drug charts {14.15] improved the situation
[15,16). Deplovment of pharmacists to the
wards to provide a drug supply service was
also thought necessary and was associated
with a reduction in the incidence of discrep-
ancies between prescribed and administer-
ed drug therapy {17]. Nurses and doctors
frequently consulted with the ward phar-
macist ancut medicines and their u<e [17]
therebv incieasing the status of the ward
pharmaast. Ward pharmacy was commen-
dea by the Department of Health in 1974
115]
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After its inception in the late 1960s, the
ward pharmacy service gradually expanded
and several new services were initiated, in-
cluding drug information and therapeutic
drug monitoring. These new, proactive roles
were termed clinical pharmacy services.
Their provision was endorsed by the UK
Department of Health in 1988 as a means of
increasing the cost-effective use of medi-
cines and enhancing patient care {7]. Hospi-
tal pharmacists appear to have taken on
these new clinical roles willingly since clini-
cal pharmacy is now available in most UK
NHS hospitals and most UK Schools of
Pharmacy provide post-graduate courses in
the subject. Hospital pharmacy has become
more appealing, salaries have increased [19]
and the career is viewed as attractive by
new graduates.

Pharmacy as a profession —
Theoretical aspects

Several theories have been advanced to ex-
plain the features that distinguish occupa-
tions from professions. Most include lists of
characteristics which an occupational group
must possess to be a profession, such as a
tradition of service to the individual, a tech-
nical knowledge-base, an altruistic nature
[20], monopoly- powers [21], specialized
training and education, formal examina-
tions of competence of members, and the
presence of a professional organisation and
a code of conduct {22]. These theories have
been criticised. Most present professions in
a utopian light [21] and reflect the profes-
sion’s view of themselves. Thev presume
that “true” professions, exhibiting these
characteristics to varving degrees, actually
exist (or have existed in the past). None re-
cognise that, in practice, the behaviour of
professionals frequently is at odds with pro-
fessional traits. Most are based on analyses
of a few professions hence are not applica-
ole to the majority of professions [23].
Pharmacy is not well-described by these
theories because it is not considered to have
a duty to individual patients and there are
doubts regarding pharmacy’s knowledge
base [24] It has been claimed that the
knowledge that professions possess should
be largely indeterminate to maintain a sodi-
al distance between professional and client
and to as<ure ~tatus and respect tor the pro-
tession 23] The assertion has been made
that pharmacy’s knowled e base 1s too pre-
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cisc and systematic to be indeterminate [24].
The theories also justify professional status
on the basis of professions’ importance to
the structure of society [26]. Pharmacy, ho-
wever, does not currently appear to com-
mand such status perhaps because society
perceives pharmacists’ work as being less
prestigious than that carried out by other
groups such as doctors.

A more recently developed theory better
explains the position of pharmacy in the hi-
erarchy of professions. “Occupational con-
trol” [23), proposes that pharmacy, the less
professionalised occupation, is dominated
by the more professionalised occupation of
medicine [24r It suggests that the medical
profession dominates or limits pharmacy
since the doctor retains control over the
drug treatment of patients; pharmacists
supply medicines on the doctor’s orders
hence do not have full autonomy over their
area of practice [24,27].

Although this theory explains many of
the characteristics that prevented pharmacy
attaining full professional status under the
previously described theories, it has a num-
ber of limitations. It does not allow for the
division of pharmacy into several branches
whose practitioners behave in different
ways nor for changes in practice over time
within these branches. In the UK, pharmacy
consists of two main branches, community
and hospital pharmacy. Community phar-
macists are self-emploved or employees of
retail pharmacy companies. They work
from shops where, in additicn to the dis-
pensing and sale of pharmaceuticals, a wide
variety of commercial products are sold.
Community pharmacy is recognisably diffe-
rent from hospital pharmacy in the UK.
Currently, community pharmacy is primari-
ly involved in the supply of pre-packaged
medicines and the provision of advice on
drug use to patients, although it has recent-
lv acquired new roles such as the provision
of pharmaceutical advice to nursing and re-
sidential homes and the suppiv of medidi-
ncs which were formerly prescrint:on-only

In contrast, hospital pharmacy has acqui-
red numerous additional roles, <uch as the
provision of advice to health professionals
and the control of diug use. For the: present,
at lcast, the greater development ot chimicai
pharmacy in the hesprtal sector astities se-
parate censideration of the basic and extent
ol hospital pharmasv'e protessional <tatus
The net effect of cluncal pharmecy aad oth-
er iactors, <ach as the NHS chanoes, 15 an

59

alteration in hospital pharmacy’s status
from that of a group occupationally limited
by dactors.

Influences on the professional
status of hospital pharmacy

Clinical pharmacy has been viewed as a
professionalising force in hospital pharma-
cy [2]. The acquisition of new roles has in-
creased the prestige of hospital pharmacists’
work, their power within the hospital struc-
ture and their professional status. These
changes have had important effects on the
power balance between professions. Other
changes, which are outlined here and dis-
cussed in detail in subsequent paragraphs,
have also been significant.

In the UK, the NHS has undergone suc-
cessive radical changes with implications
for the professions. It is likely that the most
recent NHS changes will have the greatest
effects on professional power. In addition,
notable changes in society and in the posi-
tion of professionals in society have taken
place in recent decades. Technological ad-
vances, increased consumer power and the
increasing emphasis on knowledge have
madified the power and status of profes-
sions and raised the threat of deprofessiona-
lisation (a reduction in professional status
and power). This may occur as a consequ-
ence of increasing bureaucracy and the ex-
ertion of greater external control on profes-
sions, the growth in knowledge necessita-
ting specialisation and the resultant frag-
mentation of a profession, or the develop-
ment of new professions that will try to en-
croach upon the territory of older profes-
sions [28]. In contrast, there is a view that
increased knowledge is not a threat to pro-
fesszons but that technical knowledge is in-
creasing in importance as a means of con-
troling and managing social and political
matters and will stimulate professionalisa-
tion [29]. These conflicting opituons remain
to be resolved.

The effect of clinical pharmacy

Berore the introduction of ward pharmacy,
howpital pharmaasts mamly manufactured,
procured and dispensed drugs [1]. The on-
gmal purpose of ward pharmacy, to provide
2 rharmacist on the wards to initate the
drag supply process, did not aim to profes-
sioraiise hospital pharmaay since the rela-
vonsiup between doctors and pharmacists
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regarding the prescribing of drugs remai-
ned unchanged; doctors still prescribed and
pharmacists supplied on their command.
Nevertheless, changes were being initiated.
Claims that pharmacists could provide a
consultancy service at the point of prescri-
bing [15] were being substantiated since
ward pharmacists were providing doctors
and nurses with advice on medicines and
their use (17]. Reports began to emerge of
hospital pharmacists intervening to have
patients” medications changed to more ap-
propriate choices [30-32]. Recent studies
have corroborated this [33-35]. Currently,
hospital doctors still prescribe but pharma-
cists assist in the choice of drug regimen
thereby establishing partnership with the
doctor in the provision of patient drug the-
rapy. Ward pharmacy gave hospital phar-
macists access to patient-specific informa-
tion enabling them to use their indetermina-
te knowledge to advise doctors on drug use.
It also facilitated consultation between
pharmacists and doctors on such issues.
Thus ward pharmacy has professionalised
hospital pharmacy by decreasing its domi-
nation by the medical profession. It has en-
gendered clinical pharmacy, which has fur-
ther reduced medical control over pharma-
cists in the area of drug use.

Clinical pharmacy involves pharmacists
in roles entailing interaction with patients
and other health care professionals [4]. Ser-
vices to patients include the identification of
those in need of education, counselling or
additional monitoring of their drug therapy
and the provision of the appropriate ser-
vices. These functions are performed sepa-
rately from, although in collaboration ith,
other health care professionals demonstra-
ting the professional traits of independence
[23] and a duty to the individual patient
(20). Hospital pharmacists provide health
care professionals with independent advice
that is well accepted [30,33,34). Surveys in-
dicate that other health professionals hold
those providing clinical pharmacy services
in high regard {36,37]. Doctors, clinical
pharmacologists and managers have recog-
nised pharmacists’ expert knowledge in the
area of drug use by including them in Drug
and Therapeutic Committees and formularv
and drug policy-making groups [38}. More
recently, hospital pharmacists have begun
to prescribe for patients within a team
tramework in cooperation with doctors [39]
and have become mvolved in multidisaphi-
nary teams [40,41]. The increased trust pla-
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ced by health professionals in pharmacists
and the recognition of pharmacists” experti-
se in the area of medicine use accords with
the increase in indeterminacy of pharma-
cists’ knowledge [25] and has resulted in
enhanced professional standing for hospital
pharmacy.

Explanations, other than professionalisa-
tion, may be advanced for changes in the
activities of hospital pharmacists. Activities
in the drug use and policy-making domains
might represent pharmacists seeking to con-
trol expenditure on drugs solely to preserve
their numbers and a degree of financial
autonomy since they, until recently, invari-
ably held the drug budget. An equally plau-
sible view is that the control of expenditure
on medicines has freed resources for the de-
velopment of clinical pharmacy services.
Furthermore, where pharmacy has relin-
3uished control of the drug bﬁet no evi-

ence exists that this has caused deprofes-
sionalisation.

It has been argued that the roles adopted
by hospital pharmacists were those delegat-
ed to them by doctors [24] and that clinical
pharmacy has facilitated occupational limi-
tation of pharmacy by the medical profes-
sion; this may be so. An equally plausible
explanation is that many of the tasks in

uestion, such as education and patient me-

ication counselling, were seidom provided
by doctors [27], and pharmacists merely ac-
quired these roles. It is impossible, however,
to deny opportunism in the adoption of cer-
tain roles such as therapeutic drug monito-
ring. It could also be claimed that pharma-
cists will remain professionally limited un-
less they assume responsibility for prescri-
bing. This view is outdated since a prescrip-
tion is now the end product of a decision-
making process which draws on the skilis of
both doctor and pharmacist, having regard
to the particular needs of the patienit and to
joint pharmacy-medical drug policies, and
is rarely an autonomous decision made by
one doctor. Although the pharmacist may
not be present when every prescribing deci-
sion 1~ made, their skills are utilised via
drug policies and as a consequernce ot pre-
scription review, which occurs routinely in
almost every NHS hospital in the UK {42].

Hospital  pharmacists’  education  has
altered radically in recent years. In response
to the demands of chinical pharmacy pract-
ce, pharmacy education is now more specia-
Ised and most Schooels of Pharmacy otfer
postetaduate courses in cliical pharmacv
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In addition to facilitating the extension of
clinical pharmacy services, the enhanced
level of education may be seen as a profes-
sionalising force because it increases phar-
macy’s knowledge base and the indetermi-
nacy of its knowledge [20,22,25]. This
knowledge base overlaps to an extent with
that of medicine but is distinct due to dif-
ferences in education and training and pro-
fessional focus.

Nevertheless, there may be some draw-
backs. As the field of clinical pharmacy
grows and clinical pharmacy knowledge ex-
pands, hospital pharmacists may specialise
in one or more areas of practice and the pro-
fession may become fragmented and depro-
fessionalised [28]. It remains to be seen
whether or not this danger materialises. A
more obvious danger is that post-graduate
education and training may be severelv cur-
tailed in the new market-driven NHS with
detrimental effects on professional develop-
ment [43].

The effect of the NHS Reforms and
increasing managerial control in the NHS

Recent changes in the NHS have had far-re-
aching effects on several professions [+1-47]
including pharmacy. “Working for Patients”
[48] and the “White Paper on Primary Care”
[49]) have radically changed the way in
which health care is delivered in the UK.
The former has enabled hospitals and gene-
ral practitioners (GPs), respectively, to beco-
me independent providers and purchasers
ot health care and initiated the purchaser-
provider split; the latter has shifted the em-
phasis in the funding and provision of
health care to the primary sector. Both have
had implications for hospital pharmacy, not
all of which are positive.

Spiralling costs have led to a reassess-
ment of the ways in which health care is
provided. Cne common strategy is to redu-
ce staffing levels. A reduction in the number
of hospital pharmacists would cause a con-
traction in clinical pharmacy services rather
than reducing the ability of the pharmacy
department to provide patients with medi-
cmes. This would deprive hospital pharma-
cists of those components of pharmacy that
have contributed most to their enhanced
professional status and leave a core of tech-
nical functions. Cost cutting may reduce in-
service cducation [47] and alter pharma-
sty roles wath negative effects on profes-
sional status. Pharmaacists are relativelv ox-
penove and the high costs of climcal phar

macy services, may lead to reallocation or
loss of some roles, particularly if pharma-
cists fail to demonstrate the contribution
that their services make to the provision of
cost-cffective health care [50].

Any transfer of roles is threatening be-
cause it reduces professional territory (28],
but the nature of the lost roles will determi-
ne the net effect on professional status. The
key issue is the extent to which pharmacy
retains roles that demonstrate its ion
of indeterminate knowledge. If the forfeited
roles are those that do not require the skills
and knowledge of a pharmacist, this change
will de-skill certain tasks leaving the profes-
sional standing of pharmacy unaltered. Fur-
ther professionalisation may actually be fa-
cilitated by role expansion into areas of
practice more appropriate to pharmacists’
skills and knowledge.

Tasks that, we suggest, could be delega-
ted include much routine dispensing, some
technician training, some patient counsel-
ling, almost all stock control and manage-
ment, and routine computing. Technicians
are already performing these tasks at some
hospitals (51] and, in several others, tasks
have been automated [52,53]. In contrast, if
the lost roles are those that pharmacists ap-
propriately perform, such as control of drug
use, the provision of drug information and
many of the newer clinical pharmacy roles,
deprofessionalisation may occur. Nurses
pose particular threats since they are less
epensive to employ and appear to be ex-
tending their roles in areas pertinent to
pharmacists. Nurses will soon be permitted
to prescribe [54,55] and are increasingly in-
volved in pain control teams and self-medi-
cation (self-administration) schemes.

The development of computer programs
that contain pharmaceutical knowledge in
areas such as drug interactions and patient
counselling [53] may also be considered a
threat. Freidson [56] argues that the ever-
present gap between available knowledge
and that which is stored on computers, and
the retention of professional control over
the nature of stored knowledge and its use,
will prevent computer technology exerting
a deprofessionalising influence on medici-
e A similar argument pertains to pharma-
v Technical information on drugs and their
prharmacology can rcadily be stored using
mtormation technology without consequent
lo~s of professional status since pharmacy
will retain the indeterminate knowledge,
the abibty to use such codified computer in-
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formation to determine appropriate treat-
ment for patients. The individuality of pati-
ent’s needs and their response to medicines
remain the strongest reasons why software
will not replace pharmacists.

The redistribution of resources from se-
condary to primary care as a result of the
NHS changes may offer opportunities for
hospital pharmacy to further professionali-
se. Government concern about accelerating
expenditure on medicines in primary care
and general practitioner prescribing, illu-
strated by the recent extension of a list of
drugs not paid for by the NHS, has provid-
ed openings for hospital pharmacists to
advise Family Health Services Authorities
(FHSAs) and GPs on methods of controlling
drug expenditure and improving prescri-
bing habits, and in the creation of formula-
ries [7]. Efforts to reduce hospital costs by
enabling ill patients to return home sooner
than they would have in the past and to re-
ceive complex drug treatments in the pri-
mary care sector have led to a requirement
for pharmacists to provide an input into the
care of these patients. Evidence exists that
hospital pharmacists are expanding their
activities in primary care [57]; FHSAs, for
example, are employing hospital pharma-
cists as pharmaceutical advisors. These de-
velopments also provide an opportunity for
hospital and community pharmacists to col-
laborate and use their respective skills for
the benefit of patients in moving closer to
the ideal of seamless care.

The devolution of management within
hospitals, with the creation of clinical direc-
tors responsible for their specialty’s drug
budget has led to the need for pharmacists
to provide assistance with drug budget con-
trol. Previously, pharmacy held the drug
budget in most hospitals and strove to keep
expenditure to a reasonable level. The chan-
ge in budgetary control has led to pharma-
cists becoming advisors on the judicious use
of medicines [58), rather than the inspecto-
rate of the drug budget, and has provided
opportunities for role development.

Increased managerial control in the NHS
has implications for the professions and for
hospital pharmacy. The expanded role of
managers in the UK NHS, consequent on
the Griffiths Report [59], represents a
growth in bureaucracy that poses threats of
deprofessionalisation [28,60] for hospital
pharmacy as well as for other health care
professions [44,47,61]. The most recent NHS
reforms have further strengthened manage-
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rial control of the NHS and reduced the po-
wer of the medical profession [62]. This re-
duction in medical power seems to have
been a planned consequence of Thatcherism
in the late 1980s since the medical profes-
sion were virtually excluded from their usu-
al advisory role in NHS policy-making [62].
Hospital pharmacy appears to have escaped
the effects of increased managerial control
as vet; it is unlikely to continue to do so
[50]. Hospital pharmacists may increasingly
move into hospital management and could
potentially modulate the effects of manage-
rial power on pharmacy. This advantage
mav be negated, however, if pharmacists in
management positions become insensitive
to pharmacy issues and lose their identity
as pharmacists among their professional
colleagues.

Effect of general changes in professional
roles

The role of the medical profession and of
health care occupations and professions alli-
ed to medicine have altered in the 1980s.
New professions have emerged and estab-
lished professions have extended their ro-
les [24,45,47] causing competition amongst
professions and the encroachment of newer
professions upon the territory of established
ones. Hospital pharmacy will have to pro-
tect professional territory from encroach-
ment by nurses and, possibly, from clinical
pharmacologists (on whose territory it is
claimed clinical pharmacists have already
encroached [27]). To further professionalise,
hospital pharmacy will have to consider ta-
king on certain roles presently performed
by doctors and may have to compete with
nurses [63], amongst others, for these.

The increased importance of technical
knowledge in modern society as a means of
controlling and managing social and politi-
cal matters has been claimed as a professio-
nalising force [29]. This conflicts with views
on the importance of indeterminate know-
ledgze in maintaining professional status
[25] but the resolution of this argument is
bevond the scope of this essav. Nonetheless,
some imphcations for hospital pharmacy
warrant mention. Since technical knowled-
ge can be acquired by education, some
para-medical occupations, many of whom
now require their members to possess a uni-
versity degree, could threaten pharmacy’s
termtory - An enhanced Jevel of education
mat lead to demands for increased profes-
sional status trom the para-medical occupa
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tions. Project 2000 (which aims to ensure
that by the year 2000 all British nurses will
possess a university degree) has had this ef-
fect on nursing {45]. Whilst it can be clai-
med that pharmacists, too, have augmented
their education and increased their profes-
sional status, increases in the status of other
professional groups could result in intense
competition for roles currently held by
pharmacists.

Effects of changes in society in general

Society has changed radically in the past
two decades. Rapid technological advances
have facilitated the replacement of humans
by machines in many areas of production.
Much of pharmacy’s role in the production
and compounding of medicines had been
lost by the 1970s [2] but subsequent techno-
logical progress has further reduced its pro-
fessional territory. Automation, in particu-
lar, has had profound effects on many as-
pects of production and delivery of medici-
nes in the hospital sector forcing pharmacy
to re-consider its professional role. Hospital
pharmacists have recently adopted new ro-
les [39,40] but the effects of automation and
other technologies on professional status
are still unclear.

The status afforded by society to health
care professions has changed [24,45,47]. The
power balance between professional and
client has altered; consumers have gained
and, arguably, professions have lost power.
Patients are better educated and they have
become empowered by documents such as
‘The Patient’s Charter’ [64]. They no longer
defer to doctors [62] and it is claimed that
patient empowerment has reduced the sta-
tus of medicine [65,66]. Changes in the pat-
terns of morbiditv and mortality have en-
couraged the redirection of resources from
curative to preventative medicine. This has
led to patients assuming greater responsibi-
lity for their health and having increased in-
put into decisions about their care. It is
thought that this has also reduced doctors’
power [67]. Patients, increasingly, are rejec-
ting interventionist medicine in favour of a
more holistic approach and their mistrust ot
doctors is increasing [47]. In addition, the
medical profession in Britain has aroused
suspicions ot protectionism and restrictive
practices. Areas of concern include protes-
sicnal fees charged in private practice and
control of the award of speciahst status In-
crezsing scrutiny ot these 1ssues may fur-
ther reduce then “tatus in the pubhic’s eves
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Although it 15 stll undlear it a reduction
m medical power has actually taken place
in the UK, these events raise the spectre of
loss of professional power for other profes-
sions. In community pharmacy, the Consu-
mers Association’s recent report suggesting
that the quality of advice given by commu-
nity pharmacists was poor and that propo-
sals to extend their advisory role should
take this into considerationr{68] provoked
an angry and defensive response from the
profession [69,70]. Perhaps this signifies
pharmacy’s fearful perception of the power
of the patient to determine professional sta-
tus. Increased consumer power could pose
threats in hospital pharmacy if the customer
does not value the pharmacists role but it
could also provide an opportunity for role
extension, particularly in the areas of pati-
ent information and education. latrogenesis,
due to negligence in the use of medicines, is
still common (71] and patients now demand
a reduction in the risks associated with the
use of medicines. Thus there is ample op-
portunity for hospital pharmacists to ex-
pand their efforts into areas of expressed
patient need, collaborating, where appropri-
ate, with their colleagues in primary care.

Discussion

Clinical pharmacy is a relatively new depar-
ture in hospital pharmacv. It has resulted in
hospital pharmacists adopting new roles
and providing services independently of
the medical profession. Pharmacists are ac-
cepting the concept of responsibility to indi-
vidual patients and the indeterminacy of
pharmacy’s knowledge base has increased.
Consequently, medical domination of phar-
macy has been reduced and patients, and
other health care professions, now afford
pharmacists greater professional status. But
clinical pharmacy is a double-edged sword.
It poses hazards of fragmentation due to
specialisation. Specialisation is inevitable
but the physical existence of sub-divisions
within hospital pharmacy should not threa-
ten professional status if pharmacists retain
a central identity.

One of the gravest problem in pharmacy
at present, we think, is the possibility that
their identity is ambiguous and a core ideo-
logv is lacking. Hospital pharmacists have
~hown a lack ot consensus regarding the ro-
le< which they perform {42,57] and the grea-
ter development of chmical pharmacy in the
hospital sector may be emphasising intra-
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professional differences. Arguably, until
pharmacy decides its future professional
role it will run the risk of deprofessionalisa-
tion in a competitive health service environ-
ment.

In the wider context of the NHS and soci-
ety, changes have occurred which may ser-
ve to advance or restrain pharmacy’s pro-
fessionalisation. The NHS reforms have
opened up new avenues of professionalisa-
tion in primary and secondary care both in
the direct care of patients and as advisors to
other health care professionals. However,
the increase in managerial power in the
NHS, along with the emphasis on stricter
budgetary control, threaten to deprofessio-
nalise hospital pharmacy by removing the
clinical roles that have been acquired. Phar-
macists can protect their status in the face of
such challenges by examining the cost-effec-
tiveness of the services that they provide. In
addition, delegation of roles that are within
the competence of andillary and technical
staff and automation of other suitable tasks
will help retain and develop roles requiring
pharmacists’ professional input. This will
facilitate the provision of more cost-effecti-
ve hospital pharmacy services and guard
against the loss of territory to other occupa-
tional groups. Encroachment by other pro-
fessional groups will, however, remain a
hazard of changes in professional roles in
general and the growth of new professions
whose status is increasing in a knowledge-
driven society. Hospital pharmacy can fur-
ther protect itself by delineating its profes-
sional boundary and by achieving consen-
sus on its professional identity.

Finally, patient empowerment, consequ-
ent to societal changes, poses some threats
of deprofessionalisation but is more likely
to offer hospital pharmacists new roles and
an opportunity to further professionalise.
By acceptance of the patient’s part in deci-
ding on their health care needs, and by see-
king to accommodate these within a profes-
sional framework, hospital pharmacy can
continue to develop. The adoption of the
concept of “pharmaceutical care” {72], whe-
re pharmacists primary duty is to the pati-
ent, is a step along this path.

Conclusion

The develuopment of clinical pharmacy is
one of several influences on the professional

S M Cotter, N D Barber and M McKee Professionalisation of UK Hosp tal Pharmacy

development of hospital pharmacy in the
UK. Although changes in the NHS and in
society are also important, clinical pharma-
cy remains the pre-eminent influence; it has
opened avenues of professionalisation
enabling pharmacists to respond to the
changing environment in the hospital sector
in the UK today. With careful development
of clinical pharmacy, challenges to the pro-
fessional status of hospital pharmacy can ef-
fectively be overcome.

The successful future development of cli-
nical pharmacy in hospitals requires greater
consensus, both within the profession and
within hospital pharmacy, on the essential
role of the pharmacist. The profession in ge-
neral must make difficult decisions about its
professional role and territog'. It needs to
decide which roles can be delegated and
which must be retained by pharmacists. We
have suggested some answers for hospital
pharmacy but this issue needs to be tackled
both by the profession, to establish clearly
its professional identity, and then by each of
its branches, since practice varies signifi-
cantly between each branch of pharmacy in
the UK. Even within the UK hospital sector,
clinical pharmacy has not developed uni-
formly and there is little published evidence
of the contribution that hosFital pharma-
cists make to the provision of cost-effective
health care.-Pertinent changes in the health
care environment also need to be taken into
account.

Although this paper concentrates on hos-
pital pharmacy in the UK, the issues discus-
sed have implications for the profession of

harmacy in all industrialised countries. We

ave indicated that there are marked diffe-
rences between hospital and community
pharmacy in the UK but these may not be
so abvious elsewhere. The development of
clinical pharmacy is, however, becoming an
issue in most developed countries. Its natu-
re may vary between countries but, as in the
UK, it provides a means for pharmacists to
change their role and their relationships
with other professionals. The issues raised
here regarding professional identity and de-
velopment will therefore merit considera-
tion when pharmacy in any country consi-
der< its professional development.
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The tollowing are examples of letters ot request and thanks sent to pharmacists durine postal and tocus
group pre testing ot the questionnaites. All were personally signed.

1. Letter of instruction for those helping with postal pre-testing.

London School of Hygiene and Tropical Medicine

{University of London)

Keppel Street, London WCI1E 7HT
Tel: 071-636 8636 - Tel Direct. 071-927:24¢ - Fax: 071-436 3611

Department of Public Health and Policy

The Pharmacist, Health Services Research Unit

Senior Clinical Pharmacist,

Pharmacy Department,

The Hospital,

Hospital Address,

Postcode. Date

Dear Pharmacist,

This is a draft of the questionnaire which I intend to send to Principal Clinical Pharmacists (or their
cquivalent) in hospitals in England. There are separate similar questionnaires for Pharmacists in
other parts of the United Kingdom.

I would very much appreciate if you could take the time to:-

1. Fill in the questionnaire.

2. Time yourself - How long did it take (approx)? ....... minutes.

3 Comment on the questions with respect to wording/language,
specificity, ambiguity, clarity etc.

4. Comment on the order in which the questions are asked.

5. Comment on the ease/difficulty experienced in answering the
questions

Please write your comments on this sheet and retum it plus the completed questionraire to me as
soon as possible. Thanking you in anticipation,

Yours sincercly,

Sectle, ™ty Lottir
Siobhan M Cotter MRPharmS,
Clinical Research Pharmacist.
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Letter of thanks to those helping with focus group pre-testing.

London School of Hygiene and Tropical Medicine

(University of London)

T

Keppel Stireet, London WC1E 7HT
Tel 071-636 8636 Tel Direct 071-92719‘: Fax 071436 3611

Department of Public Health and PoliLy

Health Services Research Unn

Ms P Phammacist,

Senior Clinical Pharmacist,

Pharmacy Department,

‘The Hospital,

Hospital Address,

Postcode. Date

Dear Ms Pharmacist,

at

Thank you for taking the time to se¢ me on

I found the discussion we had very enlightening. Your comments were most helpful and will assist
me in the production of the next draft of the questionnaire.

Once again, thank you for your help.

Yours sincerely, &;{ Lin //;17 /é‘,)éd—'

Siobhan M Cotter MRPharms,
Clinical Research Pharmacist.
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Results of the first pre-test (focus group).

1.1. Participants.
Six District Pharmaceutical Officers from the North West Thames Region pre-tested the first draft of
the questionnaire.

1.2. Results.

1.2.1. Some interesting verbatim comments:

"] feel threatened by some of the questions .. I'm not going to tell you we don’t provide a service .. I'll
cheat..”.

*[ like the check list and the open part (of the questions)”.

*I couldn’t answer that .. it’s too complicated”.

"What'’s a target patient’? .. We've got to be able to understand the questions”.

"What do you mean by 'role’? .. I'd think it’s my business plan”.

*I think some managers won’t know what HC(88)54 is .. It hasn’t made any visible changes anyway ..
in my District the changes were already in place”.

*(about HC(88)54) If you mean did it increase the amount of money given? or more staff? then ask
that”.

"What’s a University Medical School Teaching Hospital?".

"I work in a Special Health Authority ..that’s not included here".

(Regarding the question on opening hours) "A pharmacy can only be open or shut .. it can't be 'easily
accessible to patients and staff’ and not be open”.

"Do you want to know the grades of staff visiting the wards?".

(On the question referring to the collection of adverse drug reaction data) “I've never worked in a
hospital like that .. Pharmacists don’t do that".

*You haven'’t dealt with the provision of financial information .. or clinical training or ward pharmacy
training”.

1.2.2. Researchers summary comments:

Helpful feedback was received from this group. Participants’ views on clinical pbarmacy were different
from those of the researcher mainly because they were managers not clinical pharmacists. Participants
got distracted by the wording of some questions, for example whether or not a hospital was a teaching
hospital or how many pharmacists worked in the pharmacy. The researcher realised, after this meeting,
that managers may be suspicious of questions inquiring about anything related to resources or workload.
In addition, certain managers reacted in a hostile manner to questions about some specialist services,
particularly if their hospital pharmacy did not provide them. The researcher assumed that these services
might be provided by a minority of hospitals. Some managers indicated that they were reluctant to
admit that they did not provide a service, even a rare, new or specialised service; they believed such an
admission would be evidence of an inferior pharmacy service and they would be tempted to lie in their
answers. This served to emphasise the importance of allaying fears of inferiority by carefully wording
such questions. Useful insights were gained on managers’ reactions to questions about clinical pharmacy
services. They misunderstood the reasons for asking some questions, might answer hostile questions
incorrectly and refuse to answer irrelevant questions. They suggested that some questions would be
better asked of senior managers and others of clinical pharmacists.
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1.3. Action consequent on the pre-test.

Question wording was changed to reduce the possibility of respondents reacting in a defensive fashion.
The possibility of two questionnaires being required was considered. Subsequent pre-testing involved
persons more similar to prospective respondents.

2. Results of the second pre-test (postal).

2.1. Participants.
Three regional clinical pharmacy specialists.

22, Results.

Respondents suggested asking demographic questions at the beginning of the questionnaire to help
respondents complete later questions. The length of the questionnaire (10 pages) was considered to be
excessive. One respondent thought that a list of contents, and a note stating that the results would be
made available as soon as they were processed, should be included. Another thought that it might be
better to specify at the start of any sub-section which might not be applicable to all pharmacies “if the
services concerned are not provided please go to page X".

The wording of the questions was considered to be too complex, probably because more than one idea
was being introduced in some questions, for example the frequency of ward pharmacist visits and the
percentage of beds visited at each specified frequency were included in one question. One person
considered the wording "pompous and unfriendly” and advised secking advice on wording from a
sociologist.

The concept of the "percentage of beds served”, which had been used extensively, was considered to be
unhelpful, beyond the scope of the information available to most respondents and a potential cause of a
poor response to these questions. The idea had been borrowed from a questionnaire investigating
clinical pharmacy services in the USA (Personal communication: Bond CL. 1989 American Society of
Hospital Pharmacy National Clinical Pharmacy Services Survey). In several questions the choice of
answers was thought to be inadequate. The large number of open questions was found to be off-putting.
Pharmacists were happier ticking boxes in closed questions than writing replies. Where the researcher
could not be certain that all possible answers were given as options, however, a closed questions that
included an open section at the end was considered to be a good idea. A range of answers for the
number of hours for which the pharmacy was open had been provided in the form of bands, for
example "6-10 hours per day". The advice was that this style would cause the loss of valuable
information without simplifying the questionnaire. Some questions were considered irrelevant, for
example "At present is a formulary (or list of preferred medicines) in use at your hospital?” It was
thought that the answer in all cases would be "yes". Conversations with pharmacists at meetings and
conferences had revealed, however, that hospitals without formularies existed.

23. Action consequent on the pre-test.

Demographic questions were moved to the beginning of the questionnaire. Several questions containing
more than one idea were expanded into two or more parts or questions. A sociologist was consulted
regarding the optimal wording of questions. The use of questions from an American questionnaire was
abandoned. Several questions containing closed and open sections were created and questions were
simplified wherever possible.
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Results of the third pre-test (postal and focus group).

3.1. Participants.

Two groups were used. Six Masters of Science (MSc) in Clinical Pharmacy graduates who held senior
or middle grade clinical pharmacy posts in hospitals around London participated in a postal pre-test.
Five of these returned completed questionnaires. Eight senior clinical pharmacists from England and
Wales who held senior pharmacy management posts participated in a focus group discussion. It was felt
that these participants most closely resembled prospective respondents.

3.2. Results.
Broadly speaking, the comments showed a difference in managerial experience between the MSc
graduates and the senior clinical pharmacists.

Length.
Most thought that the questionnaire was too long (22 pages) and that this would adversely affect the
response rate.

Topics.

Some felt that they lacked the knowledge to answer questions relating to management and to the nature
and effect of changes over the preceeding 2-5 years. They thought that these questions might be
answered with greater ease and accuracy by a more senior manager, such as the District Pharmaceutical
Officer (or equivalent). Certain questions, particularly those regarding services provided to patients,
professionals and institutions in primary care, were felt to be difficult to answer because of the nature
of the participants’ responsibilities. It seemed that certain sections of the questionnaire would have to be
omitted or the questions asked in the form of two separate questionnaires directed at different
respondents. The latter option was recommended. The first questionnaire should inquire about clinical
pharmacy services provided to primary care. It should be sent to District Pharmaceutical Officers
(DPhOs) or their equivalents in the first instance with an option of passing the questionnaire on to a
more appropriate respondent, possibly a Community Services Pharmacists, also being provided. The
second questionnaire, asking about clinical services provided in hospitals, should be sent to Principal
Clinical Pharmacists or the pharmacists responsible for clinical pharmacy services in individual
hospitals. The ensuing discussion helped allocate questions to each of these questionnaires. It was
thought that a question on the effects of The Way Forward®* should be asked of the DPhO (or
equivalent) since other pharmacists may not have been in post sufficiently long to know the answer. As
in previous pre-tests, some questions were considered to be irrelevant.

(3) Clarity and comprehension.

Certain questions confused participants because the wording was "too complicated”. One participant
said "it reads like a politician’s speech”. A participant who had been involved in the Plain English
Campaign thought, however, that the wording of the questionnaire was probably at the correct level;
"not too much jargon, not too colloquial”. A few questions were misinterpreted. Some participants
admitted that they did not understand a few questions. In a few instances a question was felt to include
more than one idea.

(4) Arrangement of topics in the questionnaire.

The division of the questionnaire into sections was found to be useful but the headings were thought
insufficiently prominent. Most found the sequence of topics agreeable.
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(5) Question style.

A sociologist had recommended that the tone of some questions be made friendlier and had reminded
the researcher that ail hospital pharmacies may not provide the services mentioned in the questionnaire.
The questions had subsequently been rephrased to indicate that the researcher thought that certain
services may be provided only by a minority of pharmacies. This would help prevent feelings of
inadequacy among respondents and so enhance the quality (and perhaps the rate) of response. The
sociologist also suggested that a larger number of open questions inquiring about respondents’ own
opinions be included. Many pre-test participants disliked open questions; they felt that they “disturbed
their train of thought” and such a style "was intrusive”, "took too much time to think about and
answer”, "made the whole thing too long" and "makes it look like we have to work hard to complete”.
They felt that these types of questions might elicit a better response in an interview survey. Any open
questions retained in the postal questionnaire should placed in a separate section at the end where "we
might try answering them if they were on the last two pages when we know we’re nearly finished".

(6) Question wording.

Use of the 24-hour clock was advised to simplify coding. Some participants thought that the use of
bands, such as 0-5; 6-10, for the numbers of staff employed would help respondents by providing
closed instead of open questions but others thought that it would cause loss of valuable information.
Some participants thought that staff numbers questions should ask for numbers of persons; others
suggested requesting Whole Time Equivalents (WTEs). Some questions were insufficiently specific to
obtain the required information whilst others were too specific, for example the term "New Drugs
Panel” had been used in one question but participants said that other committees do its work in several
hospitals. In some circumstances the questions, although clear, did not discriminate between different
levels of service provision. Questions relating to practice research and education were thought to
require greater discrimination between different levels of service provision.

33. Action consequent on the pre-test.

Two questionnaires were created, one to be sent to DPhOs and their equivalents and the other to the
pharmacist responsible for clinical pharmacy services in individual hospitals. DPhOs were given the
option of delegating completion of the questionnaire to a more informed respondent if appropriate.
Questions were omitted unless they were considered essential. Those remaining were allocated to the
two questionnaires resulting in two shorter rather than one long questionnaire. The researcher conceded
that the depth of information originally hoped for could not be obtained without compromising the
response rate. It was decided to obtain the in-depth information at interviews.

Section headings were removed. The questionnaire was no longer divided into sections since the depth
of questioning did not require it. A column at the right hand side of the page, previously intended for
use in the coding process, was removed and the space used to confine the questionnaire to fewer pages.
Various other space-saving ideas were implemented. It became a "miracle of miniaturisation”. Each
question concentrated on a single topic. Where there was more than one question asked about a topic,
the question was divided into the required number of parts. Questions became mostly closed with an
open section at the end. A few open opinion questions were retained in a separate section at the end of
the questionnaire. Questionnaire wording was further simplified. Where a term or concept was likely to
be misinterpreted, for example "audit”, an explanation was provided when the term was introduced.
Some questions were made less specific to prevent loss of information or omitted where there was
serious risk of inaccurate information being gathered. Others were expanded upon to elicit more
detailed and accurate information on service levels, for example the respondent was asked to list the
current research projects or the word "formal” was inserted before provision to provide a degree of
discrimination. In other cases discrimination was achieved by providing several categories of reply, for
example none, very little, a moderate amount and lots. Opening hours were requested to be completed
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according to the 24-hour clock and staff numbers were inquired about in terms of whole time
equivalents as well as in the numbers of persons employed.

4. Results of the fourth pre-test (postal, and individual and group discussions).

Draft four consisted of two questionnaires:

(a). Questionnaire I - to be sent to DPhOs or equivalents

(b). Questionnaire IT - to be sent to the pharmacist responsible for clinical pharmacy
services in individual hospitals.

4.1.  Participants.

Questionnaire I was discussed with two specialist pharmacists, a sociologist and a group of health
service researchers. Questionnaire II was sent to six hospital clinical pharmacists, three of whom held
senior positions, and discussed with a sociologist and a group of health service researchers.

4.2.  Results.

Questionnaire I.

Questionnaire I consisted of 9 questions on 3 pages (see Appendix IV). Very few changes were
suggested; most were concerned with question wording.

Questionnaire II.

Questionnaire II consisted of 27 (England, Scotland, Wales and Special Health Authorities) or 28
(Northern Ireland) questions on 6 and 8 pages respectively (see Appendix IV). Most respondents had
few comments to make.

Scales.
A categorical scale had been used in some questions. It was thought better to define the categories.

Wording.
Some questions were considered to be ambiguous.

4.3. Action consequent on the pre-test.

A few questions in Questionnaires I and IT were reworded and simplified. In general, the changes were
few and minor. "Lots", a term used in a categorical scale in both questionnaires was defined in
Questionnaire II as "greater than, or equal to, an average of 2 hours/week over the course of a year".
Due to perceived difficulties in estimating with accuracy the exact number of hours per week that was
devoted to any of the tasks inquired about in Questionnaire I the term were not defined there.
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Questionnaire I, inquiring about the provision of services, in Districts (and equivalents), by
National Health Service hospital pharmacies to primary care.

THE CLINICAL ROLE OF THE
HOSPITAL PHARMACIST

A NATIONAL SURVEY OF NHS
HOSPITAL PHARMACY SERVICE
PROVIDERS

SERVICES PROVIDED TO PRIMARY CARE.

STRICTLY CONFIDENTIAL

Please return to:-

S M Cotter, Clinical Research Pharmacist,

Room 32a Health Services Research Unit,

The London School of Hygiene & Tropical Medicine,
Keppel Street,

London WC1E 7HT.
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Questionnaire | continued.

The questions here ask about clinical pharmacy services provided to the primary health
care area. I am specifically interested in those services

® provided by pharmacists employed in the hospital sector or

® provided using hospital pharmacy resources eg. Drug Information

® provided by Community Services Pharmacists (or similar) who use hospital pharmacy
resources.

I ask about services such as advice, information, education etc., provided to:-

® GP’'s ® Primary health care nurses ¢ Community pharmacists ® patients
® other health care professionals working in primary health care
® primary health care institutions.

The questions are of the "tick the box" variety with an open section to enable you to answer
the question more fully or more accurately. I also ask some general questions at the end of
the questionnaire. Finally, if you wish to make any comments or clarify any answers and
there is insufficient space on the front of the page, please write on the back of the pages.

1. Pharmacists employed in the hospital service or pharmacists employed by the health
authority may use hospital pharmacy resources to provide pharmacy services to General
Practitioners. Please tell me if services of an advisory or educational nature are
provided by your pharmacists.

NONE VERY MODERATE LOTS
LITTLE AMOUNT
Advice to GP‘s on prescribing/prescribing policies ] D a )
Advice to GP‘s on financial aspects of drug use -0 a 8] 8]
Information to GP’'s on general drug-related matters a 0 ] 0
Information service provided by the hospital u] 0 u} 0
Drug Information Department to GP’s

Educational service for GP’s (including trainees) n} 8] 0 0

Other services of an advisory or educational nature - Please specify..

2. Pharmacists employed in the hoepital service or pharmacists employed by the health
authority may use hospital pharmacy resources to provide pharmacy services to nurses
working in the primary health care area. Please tell me if services of an advisory or
educational nature are provided by your pharmacists.

NONE VERY MODERATE LOoTS
LITTLE AMOUNT

Advice to Nurses on wound care a 0 8] a
Advice to Nurses on analgesia or on equipment used a] 0 0O a
in Patient Controlled Analgesia (PCA)
Information to Nurses on general drug-related matters 8] a] 8] a
Information service provided by the hospital u} 0 a
Drug Information Department to Nurses
Educational service for Rurses (including trainees) 0 O a 8]

Other services of an advisory or educational nature - Please specify..
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Questionnaire I continued.

Pharmacists employed in the hospital service or pharmacists employed by the health
authority may use hospital pharmacy resources to provide advice, information or other
help to patients in the community or to patients in primary health care institutions.
Please tell me if your pharmacists provide any such services.

NONE VERY MODERATE LOTS

Individual patient counselling for patients with o ] ] 1]
drug-related needs eg. patients receiving TPN,
patients on PCA

Group sessions giving patients information on u} a 0] 0
medication or on medication-related matters
Group sessions giving persons in the community g a] n} 8]

information on medication or on health care

Other services of an advisory or educational nature - Please specify..

Pharmacists employed in the hospital service or pharmacists employed by the health
authority may use hospital pharmacy resources to provide pharmacy services to Community
Pharmacists. Please tell me if services of an advisory or educational nature are
provided by your pharmacists.

NONE VERY MODERATE LOTS
LITTLE  AMOUNT

Advice to Community pharmacists on analgesia or on a 0 a 0
equipment used in Patient Controlled Analgesia

Advice to Community pharmacists on Parenteral nutrition 0O 0 a n}
or on squipment used in parenteral nutrition

Advice about patients with specific drug-related needs [] 0 a 0
who are being discharged from hospital

Information service provided by the hospital 0 a a} O
Drug Information Department to Community pharmacists

Educational service for Community pharmacists a a 0

(including Pre-registration pharmacists)

Other services of an advisory or educational nature -~ Please specify..

Pharmaciste employed in the hospital service or pharmacists employed by the health
authority may use hospital pharmacy resources to provide pharmacy services to other
health care professionals working in the primary health care area. Please tell me if
services of an advisory or educational nature are provided by your pharmacists.

NONE VERY MODERATE LOTS
LITTLE AMOUNT

Information on general drug-related matters 0O 4] 0 0]

Information service provided by the hospital n} O 0 8]
Drug Information Department

Educational service for Health Care Professionals D 0 u} ]

other than GP's, Nurses and Community pharmacists

Other services of an advisory or educational nature - Please specify..
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Questionnaire I continued.

7.

(a)-

(b).

Pharmacists employed in the hospital service or pharmacists employed by the health
authority may use hospital pharmacy resources to provide pharmacy services to Primary
Health Care Institutions eg. Residential Homes, Hospices, Nursing Homes etc. Please tell
me if services of an advisory or educational nature are provided by your pharmacists.

Advice on wound care

Advice on sedation policies

in Patient Controlled Analgesia
Information on general drug-related matters

Information service provided by the hospital
Drug Information Department

Educational service for Health care personnel
working in these institutions

Other services of an advisory or educational nature - Please specify..

a
5}
Advice on analgesia and equipment used a
a
a
8]

O oooaa

This question asks about changes in pharmacy staff and resources. Please tell me:-

have any new poste been funded or has there been a shift of
resources (staff or money) as a result of HC(88)54, The Way Nno 0O Yes 0O
Forward for Hospital Pharmaceutical Services?

have any new posts been funded or has there been a shift of
resources (staff or money) as a result of the Nuffield Report? No O Yes 0

If any of your hospitals have recently become a trust, or is in the process of applying
for trust status can you tell me if this has caused any shift in resources (staff or
money)?

Not applicable 1 Yes applicable, but No it has not caused any changes in resources (I

Yes applicable, and it has caused changes in resources [] - Please specify these changes

If you have any comments or views on the practice of clinical pharmacy which you feel
are important, please write them here.

Thank you for taking the time to complete this questionnaire. I hope you found it
interesting and worthwhile.

Siobhan Cotter, Clinical Research Pharmacist.
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Questionnaire 11, inquiring about the provision of clinical pharmacy services in National
Health Service hospitals.

THE CLINICAL ROLE OF THE
HOSPITAL PHARMACIST

A NATIONAL SURVEY OF NHS
HOSPITAL PHARMACY SERVICE
PROVIDERS

STRICTLY CONFIDENTIAL

Please return to:-

S M Cotter, Clinical Research Pharmacist,

Room 32a Health Services Research Unit,

The London School of Hygiene & Tropical Medicine,
Keppel Street,

London WC1E 7HT.
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Questionnaire Il continued.

For most questions you need only tick one box. Some also include a space, labelled
=Other® which will enable you to answer certain questions more fully or accurately. I
bave clearly indicated the few questions where more than one box may be ticked. Finally,
if you wish to make any comments or clarify any answere and there ia insufficient space on
the front of the page, please feel free to write on the back of the pages.

The first few questions are about the hospital and pharmacy department. Then I ask about

@ Ward pharmacy ® Drug Information ® Education & Drug Control
® Specialist Clinical Services ® Clinical Trials ® Research & Audit

and finish off with a few general questions. Feel free to consult with others, if
necessary, to obtain information for the answers to any of the questions.

1. Please describe your hospital using the following terms. (Tick 1 box in each section).
(a) Is it an? - NHS Trust [0 Directly-managed Unit [1 Part Trust, part Directly-managed O
(b) Is it? — Non-teaching 0O Medical School Teaching O

2. Please indicate, to the best of your knowledge, the approximate number of beds and

wards in the hospital, both on-site and off-site, to which a pharmacy service is
currently provided.

WARD TYPE TOTAL NO. TOTAL NO. WARD TYPE TOTAL NO. | TOTAL NO.
OF WARDS OF BEDS OF WARDS OF BEDS
ITU/CCU Long-stay Psychiatric &
Mental handicap wards
Day-care & S Other Long-stay wards
day/week wards
Acute wards Other wards
3(a). Are pharmacy services provided by your pharmacy
to units of the hospital which are off-site? ¥o O ves 0O
(b). Are pharmacy services provided by No O Yes 0O

your pharmacy to other NHS hospitals?

4. Please indicate the official pharmacy opening hours (using 24 hour clock times) on:-
Monday - Friday inclusive cecees O ceaenn Saturday

eeseee O oo

Bank & official holidays cecese O caaenn Sunday ceaaes tO

eeccecse

S. This question asks about your pharmacists. Please tell me...
{(a) how many pharmacists are employed in your pharmacy? ...persons equivalent to ...WIE‘s
(b) for how many of your pharmacists is their highest qualification a:-

PhD ecc.e MPhil ..... MSC coc.n Post-graduate Diploma <....

(c) how many of your pharmacists are clinical s ialists? eg. oncol s jfalist.
specialists ©ogy spec
(Clinical Specialist = pharmacist who spends 2 50% of their time on that work)

6. Please tell me if an out—of-hours pharmacy service is provided?

No 0O Yes, by pharmacists on—call from home g Yes, a Residency service a

7. I would like to find out how pharmacy fits into the overall hospital management
structure. Please indicate who the head of the pharmacy department reports to?

A member of the hospital board 0O A clinical director O A service manager D

The Unit General Manager g ANOther = WhO?..ceveesscncecansnscacscnacascanes
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Questionnaire Il continued.

8. Please tell me who holds the druq budget? (You may need to tick more than one box).
The head of the pharmacy department a The Unit General Manager (u]

Held at Clinical Directorate/Care Group level a Another — WhO?...cceccccectecncanca

9. Please tell me how many pharmacists youtinely work on the wards? ...persons ++«.WTE’S8

10(a) Would you say that patient medication charts of acute
in-patients are routinely monitored in your hospital? No 0O Yes 0O

(b) If yes,
(i) where is this usually done? On the ward 0 In the pharmacy [

(ii) for the majority of patients roughly how frequently is this routine monitoring of
inpatient medication charts carried out? on:-

Monday-Friday: Twice daily 0 Daily [ Not done 0 Other - specify...cecceccece..

W/E & Holidays: Twice daily O Daily [ Not done ] Other - specify...cccccceea..

11. Please tell me, do one or more of your pharmacists routinely accompany doctors on
ward rounds (or case conferences) AND contribute to decisions on drug therapy?

No, never [ Yes, but only specialist pharmacists 0O

Yes, many of our pharmacists do this a Yes, all our pharmacists do this 0

12. Are medication charts of long-stay in-patients routinely monitored in your hospital?
No O Yes, for the majority of patients this is done weekly or more frequently a}

Yea, for the majority of patients this is done less frequently than weekly 0

13(a). Some hospitals have an on-site Drug Information (DI) service. Please tell me if
an on-site Drug Inforwmation service is available at your hospital?

No [0 (b). From where is DI obtained? Local hospital 0O Region O

Other - describe..

Yes [ (c). How many pharmacists are designated to work in DI? ...persons ...WITE’s

14. The amount and type of information that pharmacy departments provide varies widely.
Please tell me if one or more of your pharmacists provide information in any of the
following categories. (You may need to tick more than_one box).

Compilation of clinical information on drug use

Compilation of financial information on drug use

Clinical information for formulation of prescribing policies
Clinical information for formulary decisions

Clinical information for evaluation of new products

Information for production of educational bulletins used by hospital staff

0O OoOo0ooooaa

Information for the production of educational bulletins used by health care
professionals outside the hospital

Information for the production of material used in patient education

a

Other information - please specify...
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Questionnaire 11 continued.

15(a). Please tell me if your pharmacy routinely offers formal professional

educational activities for your pharmacy staff. No O Yes O

(b). If yes, do any of theese activities lead to a formal qualification? Ro 0O

Yes, a Diploma O Yes, an Msc. 0 Other — please SpeCify...ceeccecccacacsanes

(c). If education is provided, please describe the way in which it is provided and how

16.

much of each activity is done. Throughout this questionnaire, "lots” means
*2 2 hours/week, averaged over the course of a year”
NONE VERY MODERATE LOTS
LITTLE AMOUNT

Group teaching on the clinical use of drugs 0 a a nj

Clinical ekills training [n] o a a

In-house clinical training course u] n) 0 0

Use of peer review eg. ward pharmacy meetings 0 a o a

Group learning where peer review is not used 0 (8] O a
eg. journal clubs

By routine dissemination of printed or other a o a a

learning material

Other - please specify

0 a] a) s}

u] 0 0 0]

One or more of your pharmacists may routinely provide formal educational activities
for other health care professionals in the hospital (including off-site units). TIf
80, please indicate how much of the activity is done.
NONE VERY MODERATE LOTS
LITTLE AMOUNT

Group teaching for nursing staff (including students) [ a 0 a

Group teaching for medical etaff 0 a (n] 0

Group teaching for medical students o o O a

Group teaching for other health care professionals 0 0 0 a
Other - please specify

u] O a a

a 0 o

17(a). Please tell me if there is a Drug and Therapeutics committee
{(or equivalent) in your hospital at present? No 0O Yes 0O

(b). If yes, how many pharmacists normally attend the meetings? aeeee

18(a). At present is a formulary (or equivalent) in use in your hospital? No O Yes O

(b). If yes, in the case of a request for a non-formulary drug for an individual

patient in what percentage of cases would the drug be supplied?

os D 25y 0O sos 0O 7s% O 1008 0O

(c). Please tell me who is usually consulted when deciding whether or not the drug is

supplied. (More than one box may be ticked).
No one 0 ward pharmacist o Consultant/genior doctor O
Prescriber O A senior pharmacist O Ward sister/senior nurse O

The Drug & Therapeutice committee (or equivalent) O

Other - please specCify......c.ccevceeccacacas
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Questionnaire Il continued.

19(a). Please tell me if there are clinical directorates/care groups

(or their equivalent) in your hospital at present. No O Yes (0

(b). If yes, is advice/information on prescribing

reqularly given to any of them? No O Yes [

(c). If yes -~

(i) Is the advice/information provided to them by:- One pharmacist only 0O
Specific pharmacists for individual (or combinations of) directorates/care groups (]
Other — please BpeCify..ccccvcescrccccccscraseccacrecceccccceccscccsccccscscsccnnes

(ii) Does this involve a meeting with: A Clinical Director (0 A Business manager 0]

Another — Who?..cceeccccsacveccacsessccane

20. Some pharmacies may have the resources to provide some special clinical services.
(a). If your pharmacy provides any of the services listed here to some or all wards (ie.
to in-patients or day-patients), please indicate the nature of the service provided.
SERVICE NO SERVICE SUPPLY SERVICE ADVICE ON PART OF
PROVIDED ONLY REQUEST A TEAM
TPN/Rutrition o O a a
Cytotoxics a a O g
Central Intravenous Additives 0 5] a 8]
Patient Controlled Analgesia a O 0 a
(b). If your pharmacy provides any extra help to doctors or health care professionals,
caring for in-patients or day-patients, in the following areas please indicate the
nature of this extra help.
NONE HELP/ADVICE ROUTINE SPECIAL
SERVICE ONLY ON REQUEST SERVICE AVAILRBLE
TOM i3] o 0
Pain control 0 n] a
Infection control o a O
Anticoagulation control a a O
Wound care 8] u} 0
(c). If one or more of your pharmacists provide some of the following services routinely
please tell me which services are provided, the patient categories served
(eg. In-patient) and the types of patients served (eg. geriatric patients). (This
queation is continued overleaf).
Formal drug No O Yes O for: In-patients I Day-patients 0 oOut-patients O
history-

taking
For what types of patients?

Formal self- No O Yes 0 for: In-patients [ Day-patients 0 Out-patients O
medication schemes
For what types of patients?

Formal patient ¥o O Yes (0 for: In-patients 0 Day-patients 0 oOut-patients O
counselling
For what types of patients?

Formal group sessions No [ Yes O for: In-patients 0 Day-patients 0 oOut-patients O
educating patients

about drugs/health care

For what types of patients?
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10. Questionnaire Il continued.

CSM Yellow Card No O vYes 0 for: In-patients [1 Day-patients [1 oOut-patients O
ADR Monitoring Scheme

If yes, does pharmacy ensure: CSM form is given to the doctor 0 csM form is filled in 0O

Other formal ADR No O ves [0 for: In-patients (J Day-patients 0 oOut-patients J
monitoring in addition

to the CsM scheme

For what types of patients?

(d). Other clinical services which are provided routinely by your pharmacy to in-patients
and day-patients - please describe

(e). Other clinical services which are provided routinely by your pharmacy to
out-patients — please describe

21. Some pharmacies may contributes to research by helping with clinical trials.

(a). Please tell me if one or more of your pharmacists play a role
in clinical trials which are carried out in the hospital? No O Yes O

(b). 1If yes, please indicate the roles commonly performed by pharmacy. {Tick as many boxes
as necessary).

ROLE (IN-HOUSE TRIALS) J ROLE (DRUG COMPANY TRIALS) 7/
Assess/plan the design Assess design

Assess drug safety & efficacy Assess trial safety

Formulate drug Assess ethical issues of trial
Assist in protocol design Active member of Ethics Committee
Assist in randomisation Package drug

Package drug Only supply drug eg. to clinics
Only supply drug eg. to clinics Dispense drug

Dispense drug Assist in record keeping

Assist in record keeping Liaise with company about trial
Hold & break randomisation codes Help monitox compliance

Help monitor compliance Hold & break randomisation codes

Other roles - please specify..

22. A few pharmacy departments have the resources to carry out research. Please tell me

(a). if one or more of your pharmacy staff are actively
involved in pharmacy practice research vo O Yes O

(b). 1f yes, for how many of the staff involved is the research registered for a:-
MPhil ..... PhD ..... Part of an MSc ..... Part of a Diploma .....

(c). Please list the practice research projects which are currently being undertaken
(continuing on the back of this sheet if necessary).
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Questionnaire II continued.

23. Hospitals are becoming increasingly involved in audit. However, there is little
information on how many hospital pharmacies are routinely involved in medical or
clinical audit. 1In this questionnaire the following definition of audit is used:

Audit = the systematic, critical analysis of the quality of care involving setting
and monitoring standards and changing practice.

(a) Please tell me if one or more of your pharmacy staff routinely
provide information for, or otherwise assist in, medical audit? No O Yes O
(Medical audit = audit of the practices of doctors).

(b) If yes, please describe their contribution? (“"Lots"

is 2 2 hours/week, averaged over a year). NONE  VERY MODERATE LOTS
LITTLR AMOUNT
Provision of financial information on drug use o a 8} 0
Provision of information on problems encountered a a a n]
in the drug use process eg. prescribing errors
Provision of information and assistance in setting a a a a
prescribing policies
Provision of feedback on adherence to the agreed 0 a a o
prescribing policies
Other roles in wedical audit - please describe....
a 8] a a
8] ] 8] a
0 8] a 8]

24(a). Please tell me if your pharmacy staff are routinely involved in
clinical audit of the pharmacy department. (Clinical audit is No O Yes 0O
audit of the practices of health care professionals)

(b). If yes, please specify these audits.

25(a). Please tell me if your pharmacy staff are routinely
involved in clinical audit of other departments. vo O Yes O

(b). If yes, please specify these audits.

26. This question asks about changes in pharmacy staff and resources. Please tell me:-

(a). have any new posts been funded or has there been a shift of resources
(staff or money) towards clinical services as a result of HC(88)54,
The Way Forward for Hospital Pharmaceutical Services? ¥o O Yes 0

(b). have any new posts been funded or has there been a shift of resources (staff/money)

towards clinical services as a result of the Nuffield Report? No O Yes O

27. If you have any comments or views on the practice of clinical pharmacy which you feel
are important, please write them here.

Thank you for taking the time to complete this questionnaire. I hope you found it
interesting and worthwhile. Siobhan Cotter, Clinical Research Pharmacist.
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The following are examples of covering and tollow-up letters and a form sent to questionnaire
1espondents. All letters were personally signed.

1. Covering letter sent to District Pharmaceutical Officers and their equivalents. "District" was
replaced by "Authority" or "Board" where appropriate.

London School of Hygiene and Tropical Medicine
{University of London)

Keppel Street, London WC1E 7HT
Tel: 071-636 8636 - Tel Direct: 071-9272§L0 - Fax- 071-436 3611

Department of Public Health and Policy

The District Pharmaceutical Officer Health Services Research Unit
District Health Authority Offices. Date
Dear Pharmacist,

I am a pharmacist researching the present and future clinical roles of the hospital pharmacist. In this
three year study, which is funded by the Department of Health and co-supervised by Dr. Nicholas
Barber (School of Pharmacy, London) and Dr. Martin McKee (The London School of Hygicne &
Tropical Medicine), I will investigate

o the clinical roles which hospital pharmacists have adopted

o the clinical roles which you and others in the hospital service value and wish to maintain

o novel clinical roles

o methods of quality assurance in clinical pharmacy.

The results of this national study into clinical pharmacy practice in the hospital sector will influence
future policy decisions. In addition to providing valuable base line data on our profession’s present
contribution to patient care, the acceptability of clinical pharmacy amongst other hospital
professionals will be evaluated and areas of future role development identified.

The enclosed questionnaire, which asks about pharmacy services to the primary health care sector,
forms the first part of this study. It has been seat to all District Pharmacists in England and Chief
Pharmaceutical Officers in Scotland, Wales and Northem Ircland. I know that tities and
responsibilities are rapidly altering at present and you may feel, after glancing through the
questionnaire, that some member of your staff may be more directly involved in these areas of
scrvice provision. If so, please feel frce to pass the questionnaire on to the most appropriate
respondent in your opinion. If you decide to complete it yourself, please set aside enough time for
the purpose (pilot studies show this to be approximately 10 minutes). I assure you that the
information which you provide will remain strictly confidential to me. At no stage will the identities
of any person or hospital be disclosed.

The results of this study will take some months to analyze but will be published in the pharmacy
press as soon as possible.

I will be sending the next questionnaire, asking about pharmacy services within hospitals, to the
principal Clinical Pharmacist (or pharmacist responsible for clinical services) in each hospital which
provides a comprehensive pharmacy service. I hope you will provide me with their

® Name o Title and e Hospital address.
1 have enclosed a separate slip of paper for this purpose.

I have just moved from the pharmacy service to do this research and I understand the enormous
demands being made on your time especially in the present state of change in the NHS. However [
think that now, more than ever, we need to demonstrate the contribution which we can make to
enhanced patient care. I hope you think this research is of importance to our professional
development and will find time to complete this questionnaire. Thanking you in advance for your
cooperation - and for the time I know it will take to complete the questionnaire.

Yours sincerely,
—
Af‘,d Koo % N ol
Siobhan M Cotter MRPharm$
Clinical Research Pharmacist.

PS.  If you require any further information please do not hesitate to call me on 071-927 2460 or
write to me.
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Form sent to District Pharmaceutical Officers and their equivalents requesting names and
addresses of respondents for Questionnaire 11.

Please complete this form and return it to me in the addressed envelope provided.

Please fill in the name, title and hospital address of the Principal Clinical Pharmacist or the
pbarmacist responsible for clinical services in cach hospital which provides a comprehensive
pharmacy service ie. hospitals which have an on-sitc pharmacy having pharmacists among its staff
during normal working hours and where advice on drugs is available in addition to a drug supply
service.

NAME
IITLE

HOSPITAL
ADDRESS

NAME

TITLE
HOSPITAL
ADDRESS

NAME
TITLE

HOSPITAL

ADDRESS

NAME

TITLE

HOSPITAL

ADDRESS
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Form sent to District Pharmaceutical Officers and their equivalents requesting names and
addresses of respondents for Questionnaire 1l continued.

NAME

TITLE

HOSPITAL

ADDRESS

NAME

TITLE

HOSPITAL
ADDRESS

HOSPITAL

ADDRESS

S Cotter, Clinical Research Pharmacist,

Room 32a, Health Services Research Unit,

The London School of Hygiene & Tropical Mcdicine,
Keppel Street, London WCIE 7HT.




4. Follow -up letter sent to District Pharmaceutical Officers and their equivalents. "District" was
replaced by "Authority" or "Board" where appropriate.

London School of Hygiene and Tropical Medicine

{University of London)

Keppel Street, London WCI1E 7HT
Tel: 071-636 8636 - Tel Direct: 071-9272}{,& - Fax: 071-436 3611

Department of Public Health and Policy

The Pharmacist, Health Services Research Unit
District Pharmaceutical Officer,

District Health Authority Offices,

Address,

Postcode. Date

Dear Pharmacist,

About a month ago I sent you a short questionnaire about your clinical pharmacy service to primary
health care. 1 do not appear to have received a reply from you as yet so I hope you do not mind me
contacting you again.

In case you did not receive the questionnaire, I have enclosed another copy.

If you have already posted the questionnaire to me, please disregard this reminder and accept my
apologies for adding to your post tray!

If you have received the questionnaire but have not yet had time to fill it in, I hope you can find the
10 minutes or so which it takes to do this in the near future. We need a high response rate to make
the results relevant and generalisable across the United Kingdom.

I recognise that this is a busy time for you but the results of this study will be of fundamental
importance to hospital pharmacists in these changing times. The information gathered will influence
future policy decisions and provide valuable data on our profession’s present contribution to patient
care.

If you have any questions about the survey or the project as a whole, or if I can help clarify anything
with regard to the survey, please do not hesitate to contact me.

Yours sincerely,

-—
Siobhan M Cotter MRPharm$S
Clinical Research Pharmacist.
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Covering letter sent (o respondents to Questionnaire Il (usually the Principal Clinical

Pharmacist).

London School of Hygiene and Tropical Medicine
(University of London)

Keppel Street, London WC1E 7HT
Tel: 071-636 8636 - Tel Direct: 071-927.J4-40- Fax: 071-436 3611

Department of Public Health and Policy

The Pharmacist, Health Services Research Unit

Principal Clinical Pharmacist,

The Pharmacy,

The Hospital,

Hospital Address,

Postcode. Date

Dear Pharmacist,

1 am a pharmacist who has just moved from the hospital pharmacy service to carry out research on
our role in that setting. I understand the enormous demands being made on your time but I think,
that now more than ever, we need to spell out exactly what hospital pharmacists do to enhance
patient care. At present, remarkably little is known about the huge variation in hospital pharmacy
practice across the country and the way in which this is linked to differences in the size, type and
history of the hospital. From the results of this study I hope to demonstrate the vast contribution
which we can make to the present and future care of patients.

The enclosed questionnaire forms the first part of a three year study which is being funded by the
Department of Health and carried out in collaboration with Dr. Nicholas Barber (School of
Pharmacy, London) and Dr. Martin McKee (The London School of Hygiene & Tropical Medicine).
However, the detailed information which you provide will remain strictly confidential to me. At no
stage will the identities of any person or bospital be disclosed.

The results of this national study will influence future policy decisions. In addition to collecting
valuable baseline data on our profession’s contribution to patient care, this research will evaluate the
acceptability of clinical pharmacy among other hospital professionals and pinpoint areas of future
role development. The results of this questionnaire may take many months to analyze but will be
published in the pharmacy press as soon as possible.

The questionnaire may look fearsome! However, it mainly consists of "tick the box" style questions
with a few open questions. I have included a short guide to the questionnaire at the start which I
hope will be of assistance to you. It is important that you set aside enough time to fill it in; pilot
studies have shown this to be 25 - 35 minutes. Thanking you in advance for your cooperation - and
for the time I know it will take you to complete the questionnaire.

Yours sincerely,

/L,a.:,;, gt

Siobhan M Cotter MRPharm$S
Clinical Rescarch Pharmacist.

PS.  If you require any further information please do not hesitate to call me (at 071-927 2460) or
writc to me.
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Follow-up letter sent to respondents to Questionnaire II. "District” was replaced
"Authority" or "Board" where appropriate.

by

London School of Hygiene and Tropical Medicine
{University of London)

Keppel Street, London WC1E 7HT
Tel: 071-636 8636 - Tel Direct: 071-9271yw - Fax: 071-436 3611

Department of Public Heaith and Policy

The Pharmacist, Health Services Research Unit
Frincipal Clinical Pharmacist,

The Pharmacy,

The Hospital,

Hospital Address

Postcode. Date

Dear Pharmacist,

About six wecks ago I sent you a questionnaire about clinical pharmacy services in your hospital. I
do not appear to have received a reply from you as yet so I hope you do not mind me contacting you
again.

In case you did not receive the questionnaire, I have enclosed another copy.

If you have already posted the questionnaire to me, please disregard this reminder and accept my
apologics for adding to your post tray!

If you have reccived the questionnaire but have not yet had time to fill it in, I hope you can find the
half hour or so which it takes to do this in the near future. We need a high response rate to make
the results relevant and generalisable across the United Kingdom.

Your colleagues at district level have already answered a questionnaire on clinical pharmacy services
to the primary health care sector. So far, 88% of these questionnaires have been returned; I am
delighted with their support and enthusiasm. We now need your contribution to complete the
picture at both local and national level.

I recognise that this is a busy time for you but the results of this study will be of fundamental
importance to hospital pharmacists in these changing times. The information gathered will influence
future policy decisions and provide valuable data on our profession’s present contribution to patient
care.

If you have any questions about the survey or the project as a whole, or if I can help clarify anything
with regard to the survey, please do not hesitate to contact me.

Yours sincerely,

’ A;a’éﬁa.—.ﬁﬁ P4 P

Siobhan M Cotter MRPharm$S
Clinical Research Pharmacist.
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Code Book for Questionnaire 1.

CODING FRAME FOR QUESTIONNAIRE 1

QUESTION FIELD CODES TO USE FOR ANSWERS

NUMBER NAME

0 District 1Insert the questionnaire number-top right
corner of questionnaire

Q FIELD CODES TO USE FOR ANSWERS

NO NAME

NONE VERY MODERATE LOTS THAT PART WHOLE
LITTLE AMOUNT OF THE QUESTION

QUESTION LEFT

LEFT BLANK BLANK

1 GPA 1 2 3 4 0 enter
GPB 1 2 3 4 0 enter
GPC 1 2 3 4 0 enter
GPD 1 2 3 4 0 enter
GPE 1 2 3 4 0 enter

2 NURSEA 1 2 3 4 0 enter
NURSEB 1 2 3 4 0 enter
NURSEC 1 2 3 4 0 enter
NURSED 1 2 3 4 0 enter
NURSEE 1 2 3 4 0 enter

3 PATIENTA 1 2 3 4 0 enter
PATIENTB 1 2 3 4 0 enter
PATIENTC 1 2 3 4 0 enter

4 CPA 1 2 3 4 0 enter
CPB 1 2 3 4 0 enter
CPC 1 2 3 4 0 enter
CPD 1 2 3 4 0 enter
CPE 1 2 3 4 0 enter
CPF 1 2 3 4 0 enter

5 PHCPA 1 2 3 4 0 enter
PHCPB 1 2 3 4 0 enter
PHCPC 1 2 3 4 0 enter

6 PHCIA 1 2 3 4 0 enter
PHCIB 1 2 3 4 0 enter
PHCIC 1 2 3 4 0 enter
PHCID 1 2 3 4 0 enter
PHCIE 1 2 3 4 0 enter
PHCIF 1 2 3 4 0 enter
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Code Book For Questionnaire I continued.

Q FIELD CODES TO USE FOR ANSWERS
NO NAME
YES NO NOT ANSWERED
7 HCRES 1 2 enter
NUFF 1 2 enter
NOT YES APPLICABLE YES APPLICABLE
APPLICABLE BUT NO CHANGE AND YES CHANGE
8 TRUSTA 1 2 3

NOT
ANSWERED

enter
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3

Code Book for Questionnaire I1.

Code Book for Questionnaire II

0. SEE TOP OF FORM
Ql(a). HOSMANAG NHS Trust (1)
Directly-managed Unit (2)
Part Trust, part Directly-managed (3)
Becoming Trust 4/92 (4)
Not answered (0)
01(b) HOSTEACH Non-teaching (1)
Medical School Teaching (2)
Postgrad teaching (3)
Speciality teaching 4)
Not answered (0)
02.
WARD TYPE TOTAL NO. TOTAL NO. WARD TYPE TOTAL NO. | TOTAL NO.
OF WARDS OF BEDS OF WARDS OF BEDS
1TU/CCU (NO) (NO) Long-stay Psychiatric & | (NO) (NO)
Mental handicap wards
Day-care & S (NO) (NO) Other Long-stay wards (NO) (NO)
day/week wards
Acute wards (NO) (NO) Other wards (NO) (NO)
Bed & Ward blanks (0)
Bed or Ward blank ward = 99 bed = 9999
Whole question unanswered (0)
Q3(a). OFFSITE No (1)
Yes (2)
Whole question (a) unanswered (0)
03(b). OTHRHOSP ¥o (1)
Yes (2)
Whole question (b) unanswered (0)
Q4. Monday - Friday inclusive HRSWK (hrs)
Saturday HRSSAT (hrs)
Bank & official holidays HRSHOL(hrs) (excluding stat days)
Sunday HRSSUN (hrs)
Any blanks (0)

Whole question unanswered

Q5(a)

Q5 (b)

Q5(c)

PHARMNO
PHARMWTE
Any blanks

PhD

MPhil

MSc

Post-graduate Diploma

Any blanks

Whole question S(b) unanswered

PHARMSPN
Any blanks
Whole question S5 unanswered

(99.99)

(NUMBER) persons
(NUMBER) WTE‘s
(99)

(NO)
(NO)
(NO)
(NO)
(0)

(99)

(NUMBER)
(0)
(99 for 5(c))
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4 Code Book for Questionnaire Il continued.

Q6.

7.

Q8.

Q9.

Q10(a)

OUTOFHRS No (1)
Yes, by pharmacists on-call from home (2)
Yes, a Residency service (3)

Yes, by District-wide on call from home (4)
Yes, by District-wide Residency service (5)

Whole question unanswered (0)
Member of the hospital board (1 = Blank; 2 = Tick)
Clinical director (1 = Blank; 2 = Tick)
A service manager (1 = Blank; 2 = Tick)
Unit General Manager (1 = Blank; 2 = Tick)
Another - Codes (ENTERED IN ANY OF MAMAGOT1 & 2):
CAPO/DPbO/DPS = (1)
Principal pharm at other hospital = (2)
Dir. of operations = (3)
Trust Dir. of services = (4)
Chief Executive = (5)
Director of Standards = (6)
Chief Pharmacist at acute unit = (7)
Principal Pharm. Community Services = (8)
Medical director = (9)
Dir. Pharmacy Services = (10)
Business Manager = (11)
Speciality management team = (12)
Acute unit General Manager = (13)
Hospital Manager = (14)
Unit Pharmacy Manager = (15)
Chair of clinical directorates = (16)
“Other” blank = (0)
The head of the pharmacy department DRUGPHAR (1 = Blank;
The Unit General Manager DRUGUGM (1 = Blank;
Held at Clinical Directorate level DRUGCD (1 = Blank;
Another (CODES CAN BE ENTERED IN ANY OF DRUGOT1 & 2):
CAPO/DPhO/DPS = (1)
Principal pharm. at other hospital = (2)
Individual consultants = (3)
Drug & Therapeutics Committee = (4)
Trust Board = (5)
Ward Nurse Manager = (6)
Medical Director = (7)
Dir. of Pharmacy Services = (8)
Departmental Manager = (9)
Unit Pharmacy Manager = (10)
Clinical Co-ordinator = (11)
Acute Services Manager = (12)
Medical Executive Committee = (13)
Chair Pharmaceutical Sub-committee = (14)
=Other*" blank = (0)
WDPHARMN (NUMBER) persons
WDPHARMW (NUMBER) wrE‘se
Any blanks (99/99.99)
Whole question unanswered (99 + 99.99)
INPTCHTM Mo (1)
Yes (2)
Yes by technicians (3)
Some (5)
Any blanks (0)

2 = Tick)
2 = Tick)
2 = Tick)
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Code Book for Questionnaire Il continued.

Q10(b) (i)

10b(4)
10b(i})
10b(4)
10b(41)
10b(i)
10b(4)

Q10(b) (ii)

Q10(b) (1i)

Qli. WDROUND

Q12. LSCHTMNT

If yes, LOCMONIT On the ward (1)
In the pharmacy (2)
Both (3)
Some warda, on ward (4)
unanswered when answer to 10 (a) was YES (0)
unanswered when answer to 10 (a) was NO (9)
unanswered as well as 10(a) (0)
answered when 10(a) = NO (8)
answered when 10(a) = UNANSWERED (7)
WARD when answer to Question 9 was ZERO (11)
FREQMTWK Twice daily (2)
Daily (1)
Not done (0)
Other codes: Once/Twice per week = (3)
Alternate days = (4)
3 times per week = (5)
Weekly = (6)
Prn when sent to pharmacy = (7)
Monthly on ward, daily in pharmacy = (8)
Not applicable = (40)
2-3 times per week = (10)
2 times per week = (11)

Use two codes separated by a decimal point if > 1 type of service frequency
10b(ii) unanswered when answer to 10(a) was NO 9
10b(ii) unanswered as well as 10(a) and/or 10b(i) (99.99)
10(bii) unanswered when 10b(i) answered (99.99)
10b(ii) answered when 10(a) = NO (18)
10b(ii) answered when 10(a) = UNANSWERED (17)
FREQMTWE Twice daily (2)
Daily (1)
Not done (0)
Other codes: Daily-on take/emergency wards only = (3)
Daily-key wards = (4)
Monthly on ward = (5)
Daily Saturday only = (6)
Prn when sent to pharmacy = (7)
Use two codes separated by a decimal point if > 1 type of service frequency
10b(ii) unanswered when answer to 10(a) was NO (9)
10b(ii) unanswered as well as 10(a) and/or 10b(i) (99.99)
10(bii) unanswered when 10b{(i) answered (99.99)
10b(ii) answered when 10(a) = NO (18)
10b(ii) answered when 10(a) = UNANSWERED (17)
No, never (1)
Yes, but only specialist pharmacists (2)
Yes, many of our pharmacists do this (3)
Yes, all our pharmacists do this (4)
Yes, many of our more experienced (5)
Yes, Diploma/MSc students do this (6)
Yes, Diploma/MSc students & specialists (7)
Whole question unanswered (0)
11 answered YES but 9 = ZERO (11)

No

Yes, for the majority weekly or more frequently
Yes, for the majority less frequently than weekly
Whole question unanswered

Question not applicable (see Q2) and answered NO
Question not applicable (see Q2) and answered Yes
Question not applicable (see Q2) and unanswered
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Code Book for Questionnaire 11 continued.

Q13(a) DRUGINFO No
Yes

Unanswered but 13(c) >0
Unanswered & 13(b)/(c) also

Q13(b) NODILOC1 Local

hospital

Region

Both

NODILOC2 oOther—codes:
Joint service-2 Districts-at other hospital
District service
Use Industry-own hospital handle query
Use within dept. sources and handle query
Use the service from another district
Regional DI in the dietrict

Unanswered but 13(a) answered NO

Unanswered but 13(a) answered YES

Unanswered but 13(a) unanswered

answered but 13(a) unanswered (prefix 7

13(b)
13(b)
13(b)
13(b)
13(b)
13(b)

013(c) PHARMDIN

answered but 13(a) = YES

NODILOC1 OR 2 blank

13(c) Unanswered but 13(a) YES

13(c) Unanswered but 13(a) NO

13(c) Unanswered but 13(a) unanswered
All 3 parts unanswered

Q14.

Compilation of clinical information on drug use
Compilation of financial information on drug use

Clinical information for formulation of
prescribing policies

Clinical information for formulary decisions

Clinical information for evaluation of new products Blank =(1)

Information for production of educational

bulletins used by

hospital staff

Information for the production of educational

bulletins for health professionals outside hospital Blank =(1)

Information for the production of material used
in patient education

Other codes in DIOTR1-5

*Other" codes blank

(1) but if 13(c)

(prefix 8

(NUMBER ) persons
(NUMBER) WTE‘s
(99/99.99)

(0)

(99/99.99)

>0 change to (8)

o 0NN

on 13(b) codes)
on 13(b) codes)
(0)

(99/99.99 for part 13(c))

Blank =(1)
Blank =(1)

Blank =(1)
Blank =(1)

Blank =(1)

Blank =(1)

Tick=(2)
Tick=(2)

Tick={2)
Tick=(2)
Tick=(2)
Tick=(2)

Tick=(2)

Info to public on travel medications = (1)
info for use in hospital staff education = (2)

info for use in outside presentations

info to risk management team

info to other hospitals re own specialty
Info for specialty palliative care team

Info on benzodiazepine withdrawal
Info for medical audit meetings

Info on kinetics

Whole question unanswered

Ql5(a) Professional education

No
Yes
Question unanswered

o~~~
ON
o

[ I I IO B B B B
o~
~
~
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Code Book for Questionnaire Il continued.

Q15(b). If yes, formal qualification? No

Yes, a Diploma

Yes, an MSc.

Other codes-enter in QUALOT1-2 MPhil

N Management Cert

BTec
DMI
MBA
MPharm
CMs
PharmD
*other" codes blank
15(b) unanswered when answer to 15(a) was Yes
15(b) unanswered when 15(a) unanswered
15(b) unanswered when answer to 15(a) was No
15(b) answered when answer to 15(a) was No
15(b) answered when 15(a) unanswered

QlS(c). way it is provided and how much done.

Group teaching on the clinical use of drugs

Clinical skills training

In-house clinical training course

Use of peer review eg. ward pharmacy meetings

Group learning where peer review is not used
eg. journal clubs

By routine dissemination of printed or other

Any of the codes under other can be entered in PHMEDOTI1-5
Enter code of education type plus how much done eg 10.3

Other 1 -Clinical Pharmacy appraisal on wards 1l:1
Other 2 -Drug Company videos & other drug Co. stuff
3 -Individual tutorials
Other 4 -Quizzes
S —Case studies/presentations
6 =Consultant talks
Other 9 -Grand round attendance
Other 10-Training to meet needs
Other l1ll-Tutoring for clinical projects
Other 12-Evening clinical pharmacy meetings
Other l13-Peer review using data on quality
Other l14-Technician training
Other 15-University modules for Diploma/MSc
Other 16-District organised courses
Other 17-Video meetings
Other 18-Block release on secondment
Other 19-Regional cascade training
Other 20-~-Management training
Other 2l1-tutorials
Other 22-Practice meetings
Other 23-Ward rounds with a pharmacist
Other 24-Project presentations
Other 25-Regional clinical pharmacy course
Other 26-Consultant ward rounds
Other 27-Pre-reg seminars
*Other" codes blank
All 15(c) unanswered when answer to 15(a) was Yes
Some 15(c) unanswered when answer to 15(a) was Yes
All 15(c) unanswered when 15(a) unanswered
Some 15(c) unanswered when 15(a) unanswered
15(c) unanswered when answer to 15(a) was No
15(c) answered when answer to 15(a) was No
15(c) answered when 15(a) unanswered

o

[ S O ol a Ll el sl ol ol

Blank

=(1) Tick =(2)

Blank =(1) Tick =(2)

Blank

VERY
LITTLR
2

N NNNN

NNONNMMNMNNNMNMMOMNNMNNNNNNNNNNNNN

=(1) Tick =(2)

- ]_)
= (2)
= (3)
= (4)
= (5)
= (6)
= (7)
= (8)
= (0)
(

(

(

0)
0)
9)

(prefix 8 on 15(b) codes)
(prefix 7 on 15(b) codes)

MODERATE  LOTS
3

W Wwwww
O N W

WWWWWWwWWwwwwwwwwwwwwwwwwww
P R O O T R T G T N N R N N N N NN )

o~
o
~—

(0)
(0)
(0)
(9)
(9)
(Use prefix 8)
(Use prefix 7)
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Code Book for Questionnaire Il continued.

Q016. Education for health care professionals in the hospital
NONE VERY

Group teaching for nursing staff (including students)

Group teaching for medical staff
Group teaching for medical setudents

Group teaching for other health care professionals

Any of the codes under other can be entered in HCPEDOT1-5S
Enter as code of activity plus how much done eg. 10.3

Other 1 -Diploma in Nursing P2000 teaching

Other 2 -Education at grand rounds & audit

Other 3 ~Pharmacy undergrad. teaching in clin. pharmacy

Other 4 -Clin Pharmacy Dip at university

Other
Other
Other
Other
Other
Other
Other 11
Other 12
Other 13
Other 14
Other 15
Other 16
Other 17
Other 18
Other 19
Other 20
Other 21
Other 22
Other 23
Other 24
Other 25
Other 26
Other 27
Other 28
Other 29
Other 30
Other 31
Other 32
Other 33
Other 34
Other 35
Other 36
Other 37
Other 38

*Other*”

=OVoOoSon
o

Physiotherapists

OTs

Community MH team
Community midwives
Opticians

Practice nurses

Care staff

GPs

Radiographers
Residential/Nursing home staff
Social workers

Mother & baby teachers
Paramedics

District nurses

School nurses

Health visitors
Psychologists

Community pharmacists
Clinical resource groups
Chiropodiste

ODAs

Porters - medical gas
Drug counsellors

Dental assistants

MLS

Medical secretaries

ECG techs

Managers

Radiotherapy students
Ambulance staff

Speech therapists
Dieticians

Public -resuscitation training
Vaccination clinic staff
codes blank

All of 16 unanswered

Ql7(a). Drug & Therapeutics committee

No
Yes

District D&T

MODERATE LOTS

LITTLE AMOUNT

1
1
1
1

NNNN
WWwww

P O Y T T N T o e N o N T N Ty oy T o)
NNNNNNNNNNNNNNNNNNNONNNNNNONNNNONNNNNNN
R R RERE R RERE R R RE R R AR R R R YRR R RERYRERERY R R RYRY RE Y RY AR R RN

(2)
(3)

17(a) Unanswered but 17(b) answered more than ZERO (7)
17¢(a) answered NO but 17(b) answered more than ZERO (8)
17(a) and 17(b) unanswered

Q17(b). PHARMDTN

17b >0 but 17a answer is NO
17b >0 but 17a unanswered
17b unanswered but 17a is NO

17b
i7b

unanswered but 17a is unanswered too
unanswered but 17a answered YES

(NUMBER)

{17a answer becomes 8)
(17a answer becomes 7)
(0)

(99/99.99)

(99/99.99)

LN

0 i B B o8 B o B o B B B B B o e B 8 B B B e e B ol o o D o B
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Code Book for Questionnaire Il continued.

Ql8(a). FORMULARY No (1)
Yes (2)
Antibiotics only (3)
Question unanswered (0)
Q18(b). NONFORML os (1) 25¢  (2) sos  (3) 7s%  (4) 100s (5)
18b anawered but 18a answer ie NO (Prefix 8 on answers to 18(b))
18b answered but 18a unanswered (Prefix 7 on answers to 18(b))
18b unanswered but 18a is NO (9)
18b unanswered but 18a is unanswered/YES (0)
Q18(c). No one Blank = (1) Tick = (2)
Ward pharmacist Blank = (1) Tick = (2)
Consultant/eenior doctor Blank = (1) Tick = (2)
Prescriber Blank = (1) Tick = (2)
A senior pharmacist Blank = (1) Tick = (2)
Ward sister/senior nurse Blank = (1) Tick = (2)
The Drug & Therapeutics committee Blank = (1) Tick = (2)

oOther codes-enter in CONSOT1-3

"Other” codes blank
18c answered but 18a answer is No
18c answered but 18a unanswered

Patient
Consultant

Formulary group/pharmacist

microbiologist

DPhO/CAPO/DPS

CPU

Clinical Director

UGM

Chair of D&T Committee
Pharmacy Stores

(Prefix 8 on 18c

1
(2)
(3)
(4)
(3)
(6)
(7)
(8)
(1

0)
(0)
codes)

(Prefix 7 on 18c codes)

18c unanswered but 18a is NO or 18(b) is 100% (9)
18c unanswered but 18a/b is unanswered/YES (0)
Whole question unanswered (0)
Q19(a). CDIRECT No (1)
Yes (2)
19a Unanswered (0)
Q19(b). ADVICECD No (1)
Yes (2)
19b Unanswered when 19a was unanswered too (0)
19b Unanswered when 19a was YES (0)
19b Unanswered when 19a was NO (9)
19b answered when 19a was NO (Prefix 8 on 19b codes)
19b answered when 19a was Unanswered (Prefix 7 on 19b codes)
Q19(c)(i) WHOADVC1
One pharmacist only (1)
Specific ph. for individual/combinations of directorates/care groups (2)
Both 3
*Other" codes (enter in WHOADVCl-two codes split by a decimal point)
All Ward Pharmacists =(4) DIC =(5)
DPhO/CAPO/DPS =(6) Formulary Pharmacist =(7)
Chief Pharmacist =(8) Technician =(10)
No specific pharmacist =(1l1) Clinical services manager =(12)
Drug economy pharmacist =(13) Snr. ph tech services =(14)
D&T committee =(15) DIC & ward Pharmacist =(16)
DPhO, DIC & Formulary Ph=(17) Chief & Purchasing Ph =(18)
Clin Srv Mgr & Drug economy Ph =(19)
Clin Ph & Pcy Mgr =(20) DTC & Specific Ph =(21)
Chief & Clin Ph =(22) Clin Pormulary & DI Ph =(23)
Clin & Purchasing Ph =(24) Two pharmacists =(25)
Dir Ph & Clin economist =(26) DUR Ph at other hospital =(27)
“Other" codes blank = (0)
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Code Book for Questionnaire 11 continued.

19c(i) Unanswered when 19a/b was unanswered too
19c(i) Unanswered when 19a/b was NO
19c(4i) Unanswered when 19a/b was YES

19c(i) answered when 19a/b was NO
19c(i) answered when 19a/b was Unanewered

Q19c(ii) HOWADVCD

HOWADVBM

Other-codes

A Clinical Director Blank = (1)
A Businees Manager Blank = (1)

enter in HOWADOT1-2

Committee for each care group

Prn. meetings with ?

Ward managers

Directorate managers

Medical staff/consultants in directorate
Send information only

All consultants

At medical audit meeting

Send written information regularly
Meeting with chair of D&T committee
Drug policies group meeting
Director of pharmaceutical services

M g t tant
At audit meeting
Team

Nurse manager & Clinical Director
Finance manager

Clinical care manager

Via clinical meetings

"Other™ codes blank
19c(ii) Unanswered when 19a/b was unanswered too
19c(ii) Unanswered when 19a/b was KO

19c(ii) Unanswered when 19a/b was YES
19c(ii) answered when 19a was NO
19c(ii) answered when 19a was Unanswered

(9)
(9)
0

(Prefix 8 on 19c(i) codes)
(Prefix 7 on 19c(i) codes)

Tick = (2)
Tick = (2)

L}
—
-~

=(8)
=(10)
=(11)
=(12)
=(13)
=(14)
=(15)
=(16)
=(17)
=(18)
=(19)
=(20)
= (0)
(0)
(9)
(0)

(Prefix 8 on 19c(ii) codes)
(Prefix 7 on 19c(ii) codes)

Q20(a) SERVICE

PROVIDED ONLY
TPN/Nutrition 1 (1) (2)
Cytotoxics 1 (1) (2)
Central Intravenous Additives 1 (1) (2)
Patient Controlled Analgesia 1 (1) (2)
Box 2 & 3 ticked - code
Box 2 & 4 ticked - code
Box 3 & 4 ticked -~ code
Box 2, 3 & 4 ticked -~ code

©20(b)

Any sub-section unanswered
Any question where both box 1 & another ticked in a section
Whole question unanswered

TDM
Pain control
Infection control

Anticoagulation control

Wound care

ONLY ON REQUEST

Box 2 & 3 ticked - code

Any sub-section unanswered

Any question where both box 1 & another ticked in a section
Whole question unanswered

HELP/ADVICR

(3) (4)
(3) (4)
(3) (4)
(3) (4)

(5)

(7)

(6)

(10)

(0)

(8)

(0)

ROUTINE SPECIAL
SERVICE AVAILABLRE
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11 Code Book for Questionnaire 11 continued.

Q20c(1) HSTRYA No (1)
Yes (2)
Unanswered (0)
In-patients Blank = (1) Tick = (2)
Day-patients Blank = (1) Tick = (2)
Out-patients Blank = (1) Tick = (2)
This part unanswered when the first part unanewered/YES (0)
This part unanswered when the third part answered (0)
This part unanswered when the first part answered NO (9)
This part answered when the first part unanswered (Prefix 7 on these answers)
This part answered when the firset part answered NO (Prefix 8 on these answers)
Patient type-HSTRYPT1-5 Radiology/oncology "hostel™ patients =(1)
ophthalmology =(2)
short stay surgical =(3)
urology =(4)
Anticoagulated patients =(5)
Haematology =(6)
on request-problem psychiatric patients =(7)
all patients =(8)
Rheumatology =(10)
Neurology =(11)
All elderly =(12)
Specific elderly patients =(13)
Cardiac =(14)
Rehabilitation =(15)
Psychiatric =(16)
Renal =(17)
Specific/difficult patients =(18)
Respiratory =(19)
Acute patients =(20)
Long-stay/ Mental Handicap =(21)
Terminal Care =(22)
Surgical O/A =(23)
Cystitis =(24)
Self-medicating =(25)
Pain clinic =(26)
Obstetric =(27)

All this part unanswered when first part unanswered/YES or second part answered (0)
Some this part unanswered when first part unanswered/YES or second part answered (0)
This part unanswered when the first part answered NO (9) answered (Prefix 8 on these)
This part answered when the first /second part unanswered (Prefix 7 on these)
All three parts unanswered (0)
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12 Code Book for Questionnaire I continued.

Q20c(2) SLFMDA No (1)
Yes (2)
Unanswered (0)
In-patients Blank = (1) Tick = (2)
Day-patients Blank = (1) Tick = (2)
Out-patients Blank = (1) Tick = (2)
This part unanswered when the first part unanswered/YES (0)
This part unanswered when the third part answered (0)
This part unanswered when the first part answered NO 9
This part answered when the first part unanswered (Prefix 7 on these answers)
This part answered when the firet part answered NO (Prefix 8 on these answers)
Patient type-SLFMDPT1-5 Geriatric =(1)
Paychiatric =(2)
Inhaler technique =(3)
Rheumatology =(4)
Rehabilitation =(5)
Medical patients =(6)
Haematology/transplant =(7)
Assisted ventilation patients =(8)
Cardiac patients =(10)
Compliance aids prn =(11)
Short stay surgical =(12)
Respiratory =(13)
Acute patients =(14)
Orthopaedic patients =(15)
Paediatric =(16)
Elective surgery =(17)
Specific problem patients =(18)
Specific long-stay patients =(19)
Neurology =(20)
oOncology =(21)
Post-cperative patients : =(22)
Maternity =(23)
Some medical patients =(24)
All patients =(25)
Some surgical patients =(26)
TURP patients =(27)
Palliative care patients =(28)
GP patients =(29)
Pain clinic =(30)
Long-stay mentally handicapped =(31)
Long stay patients =(32)
Opthalmology =(33)
Dermatological =(34)
Renal =(35)
Young disabled =(36)
Respite care =(37)
Geriatric rehab =(38)
Urology =(39)
Heart transplant =(40)
Cystitis =(41)

All this part unanswered when firet part unanswered/YES or second part answered (0)
Some this part unanswered when first part unanswered/YES or second part answered (0)
This part unanswered when the first part answered NO (9) answered (Prefix 8 on these)
This part answered when the first /second part unanswered (Prefix 7 on these)
All three parts unanswered (0)
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13 Code Book for Questionnaire 1 continued.

Q20c(3) PTCSLA No (1)
Yes (2)
Unanswered (0)
In-patients Blank = (1) Tick = (2)
Day-patients Blank = (1) Tick = (2)
Out-patients Blank = (1) Tick = (2)
This part unanswered when the first part unanswered/YES (0)
This part unanswered when the third part answered (0)
This part unanswered when the first part answered NO 9

This part answered when the first part unanswered (Prefix 7 on these answers)
This part answered when the first part answered NO (Prefix 8 on these answers)

Patient type-PTCSLPT1-5 Anticoagulated patients =(1)
Rheumatology patients =(2)
All patients =(3)
Geriatric patients =(4)
Pre-discharge, on request =(5)
Cardiology patients =(6)
Inhaler technique =(7)
Self-medication scheme patients =(8)
Obstetric patients =(10)
HIV =(11)
Selected problem patients =(12)
Parents of neonates =(13)
Respiratory patients =(14)
Medical patients =(15)
Psychiatric patients =(16)
TPN patients =(17)
Surgical patients =(18)
On request =(19)
Patients on poly drug therapy =(20)
ENT patients =(21)
Ophthalmology patients =(22)
PCA patients =(23)
Inhaler technique, on request =(24)
Diabetics =(25)
Renal patients =(26)
Haematology patients =(27)
Rehabilitation patients =(28)
All out patients =(29)
All discharged patients =(30)
Oncology patients =(31)
Palliative care patients =(32)
BP unit =(33)
Dermatology =(34)
Infertility =(35)
Acute discharges =(36)
Nebuliser therapy =(37)
Post MI =(38)
Neurology =(39)
Gynae =(40)
Orthopaedics =(41)
On new medicines =(42)
Asthmatics =(43)
Asthma clinic =(44)
Cystic fibrosis =(45)

All this part unanswered when first part unanswered/YES or second part answered (0)
Some this part unanswered when first part unanswered/YES or second part answered (0)
This part unanswered when the first part answered NO (9) answered (Prefix 8 on these)
This part answered when the first /second part unanswered (Prefix 7 on these)
All three parts unanswered (0)
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14 Code Book for Questionnaire 11 continued.

Q20c(4) PTEDA No (1)
Yes (2)
Unanswered (0)
In-patients Blank = (1) Tick = (2)
Day-patients Blank = (1) Tick = (2)
Out-patients Blank = (1) Tick = (2)
This part unanswered when the first part unanswered/YES (0)
This part unanswered when the third part answered (0)
This part unanswered when the first part answered NO (9)
Thie part answered when the first part unanswered (Prefix 7 on these answers)
This part answered when the first part answered NO (Prefix 8 on these answers)
Patient type-PTEDPT1-5 Respiratory patients =(1)
Rheumatology patients =(2)
Post MI patients (in rehabilitation) =(3)
Geriatric patients =(4)
Cardiology patients =(5)
Psychiatric patients =(6)
oncology patients =(7)
Stroke patients =(8)
Cystic fibrosis patients =(10)
Breast cancer patients =(12)
cardiac surgery patients =(13)
Patients on nebuliser therapy =(14)
Neurology patients =(15)
Diabetics =(16)
Psychiatric =(17)
Renal =(18)
Transplant =(19)

All this part unanswered when firet part unanswered/YES or second part answered (0)
Some this part unanswered when first part unanswered/YES or second part answered (0)
This part unanswered when the first part answered NO (9) answered (Prefix 8 on these)
This part answered when the first /second part unanswered (Prefix 7-on these)
All three parts unanswered (0)

020c(5) CSMA No (1)
Yes (2)
Unanswered (0)

In-patients Blank = (1) Tick = (2)
Day-patients Blank = (1) Tick = (2)
Out-patients Blank = (1) Tick = (2)
This part unanswered when the first part unanswered/YES (
This part unanswered when the third part answered (
This part unanswered when the first part answered NO
This part answered when the first part unanswered (Prefix 7 on these answers)
This part answered when the first part answered NO (Prefix 8 on these answers)

0)
0)
9

CSMDR Blank = (1) Tick = (2)
CSMFIL Blank = (1) Tick = (2)
This part unanswered when the first part unanswered/YES (0)
This part unanswered when the first part answered NO (9)
This part unanswered when third part answered 0
This part answered when first part unanswered (Prefix 7 on answers to this part)
This part answered when first part answered NO (Prefix 8 on answers to this part)
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Code Book for Questionnaire Il continued.

Q20c(6) ADRA No (1)

Yes (2)

Unanswered (0)
In-patients Blank = (1) Tick = (2)
Day-patients Blank = (1) Tick = (2)
Out-patients Blank = (1) Tick = (2)

This part unanswered when the first part unanswered/YES (0
This part unanswered when the third part answered (0
This part unanswered when the first part anewered NO 9
This part answered when the first part unanswered
This part answered when the first part answered NO
Patient type-ADRPT1-5 All patients

Geriatric patients

Medical patients

Surgical patients

Peychiatric patients

Ophthalmology patients

Haematology

ADR to desferrioxamine

HIV

oncology

)
)

(Prefix 7 on these answers)
(Prefix 8 on these answers)

=(1)
=(2)
=(3)
=(4)
=(5)
=(6)
=(7)
=(8)
=(10)
=(11)

All this part unanswered when first part unanswered/YES or second part answered (0)
Some this part unanswered when first part unanswered/YES or second part answered (0)
This part unanswered when the first part answered NO (9) answered (Prefix 8 on these)

This part answered when the first /second part unanswered
All three parts unanswered

Q20(d). OTRCSIN1-S
Counselling prn
Patient information leaflets as part of shared care
Individualised patient information leaflets
Abnormal U&E‘’s picked out by daily computer search
Compliance cards on discharge
Home nebuliser advice
Inhaler counselling
Radiopharmaceutical supply
Extemporaneous dispensing
Wound care advice
Education for diabetics

Section unanswered

(Prefix 7 on these)

(0)
= (0)

Counselling for those receiving cytos -Expected ADEs etc prior to admin. =(12)

Discharge counselling

CIVA service for problem drugs

Education for AIDS patients

Audit of prescribing on request

Prescribing in past assessed for impact for some patients
Patient medication profiles

Lithium therapy monitoring & TDM

Special packaging of drugs for some patiente
Antiemetic control

Mother & baby education

Advice on drug withdrawal

Advice on IV fluid therapy

Counselling & education for cystic fibrosis patients
Attend multidisciplinary meetings

Palliative care

Revision of prescription prior to review by doctor
Relatives group discussions, on request

DIC

Antibiotic monitoring

Discharge counselling - on request

Camouflage service (skin)

Satellite service to specific units

Advice on choice of dressings, disposable & their use
Home nebuliser counselling & training

Standardised heparin and IV insulin services
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16 Code Book for Questionnaire 11 continued.

020(e). OTRCOUT1-S whole question (e) unanswered = (0)
Patient information leaflets as part of shared care =(1)
TDM reports for GP =(2)
MTX syringe pre-packs for GP‘s =(3)
Aseptically prepared products for outpatients =(4)
Outpatient inhaler counselling clinic =(5)
Informal counselling =(6)
Patient information leaflets =(7)
Teaching cystic fibrosis patients how to prepare & use IV antibiotics =(8)
Education for diabetics =(9)
Answer DI phone queries =(10)
Dispensing at specific intervals for certain patients =(11)
Counselling for specific out patients =(12)
All out patients counselled =(13)
Talks to relatives support groups =(14)
Talks to national interest groups =(15)
Home dialysis =(16)
Education for mother & baby =(17)
Drug withdrawal =(18)
Counselling for dermatology patients =(19)
Counselling and education for cystic fibrosis patients =(20)
Medication histories =(21)
Formal participation in asthma clinics =(22)
Warfarin clinic =(23)
Telephone hotline for rheumatology patients =(24)
Service to needle exchange =(25)
Fertility clinic =(26)
Cytotoxic Infusion pumps =(27)
Education for relatives/carers =(28)
Lipid clinic team member =(29)
Advice to community patients =(30)
Home TPN =(31)
©21(a) CLINTRL No (1)
Yes (2)

Unanswered (0)

021(b)
Blank = (1) Tick = (2)
No ticks in all column A/B but not both & 21(a) Unanswered (code 1 for blanks)

No ticks in all of column A/B and 21(a) answered YES = (0)
No ticks in all of column A/B but 21(a) answered NO = (9)
Ticks in column A/B but 21(a) unanswered = (prefix 7 on answers to 21b)
Ticks in column A/B but 21(a) answered NO = (prefix 8 on answers to 21b)
COLUMN A COLUMN B
ROLE (IN-HOUSE TRIALS) 4 ROLE (DRUG COMPANY TRIALS) /
INTRL1 DCTRL1
IHTRL2 DCTRL2
IHTRL3 DCTRL3
IHTRL4 DCTRL4
IHTRLS DCTRLS
IHTRL6 DCTRL6
IBTRL?7 DCTRL7
IHTRLS DCTRLS
IHTRLY DCTRL9Y
IATRL1O DCTRL10
IHTRL11 DCTRL11
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17 Code Book for Questionnaire Il continued.
IHTRLOT1-S Ethics assessment =(1)
Representative of pharmacy on ethics committee =(2)
Assist with blood level monitoring =(3)
Provide specific counselling =(4)
Assess feasibjility in practice =(5)
"Other” section blank but at least one box ticked in column A=(0)
DCTRLOT1-5 Representative of pharmacy on ethics committee =(1)
Assietance with blood level monitoring =(2)
Specific counselling for patients =(3)
Assess feasibility in practice =(4)
"Other®™ section blank but at least one box ticked in column A=(0)
Q22(a) PRRES No (1)
Yes (2)
Both 3
22a NO but 22b/c answered (8 for 22a)
22a Unanswered but 22b/c anawered (7 for 22a)
All 22 Unanswered (0)
Q22(b) PphD  (NO) MPhil (NO)
Msc  (NO) Post-graduate Diploma (NO)
Tick taken as ONE unless reason to believe otherwise
Any blanks (0)
22b Unanswered when 22a was unanswered too (99)
22b Unanswered when 22a was NO (0)
22b Unanswered when 22a was YES (99)
22b answered when 22a was NO (8 as answer to 22a)
22b answered when 22a was Unanswered (7 as answer to 22a)
022(c) NPROJECT (NUMBER OF PROJECTS)
22c Unanswered when 22a/b unanswered too (99)
22c Unanswered when 22a was NO (0)
22¢c Unanswered when 22a was YES (99)
22c answered when 22a was NO (8 as answer to 22a)

22c

answered when 22a was Unanswered

(7 as answer to 22a)
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Code Book

for Questionnaire Il continued.

Q23 (a)

Q23(b)

PHARMMA No (1)
Yes (2)
Both 23a & 23b Unanswered (0)
Both 23a & 23b ticked (8)
23b answered when 23a was NO (8 as answer to 23a)
23b answered, 23a Unanswered (7 as answer to 23a)
RONE VERY MODERATE LOTS
LITTLE AMOUNT
Provision of financial information on drug use (1) (2) (3) (4)
Provision of information on problems encountered (1) (2) (3) (4)
in the drug use process eg. prescribing errors
Provision of information and assistance in setting (1) (2) (3) (4)
prescribing policies
Provision of feedback on adherence to the agreed (1) (2) (3) (4)
prescribing policies
OTHRMA 1-5 Use prefix of ®"other” type , decimal point and how much done eg. 10.3
DUR =(1)
Audit of prescribing =(2)
Prescription writing audited =(3)
Grand round presentations =(4)
Audit of discharge prescriptions =(5)
Assessment of medical audit undertaken by the doctors =(6)
Evaluation of antibiotic prescribing =(7)
Evaluation of antiemetic =(8)
Presentations at consultant audit meetings =(10)
Joint research projects on audit =(11)
Review of discharge letters =(12)
Review of anticoagulant charts =(13)
Chose audit topic =(14)
Part of working party on prescribing process =(15)
TPN =(16)
Suggest audit topics =(17)
Data gathering for specific projects =(18)
Evaluation of impact of new therapies =(19)
Prediction of future needs =(20)
Porwulary =(21)
Prn medicines =(22)
Intervention monitoring fed back into =(23)
Agreeing topics =(24)
Prescribing of depot neuroleptics =(25)
Therapy for dangerous/acute psychosis =(26)
Of care group equipment =(28)
To develop specialist formulary =(30)
“Other"™ blank but at least one box ticked in question 23(b) (0)
23b Unanswered when 23a unanswered too (0)
23b unanswered when 23a NO (9)
23b unanswered when 23a YES (0)
23b answered when 23a NO (8 as answer to 23a)
23b answered when 23a Unanswered (7 for 23a)
Q24(a) PHARMCAA No (1)
Yes (2)
Both (8)
24b answered when 24a was NO (8 as answer to 24a)
24b answered when 24a was Unanswered (7 as answer to 24a)
Both 24a & 24b Unanswered (0)
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19

Code Book for Questionnaire Il continued.

24(b) NOCAA1l-10

Clinical pharmacy interventions in patients =(1)
Time involvement/clinical pharmacist/specialty =(2)
DI queries / user group =(3)
Time on DI queries / user group =(4)
Number & % Dispensing errors =(5)
Number items dispensed/time period =/6)
Mistakes =(7)
Time spent trouble shooting =(8)
Workload figures =(10)
Dispensary =(11)
oc =(12)
TPN service =(13)
Cytotoxics service =(14)
Preparation & Packaging of medicines =(15)
OPD waiting time =(16)
Occasionally, ward pharmacy - ( 17)
Dispensary interventione study =(18)

Mentions RPhO‘’s standards, Pts. charter or local contract but no specifica(19)

All parts of pharmacy audited against standards =(20)
Peer review of interventions =(21)
peer review of interventions against standards =(22)
Costings =(23)
DI audit =(24)
Pain management =(25)
TTA waiting time =(26)
Response time in dispensing chemotherapy =(27)
Response time in dispensary =(28)
Customer satisfaction/care satisfaction surveys =(29)
Short audite in specific areas, examples given =(30)
Residency =(31)
Short audits in specific areas, no examples given =(32)
Clinical/ward pharmacy =(33)
Medication errors =(34)
Stock checks =(35)
Via collaborative care plans =(36)
Specific audits by region =(37)
Regionally/district organised meeting every month to discuss audits =(38)
Regularity of ward pharmacy visits =(39)
Quantifying interventions =(40)
Information flow in pharmacy department =(41)
Prescription errors =(42)
TDM service =(43)
Formulary management =(44)
Protocol-setting =(45)
Activity-outcome monitoring =(46)
QARxX =(47)
CIlVas =(48)
Tech top up =(49)
1-2/year clinical pharmacy surveys =(50)
Audit of all pharmacy activities =(51)
Request for information =(52)
Re-use of patients medicines on discharge =(53)
Warfarin clinic =(54)
Annual audit of each pharmacy department by District QA pharmacist =(55)
Safety policy =(56)
Legal requirements for registration =(57)
Aseptic dispensing unit =(58)
QM =(59)
Time response =(60)
24b Unansweraed when 24a unanswered too (0)

24b Unanswered when 24a was NO (9)

24b Unanswered when 24a was YES (0)

24b answered when 24a was NO

24b

answered when 24a was Unanswered

(8 as answer to 24a)
(7 as answer to 24a)
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20 Code Book for Questionnaire Il continued.

025(a) PHARMCAB No

Yes
Both
25b answered when 25a was NO (8 as
25b answered when 25a was Unanswered (7 as

Both 25a & 25b Unanswered
Q25(b) NOCAB1-10
Audit of surgical department
Audit of other departments using RPhO‘’s Standards
Audit of laxative policy
Pathology
Antibiotic audit
Dietetics
Physiotherapy
Occupational therapy
Chiropody
Obstetric & Gynaecology
Paediatrics
Use of on-call service/supply service
Patient outcomes at EMI day hospital
Haematology unit-Use of Hickman lines
Use of EPO in renal patients
CCU activity audit
Medical chart audit
Resuscitation
Medicines in elderly

answer to 25a)
answer to 25a)

(0)

=(1)
=(2)
=(3)
=(4)
=(5)
=(6)
=(7)
=(8)
=(10)
=(11)
=(12)
=(13)
=(14)
=(15)
=(16)
=(17)
=(18)
=(19)
=(20)

Audits of other hospitals with reports to CAPO on pharmaceutical supplies=(21)

Audits of other hospitals with reports to Nurse Manager on supply =(22)
Each pharmacist involved in audits in their own specialty =(23)
General medicine =(24)
Geriatrics =(25)
SCBU =(26)
Dermatology =(27)
Anaesthetics =(28)
General surgery =(29)
Multidisciplinary quality audit =(30)
Nurse telephone requests quality monitoring -(31)
ITU =(32)
Inhaler technique =(33)
Use of heparin =(34)
Use of antacids =(35)
Of wards in units =(36)
Of hospitals supplied by us =(37)
Preparation of IVs on the ward =(38)
Antibiotic prophylaxis for surgery =(39)
Aminoglycoside therapy in bacteraemia =(40)
DUR of antidepressants in continuing care =(41)
Unit transplant audit =(42)
Unit orthopaedic audit =(43)
25b Unanswered when 25a unanswered too (0)
25b Unanswered when 25a was NO (9)
25b Unanswered when 25a was YES (0)
25b answered when 25a was NO (8 as answer to 25a)
25b answered when 25a was Unanswered (7 as answer to 25a)
Q26(a) THEWAYF No (1)

Yes (2)

Unanswered (0)

Not applicable as answer (3)

Don‘t know (4)

Q26(b) NUFFIELD No (1)

Yes (2)

Unanswered (0)

Not applicable as answer (3)

Don‘t know (4)
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Interview topics - District Pharmacist (or equivalent).

The Clinical Role of the Hospital Pharmacist -
Interview Survey

District pharmacist (or equivalent)

A, General information about the hospital and interviewee
Hospital

Interviewee’s name

Professional group/post (District pharmacist)

No. years at hospital
Time of interview (day/month/time)

B. Topics:

1. Views on pharmacy services Contribution to health care,
hospital, patient care, your
professional development,
pharmacy’s professional
development, resources.

2. Views on the future of hospital clinical pharmacy in general -
Challenges, opportunities, action required, facilitating factors,
barriers.

3. What are our greatest strengths and weaknesses as a
profession.
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2

Interview topics - Chief Pharmacist.

The Clinical Role of the Hospital Pharmacist -
Interview Survey

Chief pharmacist

A, General information about the hospital and interviewee

Hospital

Interviewee’s name

Professional group/post (Chief pharmacist)
No. years at hospital

Time of interview (day/month/time)

B. Topics:

1. Views on pharmacy services - Generally, new services (stimulus
for), discontinued services (reasons), contribution (to
directorate, hospital, patient care, your professional
development, pharmacy’s professional development, resources).

2. Professional relationships & conflicts - Social, professional
(with management and health professionals), status, conflicts
(cause, action to reduce them), involvement at hospital level.

3. Services contribution to patient care - Process vs outcome,
present, future, gap, hospital vs PHC.

4. Views on hospital pharmacy in general - Challenges,
opportunities, action required, facilitating factors, barriers.

S. Future developments - which valued, not wanted, are opinions
sought, new NHS, clinical directorate structure.
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3 Interview topics - Clinical Services Pharmacist (Manager).

The Clinical Role of the Hospital Pharmacist -
Interview Survey

Clinical Services Pharmacist

A. General information about the hospital and interviewee
Hospital

Interviewee’s name

Professional group/post (Clinical services pharmacist)

No. years at hospital
Time of interview (day/month/time)

B. Topics:

1. Views on pharmacy services - Generally, new services (stimulus
for), discontinued services (reasons), contribution (to
directorate, hospital, patient care, your professional
development, pharmacy’s professional development, resources).

2. Professional relationships & conflicts - Social, professional,
status, conflicts (cause, action to reduce them).

3. Services contribution to patient care - Process vs outcome,
present, future, gap.

4. Views on hospital pharmacy in general - Challenges,
opportunities, action required, facilitating factors, barriers.

s. Future developments - which valued, not wanted, are opinions
sought, new NHS, clinical directorate structure.
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4 Interview topics - Community Services Pharmacist (or equivalent).

=

2.

3.

5.

The Clinical Role of the Hospital Pharmacist -

Interview Survey

Community Services Pharmacist

A. General information about the hospital and interviewee
Hospital

Interviewee’s name

Professional group/post (Community services pharmacist)

No. years at hospital
Time of interview (day/month/time)

Topics:

Views on pharmacy services to PHC - Generally, new services
(stimulus for), discontinued services (reasons), contribution (to
directorate, hospital, patient care, your professional
development, pharmacy’s professional development, resources).

Professional relationships & conflicts - Social, professional,
status, conflicts (cause, action to reduce them).

Services contribution to patient care - Process vs outcome,
present, future, gap.

Views on hospital pharmacy in general - Challenges,
opportunities, action required, facilitating factors, barriers.

Future developments - which valued, not wanted, are opinions
sought, effect of NHS reforms.
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Interview topics - Directorate Pharmacist.

The Clinical Role of the Hospital Pharmacist -

Interview Survey

Directorate Pharmacist

A. General information about the hospital and interviewee
Hospital

Interviewee’s name

Professional group/post (Directorate pharmacist)

No. years at hospital
Time of interview (day/month/time)

™

ok
.

3.

5.

Topics:

Views on pharmacy services in directorate structure - Stimulus
for development, contribution (to directorate, hospital, patient
care, your professional development, pharmacy’s professional
development, resources).

Professional relationships & conflicts - Social, professional,
part of directorate team or pharmacy, conflicts (cause, action
to reduce them).

Your contribution to patient care - Process vs outcome,
present, future, gap.

Views on hospital pharmacy in general - Challenges,
opportunities, action required, facilitating factors, barriers.

Future developments - which valued, not wanted, are opinions
sought, new NHS, clinical directorate structure.
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Interview topics - Ward other Pharmacist.

The Clinical Role of the Hospital Pharmacist -

A.

Interview Survey

Ward or other pharmacist

General information about the hospital and interviewee

Hospital

Interviewee’s name

Professional group/post

No. years at hospital

Time of interview (day/month/time)

1.

2.

3.

Topics:

Views on pharmacy services - Usefulness, professional
satisfaction, contribution to patient care, contribution to your
(and pharmacy’s) professional development.

Professional relationships & conflicts - Social, professional,
conflicts (cause, action to reduce them).

Your contribution to patient care - Process vs outcome,
present, future, gap.

Views on hospital pharmacy in general - Challenges,
opportunities, action required, facilitating factors, barriers.

Future developments - which valued, not wanted, are opinions
sought, new NHS.
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7 Interview topics - Consultant Doctor/Clinical Director/Clinical Pharmacologist.

A.

5.

6.

The Clinical Role of the Hospital Pharmacist -

Interview Survey

Consultant/Clinical Director or Pharmacologist

General information about the hospital and interviewee

Hospital

Interviewee’s name

Professional group/post

No. years at hospital

Time of interview (day/month/time)

Topics:
Relationship with pharmacy - Interaction with, contribution to
and conflicts with medical management.

Views on pharmacy services - Present services (usefulness etc.)
clinical directorates, policies, necessary changes.

Services contribution to patient care - Present, future, gap.

Professional relations - conflicts/co-operation, team
membership, future.

Needs in pharmacy - Challenges, opportunities, action
required, facilitating factors, barriers.

Future developments - which valued, not wanted, are opinions
sought, new NHS, (clinical directorate structure).
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8 Interview topics - Non-consultant Doctor.

A.

2.

3.

4.

The Clinical Role of the Hospital Pharmacist -

Interview Survey

Non-Consultant Doctor

General information about the hospital and interviewee

Hospital

Interviewee’s name

Professional group/post

No. years at hospital

Time of interview (day/month/time)

Topics:
Relationship with pharmacy - Interaction with, contribution to
and conflicts with medical management.

Views on pharmacy services - Present services (usefulness etc.)
clinical directorates, policies, necessary changes.

Views on pharmacist you meet most often - contribution,
interaction (conflicts/co-operation).

Services contribution to patient care - Present, future, gap.

Needs in pharmacy - Challenges, opportunities, action
required, facilitating factors, barriers.

Future developments - which valued, not wanted, are opinions
sought.
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9 Interview topics - Nurse (senior or junior).

2.

The Clinical Role of the Hospital Pharmacist -

Interview Survey

Nurse
A. General information about the hospital and interviewee
Hospital
Interviewee’s name
Professional group/post

No. years at hospital
Time of interview (day/month/time)

Topics:
Relationship with pharmacy - Interaction with, contribution to
and conflicts with nursing management.

Views on pharmacy services - Present services (usefulness etc.)
clinical directorates, policies, necessary changes.

Views on pharmacist you meet most often - Understanding of
key issues in patient care, contribution, interaction
(conflicts/co-operation).

Services contribution to patient care - Present, future, gap.

Needs in pharmacy - Challenges, opportunities, action
required, facilitating factors, barriers.

Future developments - which valued, not wanted, are opinions
sought, new NHS.
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10

Interview topics - Hospital Directorate Manager.

4.

S.

A.

The Clinical Role of the Hospital Pharmacist -

Interview Survey

Manager

General information about the hospital and interviewee

Hospital

Interviewee’s name

Professional group/post

No. years at hospital

Time of interview (day/month/time)

Topics:
Relationship with pharmacy - Interaction with, contribution to
and conflicts with management.

Views on pharmacy services - Developments, new NHS, clinical
directorates, PHC, Patients’ Charter.

Services contribution to patient care - Present, future, gap.

Needs in pharmacy - Challenges, opportunities, action
required, facilitating factors, barriers.

Future developments.
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The following are examples of leters sent to interview sites (requesting parucipation, intorning
interviewees of the study, arranging interviews and thanking participants). All were personally signed.

1. Introductory letter sent to the Chief Pharmacist at interview sites.

London School of Hygiene and Tropical Medicine
(University of London)

Keppel Street, London WC1E 7HT
Tel 071636 8636 Te! Direct 0719272¢£0 Fax 071436 3611

Uepatinient ob Fublic Healih and Policy

The Chicf Pharmacist, Heslth Services Research Unit
The Pharmacy,

The Hospital,

Hospital Address,

Postcode. Date

Re:  Visit by Siobhan Cotter to [The Hospital].

Dear Chicf Pharmacist,

Thank you for agreeing to assist in this study and have me visit your hospital on the [Date]. This
letter is just to confirm what we discussed in our recent telephone conversation and to give you a
better idea of what the study involves.

I am visiting a sclected number of hospital pharmacies throughout the United Kingdom to study
innovative clinical pharmacy services. This is part of a larger three year study on the dinical role of
the hospital pharmacist in the UK. In carlier parts of this rescarch I have conducted 2 questionnaire
survey of clinical pharmacy service provision in UK NHS hospitals. I now want to look towards the
future and consider the prospective role of hospital clinical pharmacy and its potential contribution
to health care,

Just a bit of background about mysclf - I was a hospital clinical pharmacist but now am a PhD
student in the Health Services Research Unit at the London School of Hygiene & Tropical Medicine.
Although I am funded by N.W. Thames Regional Health Authority and the Enterprise Scheme
(Department of Health), this is independent work. I am supervised by Dr Martin McKee, a public
health physician based at the School of Hygiene, and advised by Professor Nick Barber from the
School of Pharmacy, Brunswick Square.

As ]I mentioned on the telephone, the study involves a 2 - 3 day visit to your hospital, during which I
hope to speak with pharmacy and non-pharmacy staff. I would like to obtain an interview with
yourself and with the [Name - District Pharmaceutical Officer or equivalent] since both of you have
the most influence on pharmacy service development in [Hospital]. These interviews are likely to take
about an hour and I would appreciate you setting this time aside, at a time convenient to you, during
the visit. (I will contact [The District Pharmacist or equivalent] to arrange a suitable interview time.)

As you can see, this visit will involve a number of pre-arranged interviews with some time for more
informal contact with staff. I would very much appreciate your help in selecting the pharmacists,
doctors, nurses and managers that I should interview. You will have a much better idea of which
consultants, non-consultant doctors and senior nurses frequently interact with pharmacy and know of
the benefits of your clinical services. I hope that you can give me the names of a few that I should
contact. Whilst I am happy to arrange the interviews myself, I would welcome your help if you feel
that it would be advantageous. I also nced to spcak with a few clinical directors, the non-pharmacy
manager with whom you have most contact, the pharmacist responsible for clinical pharmacy services
and the pharmacist with most links with primary care. Once again I am hoping for some names so
that I can go on to organise the interview times.
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Introductory letter sent to the Chief Pharmacist at interview sites continued.

Needless to say, complete confidentiality will be maintained throughout. The source of the
information collected will never be identifiable and information will not be linked to [Name of
Hospital]. This study will, however, help me create a statement about the future role of the clinical
pharmacist in the UK and will, I hope, prove valuable to the profession in these changing times.

I hope that you can help me identify those to whom I should speak during my visit so that I can

begin to arrange the interview times as soon as possible. If you need to speak with me or to obtain
further details, I can be contacted at 071-927 2460 and at the address above.

1 look forward to hearing from you and thank you for your agreement to participate in the study.

Yours sincerely,

ot hen” Fy

Siobhan Cotter.
Research Fellow.
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Confirmatory letter sent to interviewees.

London School of Hygiene and Tropical Medicine
{University of London)

Keppel Street, London WCI1E 7HT
Tel: 071-636 8636 Tel Direct. 071-9272%L0 - Fax: 071-436 3611

Department of Public Health and Policy

- Health Servi R i
Dr Physician, ervices Research Unit

Consultant Physician,

Department,

Hospital,

Hospital Address,

Postcode. Date.

Re:  Arranged interview with Siobhan Cotter on [Datc] at [Time] in [Place].

Dear Dr Physician,

Thank you for agreeing be interviewed on [Date] as part of this study into the future role of hospital
pharmacy in the United Kingdom. I appreciate you setting aside the time for this in what must be a
very busy schedule. This letter confirms what we discussed in our recent telephone conversation and
will give you a better idea of what the study involves.

The attached letter provides more detailed information about this study. At [Hospital], I will be
interviewing a variety of pharmacy and non-pharmacy staff over a period of three days to consider
the present and prospective role of hospital pharmacy in the provision of health care. AsI
mentioned on the telephone, the interviews will take 30-45 minutes and will consist of broad-based
questions to obtain your views on pharmacy services. Needless to say, complete confidentiality will
be maintained throughout. The source of the information collected will never be identifiable and
information will not be linked to your hospital.

Once again, thank you for agreeing to assist in this study. I look forward to meeting with you on
[Date]. In the meantime, if you need to speak with me or to obtain further details, I can be
contacted at 071-927 2460 and at the address above.

Yours sincerely,

Mottn R

Siobhan Cotter,
Research Fellow.
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Letter of information sent to sites and medically-qualified interviewees.

London School of Hygiene and Tropical Medicine
{University of London)

Keppel Street, London WC1E 7HT
Tel: 071-636 8636 - Tel Direct: 071-9272¢(C€ - Fax: 071-436 3611

ODepartmem of Public Health and Policy

Health Services Research Unit

17th May 1993.

To whom it may concern,

Siobhan Cotter is a PhD student in the Health Services Research Unit at the London School
of Hygiene and Tropical Medicine. She is carrying out research into hospital pharmacy and
is funded by N.-W. Thames Regional Health Authority and the Enterprise Scheme
(Department of Health). She is visiting a selected number of hospital pharmacies
throughout the United Kingdom to study innovative clinical pharmacy services as part of her
PhD. In earlier parts of this research she has carried out a questionnaire survey of clinical
phammacy service provision in UK NHS hospitals. She now wants to consider issues
surrounding hospital pharmacy clinical services development.

The study involves a 2 - 3 day visit, during which she will speak with a number of pharmacy
and non-pharmacy staff for about 30 - 45 minutes. With the help of the pharmacy staff, we
hope to identify hospital staff who can make useful contributions to the research.

Needless to say, complete confidentiality will be maintained throughout. The provider of any
information will not be identifiable and information will not be linked to your hospital. This
study will, however, help in the creation of a statement about the future role of the hospital
pharmacist in the UK and will, we hope, prove valuable to pharmacists and others who work
in the hospital sector.

Yours sincerely,

=
AT

Dr Martin McKee M.D. M.R.C.P. (Supervisor)

Senior Lecturer in Public Health Medicine

v

 Seba T {7’ P

Siobhan Cotter
Research Fellow
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Letter of information sent to sites and non-medically-qualified interviewees.

London School of Hygiene and Tropical Medicine
(University of London)

Keppel Street, London WC1E 7HT
Tel: 071-636 8636 - Tel Direct: 071-9273‘,‘0 - Fax: 071-436 3611

Department of Public Health and Policy

Health Services Research Unit

17th May 1993.

To whom it may concern,

Siobhan Cotter is a PhD student in the Health Services Research Unit at the London School
of Hygiene and Tropical Medicine. She is carrying out research into hospital pharmacy and
is funded by N.W. Thames Regional Health Authority and the Enterprise Scheme
(Department of Health). She is visiting a selected number of hospital pharmacies
throughout the United Kingdom to study innovative clinical pharmacy services as part of her
PhD. In earlier parts of this research she has carried out a questionnaire survey of clinical
pharmacy service provision in UK NHS hospitals. She now wants to consider issues
surrounding hospital pharmacy clinical services development.

The study invoives a 2 - 3 day visit, during which she will speak with a number of pharmacy
and non-pharmacy staff for about 30 - 45 minutes. With the help of the pharmacy staff, we
hope to identify hospital staff who can make useful contributions to the research.

Needless to say, complete confidentiality will be maintained throughout. The provider of any
information will not be identifiable and information will not be linked to your hospital. This
study will, however, help in the creation of a statement about the future role of the hospital
pharmacist in the UK and will, we hope, prove valuable to pharmacists and others who work
in the hospital sector.

Yours sincerely,

(LRI,
Dr Martin McKee (Supervisor)
Senior Lecturer in Public Health Medicine

) ?’.x:’c-é// {'7 /év/w(———‘

Siobhan Cotter
Research Fellow
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Letter of thanks sent to interviewees.

London School of Hygiene and Tropical Medicine

{University of London)

Keppel Street, London WCIE 7HT
Tel* 071-636 8636 Tel Direct 071-9272Wxy Fax 071-436 3611

Department of Public Health and Polecy
Health Services Research Unit
The interviewee,
The Hospital,
Hospital Address,
Postcode Date.

Dear Interviewee,

Just a note to say "thank you’® for participating in my interview study of providers and recipients of
hospital pharmacy services. The information that you provided has given me a much clearer idea of
how hospital pharmacy presently contributes to patient care and how it might continue to do so in
the future. I am grateful for the time that you spent on the interview and for your valuable
contribution.

As I mentioned before, complete confidentiality will be maintained and providers of information will
never be identifiable.

Thank you once again for your time and your thoughts on hospital pharmacy.

Yours sincerely,

/fu/(/;»_ Ty M

s

Siobhan Cotter.
Rescarch Fellow.
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APPENDIX IX



Table 1. Response rate to a questionnaire inquiring about the provision of clinical

pharmacy services by hospital pharmacies in each District' in the UK NHS? to
primary care recipients®.

Part of United Kingdom Response* - Returned/Sent (%)

England 165/177 (93.2)
Northern Ireland 3/4 (75.0)
Scotland 12/14 (85.7)

8/9 (88.9)

Special Health Authorities 5/7 (71.4)

All UK NHS 193/211 (91.5)

Notes to Table 1:

1.

2.
3.

District Health Authorities (England), Health Boards (Scotland & Northern Ireland) and Health
Authorities (Wales & Special Health Authorities);

United Kingdom National Health Service;

General practitioners, primary care nurses, community pharmacists, patients and persons in the
community, primary care health professionals (other than doctors, nurses and community
pharmacists) and primary care institutions;

The respondents were District Pharmaceutical Officers (England) and their equivalents in the
rest of the UK NHS.

441



(444

'Sanud) uoneuuoju] g ‘€
‘sapuomny Wesy [erdadg T
‘(sanuoyiny MIesy [eoads 29 Sa[eA\) SanUOYINY [esH pue (pue[el] WSYMON % PUBI0d§) spreog WesH ‘(pue[dug) sepuoqmny WlesH PwWsIq ‘1
$T dqeL 0} SAION
oo (AN ((KYARS 0o 911 61 oz €z S301AI9S [eUONIEONDY
o (oo1) 8 (€ce) v (€€ 1 ('z8) 98 9°19) 66 ¢801a £q papraoid uoyeuuoyul Suqg
o 05D ¢ (L'99) 8 (L'99) (Z'ov) 99 (9'0¥) 8L S1anew paje[ar-3nIp [e19uS3 U0 UONBULIOJU]
o o 0°09) 9 (L99) T (LLn) 6z (€'6D) LE asn Brup Jo $109dse [eroueUy UO MAPY
o (0sdz (L'99) 8 (L'99) 2 (8v¢) LS (6°S€) 69 satorjod Burquosaid wo 10 Buiquasaid uo V1APY
(§=u) (g=u) (z1=u) (g=u) 91=m (z61=1)
SVHS SafeM puepods pueaIf *N pue[dug ANV
- U1 301A13s Yoes Surpraoxd (spowsiq (%) s1vquMN 9I1AISS
*szpuOp§PRIg

[BI2U3S) 0} AD[AIIS YI[BIY [BUOIIEN WopSuly] Payu[) Y3 uf dLISIJ Yoed uj sapeurreyd [ejidsoy £q sadpatas Loewreyd [edtuipd Jo uoisjaolg *Z 3lqeL



evy

*sanua) woneuuoju] frug

‘e1sadreuy ps[[onuo) usned

‘sapuomNy |MIesH [ervads

‘(ssnuoyny esy [e10ads % S3[EA\) SenUIONY [ESH pue (PUB[SI] WIALON %P PUe[i0d§) spieog YesH ‘(pue[Sug) ssnuoypny ey 10wmsiq ’
'€ d[qe ] 03 S9ION

.

—_ N

000 1 ()Y @ims (L'99) T (6°€S) 68 (8¢S T01 $30IAI3S TeUOnEONPY

(000 1 (oo1) 8 (0°0$) 9 )0 (1'6¥) 18 (L'6Y) 96 ,SOIQ woxy uopeunojut Suq

000 1 (2N (L'99) 8 (L99) T (8°19) z01 (z'29) 021 SI3NEW P31e[aI-8nIp [eISUS8 U0 uoneuLIoJu]

o (s°Le) € (052 € o (r"9¢) 09 (b'¥€) 99 ¢VOd Ul pasn jusmdmbs/eiss3[eue uo 331ApY

o (osv9 (L99) 8 (€€ 1 (L'T9) L8 (8°28) z01 3180 pUNOM UO 3DIAPY
(§=u) (8= 1= (g=w (s91=1) (g61=1)
SYHS S3emM puepiodg puelai] ‘N pue[Sug N v

- U1 901AI38 yoea Surpraoxd WS (%) SIoqumN JOIAISS

*SasInN aae)

Arewiriq 03 331A19G YI[SY [BUONEN WopSuryf pajun) ayj up ,PLsiq Yyoes uy saneulreyd [eidsoy £q sadyages Koewaeyd [edtuyp jo uoysjacag € ?qe]



1444

‘sanua)) uopeuoju] Srud b
‘sopuoInY MESH [e103ds '€
‘sispoepueyd L)UNUILOD IO SISINU IED Krewud ‘sxsuonnoeid [essusd Suipnyoul 10N ‘'z
{(ssnuoyny [PedH [eroads % S3[EAL) SPRLONY YESH pue (Pue[a] WION % puepoog) spreog WIeeH ‘(puejdug) sapHOPNY WESH PHISIA 1
p 9|qe], 0} SAION
Sreuoissajord
o 0'sD T @won e (€€e) 1 (1:L1) 82 (T'L1) €€ presy ared Axerisd 10§ SIOIAISS [EUONEINDH
Steuotssajoxd
o (5'29) § €€ v (€€ 1 (6'2€) ¥ (€€¢€) ¥9 peay ared Krewud 03 SO oIy UOREULIOHUL 8uqg
%R:o_wm&oa peay a1ed
oo ©08) ¥ (cce) v (€€ 1 @TLe) 19 (s'9¢) OL £rewud 0) s1onew pajeu-Sup [e15ua3 uo uoneusOJU]
0o 0o 00 0o (1L1) 82 (9°'v1) 82 Aununwod 3y Ul Suosad J0j uONEINpd dnoin
0o 0 o €1 0o o'v1) €2 (4R 74 sjuaned 10 uoneonpa dnoin
Spasu pIae[Nd
0001 ©'09) ¥ (0°05) 9 (€€ 1 (€17 SE S'v0) LY -8rup oyoods im syuaped 10§ Sul][asunod [enpIAIpU]
(s=u) (8=u) (z1=1) (=) #91="0) (z61="0)
SVHS SITEM puenoos pue1] *N puedug AN v
- Ul 3JIAISS Yord guipraoad SPMISIA (%) SISQUWION 901AISS

- S[euo§ssajoad Yie3H 1e) Areuruag Joyjo pue ‘Apunuiwo) dy3 ul suosId
pue sjuajeq 03 PNJARS Y H [BuoyeN wop3ury] pajuq) Y3 ul Jusiq yoed ul sopewreyd reydsoy £q S901AI3S Loeurteyd [eoud Jo uojsiaolg ‘b 3qel



Y(sapHoyny QesH [e13dg % Sa[eA) SINLOMINY W[ESH pue (PUB[SI] WISYHON] % PUENI09S) SPIEOg [esH ‘(pur|Sug) SONUOmNY WESH PWISIQ :

Svy

'Sanua) uoneuuojuy Snuqg :
‘uonnyN rersusred [e10L
‘e1sadeuy pajonuo)) jusned
‘sspuomNy P[esH [eroadg )

o

— N N

:§ 3[qeL 0} SON

0001 Sz 1 (€€e) ¥ €€e)1 6°€1) €2 (s°s1) 0g $391AI3S [eUONIEINPY

0001 (oo1) 8 (€'89) L (€€ 1 (Z'8¢) €9 (S'19) 08 ¢SOIQ woy uoyeuuojur Jruqg

spasu

0'ov) T 0°0%) ¥ 0°s2) ¢ (€€e)1 F61) TE @®10 Frup dyroads Yim swaned Jo 931eYISIP UO DIAPY

WNdL

o o 0o o G Ty ur pasn Juswdinbs /uoninnu [esusred uo 31APY

oo sz 0o oo 0e©s 9L ¢VOd Ut pasn juswdmbo/ersadfeue uo 30IApY
(s=u) (8=u) (X1=u) (g=u) (s91=1) (g61=1)
SVHS SIlEM puepoos puefa1] *N puejdug AN v

= Ul 931AJ3S 1083 Burpraoxd (S10wISIg (%) SIeqUN

ERIVEIN

‘sjspeULIBY

Ajunwwio) 0} AIAING YIS [euoyjeN wopSury] pajiup) 3y ul JdLsLq yoea up sapewaeyd fendsoy Aq sadratas Loewreyd [eojuip Jo uoisjA0lg 'S JqEL



1144

‘sowoy SuisinN pue s301dSOY ‘saWOH [eNUSPISIY Surpnjou]
{(sanuoyny [eaH [e103dg %p SA[EAN) SONUONY W[ESH Pue (PUE[aI] WISYMON % PUBNOdS) Spreod Wiesy *(pue3ug) sspLoyny W[esH 10WIsiq :

'SaNuI) uoneuuoju] JruQg
‘e1sa8[euy pafjonuo)) usned
‘sapuomNyY esH [erads

I3

‘9 d[qe], 0) SBION

0o (0°09) ¥ (052 € (L'99) T (s1€) T8 916 19 $IJAISS [euonEINPY
0o (sT9 ¢ (€€E) ¥ 00 (1'92) ¢ (6'90) T§ ¢SOIQ woyy uopeauoju Sruq
o (§29) ¢ (Lis (L'99) T (S8p) 08 (L'Ly) T6 s1anew pare[aI-Srup [e1ousd uo uoneuOu]
o 0saze €81 o (r'61) TE (1°81) S€E »VOd Ul pasn juswdinbo/eisa3[eue uo 331Apy
oo STn1 (Lon e o (8$1) 97 (0°s1) 62 sarorjod uonepas uo 3d1ApY
0o (529 ¢ wims o (1°62) 8 (1°0¢) 8§ IBO pUNOM UO DIAPY
(s=u) (8=1) (T1=u) (e=w (s91=") (e61=1)

SVHS ssfem pue[i0o§ pueaI] ‘N puedug AN v

- Ul 901AI3s Yoea Zuiptaoid sowsiq (%) sisqumy

ERIPNENN

" Suopnyisu] ae)

ATewirg 0) 01AIS YIEIY [euoljeN wopSury pajup) 3y} ul JPLISKJ Yoed uj sapewaeyd [ejidsoy Aq sdpats Lrvwaeyd [edUP JO UOISIAOLg *9 JIqeL



Lyy

*Korjod yI[esy JUSWUISA0S UM

1u3awdo[3ASp pue UOISIACId 301AI3S 19A0 AWOUOINE I91eaId M SISTU) SHN Swi033q 01 S[enndsoy pajqeus suojal (SHN) 391A19S YI[eaH [EUOneN 6861 UL
19861 uUOnEpPUNO P[AYJNN YL :uopuo “(seony) Iy IS :11eyd) uonepuno proyInN ap £q pajutodde Axmbuj Jo sanmuwo)) € Jo woday YL ‘Aoeuueyd
{(pue[al] WISYMON PuB PUB[I0OS Ul SUWMIOP

jusreAmnbs pue) 8861 ‘OSIH UOPUOT "$S(88)DH 'S01AIss [eonnaseuueyd rendsoy 1oy premioj Kem Sy Juswiafeuejy Sa01AISS YI[eSH ‘PeaH JO waunsedsq .
‘(sspuomny QesH [e1oadg % S3[eM) SSNLIOPNY P[ESH Pue (PUB[AI] WSYHON 7% Puepiods) spreog WesH ‘(pue[dug) senuomny esy 10wsiq )

L dqeL 03 SAON

— ot

VIN (0) ssnuoymINy Yiesy [e1dds

0 (8/€) sarem
0°09) /1 (01/2) puepodg
0 (Z/1) puepar] 'N
(0°12) 001/1T (85S1/001) puedug
(8°02) 901/7T (€81/901) wopdury pawmn NIy
(spuysIp Jo uopaodoad) ,snyeig Isna],

0 (§=u) sonuoymny Yesy [e1o3dg
(1°L8) ¥ (L=u) sarem
1er1 (11=u) puepods

0 (g=u) puepaa] ‘N
(Ls1) sz (6S1=Uu) puejdug
(Z'91) 0€ (81 =) wop3ury paiup [V
(HO0dY PPRYNN YL

(0°09) € (=) ssnuoypny yifeay reroads
(0'sL) 9 (8=Uu) ssrem,
(8°18) 6 (11=u) pueposg
(L99) T (g=u) puepaI] "N
8vv) vL (591=u) puejdug
(0'6v) ¥6 (z61=1u) wop3ury paamn NIV
»S(88)OH

P313)[@ pey SI0INOSAI AIAYM [ SIOLISIT JO (%) IaquinyN (siuapuodsar Jo Joqumu) wop3ury pauf) Yl jo ued pue 0108

‘sjepdsoy axow 1o auo £q ,snje)g Jsna], jo Juswiureys pue iodoy pPRUYINN
YL “PS(88)DH JO NS B SB SPLIISI(] [AIIS YJ[eal [euonjeN wopSury panu() uiypm sa0unosaa Lovunreyd up sadueyd jo suopdadrag *L dqeL



APPENDIX X

448



6vv

"sspuoIpny esH eroads 't
‘srendsoq Suryoea) [0OYOS [BIIPSW UI UOIEIO] 4
‘papraoxd axom ‘A1ddns Snup 0) HONIPPE UT ‘SIJNAISS PUE SINOY SUD{IOM [EULIOU
Buunp 1uasard sem Istoeuureyd € a15ym ST ey “a01axss Koeuwreyd sarsusyaidwos papiaoid e saroeuwreyd rendsoy 90IAISS IeIH [eUONEN WOpSury parun ‘1

{1 9IqB ], 03 S3ION

(r°€7) LY/ (T°01) £9%/LY (0°£7) 68€/S01 (8°68) €9¥/91p wiop3ugy] panun v
oon 1/1 (o'o1) 01/1 (6°88) 6/8 (0°06) 01/6 SVHS
1/0 @) v (9'en) zue (%8°56) ¥Z/€T Safem
$/0 T 6b/v (€°9v) 1v/61 (8°16) 6v/SH PuBnods
(€°€€) 6/¢€ (1°6€) €2/6 0°08) v1/L (6°09) €7/¥1 puefaI] ‘N
6'12) TE/L (0'6) Lserze '72) £0€/89 (0°16) LSE/STE pue[dug

Stendsoy Stendsoy
Buryoea) ur (% )rqumy (%) 19qumy Bunyoea) ul (%) 3qumy (%) 1oqumy

wop3ury
s1apuodsal-uoN s19puodsay pawun syl Jo wed

‘Stendsoy 3uiyoea) up pajedo sepewteyd [eydsoy 301a1ag YIjeay [euoneN wopSury paju) Surpuodsai-uou pue Suipuodsaa Jo uopaodoig ‘1 31qe.L



osy

*31qel SI 03 SANOWI00J 10) [G 9Fed 398

(5°LE) 8/¢€ (8'€2) 17/$ (0°0¢€) o¥/T1 €1 v1/z (6°L1) 80¢€/SS (L61) 16€/LL 0d3y preyInN 3P

03 anp Koeurreyd [ESMTI[Y SPIEMO) PIAOWT
S30IN0S3X AIYM SIS JO (%) JaqumN

(9°SS) 6/S 0°08) ZT/11 (€°€S) SY/vT (9°82) v1/¥ (1°19) 91€/0€1 (6°TH) 90P/PLI sVS(88)OH

03 anp Koeuwreyd [BIMWI[D SPIEMO} PIAO
SI0INOS3T AYM SIS JO (%) Jaqumpy

(T2 6/T (6°09) €2/v1 W oL) vh/1€ (1°L8) v1/8 (6°15) 81€/591 (6°€S) 80¥/0TT srendsoq ,SHN 19710
03 s9o1AIas Burpraoad s Jo (%) JsqunN

T 6/2 (6°€L) €T/LT (Z'89) ¥¥/0€ #'1L) v1/01 (0°89) 61€/L1T (S°L9) 60¥/9LT siun NIs-Jo
0} $301A158 Burpiacid sai1s Jo (%) JequnN

'vp) 6/% (€°8L) €2/81 (1°1L) svree (6°26) v1/€1 (T'99) L1€/8LT (0°09) 80¥/S¥T 398pnq 3rup
p1oy Koeuwreyd arogm SIS Jo (%) JequmN

(L'99) 6/9 (T's9) €T/sT (Z°89) v¥/0€ F°1L) v1/01 (1°€p) 81€/LET (S'8v) 80b/861 JNDN P £q padeuew sem isioeureyd
JO1G0 A U3YM SIS JO (%) JoqunN

@'D1 &g (A4 @wDe €'z €N pakordws (ssqnrenb pig 2p 15T) uBIPOIN

'vp) 6/% (5°99) €T/€1 (S°s¥) v¥/0T Lse) v1/s (L'vy) 0TE/EPT (1°S%) 014/S81 wayp Sutfojdws saroeureyd (%) JdqunN
iSistoeuIeyq [edmID Isiersads

€ ‘D1 €D s‘D¢e @ ‘D1 P‘DT wDT pakordwa (saqnrenb pig 2p I151) UBIPIN

(6'88) 6/8 (9°69) €2/91 LzL) vviee (9°8L) v1/11 b'¥L) 0zE/BET (#'¥L) 01¥/S0E wap utojdwa saroeuureyd () JsqunN
:,suonesyirenb 19y3g MM sisroeuneyy

(0199 (S'11 ‘9) 01 @19 ¢ Sor‘e)v #1171 ‘€) $°9 G119 L (sspurenb pig 29 15[) UBIPIN

L 17 87 ) 96T SLE $1u9puodsar Jo JsqunN
:pafordus sisoemreyd FIm

(o1 ‘) 8 @1 ‘9) 11 (€1°‘e) 8 ar‘ev @ ‘oL @ e)L (sspnrenb pig % 157) uBIPI

6 0z 44 ¥1 70¢ 68€ s1apuodsas Jo raqumy
isispoeurreyd jo squmN

(10€ ‘1ST) $L1  (ZOOT ‘Z8E) S65  (0OTI‘SEp) 818  (S6S ‘TLT) 08 (908 ‘STE) 8TS (zv8 ‘0T€) S¥S (sapnrenb pig 29 Is7) ueIPIN

6 €T Sy €l 61€ 60b syaspuodsar Jo JoqumN
{PaAI3S Spag
(0) 8/0 (0 £€Z/0 (€'L) 1v/E 0) v1/0 ¥'9¢€) 91€/5T1 (v'62) TOV/8TT s1snn SunuaA03-31ss (%) IsqumN

SVHS S3lEM puepods pueai] "N puejdug AN v
wop3ury palru 3y Jo ued ousuoRIey)
*,soneurieyd [ejidsoy 2d1a13g Yiea [euonjeN wop3ury paju() Jo SIsHIRIRYD ‘T 3Iqe.L



84

.

'9861 UONEpPUNO] PIoYJNN AL :uopuo *(seony) I IIS :Jey)) uonepunod pryjnN s Aq pajurodde Kimbuj jo sanmuwo)) © jo wodsy sy ‘Aseuueyd
‘{(puefo1] WISYUON PUB PUB[IOIS UI SHUIWNOOP

uareAmbs pue) 861 ‘OSINH ‘UOPUOT "HS(88)DH 'Sad1axas feonnaseunreyd [endsoy 105 premioy Kem 9y “JuswaSeue|y SIO1AIIS YIesH ‘WPesH jJo uauniedsq
{30IAJ3S [ESH [eUOnEN

{Io8euRI [eIdU3D) U

t£ireroads Teomnpd 03 Swin I1SY) JO SI0W JO % (S SI0A3Q

{(sauq) Aydosoqyd jo saie10390 pue (SIYJW) Lydosofiud Jo sIaisey ‘(SISIA) 2ouslog Jo sidsely ‘semo(diq

'sjuspeamnby suwny, oum

‘ssnuomny [esy [e1dads

9l

asuodsar 9% 6°68 ‘papiaoid arom ‘A[ddns Srup 03 wonIppe ur ‘sadIAILS pue sinoy Sunjiom [euuou Suunp Juasaid sem isroeweyd e arsym soroeureyd rendsoy ‘1
7 3[qeL 03 SIION

.

NNtV O~o0 o



(494

0 = a8ues s[nJenbiau] :

14
‘(dud) Aydosojiyd jo are10m00q ‘(IJIN) Aydosojryd Jo 1a1sey ‘(ISIN) SIUSIOS JO JASEJN - suonesyijend €
[4

‘senuomNy Wesy [erdads ‘

tore1 asuodsar ¢6°68 "papiaoid arom ‘A1ddns Snup 03 wonippe
ul ‘sao1AI3S pue sanoy Fuprom Jeuou Suump juasard sem spoeuureyd B 213ym ST B ‘sad1AIas [eannaoewreyd sasusyaidwos Fuipraoid saroeuwreyd rendsoyq 1

'€ dlqe] 0} S{ON

ol vl vl vl vl vl (ssnrenb pig 29 15]) ueIPSN
:Koeureyd goea Aq pafordws sisqunN
(T 61 (1'97) €2/9 (T'8D) v/8 (9°80) v1/v (s'zD) 0zTE/OP (9°%1) 01%/09 sapveuwreqd 1a£o1dwa jo (%) IqumN
«aud

- ol ol - vl ol (sspnaenb pig 29 15]) uBIpO
:Koeureyd yoes £q pakojdwis sraqumN
60 L) et (€D /1 v1/0 (T'L) oTe/eT (€'9) 01$/9T saroeuwreyd sokordwa jo (%) JequnN
JAUIN

@Dl @D DT ‘DI (AN €Dt (sarnaenb pig 7% 1T) uRIpI
:Koeuneyd yoes £q pakordwia sisqunN
(9°5S) 6§ (r"0€) €T/L (6°S9) vP/6T (6°T¥) ¢1/9 (1°¢S) oze/OLT (6°2S) O1¥/LIT sarveunreqd 13£ojdws jo (%) JsquinN
2SI

T'D1 D1 €Dt N @'t @il (ssrurenb pig 7 157) uelpsy
:Koewwreyd goes £q pakojdwa s1aqunN
(b'vp) 6 ¥ (6709) €7/¥1 (0'SD) v¥/11 10 vl/E (S°L¥) 0TE/TST (6°v¥) 019/¥81 saroeureyd 1a£ojduis jo (%) 1equmN
swo[diq

SVHS SoEM puepods pueja1] ‘N puejdug D18\ 4

WOpSury painu() 3y Jo wed uonesyIEnd

* Siendsoy 201AJ3G Yj[eaH [euoneN wop3ury] pajpup) ur suonedyienb Joysiy yum syspewreyd jo yuswilojduy *€ IqeL



pue Kddns Kouadrows ans-uo Jurpiaoid suoe yiom A[ensn suapisay °Ajddns Srup aGueLre 01 sqe[ieAe axe pue 391Ape 9p1aoid SWOY WOI-[[BI-UO SISIOBWIRYJ

1394

swoy e jyers Kovuueyd £q pasiape pue pauoddns aq Aews Ing $ad1Alas K10S1ADE

{0 = 98uer s1uenbidu]
‘sanuoyIny YIesH [eroads
o1

N

asuodsal 9 6°68 ‘paplaoid arem ‘Kjddns Snup 0) uonppe ul ‘sadiAlas pue sinoy Sunjiom jeuntou Suunp juasaid sem isioeuweyd e a1aym saroeuueyd jendsoy ‘1

p 3|qBL 0} SAON

0 0 (€'6) EV/p (E'v1) b1/T (zo1) €Te/te (S°6) TIP/6E Kouapisay
(688) 6 8 (001) £2/€T (0°98) £v/LE (9°8L) ¥1/11 (6°L8) €zEM¥8T (1'88) ZI¥/€9¢ WOy WO [[ed UO SISIOBULIRY]
,39]AJI3S SInoy Jo InQ
(£ep 12d) uado
(L-€) s'¢ (€ € (S'8-89) €8 @8 ‘v Sy se‘e)e (v ‘e) € sanoy Jo 1aqumu (s3[urenb pig 2 15[) ueIpsy
(€€0) 6 € (£°8L) €T/81 (L'98) Sp/6€ (L°s8) p1/21 (1'2L) €T€/E€T (L €L) P1¥/SOE uado saroeuureyd (%) Jaqumy
seplloH [ePYJO ¥ dueg
(Kep 13d) usdo
¢C oL Dy - ‘D¢ & ‘De $INOY JO JaquInu (S3[1rend pig 2 I15]) UBIPIN
(r'mel (€v) €T/t (L9) sv/€ v1/0 (8°01) €TE/SE (L6) viviov uado sapeuureyd (%) 19quInN
skepung
(Lep 13d) wado
(v s € (8¢ ‘€)S°¢E Se'ee b ‘SD € (se‘ee (se‘ee SInoy Jo soqumu (sanrenb pig 7p 151) ueIpSIN
(8LL)6 L (9°78) €2/61 (6°69) S¥/1€ (0°09) ¥1/L (9°¥L) €TENYT (L°EL) $1¥/SOE uado sareuwreyd (%) 1squmy
s{epanjeg
(Lep 12d) uado
(6 's'8) S'8 (§'8‘¢'8) '8 (88 ‘€'8) '8 (6 ‘s'8) S8 (88 ‘c'8) '8 (88 ‘¢'8) $'8 SINOY Jo 1aquunu (s3[irenb pig %p 157) ueIpsN
(0o1) 6 (oo1) €2 (ooD) ¥ (001) ¥1 (oo1) €2€ (oov) €1v uado sapoeuwreyd (%) Jaqumy
Aepuy 0} Aepuoy
SVHS S3eM puepods pue[a1] ‘N puejdug . (18 1\

wop3ury payu( 3 Jo wed pourad sty

*,sonewreyd [eydsoy 9014108 YI[eay [euopeN wop3ury] pajus) uy saiasas Adewreyd [ng jo AjiqepieAy ‘b Iqel



1434

‘erep Juisstw 01 anp APYS1s A1eA sageiuadiod

‘sjuaned Keis-3uof pey srendsoy [re 10N
‘sanuoyIny yIesy [eroads

-

N

9el

asuodsar ¢ 6°68 'papiaoid axam ‘A1ddns Srup 01 uonippe ur ‘sadiAIds pue sinoy Sunjiom [ewou Suump juasaid sem isioeuueyd e ausym saoeureyd eidsoy ‘1

i J[qBL 03 SION

(e s (01-9) 8 67 s (SAX3 (01-9)9 01-9) 9 (s3quJenb pig 29 1s1) ueIPIW
6 1T 144 €1 10€ 88€ saroeuwreyd Surpuodsax jo saqumy
:pafordns sispoewnreyd prem jo JsqumpN
- (S27) 0T/S (L'$?) s€/6 (€'v1) ¥1/T (L°61) ¥92/S (€°07) SE€/89 Apioam uey Apusnbay ssa
(o1 z ¢ (0L) 0Z/p1 (1°LS) s€/0T (I°L9) v1/8 (1°9L) ¥92/10T (1°€L) SEe/syT Apuanbay 0w Mm 58%,
:Lderay) 8nup
Swoaned-ur Lexs-8uor jo Suuojruowr Jo Kousnbarg
60 €vD) 12/€ (8'%) T/t (€£'8) TI/1 ("L 60€/€T (r°L) €6€/6T uo paxmbar usym
60 12/0 4700 (Af\ (9°0) 60€/T (5°0) €6£/T Ao sAepireg uo
60 8'v) 12/1 (€v1) TH/9 10 (T'Y) 60€/E1 (1°5) €6€/0T Aireq
:sKeproy/spuajaam uo Adersyy
3rup swsned-ur inoe jo uuoyuowr jJo Asusnbarg
60 8'v) 12/1 D) T/t (AY[) (T°S) 80€/91 (9°v) T6€/81 Apusnbayy ssa] 10 Apfaam
60 8y 121 (5°6) T/t (€€g) TI/Y (S'v) 80E/P1 (6°S) T6E/ET AP{aam uetp arow nq A[iep uelp ssI|
(o1 6 6 (¥°06) 12/61 (1°88) Ty/LE (L99) Z1/8 (€°06) 80€/8LT (5°68) T6E/1SE Areq
:sfepyaom uo Aderop
8rup syusned-ur Anoe Jo Jupoiuow jJo Kousnbarg
(rimet CRIR A (4700 T1/0 (T°5) 60€/91 (9°v) £6£/81 Aoewreqd S Ut pue prem 3y uQ
60 12/0 wi0 (€'8) TI/1 (£°27) 60€/L (2) €6£/8 Aseuureyd s uj
(6'88) 6 8 (z's6) 12/0T (oom) zv/Ty (L'16) T/ (9°76) 60€/98C (b°€6) €6£/L9€ pIem 3y uQ
:90ejd Yoo Aderayp Sup
siuaned-ur 31noe Jo STLOITOW YOIgm I8 UONEIO]
(oon) zz (0°s6) 0T/61 (6°78) S€/62 (¥°1L) $1/01 (8°56) ¥9T/€ST (b'€6) SEE/ETE yswsned Keis-8uo]
(001) 6/6 (€°16) €2/1T (€°€6) Sh/Ty (L's8) ¥1/21 (S°L6) BIE/0IE (€°96) 60P/¥6E siuaned andy 110§ UOISIAOI]
¢SVHS S puepioog puela1] ‘N puejdug AN v

wopsury paup sy Jo sued yua1ay31p 01 SuIpioooe Juuoiuow Weyd uonedipsw Juipiaocid ssroeuueyd [endsoy ,(%) Isqumy

Supoyuow Aderayy Srup usned-ug

* sanewreyd [ejdsoy 3d1a1ag yj[ea [euopeN wop3ury paju) ul Suropuow Adessy) 3nap jo uojsiacag

'S 3qelL



*$9191[0d [01JUOD UONIIJUI STIOLIBA ‘UO IJIAPE JO UOISIACI] PUB ‘JO UONEIID Y YIM SJUBISISSE Papn|ou] .
*$31B1030311p [eOTUI]D pey s[eadsoy Jo (% p°L9) vIv/6LT ATUO "S[eNdsoy SHN M UIPIM SITUN JUSWSTEUBW 30IN0SII S e SIABIOIIAIIP (B :

199 4

£q 01 papadde a1am sisanbar K1euuIoy-uou Jo %00 Ue Iomdy Jey Juesw Arefnuuoy sy jo uonesyddy ‘Arejnuuo e pey spendsoy Jo (% $°T8) SIv THE
soanruruIod yons pey srendsoy Jo (%z°L8) $1v/19€ Auo - ssanunno)) sunadersy] pue Snug

‘eyep Zurssiw 0y anp APYSiys AreA safeiussiag

O~

{Koeunreyd

o .

NN

‘sspuomny esy [erdads

-

‘e

asuodsar % 6°68 "paplaord axam ‘£(ddns Srup 0) uONIPpE UT ‘s301AISS pue SInoY Supjiom [euuiou Fuump jussaid sem isoeuueyd g a1oym seroemreyd redsoy 1

19 3[qe L, 03 SION

Tmert 0Z/0 (F's1) 6£/9 aovin (T'S) 60€/91 (1'9) 16€/vT (S3OIAISS [0XIU0d BORdRJuUL Uy uonedionied

W'vp) 6 v (9°€9) TT/¥1 (8'99) ¥¥/ST (T'69) €1/6 (6°65) 60€/581 (L'65) L6EILET SUONEN[BAJ
uoz_uo.a Mau =_ pasn GOZ«E&O&E Jo :cmw_>o.-n~

'vp) 6 ¥ (8°18) Tz/81 (S°6L) vy/SE 9'¥8) €1/11 (T'1L) 60€/022 (S'TL) L6E/S]T STOISIOp Are[nuuioj
wﬁme 5 QOm: ﬂomuuﬁﬁo.«zm Jo :o_m_>o._m

®LL)6L (z'89) TT/ST (L'TL) vhiZe (T'69) €1/6 (¥°SL) 60€/€€T (9'¥L) L6£/96T sapdrod guiquosaid
wcﬁ«o.—o ﬂm vowﬁ domuﬂauo.«:m wo =ommm>o.~m

(6'88) 6 8 (8°18) TT/81 (§°56) ity (€'26) €1/21 (9°06) 60€/08T (L°06) L6E/09E Jyeis readsoy 0y
28N mav uo noz«ﬂﬂeﬁ [eroueuy jo UoISIAOId
(L's8) L9 wv9) L1/11 0°09) p1/L (L'99) 9/ (1°59) SET/EST (6'v9) 6LT/181 ¢SIIBIOIDAIP [EDMI[D O IIAPE JO UOISIAOI]
(€€ gt (0°s6) 02/61 (L°69) ££/€T (S'¥S) 11/9 ($°26) 997/9%T (9°88) €€€/S6T sw3sks Arejnuuoy e jo uonesyddy
(oo1) L ¢ (oo1) 12/12 (L'16) 9¢/€€ (0o1) 01/01 (9'96) L9T/8ST (S°96) 1v€/6T€ sdunsour ,J 1 Ut uonedionred Isioeureqqd

60 (€v) eTn (8°9) ¥p/E &'12) v1/€ (0°8) ¥Z€/9T (8) v1v/EE sispoewreyd [y

r'vp) 6 ¥ (€°8L) €7/81 (0'SL) vy/ce 6T ¥1/9 (1°00) ¥zTEILTT (9°69) ¥14/887 sisoeuueyd swog
spunox prem ut uonedionred isioeuLreyq

SYHS SI[EM pueI0g pueaI] ‘N puejdug ANy
wopsury pairuf) oy Jo sued Juan3x1p 03 Jup10doe L11anoce Yoes ur Sunedionred saroeuwreqd [edsoy (%) JoqumN Ananoy
*JUILLISSISSV
pue uopejuswalduwy ‘uoyeasd Ldijod Snap enpdsoy uy ssewreyd repdsoy 2d1a198 Yy [euoneN wopsury panup £q uopedppreg ‘9 JqeL



‘o103 asuodsal ¢,6'68 "paptacid ayom ‘A1ddns Srup o) uonippe Ul ‘s01AI9s puk sinoy Suryiom Jeunou Sunnp 1udsdd sem isioeuLEyd ® AISYM sBULEBYd [eldsOl .

9sh

'S3SINU pue s1000p ‘sisioeunteyd uetfy Y0 sjeuoissajoid yiesy

‘sqnp rewanof ‘ojdusexs Jog

$90URNDG JO SINSB

sonuoynIny IS [e1dads

‘e1ep Suissrw 03 anp Apyds Liea soFmusoisg

—n i O

L dlqe ], 0} SSION

(T'T0) 6/T (1°92) €2/9 (L'9) sv/E €y vz WS STENS (r°S1) 91p/¥9 sS[euoIssajoid 3160
yIeay [endsoy IO 0§ UOReINPS JO UOISIACI]
6/0 €2/0 (L'9) sp/E v1/0 (€'v) STEIVT (1'v) 91¥/L1 SIUSPMIS [ESIPSW JOJ UOHEONPI JO UOISIAOI]
(I'11) 6/1 (€¥) €z (6°8) sv/¥ (T°0) ¥1/1 (T'9) STE/OT (S°9) 91¥/LT $I0300p JOJ UONEONP3 JO UOISIAOI]
(6'88) 6/8  (6°09) €T/bl  (TT9) Sp/8T (98D /b (S°S9) STE/EIT (T'¥9) 91¥/L9T (sesmu
JUSPIIS PUB) SISINU JOJ WONBINPS JO UOISIACI]

(0°08) S/¥ @) LuL (65D LT/L 1) LIS (€°1¥) STTIEG (E°1¥) 18T/911 Teusiewr pauLid Jo uONEUNUISSIQ
(0'09) s/€ (rew) Ly (1'sy) LUEn (9°82) LIT (0°0¥) sTT/06 (€°1¥) 18T/911 sMm31Aa1 333d Jnopim uoneonps dnoxn
(0°09) S/€ (8'85) L1/01  (0°LE) LT/O1 (1°L8) L1y (6°8Y) STT/OTT (8'8Y) 18T/LET M31A3l 302d Buisn Suryoes]
0°08) S ¥ @ Lyl vy) L (1°29) Ly (8°LS) STT/OET (6°5S) 18Z/LST 3sun0d Aoeuwreyd [edSTUI[d SNOY-U]
(001) S/8 (9'oL) Lzt (9°5S) LT/ST (987) iz (8°19) STT/6EL (9°19) 18T/ELT Bumren s[pis [eowID
(001) S/ () L/g  Wov) LY1L (6°Tp) LIt (9°59) sTT/sTL (1'¥S) 182/2S1 s3rup Jo asn [edmI]d uo Suiyoes dnorn
:j3e1s Koeuwreyd 03 papraosd woneonps jo sadfj

$/0 L1/0 (L99) LT/81 (672h) LIE (6°87) STT/S9 (9'0¢) 182/98 WS B 01 SUIpE3] UonEINp3 JO UOISIACL]

(001) /8 (T'v6) L1/9T  (9°SS) LT/ST w1 us  (8°LL) STTSLL (6'9L) 182/912 ewio[di € 0} Suipes| WoNedInp3 JO UOISIACIJ
(9°59) 6/S 6ev) gLt (009) sviLe  (0°0S) vI/L  (6°69) TTE/STT (0°89) €1¥/18T Jyers Aoeuwreyd Joy UONEONP3 JO UOISIACIJ
(€°€€) 6/€ w9e) Tz (B IE) vhivl  (S'8E) €IS  (£°¥) 60E/LEL (1'TP) L6EILIT siuaped 10 [euarew [EuonEONpY
(1°11) 6/1 9enzzie  (0°SD vp/1L (Lo et (€°¥2) 60€/SL (6°22) L6E/16 s[euorssajoid [erdsoy-uou Joj [eu3lew [euonedNpy
(T'T06/T oos)zznit W vz (e /e (0°9%) 60€/THT (1°S¥) L6E/6LT Jyeis [endsoq 10 reLarew [euoneonpy
(6°88) 6/8 @18 zusr (B 18) vp/9€  (9°¥8) E/IT  (E°LL) 60€E/6€T (9'8L) L6E/TIE 3sn nup UO WONBULIOJUT [EIMUI)
:papiaoid woneurojul jo sad£ ],
(001) 6/6 (oo1) 01/01  (£°68) 82/ST (001) 8/8 (8°96) 061/¥81 (€'96) SHT/9€T (shstoeuwreyd DIQ Pa1edIPap JO 32U3saId
(001) 6/6 (Sep) €0t (9°€9) ¥/8T  (1'LS) v1/8  (T°6S) 12€/061 (9°65) 11¥/5¥T (D1Q) 311u3> voneuuoyur FrUp AIS-UQ

¢SVHS safem puepods puejaI] "N puejdug AN v
wop3ury

paiun 3y jo sued JusIapyIp 01 Buipiodoe Kifioey/a01Aas yoea Surpiaoxd seroeuwreyd reddsoy (%) Jequmy

£npoeg/a01A19§

*saneweyd [endsoy 3d7a19G YI[eay [euoijeN wopSuly pajun) ul Jjess [epdsoy Joj uoIJEINPI PuUB UOHJBULIOJU] JO UOISIACI]

"L 31q8L



LSY

*9JIAISS SANIPPY SNOUIABRIU] [eNIUI) 'L
‘eI1Sad[euy pIjjonNu0)) ualed ‘9
‘uonmInN [eIauaIed (8101 S
:(1pne reorun[o) Areuridiosipnnu
3q Aew ) 10 (npne Loeuureyd) sisioeuwreyd 10 (yipne [eo1pswr) s10300p ‘aajoaur Apueurwopaid pue ‘Aq pa] aq Lewr 3] “K11Anoe aouensse Ajiend e st pny b
‘sapuopny PesH [e1dads €
‘erep Suissiw 01 anp Apydifs Area sadeusdiag Z
‘a1ex asuodsar %,6°68 Papiaoad a1om ‘A(ddns Srup 03 wonIppe Ul ‘s301A19s pue smoy Junjrom feunrou Suump jussaid sem isroeaueyd e aasym ssprureyd reidsoy 1
ig 3qBL 0} SANON
(€°€€) 6/€ (6°01) 26 (r°9$) 6€/TT (T 6T (1"¥€) TOE/E0T ($'9€) 18€/6€1 (SVAID JO uoisiaoig
6/0 8v) 171 (S°61) 19/8 o emn (L) TIE/ET (€°8) 96€/€€ 1onuod ured uo 39(ApE JO UOISIAGI]
(I°11) 6/1 (8°€7) 12/S (0°61) Tv/8 (9°82) ¥i/p (1's1) 81€/8% (£°971) ¥0¥/99 1) PUNOM UO 3OIADE JO UOISIAOI]
6/0 @) 1271 (s°01) 8¢/¥ 710 'y) L6TIET (8'%) LLE/ST JOXUOS UONEINFLOINUE JO UOISIACI]
6/0 (0°02) 0T/ (T'90) v/l (€L 11/¢ (8°07) T1€/S9 (1'17) v6E/€8 Bunoymow rup snnadersip jo uolsiaoig
8/0 (6°0v) TT/6 (500 6¢/8 €9z (L €1) LOE/TY ($°ST) 88€/09 sures) 3y Dd ul uonedidnied
(1'11) 6/1 (v°0€) €T/L (S°zv) op/LY (XA XAV (€07 STE/Y9 (I"€7) 66€/26 sures) Aderapoursyd 91x01045 ut uonedionred
(s°T1) 8/1 (S e¥) €2/01 (1°L8) Tv1ve (0'sa) /e (S'vE) 91€/601 (9°9€) 10¥/LY1 surea) (Nd.L ur uonedionred
(oo1) 6/6 (L'se) €Tz (6'88) shiob  (9'¥8) E1/11  (€°T6) £TE/86T (z6) €1¥/08€ sew [edtud Joy uoddns jo uoisiA0ld
8/0 (16) TTT (€°6) €p/1v avvin (6'9) L1€/TT (L) vov/6T BIpne [esrulfd ur uonedionred
(0'sD) 8/ (9°€l) TTUE (€°€7) €v/01 (980 v1/v (1'87) L1€/68 (L"927) ¥0¥/801 A1pne Aoeuureyd jo asuewI0jIad
£/0 (0°sL) 8/9 (ILv) L1/8 (0°09) s/€ (6°9%) LY1/69 (8°L¥) 081/98 ss2001d Suiquosaid uy swia[qoid uo uoneULIOJU]
(001) /¥ (§°29) 8/8 (z'€9) 61/21 (0°08) S/¥ (0°09) 0S1/06 (8°19) 981/ST1 saprjod 3uiqrasaid 0) 33UAISYPE UO UONEULIOJU]
(001) v/ (0°SL) 8/9 (°89) 61/€1 (oo1) /8 (£°69) TS1/901 (E'1L) 88I/¥ET sapyjod Buiquosaid o uoneald yim djoy
(oo1) s/§ (001) 8/8 (0°sL) 0z/ST (oom) s/8 ($°58) 6S1/9€1 (8°58) L61/691 3sn Frup UO BONEBULIOJUT [eloUBUL]
:,JIpne [eoIpatl 0 UonuNqLIUOd Jo sadA L
(9°59) 6/§ (v°9¢€) TT/8 (L'Ly) vp/1T (Lse) v1/s  (F15) 12€/591 (8°6¥%) 0TH/¥0T ,#IPNE [BJIP3UI 03 UOHNQLIUOD
(9°59) 6/8 Sy W) spiiz s vis  (b6€) TTE/LTL (E°1¥) TIY/OLT Yoreasar 3ouded jo 1onpuo)
¢SVHS Salem puepioog puea] ‘N puejdug AN IV
wopIury

paup) 3@ Jo sued Juasapyp 01 Surp10ode A3ANOE/301AISS Yoes Surpiaoxd saoeuureyd rendsoy (%) IsqunN

£11AN0y /301A198

*s01AI9s Kdewrreyd peswurp Jayjo
puB swed) Arsuydsipynpy ‘Sl [l ‘Npny ‘yoreasay ul soweuwnreyd [eydsoy a01atag Y)[eal [BUOHEN WOpPSUlY PIyu[) JO JUSWIA[OAU]

‘8 IqEL



‘9103 dsuodsal ¢6°68 ‘popiacid asam ‘Aiddns 3nip o1 uonppe UL ‘s901AI9S pue sinoy Suryiom [ewou Suwnp 1wIsaad sem isioeuneyd e udYm soeueyd [endsolf
‘satedwoos [ponnaoruaeyd Jo Jisyaq uo [Puuosiad [endsoy £q paronpuoo ‘anusoninw Kpuanbayy ‘sieu]
‘fendsoy sy ui paronpuos pue jauuosiad [eidsoy £q pastuedio sjeu], :

8SP

—elen

‘sonuoyINY YIedY [eoods

6 2IqBL 0} S90N

(8LL)L (0'18) LI (0°sL) o€ (9°€9) L Lz oz (£'€L) LLT Buuoyuow 3suerdwo)
(688) 8 (T's6) 0T (s°26) LE (LzL) 8 (z'68) §9T (v°68) 8€€ Aress30au 31 USY0Iq % PIAY SPOD WONESIUOpUEY
(001) 6 (L°s8) 81 (§°26) LE (8°18) 6 (€°€6) LLT (9°26) 0S¢ Auedmod 3rup yim Suisrer]
(6'88) 8 (5°06) 61 (S°L6) 6€ (L) 8 (€°L6) 68T (0"96) €9¢ 3u1dasy-p1oooy
(001) 6 (00D 12 (S°L6) 6€ (8°18) 6 (L'86) €67 (1°86) 1LE 8up Fursuadsiq
(b'vp) ¥ (9'82) 9 (§°Tp) L1 (°9¢€) ¥ (6°57) LL (9°82) 801 somId 03 3rup Fuik[ddng
(L'99) 9 (s6) T (0's7) 01 (e 1 @120 €9 (L17) T8 3rup jo wiSeyoed
(rimt (9°Ly) 01 000 8 0 (¥°s€) so1 (8°T€) ¥T1 39NTUIWOD SIIYI3 UO 3[0T 3AUIY
(9°6S) § 6°Tp) 6 (0°2) 01 9g) ¥ (1) €21 (6°6€) 18T SINSST [BONRI JO JUSWISSISSY
(9°59) § (8€0) ¢ st 6 (re) 1 (9°0¢) 16 ¥°67) 111 £10)eS [B1) JO JUSWISSISSY
(9°69) § (€ee) L (§°ze) €1 @Tsne (€¥E) 201 (1'v€) 621 u3[s3p [eL JO USWSSISSY
:,S[er} paosuods Aueduwod Sniqg
(6°88) 8 r'z8) 11 (S°Ly) 61 (r°9€) ¥ 6€) LIT (129) 651 Sunoymow ouerdwo)
(001) 6 'z8) 11 (0°09) ¥T (§'¥8) 9 (S'vS) 291 (1'99) Z1T A1ess300u J1 Ua)0Iq 2 PI3Y S3POd UONESIWOPUEY
(001) 6 WTs) 11 (§°79) ST S¥S) 9 (9°L5) 1L1 (L°8S) T2 8urdaay-prosay
(001) 6 (£°99) 1 (0°0L) 8T (LzL) 8 (9°09) 081 (T'€9) 6£2 3rup 3uisuadsiq
(CR2284 (€€e) L (FrARA (€L € (s 9¥ (88D 1L somtpo 01 3rup Suikddng
(6'88) 8 6°Th) 6 (§°T9) 12T (b'9€) v (L6€) 811 (€°Tp) 091 wp jo 3uideyoed
(001) 6 6T 6 (s7zh) L1 (9°€9) L W) 1 (S°0p) €51 siuaped Jo uonesiwopuey
(9°6) § 6T 6 (s°ze) €1 (b'9€) ¥ (9°1€) v6 (1°¢€) sT1 ug1sap [030101g
(£€e) € 061 ¥ (0°0¢) 21 (T8Nt (§'02) 19 (L1728 8rup jo uone[nULIO]
(959) ¢ (S6) T sT06 (€L € (9°€7) 0L (S°€7) 68 £oeoyye pue £1o)es Jrup JO JUSWSSISSY
(£99) 9 8¢ s (s°Lg) ST (€L e 0°1€) 26 (0°ze) 121 ug1sap [ewn jo Suruueld/;uawssISSY
3, s[ew asnoy-ug
(6=u) (1z=1) (op=n) (r=uw (Lez=w) (8Lg=1u)
SVYHS safem puepods pue] ‘N puejgug AN v

wop3ury panun 3y Jo sued WAIIYIP Ul 301A13s Yoea Juipiaoid saroeuureyd feindsoy (%) JoqumN

CRIINEIN

pewreyd

[endsoy 3d1a19g Yjjeay [BuoneN wopsury] pajun £q sjeln [edwip pasosuods Kuedwod Snip pue asnoy-uy Joj papiaoxd tonmﬂ” Jo sad{j, *6 dIqBL



(194

*3[qe) SIY) O) $330U00§ 10§ 09 28ed 29§

- (€L 11/¢ (L'99) £/T - (0°08) 0¢/s1 (S°sv) v¥/0T y,Saned-no
- (€°LD) 11/g (L'99) €/T - (0'ov) og/z1 (9°8¢€) vy/LI ,Saned-Aeq
- (oo1) 11/11 (oo1) €/¢ - (001) 0€/0€ (oo1) vv/vy yStuaned-uj :0) UOISIAOI]
L0 (S'¥8) zuTl (6°L) 8¢/€ T1/0 (8°01) 88T/1¢€ (S°Z1) L9E/9F swds NSO
Y 01 ﬂo_:vvm ut oEo:Um M:fo:ﬁca AJqV ue jo :o_:&oao
(L'99) € ¢ Lwv9) Li/11 (1°LS) ¥1/8 €/0 (8°%S) SE1/PL (z'5S) TL1/S6 pa19]dwod ;pIed MO[[IX
(L'99) €2 (1°¥6) L1/91 1) v1/01 (oo1) €/€ (6°1L) SEI/L6 'vL) TLL/8TY 10300p 03 USAIZ ;PIED MO[[IX $INSUD IIAISS
(L'99) € ¢ ¥'62) L1/S (L9n) 71z 0°08) T/1 (€'¥S) LT1/69 (1°6%) 191/6L ySwaned-no
(cee) el (€°5¢) L1/9 (0's2) T1/€ (0°09) /1 9°6%) LT1/€9 0°9%) 191/¥L ,Suaned-Aeq
(oo1) € € (oor1) L1/L1 (oo1) Z1/21 (0o1) 2/ (Z°66) LT1/921 (¥°66) 191/091 ySwaned-ug 10} uoIsIA0Id
(S'Le) s ¢ 6°€L) €T/L1 (6°0v) v¥/81 @1 vi/e  (6°SP) 81€/9P1 (6°SY) LOY/L8Y swayos Sunouow (YAV) uondesy Sni( 3sIApY
(INSD) SuIdIpsy Jo K1syes Jo adnmnuo) 3y Jo uonesxdp
10 (001) €/€ (S'sv) 11/8 1/0 (T'79) 28/1S (Z°09) 86/6S y,Swaned-no
10 £/0 #'9¢) 11/v 1/0 (€'81) T8/S1 (p'61) 86/61 ,Swaned-Aeq
oo 11 €/0 #9¢) 11/v (oo1) 1/1 (€°627) T8/¥T (9°0¢) 86/0€ ySuaped-uj :0) uoisiAo1d
T61 9°€1) TT/E (9°67) €p/11 e emn (1°L2) p1€/58 (¥°s2) 10p/201 uonedNps Jusned
oon g¢ (L'99) s1/01 (€£°€S) 0€/91 (€€€) 9/2 (Z°59) ¥81/021 (¥°£9) 8€Z/1ST ,Saned-1nQ
€0 °op) S1/9 (0°02) 0£/9 (€€€) 9/2 (9°€1) ¥81/ST (F91) 8€Z/6€ ,Swaned-Leq
€0 (€°¢L) S1/11 (L'98) 0€£/92 (L'99) 9/% (5°89) ¥81/921 (Z'0L) 8€T/L91 ySuaned-uj 10} UOISIAOI]
(€ee)6¢€ (LTL) TT/91 pL) eb/Ze @9 €1/9 (6°8S) 61€/881 (€°09) 90¥/S+T Bury[3sunod uonesIpaw e
oon 11 6/0 (1'6) 22T $/0 (€°L) v91/21 (S°L) 00T/ST ,Suaned-mQ
10 (€°€€) 6/€ (6°0v) TT/6 0°s2) ¥/1 (S°91) ¥91/LT (0°02) 00Z/0¥ ,Sened-Leq
oo 11 (8°LL) 6/L (¥'98) TT/61 (0'sL) ¥/ (L's6) ¥91/LST (S°€6) 00Z/L81 ySaned-ug 10} UOISIACI]
(€€ 6 € 6°0v) TT/6 (€°29) vp/€T @08 iy (L'1S) 61€/591 (1°08) LOY/¥0T (SAWYDS UONEBIIPIW-J[3S
- (€€e) en 0°sD 91/v 7/0 (9°S1) Sp/L (Z'81) 99/21 ySiuaned-nQ
- €/0 sz 91z T/0 (€°€1) SP/9 (1°21) 99/8 y,Suaned-Leq
- (L'99) €/T (S°L®) 91/¥1 (001) 2/ (b'v8) Sh/8E (8°¥8) 99/95 ySaned-u] 10} UOISIAOI]
60 (9°¢1) TT/E (9°6€) Sp/91 s €1/ &v1) 0TE/9P (#'91) 60t/L9 :3unye1-A103SIY UONEBIIPIW JUINE
SYHS S3EM pueods puepas ‘N puejsug ANV

wopdury paiun) 3y Jo sued ISP Ul 321A13s Y3 Suipiaoid saroeunreyd [eidsoy (%) Jaqumy

301A198

+ saneurieyd reydsoy 3d1aIdg YI[edH [euoiieN wopSury] pajur) £q papiaoid saiAIS pajejudLIo-judned

01 3198l



09y

‘uuoj urodar wonoess Snup SI19APY .
{SAWSYIS UOLRIISTUIUIPE-J[3S SB UMOUY OS[y :

usunean JO MaITAdI/sisouserp
SAISBAUI-UOU JOJ pusne sjuaneding ‘pannupe A[Jeuuou jou aIe ing jusunean/ampadoid e 1oj puane siusned Aeq [endsoy 01 paniwpe uasq dAey siuaned-u| K
‘sspuoyIny PIesy [erdsds ‘€

‘uonsanb s Jo uonass-qns sy1eds o 03 papuodsal

E_uuomtomoﬁwEEZEmBm:ouBE::o::o8«motowo:woﬁocmnEou&tvSaomm?oaoo_towu8mommﬁoﬁom.S«vwﬁmw_ﬁ9o:ﬂbﬁm:mbgmomsﬁobm .N
.ﬁ
Z

w \O

‘318 3su0dsar % 6°68 "papraoid a1am ‘Addns Snip 03 wonIppe Ul ‘s301AI3S pue sImoy Sunjrom Jeuiou Suunp jusssid sem isroewreyd e aogm soroeuureyd [endsoy
01 3198 03 S9%0



Table 11. Services used in calculating the Total Service Score'.

Provision of drug therapy monitoring for acute patients
Provision of drug therapy monitoring for long-stay patients’
Residency®

Participation by some pharmacists in medical ward rounds
Participation in Drug and Therapeutic Committee meetings*
Application of a formulary system®

Provision of advice to clinical directorates®

Participation in infection control services’

On-site drug information centre

Provision of education for pharmacy staff

Provision of education for nurses (and student nurses)
Provision of education for doctors

Provision of education for other hospital staff®

Conduct of practice research

Contribution to medical audit’

Performance of pharmacy audit’

Participation in clinical audit’

Provision of support for clinical trials

Pharmacist involvement in total parenteral nutrition teams
Pharmacist involvement in cytotoxic chemotherapy teams
Pharmacist involvement in patient controlled analgesia teams
Provision of therapeutic drug monitoring

Provision of anticoagulation control

Provision of advice on wound care

Provision of advice on pain control

Provision of a central intravenous additive service

Patient medication history-taking (all patients)

Provision of self-medication schemes

Provision of patient medication counselling

Provision of patient education

Operation of the CSM ADR!' monitoring scheme
Operation of an additional ADR monitoring scheme'!

Notes to Table 11:

o 00

10.
11.

Each service was allocated a score of 1 if provided and 0 if not;

Not all hospitals had long-stay patients;

Resident pharmacists usually provide an on-site emergency pharmacy supply and advisory
service. They work alone but may be supported and advised by pharmacy staff at home;
361/414 (87.2%) of hospitals had a Drug & Therapeutics Committee;

342/415 (82.4%) of hospitals had a formulary. Application of the formulary meant that fewer
than 100% of requests for non-formulary products were acceded to by pharmacy;

Clinical directorates are the resource management units within UK NHS hospitals. 279/414
(67.4%) of hospitals had clinical directorates;

Included assistance with the creation of, and provision of advice on, various infection control
policies;

Other than pharmacists, doctors and nurses;

Audit is a quality assurance activity. It may be led by, and predominantly involve, doctors
(medical audit) or pharmacists (pharmacy audit) or it may be multidisciplinary (clinical audit);
Also known as self-administration schemes;

Committee of Safety of Medicines (CSM) adverse drug reaction (ADR) monitoring scheme and
adverse drug reaction monitoring schemes in addition to the CSM scheme.
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Table 12. Results of a Rasch analysis' for 33 Clinical Pharmacy Services in United Kingdom
National Health Service Hospitals®.

Service Raw Rasch Standard
scores'  scores'  error'

Provision of drug therapy monitoring for acute patients 329 4,572 0.300
Provision of support for clinical trials 319 -3.853  0.228
Participation in Drug and Therapeutic Committee meetings 282 -2.574  0.155
Participation by some pharmacists in medical ward rounds 268 2.261 0.144
Application of a formulary system® 256 -2.024 0.138
Provision of drug therapy monitoring for long-stay patients* 255 2.006 0.137
Provision of education for pharmacy staff 244 -1.807 0.133
Provision of education for nurses (and student nurses) 225 -1.492  0.127
On-site drug information centre 222 -1.445 0.127
Patient medication counselling 211 -1.276  0.125
Contribution to medical audit’® 181 -0.835 0.122
Provision of self-medication schemes® 170 -0.678  0.121
Operation of the CSM ADR’ monitoring scheme 158 -0.507 0.122
Provision of advice to clinical directorates® 152 0.421 0.122
Conduct of practice research 147 -0.348 0.122
Pharmacist involvement in total parenteral nutrition teams 126 -0.038 0.125
Provision of a central intravenous additive service 117 0.100 0.127
Performance of pharmacy audit® 96 0.442 0.133
Provision of patient education 95 0.459 0.133
Pharmacist involvement in cytotoxic chemotherapy teams 83 0.674  0.138
Provision of therapeutic drug monitoring 75 0.828 0.142
Provision of patient medication history-taking 56 1.244 0.157
Pharmacist involvement in patient controlled analgesia teams 55 1.268 0.158
Provision of education for other hospital health professionals’ 52 1.344 0.161
Provision of advice on wound care 52 1.344 0.161
Operation of an additional ADR monitoring scheme’ 41 1.654 0.176
Residency service'® 37 1.784  0.183
Provision of advice on pain control 31 2.002 0.197
Participation in clinical audit® 25 2.258 0.215
Provision of education for doctors 22 2.407 0.226
Participation in infection control services'! 19 2.575 0.241
Provision of an anticoagulation control service 15 2.840 0.267
Provision of education for medical students 14 2916 0.275

Notes to Table 12:

1. Rasch analysis is described in the methods (Chapter II);

2. Hospital pharmacies where a pharmacist was present during normal working hours and services, in addition to drug

supply, were provided. The response rate was 89.9%;

342/415 (82.4%) of hospitals had a formulary. Application of the formulary meant that fewer than 100% of requests

for non-formulary products were acceded to by pharmacy;

Not all hospitals had long-stay patients;

Audit is a quality assurance activity. It may be led by, and predominantly involve, doctors (medical audit) or

pharmacists (pharmacy audit) or it may be multidisciplinary (clinical audit);

Also known as self-administration schemes;

Commitiee of Safety of Medicines (CSM) adverse drug reaction (ADR) monitoring scheme and ADR monitoring

schemes in addition to the CSM scheme;

Resource management units in some (279/414, 67.4%) UK NHS hospitals;

Health professionals other than pharmacists, doctors and nurses;

Resident pharmacists usually provide an on-site emergency pharmacy supply and advisory service. They work alone

but may be supported and advised by pharmacy staff at home;

11. Understood by respondents to include assistance with the creation of, and provision of advice on, various infection
control policies.
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This appendix contains an annotated bibliography of the evaluative literature on UK NHS hospital
clinical pharmacy servcies. The numbering of the references is consistent with that used in the
References section of the thesis. This has resulted in the appearance of artificial gaps in the following
bibliography.

19. Vere DW. Errors of Complex Prescribing. Lancet 1965;i:370-3.
Descriptive study:
This paper outlined the incidence of errors in drug administration at a London hospital. It was
probably the first needs assessment for prescription monitoring in hospital.

22, Hill PA and Wigmore HM. Measurement and control of drug-administration incidents. Lancet
1967;i:671-4.
Descriptive report:
This paper described the changes in error rates following the introduction of the new
prescription charts at the London Hospital. Use of a ward pharmacist and a new style drug
chart reduced error rates. It was suggested that a pharmacist should be sent to the wards to
initiate drug supply. The authors asserted that a pharmaceutical service would "provide a
consultancy service at the point of prescribing”.

24, Sykes CH and Oakes AEM. Drug administration at the London hospital. Pharm J
1968;200:117-8.
Descriptive report:
This paper described a new drug prescription chart brought into use at the London hospital
following multidisciplinary committee activity to reduce drug administration error. Pharmacists
went on the wards and spent 83% of their time monitoring prescriptions and 14% in
consultation and discussion with medical and nursing staff.

46. Brown AW, Barrett CW and Herxheimer A. Hospital Pharmacy Committees in England: Their
structure, function and development. Br Med J 1975;270:323-5.
Descriptive study:
A survey of 150 (80% response rate) chief and group chief pharmacists in England found that
70 worked in hospitals with a committee that dealt with drugs and related matters. 72% of
teaching hospitals, as opposed to 30% of others, had such committees. The first committee was
set up in 1948. The numbers increased steadily until 1968 and then more rapidly. Only one
committee did not include a pharmacist and all were multidisciplinary.

47. George CF and Hands DE. Drug and Therapeutic Committees and information pharmacy
services: the United Kingdom. World Development 1983;11:229-36.
Descriptive study:
This paper described the origins of multidisciplinary drug and therapeutic committees (DTCs)
and the drug information service in the United Kingdom (UK). A census survey of district
health authorities and boards in the UK revealed that 198 had DTCs. These were usually
comprised of doctors, nurses and pharmacists. The average number of members was 9 (range
2-23). Data from the 150 respondents that provided DTC membership details showed that a
total of 629 consultants, 277 hospital pharmacists, 108 nurses, 91 administration personnel, 54
junior doctors and 41 general practitioners sat on committees. Their terms of reference varied
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48.

49.

50.

widely. One hundred and thirty one respondents provided details on DTC terms of reference.
These were to develop drug policy (106), achieve economy (86) and promote safety of drug
use (65), to provide information on drug costs and efficacy (31), to monitor the use of and
expenditure on drugs (30) and to provide information on new drugs (27). The savings achieved
by formularies at two sites were quoted. Formularies were also considered to be educational
tools. The development of the Wessex drug information centre (DIC) in 1976 was described. It
handled 2600 queries in 1981. Queries were received from consultants (9.3 %), junior doctors
(24.7%), general practitioners (5.7 %), hospital pharmacists (37 %), community pharmacists
(3%), hospital nurses (11%) and community nurses (1%). The commonest topics on which
inquiries were received were drug administration (15.8%), indication/choice (15.8 %), adverse
effects (14.5%), identification (11.8%) and availability/supply (10.4%). The sources of
information that were used by the DIC and its other activities in producing bulletins were
described as was the national network of pharmacy information services in Britain.

Middlebrook MJ. The use of hospital formularies in the UK. Br J Pharmaceutical Practice
1979;1(8):12-3,16-7, 20-25.

Descriptive study:

A survey of 42 hospitals in the UK found that many had developed (12) or were in the process
of developing (8) drug formularies, prescribing guidelines or policies for the introduction of
new drugs. Some had started this work as early as 1970. Hospitals stated that the purpose of
the formulary was cost reduction (10), education of prescribers (10), facilitation of rational
prescribing (10) and drug selection. Formularies were updated as frequently as every 3 months
but, more commonly, over longer periods. Of the 13 hospitals that provided information on
compliance with formulary recommendations, 9 said that this was in excess of 60%.

Ridley H. Drugs of choice: a report on drug formularies used in NHS hospitals. London:
Social Audit, 1986.

Descriptive study:

This publication provided details of the results of a telephone survey of district health
authorities (DHA) in 1985. The response rate was 83%. Seventy five (36%) had formularies
that extended to all hospitals in the DHA and covered all or most drug categories. The DHA
placed some restrictions on prescribing in 48 (23%) cases and 32 DHAs (15%) had no
formulary.

Calder G, Davies JS, McNulty H and Smith JC. Drug information network in the United
Kingdom National Health Service. Am J Hosp Pharm 1981;38:663-6.

Descriptive report:

The national drug information network was described in this paper. Various government
reports that supported the provision of drug information were outlined. Specialist centres were
named and the many activities supported by the national network were described, such as the
production of bulletins, literature abstracting, the transfer of information, the education and
training of staff, and the setting up of an annual conference to exchange ideas. The sources of
information queries at the various centres were enumerated. There was a rise in the use of the
centres by doctors over the years 1976-9 and a fall in their use by hospital, but not community,
pharmacists. The variation in the types and distribution of queries between centres was
described.
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S1.

52.

53.

Foster JHS. Postgraduate education for clinical pharmacy. Proceedings of the Guild 1977;3:1
29.

Report:

This report was a comprehensive review of the training needs in clinical pharmacy and an
effort to predict future needs based on current practice developments. The author described the
development of training programmes in the United States (USA) and in the UK and made
general recommendations for the UK, where the practice of clinical pharmacy had not
developed to the same extent as in the USA. He enumerated the available courses in the UK
which comprised nine MSc courses in hospital or clinical pharmacy. These were mainly
university based and an interview study of recent graduates indicated general satisfaction with
the courses. Participants suggested that greater clinical involvement was needed, such as could
be provided by a clinical residency period. He concluded by stating that, at the time, the
courses that were available were inadequate to fulfil training needs. He felt that new
developments should include the use of clinical pharmacists, currently in practice, to teach
skills to participants and become role models for them. A residency programm, such as was
common in the USA, would be desirable.

Goldberg LA and Cullen AMS. Continuing postgraduate education/training in hospital
pharmacy. Br J Pharmaceutical Practice 1979;1(8):9-10.

Descriptive study:

This paper described the results of a questionnaire survey of Area Health Authorities and their
equivalents in the United Kingdom to ascertain attitudes towards the provision of education for
hospital phammacists. Of the 87 questionnaires sent, 47 were returned (54%). All respondents
thought that the provision of education was essential. In total, 35 Areas provided education in
clinical pharmacy, 31 in support services and 28 in management. In 22 Areas, education was
organised at regional level and in 10 it was on an ad hoc basis. The types of education
provided included films and taped lectures in addition to more conventional methods. Some
(27) sites had links with a university and 35 had teacher practitioners jointly employed with a
university. There was general dissatisfaction with the educational services provided to hospital
pharmacists because too few pharmacists were available to teach, it was difficult to get
pharmacists on appropriate management courses, there was a lack of courses for support
services and there was a general shortage of staff. This last factor hindered the secondment of
pharmacists to attend educational courses.

Davies G, Dodds L, Fleet E, Homne R and Joshua A. Pharmacy practice research in the
hospitals of South East Thames regional health authority, England. Int J Pharm Pract
1993;2:184-8.

Descriptive study:

This paper reported the results of a survey conducted within one regional health authority in
England on ongoing practice research and perceived barriers to the conduct of practice
research. Survey were sent to 22 units; 21 were returned. This represented answers provided
by 18/19 clinical trainers. As well as completing the questionnaire, the clinical trainers had
been asked to interviews senior pharmacy managers at their unit. Seventeen interviews were
conducted. Although 15 units had a pharmacist who had successfully completed/supervised a
project in the past, only 11 had individuals with a research commitment. Managers were
seeking to fund a research pharmacist in 6 units. Details were obtained on 199 projects, 110 of
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54.

55.

63.

which had been completed and 28 of which were being planned. Most projects were concerned
with drug usage (55%) and a smaller proportion with service development (33 %). Research
was often undertaken to support service development (37 %) or as part of the pre-registration
requirements (23 %). The majority of managers did not afford practice research a high priority
and the main barriers to its performance were lack of money (14/17 managers and 10/18
trainers) and time (16/17 managers and all trainers). Perceived solutions to the problem were
the availability of external supervisors (10/17 managers and 11/18 trainers) and assistance with
funding (9/17 managers and 12/18 trainers). The authors envisaged a change in attitude to
research consequent on the NHS changes. They also commented on the failure of researchers
to report the results of research projects and the negative consequences for further funding
applications.

Talbot JCC and Veitch GBA. Adverse drug reactions. Results of a national survey to discover
the extent and limitations of the hospital pharmacist’s involvement. Br J Pharmaceutical
Practice 1980;2(9):6-11.

Descriptive study:

This paper described the results of a postal questionnaire survey of 82 Area Pharmaceutical
Officers in England and Wales and 12 Chief Administrative Pharmaceutical Officers in
Scotland. There were 84 replies (89% response rate). The number of replies was 119 due to
officers sending the questionnaire to districts and large hospitals. Most pharmacy departments
kept CSM cards (95), some distributed them to the wards (64) but few ward pharmacists
carried them (41). Pharmacists frequently, or sometimes, recommended the making of a report
to the CSM in 88 sites, were told when the CSM reports had been sent in 68 and completed
the report in 17. Forty two sites bad attempted to channel CSM reports through the drug
information service but 12 said that no reports were reaching the CSM in this way and a
further 14 made comments about the lack of success in this area. Thirty sites were involved in
encouraging adverse drug reaction reporting and 17 sites were involved in monitoring patients
for ADRs. Eighty four (71%) sites would like to be more involved in ADR reporting to the
CSM and 69 (58 %) in additional ADR schemes. A number of sites had plans to be more
involved but resource constraints, inadequate training, and resistance from medical staff and
from the CSM were hindering developments.

Sharott P. The hospital pharmaceutical service - is there a need for extended hours of service?
Proceedings of the Guild 1978;4:33-62.

Descriptive study:

The author described a survey of 16 hospital providing extended opening hours; 8 had
residency services and 6 provided a service staffed by a pharmacist on call from home. Twenty
percent of calls to pharmacists were for drug information and advice but most concerned drug
supply issues. The advantages and disadvantages of a residency service were discussed.

Parekh R and Ghee C. Evaluation of a pharmacist controlled anticoagulant clinic. Br J
Pharmaceutical Practice 1987;9:370-81.

Objective:

To assess any change in the control of patients since active pharmacy participation was
undertaken in out-patient anticoagulation clinics at a single hospital.

Methods:
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This was a prospective 6 week controlled study measuring maintenance of international
normalised ratio (INR) in the recommended range, patient recall rate and the degree of
fluctuation in INR between visits in patients allocated to two groups, one managed by a doctor
the other by a pharmacist. Some patients acted as their own controls and others were matched
for drug indication, age and sex. Patients had to be treated exclusively, or for at least nine
months, by a pharmacist to qualify for inclusion in the test group although this was not adhered
to in practice.

Results:

Seventy three patients were treated by doctors and 73 by pharmacists. The only differences
found between groups were that pharmacists carried out more INR tests and recalled patients at
more frequent intervals. This indicated that the pharmacist-run service may have been more
expensive although the costs were not measured. The proportion of patients’ levels that were in
the therapeutic range were similar for both services. The discussion described the benefits to
the patient, such as counselling, continuity of care, and inferred that the patient benefited more
from a pharmacist-run clinic.

Assessment of study: (strength, size of effect, generalisability)

This was a small study since the 146 patients were split among several sub-groups. The
researchers assessed output and process only, and not outcome or costs, hence this was a
partial evaluation. Benefit was defined in a very limited sense (equivalent outcome). All
benefits not taken into account and claims of some benefits (such as continuity of care) were
not proven in the article. There was potential for confounding (patient allocation) and bias
(pharmacists-gathered data) and it was difficult to assess the implications of these results. The
results are not generalisable.

Gould TH, Crosby DL, Harmer M, Lloyd SM, Lunn JN, Rees GAD, Roberts DE and
Webster JA. Policy for controlling pain after surgery; effect of sequential changes in
management. Br Med J 1992;305:1187-93.

Objective:

To observe the effects of introducing an acute pain service to the general surgical wards of a
general hospital.

Methods:

This was a seven stage study using audit of pain control practices before and after the gradual
introduction of an acute pain team. Several pain relief strategies were assessed, including
patient controlled analgesia and regional blocks. The usefulness of patient information leaflets
was assessed also. The main outcome measures were changes in the median pain (visual
analogue) scores 24 hours after surgery, on deep inspiration and on movement.

Results:

A total of 2035 patients were involved in this 9 month study. The introduction of the service
was associated with gradually decreasing pain scores.

Assessment of study: (strength, size of effect, generalisability)

This was not an evaluation of a pharmacy service. A pharmacist was, however, involved in the
routine supervision of the acute pain team.

Daly MJ and Jones S. Preliminary assessment of a computerised counselling program for

asthmatic children. Pharm J 1991;247:206-8.
Descriptive study:
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This paper described the creation and assessment of a self-operated computerised program to
counsel children about asthma and its therapy. Asthmatic children (n1=22) and adults (n=26),
plus interested adults (n=16), assessed the program via a questionnaire. They were asked also
to rate the modules in order of potential effectiveness in asthma counselling. Responses were
generally positive, more so amongst children than adults. Most thought it was a good idea
(81%), easy to use (78 %), was attractive and non-threatening (63 %), appropriate for children
(79%) and adults (55%), and will improve inhaler technique (60%) and knowledge of asthma
(70%). Most rated the "some facts about asthma", "using a metered dose inhaler”, "what is
asthma” and "quiz" as potentially being the most useful modules.

McKay AB, Hepler CD and Knapp DA. How To Evaluate Progressive Pharmaceutical
Services. Bethseda: ASHP Research and Education Foundation, 1987.

Book:

This book described methods for the evaluation of pharmaceutical services.

Crooks J, Weir RD, Coull DC, McNab JW, Calder G, Barnett JW and Caie HB. Evaluation of
a method of prescribing drugs in hospital and a new method of recording their administration.
Lancet 1967;i:668-71.

Descriptive report:

This paper described a new drug prescription chart brought into use following multidisciplinary
committee activity at Aberdeen.

Calder G and Barnett JW. The pharmacist in the ward. Pharm J 1967;198:584-7.
Descriptive report:
This paper described ward pharmacists’ activities at Aberdeen and their potential benefits.

Baker JA. Recent developments in the pharmaceutical service at Westminster Hospital. J
Hospital Pharmacy 1967;24:400-6.

Descriptive report:

This paper described ward pharmacy activity and benefits at the Westminster Hospital,
London. It outlined the potential sources of error in drug use on the wards, the new
prescription sheet introduced at the hospital, the findings of a study on ward drug requirements
and the various changes made as a result of this study. The ward pharmacists’ responsibilities
included the checking of all new treatments, the checking of drug availability, control of stock
drug availability, regular inventory checks and the provision of information. The simplification
of ordering systems allowed the nursing staff to devote more attention to drug administration.
The pharmacy also proposed becoming more involved in the education of junior doctors.

Wall HM, Stephens MJ and Jepson MH. The clinical pharmacist’s role in geriatric units.
Pharm J 1987;239:R12.

Descriptive study:

This paper described perceptions of the need for ward pharmacist visits to geriatric unit wards.
Need was judged on the number of prescription changes in the 3 geriatric wards studied (which
received a weekly ward pharmacist visit) in comparison with the rate on an acute medical ward
(which received a daily visit). Mean weekly prescribing activity on the geriatric unit was at
least 50% of that on the acute medical ward over a 10 week period. The authors claimed that
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this indicated a need for more frequent ward pharmacy visits.

Pawluczyk MB. Trends in psychiatry Part 2: Monitoring patient medication in a psychiatric
hospital. Br J Pharmaceutical Practice 1988;10:434-8.

Descriptive study:

This described the problems that a ward pharmacist may encounter in prescription monitoring
in a large psychiatric hospital (prescription type, drug interactions, doses in psychiatric
therapy, other drugs, side effects).

Thomas RE. Discharge prescription monitoring. A role for the pharmacist. Hospital Pharmacy
Practice 1991;1:333-7.

Descriptive study:

This paper described a three week retrospective survey carried out on 5 wards at a single
bospital. When a pharmacist compared discharge prescriptions with the ward drug chart, 38
(51.4%) of the 74 prescriptions assessed needed the intervention of a clinical pharmacist. Forty
nine interventions would have been necessary on these prescriptions, mainly on the frequency
of dosing (29%), enteric coating (12%), drug added (10%) or drug omitted (8 %).

Wightman ER. Medicine interactions observed in a year of ward pharmacy. J Clin Hosp
Pharm 1978;3:183-8.

Descriptive study:

The author reported on the nature and number of drug interactions observed at a general®
hospital over the course of a year by ward pharmacists. They described the types of
interactions in detail, the information supplied to the prescriber and the actions of the
prescribers’ that resulted from the pharmacists’ interventions.

Jenkins D, Cairns C and Barber N. The quality of written in patient prescriptions. Int J Pharm
Pract 1993;2:176-9.

Descriptive study:

Four hundred and thirty four prescription charts (4536 items) from a stratified sample of
inpatients discharged in one year at two hospitals were examined for errors using pre-set
criteria. The proportion of errors made and their type depended on the type of the prescription.
Hence between 12-32% failed to use the approved name of the drug (depending on the
prescription type), 4-10% were illegible or ambiguous (depending on the prescription type) and
11-26% failed to specify the dose correctly (depending on the prescription type).

Lannigan NA. Screening for pharmaceutical care issues on a general surgical ward. Pharm J
1994;252:134-5.

Descriptive study:

This paper described a systematic method of identifying pharmaceutical care issues on a
general surgical unit in a single hospital. Forty six percent (197) of all pharmaceutical care
issues on patients admitted to the unit over 4 months could be identified from prescription data
and 53% (226) after consideration of other sources of patient data such as case notes. The main

Throughout this appendix general’ describes a hospital that treats general types of patients rather
than a ’District General Hospital’.
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issues identified from the prescriptions were incorrect dose or frequency (9%), illegal or
ambiguous prescriptions (13 %) and inappropriate therapy (16 %); those from consideration of
other data were difficulties in administration (8 %), potential administration, distribution,
metabolism or excretion problems requiring possible dose adjustment (7 %), problems with
concurrent therapy for other conditions (16%) and failure of appropriate therapy (14 %).

Batty R and Barber N. Prescription monitoring for ward pharmacists. Pharm J 1991;247:242-
4.
This paper described a prescription monitoring method.

Jenkins D, Cairns C and Barber N. How do ward pharmacists spend their time? An activity
sampling study. Int J Pharm Pract 1992;1:148-51.

Descriptive study:

Twenty eight ward pharmacists were observed at two hospitals and their activities recorded
using work sampling. Multiple (n=1985) observations were made. Prescription monitoring and
clinical monitoring accounted for 31% and 7 %, respectively, of the time spent by ward
pharmacists, travel for 21% and stock control for 12%. Data were similar at the two sites.

Beech EF and Barber ND. The development of a self-reporting multidimensional work
sampling measure to study ward pharmacy services in the United Kingdom. J Soc Admin
Pharm 1993;10:157-62.

Descriptive study:

This paper described the use of hand-held credit card sized bar coding technology to record
prescription monitoring activities performed by 6 pharmacists at a general hospital. Ward
pharmacists spent about 50% of their time on clinical pharmacy activities (prescription
monitoring, information gathering, prescription annotation, changes in drug therapy, patient
monitoring, and the provision of advice).

Ellis S. Constraints and opportunities in ward pharmacy. Br J Pharmaceutical Practice
1982;4(4)8-20.

Descriptive study:

The author described the results of a survey of activities undertaken by 10 ward pharmacists,
each servicing one ward in a different hospital in East Anglian Region. In stage one, a four
week period, the time spent on the ward, changes in prescriptions, work arising from the
changes, discussions held and with whom, information supplied and ward activities were
recorded. In stage 2 (4 weeks, six months from stage 1) individual defined pharmaceutical
activities on the wards were timed. These activities included the reading of every prescription
sheet and noting of any required action, the annotation of new prescriptions according to
hospital policy and the checking of prescriptions for possible dose or dose form adjustments.
Detailed work activity results were presented in the article and these were used to construct a
schematic visiting commitment for a 450 bed general hospital. Although this was not an
evaluation some results were of interest to the evaluation in this thesis. During 164 visits in
stage 1 and 169 during stage 2, 60 and 43 problems, respectively, were raised by pharmacists.
There were 29 and 17 changes in prescriptions, respectively, as a result. The numbers of beds
on each ward, and their occupancy, varied but most had 20 or more beds. On average, visits
took 28 minutes in stage 1 and 45 in stage 2 but the number of contacts with patients doctors
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and nurses actually decreased from 293 to 186. The number of queries answered increased

from 80 to 89 and the number of items of unsolicited information decreased from 34 to 27.
Most contact was with nurses; house officers were the most frequent medical contact. On
average, discussions on prescriptions took 3.11 minutes to resolve and conveying information
or answering questions took 2.81 minutes. The study did not discern any significant factors that
affected the quality of ward pharmacy services or their value in improving patient care.

Ashley MJ and Barber A. Bar codes - an aid to prescription monitoring in hospital clinical
pharmacy. Pharm J 1990;246:HS6-8.

Descriptive study:

This paper described the use of hand-held bar coding technology to record prescription
monitoring activities in a general hospital.

Cousins D and Hatoum H. The development of a computerised quality assurance system for
clinical pharmacy. Int J Pharm Pract 1991;1:86-9.

Descriptive study:

This paper described the installation and operation of a system where interventions made by
clinical pharmacists were recorded on a computerised database (QUARx - American Society of
Hospital Pharmacists) to permit analysis of their effects on the quality of care and costs. The
system was thought to have benefits for audit, management of pharmacy services and patient
care. It built on an older system at the hospital which used paper forms to record details of the
interventions in the pharmacy. Copies of these forms used to be placed in the patients’ notes.
The new system has simplified and facilitated the recording of interventions. In the new
system, interventions were scored by the pharmacists that entered the data based on their
perceptions of the effects on costs and patient care. Four hundred and ninety one interventions
were recorded over 4 months. Pharmacists’ advice was accepted in 93% of cases. Twenty five
percent of interventions were scored by a single pharmacist as having changed subtherapeutic
dosing (56), prevented serious toxicity (60) or were potentially life saving (5). One hundred
and six interventions reduced drug costs, 7 saved resources on monitoring, 82 had savings
attributable to complications of drug therapy and 110 reduced length of stay.

Kennedy K and Wind K. The development of a monitoring package for pharmacy
interventions. Hospital Pharmacy Practice 1992;2:93-100.

Descriptive study:

This paper described the use of QUARX in a general hospital. QUARKX is a computerised
system that allows pharmacists to record their interventions, the outcomes of interventions and
their contribution to care.

Hamilton MC and Hudson SA. Patient monitoring in clinical pharmacy; A study of initial
assessment in general medical in-patients (abstract). Proceedings of the UKCPA residential
symposium. Bournemouth, 1990:11-13.

Descriptive study:

This study compared three methods of identifying patients at risk of drug related problems.
These methods were patient interview, prescription assessment or both methods used together.
It was found that none were very specific methods when sensitivity to problem detection was in
excess of 90%.
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Nicholls J, Batty R and Jacklin A. Junior doctor’s satisfaction with the ward pharmacy service
in the Hammersmith and Queen Charlotte’s special health authority. Int J Pharm Pract
1993;3:156-9.

Descriptive study:

The views of a random (stratified by grade) sample of 43 of a total of 135 junior doctors on
ward pharmacy were sought in a face to face 10 minute taped interview. Twenty six were
interviewed. The interviewer was unknown to the doctors and did not volunteer that she was a
pharmacist. Most (85%) thought that the service was better than average and were satisfied
because of different facets of the service. Seven were satisfied because of prescription
monitoring, 9 because of the advice provided and 23 thought the service was friendly; one
doctor rated the service as worse than in other hospitals. Suggestions for improvement included
increased liaison with ward pharmacists either via ward rounds (n=10), general liaison (n=3)
or by pharmacists introducing themselves to doctors (n=3). The study results may be biased if
doctors with negative views on the service formed the 60% that responded.

Baignet B. Evaluation of clinical pharmacy in a mental health unit. Pharm J 1993;250:150-2.
Descriptive study:

This was a postal survey of junior doctors’ attitudes to clinical pharmacy in a mental health
unit. The survey aimed to assess the acceptability of a number of clinical pharmacy services, to
determine if the quality of communication between medical and pharmacy staff was adequate,
to identify areas of potential service development and to identify potential weaknesses in
pharmacy’s clinical or advisory services. Thirty five responses were received (65% response
rate) to a self-completed questionnaire. The respondents thought that pharmacists should be
available for consultation with medical staff (100%), advise on modifications to patients’
therapy (94 %), participate in ward rounds (83 %) and visit the wards weekly (75%) or daily
(25%). Pharmacists should monitor prescriptions for the correct drug name, dose and route
(91%), frequency and duration (88 %), interactions (97 %) and adverse reactions (94 %).
Pharmacists should ensure cost effective prescribing (86%), that medical staff adhere to the
formulary (77 %) and provide information on the cost of alternative therapies (97%). On
therapeutic drug monitoring, pharmacists should help select the drugs to be monitored (89 %),
when to take serum levels (83 %) and how to interpret results (77 %). Pharmacists should
counsel patients on discharge (66 %) and train other staff to do so (83 %), provide drug histories
(94 %), give written reports to doctors (71 %) and place these in the notes (69%). They should
provide teaching seminars for student (97 %) and trained (94 %) nurses, and for medical staff
(80%), bulletins on new drugs (86%) and information for patients (91%). Most (97 %) thought
that they should participate in practice research. Psychiatrists often contacted the pharmacy and
most (87 %) found the advice that was provided helpful. The results were similar to those of an
unpublished survey of managers carried out at the hospital two years previously. Differences
were that a lower proportion of ward managers wanted pharmacists on ward rounds (47 %) and
taking medication histories (64 %).

Stevens E. Hospital doctors perceptions of the role of the hospital pharmacist (abstract).
UKCPA Theory into Practice Symposium Bournemouth, 1990:23.

Descriptive study:

This self-completed anonymous questionnaire survey aimed to elicit hospital doctors’
perceptions of the current and extended role of the hospital pharmacist at a single hospital.
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Ninety nine questionnaires were issued to doctors of all grades; 42 were returned. Traditional
roles, such as the provision of drug information and the monitoring of prescriptions for
completeness, appropriateness and accuracy were well accepted. Clinical economy was also
well-regarded, especially by senior doctors. Less well supported, particularly by senior
doctors, were roles where there was greater patient contact such as adverse drug reaction
monitoring, advising on dosage modifications in renal/hepatic insufficiency, medication history
taking, and counselling on discharge. A role was envisaged in therapeutic drug monitoring but
none felt that the pharmacist should be involved in medical teams.

Cavell GF, Bunn RJ and Hodges M. Consultants’ views on the developing role of the hospital
pharmacist. Pharm J 1987;239:100-2.

Descriptive study:

This paper reported the results of a self-completed questionnaire survey of 27 (72% response
rate) consultants’ opinions on which clinical pharmacy services should be provided at a single
general hospital. All 6 consultants with a pharmacist attached to their firm responded and the
authors wished to see if their opinions differed from those of their colleagues who did not have
a pharmacists attached to their team. Sixty one percent thought that pharmacists should monitor
therapy for drug interactions; 5/6 consultants with pharmacists on their team thought that
pharmacists should definitely do this compared with 9/17 who did not bave a pharmacist on
their team. Sixty nine percent thought that pharmacists had a role in the control of drug
expenditure. Only 10/23 thought that pharmacists should monitor patients drug therapy for side
effects and 5 thought that they should monitor therapy for efficacy. More in the group with
pharmacists on their teams considered these were roles for the pharmacist. Half of the
consultants with pharmacists on their teams thought that pharmacists should take medication
histories and counsel patients whereas 24 % of those with no pharmacist on their teams thought
s0. About 25% thought that pharmacists should reconstitute intravenous products, 35% that
they should attend ward rounds, 52% that they should provide seminars on drug therapy, 48 %
that they should provide therapeutic drug monitoring and 78 % that they should take part in
research. Responses to all these questions were more favourable from consultants with
pharmacists on their teams.

Haslam R. An examination of the supply, prescribing, administration and recording of drugs in
some Northern Regional Health Authority hospitals (MSc thesis). Newcastle upon Tyne:
University of Newcastle upon Tyne, 1986.

Descriptive study:

This thesis reported the results of a study involving the observation of ward activity and the
administration of questionnaires on 3 wards (selected by the hospital staff) in three hospitals
over 5 consecutive days. Among the findings were that errors were frequently made in all
aspects of drug use. Twenty (65%) nurses thought that it was the doctor’s responsibility to
ensure prescriptions were written correctly whereas all 15 pharmacists thought it was the
pharmacists’ responsibility. In practice, nurses said that they and senior nurses ensured that
prescriptions were written correctly (97%). Patients were rarely asked about drug side effects
by doctors (48%). Most doctors never asked about side effects despite some patients having
experienced side effects (72%). Three quarters of nurses said that they used pharmacy often to
check dose and drug availability and they felt that doctors should use the service more. Most
doctors were happy with the pharmacy service (90%) and 42% were satisfied with the ward
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pharmacy service.

Bentley A and Green R. Developing pharmaceutical services: the nursing view. Br J
Pharmaceutical Practice 1981;3(3):4-9.

Descriptive study:

A self-completed questionnaire survey was carried out to assess the views of nursing staff at a
single hospital on the clinical pharmacy services then provided. Questionnaires were sent to 32
wards and were completed anonymously. The response rate varied for individual questions.
Nursing staff ranked the provision of drug information very highly but the provision of
education for nurses less highly (response rate 44 %) although they felt that the pharmacist
could contribute usefully to nurse education in nursing school and on the wards. Of the 48 %
that responded to a question on patient counselling, most thought that the responsibility for
discharge counselling rested with nursing staff (65%) rather than pharmacy staff (35%). In
reply to a question on drug information (response rate 44%), nurses would readily contact
pharmacy staff for information on names of drugs (54%), available strengths (79%), dose
(89%), storage requirements (68 %), physical incompatibilities (54 %), intravenous fluids
(68%), side effects (61%), contraindications (57 %), drug identification (61 %), interactions
(75%) and causes of allergic reactions (79%). Most of the 45% that replied to a question on
the benefits of having pharmacists on the wards ranked the ward pharmacy service as being
important to them.

Stevens MJ. How nurses view the pharmacist’s role. Br J Pharmaceutical Practice 1986;8:203-
7.

Descriptive study:

This paper reported the results of 52 (57 % response rate) self-completed questionnaires sent to
student and qualified nursing staff on 8 wards in a single general hospital. Most thought that
the supply of drug information (44/52), and costing data (30/52) was essential or important but
few thought that the attendance on consultant ward rounds was important (7/52). Sixty one
percent thought that ward pharmacy visits were important but nurses often did not seem to
understand the reasons for these visits. Drug seminars were thought to be interesting and of
value (42/52). Many nurses thought that pharmacy staff should be involved in reconstituting
injections (10) or making intravenous additions (11); fewer though that they should counsel
patients or identify adverse drug reactions (8) and none thought that they should take
medication histories.

Leach RH, Feetam C and Butler D. An evaluation of a ward pharmacy service. J Clin Hosp
Pharm 1981;6:173-82.

Objective:

To make an initial assessment of the value to patient care of a ward pharmacy service.
Method:

(i) This was a retrospective survey of a random sample of prescriptions from six wards in one
general hospital for prescribing errors for 3 months before and the first 3 months after the
introduction of a ward pharmacy service. Errors were defined as any of the following:
incompleteness, incorrectness or ambiguity of a prescription item or its clinically significant
incompatibility with another item. Annotations made by the ward pharmacist (in instances
where errors had been detected) were excluded. The Chi-squared test was applied on the total
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number of errors made in each phase.

(ii) A prospective survey was performed of the contribution made by three ward
pharmacists. Personal records were made of the activities carried out by three ward
pharmacists on 13 medical and 5 surgical wards over three months. Pharmacists noted any
drug related problem that they detected, their action, the result and any questions asked by
ward staff.

(1ii) A questionnaire survey of medical and nursing staffs’ opinions on the value of the
service was carried out. One hundred and fifty self-completed questionnaires were sent, 6 to
each of 25 wards. All registrars, house officers, sisters and staff nurses received them.
Results:

@) Three hundred and fifteen drug charts (2000 prescriptions) were recalled in each time
period. The mean error per patient fell from 2.04 to 1.10 (46.1% reduction) and the mean
error per prescription fell from 0.3 to 0.7 (43.3% reduction). The reductions in 6 categories of
error (name, route, frequency, signature, data, other) were significant (p <0.05) but those on 3
(dose, controlled drug requirements and interactions) were not. Errors were judged by
pharmacists to be dangerous rarely but would cause confusion for nurses. Ward pharmacists
failed to detect 50% of errors.

(ii) Seventy five problems requiring pharmacist action were detected. Most prescriptions
were altered on the pharmacists’ request. Fifty eight questions were asked of pharmacists
mainly by junior doctors, nurses and paramedical personnel. Most were on the following topics
- clinical use, dose, "what is.." and interactions.

(iii) There was a 46% response rate to the questionnaires with a preponderance of replies
from medical wards. According to staff nurses the most important functions of the ward
pharmacist were: endorsing prescriptions with the approved name and supplying non-stock
items, and checking that prescriptions were clear and unambiguous and that the dose was
acceptable. According to ward sisters that most important functions of the ward pharmacist
were promoting the most effective use of drugs, discussing problems of drug therapy,
endorsing prescriptions with the approved name and supplying non-stock items. According to
house officers the most important functions of the ward pharmacist were discussing problems
of drug therapy, providing drug information, checking the dose was acceptable and promoting
the safe use of drugs. According to registrars the most important functions of the ward
pharmacist were providing drug information, detecting drug interactions, checking the dose was
acceptable and promoting the safe use of drugs.

Assessment (strength, size of effect, generalisability:

The main problems with the study are related to potential bias (pharmacists self-recording and
assessing their activities with no independent assessment, low survey response rate) and
confounding (possible non-comparability of time periods). Process was assessed in phases I and
II and perceptions in the third. Output and outcome were not addressed. The size of the effect
was large (50% reduction in error) but study design problems and lack of generalisability
(single site study using three pharmacists) limit its usefulness.

Gately J. An evaluation of a clinical/ward pharmacy service. Does the patient benefit?
(abstract) UKCPA Residential Symposium. Bournemouth, 1988:9-10.

Descriptive study:

This described a survey of the interventions made by pharmacists in a single 715 bed hospital
and a pharmacy assessment of these for the potential risks to patients if the intervention had not
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been made. The duration of the study was unclear. Intervention rates ranged from 0.1-0.6 per
patient per visit (37 wards). Eighty one percent were pharmacist initiated. Forty eight percent
resulted in a prescription change. Fifteen percent concerned economic issues and 16% drug
choice. The mean total risk factor (scale of 0 (none)-10 (high risk)) was 2.7.

Forbes DR. Can ward pharmacy be cost effective? Br J Pharmaceutical Practice 1981;3(5):29-
33.

Objective:

To determine whether a visiting ward pharmacy service could be economically justified.
Methods:

This was a prospective before/after costing survey of prescriptions dispensed to 7 surgical
wards at one general hospital. Costs included were pharmacists’ time (dispensing and visiting
wards) and nurses’ time (travel to and from pharmacy collecting medicines).

Results:

The time taken to dispense items fell as did nursing time in visiting the pharmacy. Total
pharmacy costs rose, from £129.72 in July to £235.15 in November, but dispensing costs fell,
from £129.72 to £96.75. Nursing costs fell from £97.80 to £29.56 in this period. Patient
throughput and length of stay data, and prescription numbers, were provided but were not used
fully in the analysis.

Assessment of study: (strength, size of effect, generalisability)

This purported to be an economic analysis but inadequate data were provided on costing
methods to enable assessment of their appropriateness or accuracy, and incremental and
sensitivity analyses were absent. The study also failed to utilise workload data to enable the
reader to judge if the service was economically viable. Judgements based on the crude figures
presented may be flawed due to confounding. The researcher considered the figures in light of
the number of prescriptions dispensed. This indicated that the total cost per item prescription
rose from 41 to 63 pence. Bias due to pharmacists analysing their own service may be a
problem.

Willson A. A new approach to prescription monitoring by ward pharmacists. Pharm J
1983;230:78-80.

Descriptive study:

This paper described the effect on prescription interventions of placing pharmacists on
consultant ward rounds. For every 10 medical beds in a 20 week period the time spent by
pharmacists on the ward round was 160 hours. This compared to 17 hours for ward
pharmacists who did not attend ward rounds. The number of interventions on ward rounds was
320 (compared to 31 for ward pharmacists who did not attend ward rounds) and the number of
information requests was 160 (compared to 43 for ward pharmacists who did not attend ward
rounds).

Fahey M, Oakley PA and Sims K. Prescription monitoring and the oncology patient. Pharm J
1984;233:483-5.

Descriptive study:

This paper described the activities of a ward pharmacist on an oncology ward at one London
hospital.
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Gilles D. Prescribing review in a large mental illness hospital. Pharm J 1985;235:623-4.
Descriptive study:

This paper described prescription anomalies detected by pharmacists on 41 wards in a large
mental illness hospital over a 6 and an 18 month period. Anomalies were categorised as
follows: clarification required, cancellation suggested, treatment review recommended, drug
interaction noted and drug level monitoring indicated. Medical staff acted on pharmacists’
advice in 65% of instances in the first 6 months increasing to over 95% in the 18 month
period. The number of anomalies per 6 months increased despite a reduction in inmate
population but no data were supplied to facilitate the making of comparisons over time periods.

Swallow RD, St C Remington H and Standing VF. Ward pharmacy: A positive contribution to
cost control? Pharm J 1985;235:722-3.

Descriptive study:

This paper described the effect on drug expenditure over 28 months and on doctors’
compliance with the formulary in one year in a single general hospital. Drug expenditure was
related to drug budget allocation. The authors suggested that the transformation of a £100,000
overspend into a £70,000 underspend (approximate) was due to creation of a hospital formulary
which was implemented via the ward pharmacy system, training of ward pharmacists,
evaluation of drug expenditure in specialties and the creation of a procedure for the
introduction of new drugs. There was high (100%) compliance with the formulary in most drug
groups. The authors provided no information on potential confounding factors.

Hawkey CJ, Hodgson S, Norman A, Daneshmend TK and Garner ST. Effect of reactive
pharmacy intervention on quality of hospital prescribing. Br Med J 1990;300:986-90.
Objective:

To evaluate the medical impact of reactive pharmacy intervention.

Methods:

This was an analysis of the interventions made by 35 pharmacists at six hospitals over 28 days.
Intervention data, collected prospectively from prescription monitoring activities, included
characterisation of pharmacists’ perceptions of prescription inadequacies, outcomes, time taken
and grades of prescribers. These interventions were analyzed for their potential for preventing
medical harm by one doctor. The hospitals represented 2530 mainly acute, 781 mental illness,
and 633 mainly care of the elderly beds.

Results:

Of the 781 interventions made (2.9% of all prescriptions), 60 were on prescriptions with major
potential for medical harm. Wrong dose (280), dose not stated (50) and prescriptions of excess
duration for antibiotics (48) were the commonest problems. The pharmacists interventions were
accepted in 639 (86%) cases; in 571 the prescription was changed leading to an appreciable
(246) or minor (231) improvement in care. Pharmacists interventions rarely saved money; 130
interventions resulted in a saving of less than 50 pence and 427 had no effect. Interventions
occupied an average of 41 minutes/pharmacist /week.

Assessment of study: (strength, size of effect, generalisability)

The size of the effect was relatively small although an assessment by a jury of one doctor, even
though the level of the agreement was tested with another doctor, must be open to potential
invalidity and bias. Bias due to the collection of data by pharmacists was also a possibility; no
account was taken of the effect of not having pharmacists monitoring prescriptions (lack of
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controls). Savings were calculated based on drug costs alone and other potential savings, such
as the avoided costs of litigation or the nursing or pharmacy time saved because prescription
problems were solved in advance, were ignored. The costs of pharmacists’ time providing the
service were not measured.

Batty R and Barber N. Ward pharmacy: a foundation for prescribing audit? Quality in Health
Care 1991;1:5-9.

Descriptive study:

This survey was carried out in one English region (31 acute hospitals with 10337 beds) over
seven days. Two hundred and ten pharmacists identified 2706 questionable prescriptions
(83%). Other pharmacy staff identified 137 whilst nurses, doctors and other health care staff
initiated a small number of inquires. The intervention rates varied depending on the hospital
and on the nature of the ward. Pharmacists advised doctors regarding prescriptions on 2095
occasions and this advice was accepted in 96% of instances; in 77% of cases the prescription
was altered. The resolution of inquires took approximately 5 minutes per prescription. This
was the largest survey of this type ever carried out in the UK.

Hubbard CN and Alder G. Interventions during prescription checking on ward rounds. Pharm
J 1992;248:162-3.

Descriptive study:

This paper described the number, nature and outcome of interventions made by 6 clinical
pharmacists in a single general hospital over six weeks. Pharmacists recorded 351 interventions
(3.3% intervention rate). A senior clinical pharmacist assessed 199 (57 %) of these as being of
major or moderate benefit to patients. Intervention rates varied depending on the pharmacist
and the nature of the ward. Pharmacy advice was followed in 78 % of cases.

Maguiness JA, MacFadyen E and Coote JC. Routine discharge prescription monitoring by
clinical pharmacists. Pharm J 1992;248:294-5.

Objective:

To determine the types of intervention that are necessary before a discharge prescription can be
dispensed and to assess the impact that the clinical pharmacist can make through the routine
monitoring of discharge prescriptions.

Methods:

This was a prospective survey comparing the number and types of interventions made by
dispensary staff in a single hospital in two ten week periods before and after the institution of
ward pharmacist monitoring of discharge prescriptions.

Results:

Monitoring of discharge prescriptions by ward pharmacists reduced the proportion of
prescription queries made by dispensary staff from 21% (80/384) to 4.8% (19/394). Ward
pharmacists intervened on 21.6% of prescriptions; 34% of these interventions would probably
not have been made by dispensary staff hence the authors claimed that the use of ward
pharmacists resulted in better care for patients. Ward pharmacists interventions differed from
those made by dispensary staff and included discontinuation of unnecessary medications, re-
institution of omitted medications and improved prescribing of antibiotics. Although savings on
dispensary staff time and the expenditure in ward pharmacists time were measured crudely, the
authors claimed that an overall reduction was seen in the time used querying prescriptions
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(from 7 to 6.5 hours). Money saved on drug costs was similar in both phases (£61 versus £54).
Assessment of study: (strength, size of effect, generalisability)

The size of the effect on overall staff time was small. All costs and consequences were not
measured and bias due to self-recording may be present. Workload was comparable in the two
10 week study periods. The results are not generalisable.

Barber PA. Intervention monitoring project at Nottingham City Hospital. Hospital Pharmacy
Practice 1992;2:353-7.

Objective:

To demonstrate the effect of clinical pharmacy by reporting interventions made by pharmacists
and technicians at a single general hospital over 5 months.

Methods:

Interventions made by pharmacists or technicians, or as a result of other staff asking questions,
were self-recorded and subjectively scored as to their effect. The opinion of a consultant
physician was sought on a random sample of these interventions.

Results:

Of the 1585 interventions that were recorded, 62.5% were made during ward pharmacy and
33.7% in the dispensary. Pharmacy staff initiated most interventions (87.1%). The majority of
interventions were made on dose (19%) or duration (18 %) of therapy. Eight one percent of
interventions resulted in a prescription alteration (only 1.4% were rejected) although few were
thought to be life saving (0.5%) or having prevented serious toxicity (3.7 %); many optimised
patient care (24.7 %) or improved the standards of practice (32.8%).

Assessment of study: (strength, size of effect, generalisability)

The size of the effect was moderate. Study design problems included potential bias
(pharmacists collected intervention data and scored most of their own interventions). The use of
the doctors as assessors lent some credibility to the results but the lack of a control group
prevented comparisons with the no-pharmacist scenario. The results are not generalisable.

Eadon H. Assessing the quality of ward pharmacists® interventions. Int J Pharm Pract
1992;1:145-7.

Objective:

To identify the quality of interventions made by pharmacists.

Methods:

This was a prospective survey and assessment of all interventions made by ward pharmacists at
a single hospital over one year. Their impact on patient care was assessed by a senior clinical
pharmacists using an American scoring system. Three physicians independently assessed a
random sample of 25 interventions. Pharmacist and doctor scoring agreed well.

Results:

Of the 1315 interventions that were assessed, 695 (53 %) were considered to have improved
patient care and 28 (2%) were thought to have had a very significant effect on outcome.
Assessment of study: (strength, size of effect, generalisability)

The size of the effect was moderate. Data collection was open to bias despite the inclusion of
all interventions (accepted and rejected). Close agreement between physician and pharmacist
assessment of 25 interventions lends credibility to the data and strengthens the assertion that
pharmacists contribute to patient care. The results are not generalisable.
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Hall AD and Jackson M. Clinical pharmacy - can it be quantified. Proceedings of the Guild
1983;16:50-6.

Descriptive study:

The authors described the results of a pilot study carried out at a single hospital. The study
compared the activities of a staff pharmacists providing a purely ward pharmacy service to
three wards over 7 months with those of a similarly-experienced pharmacist providing a fuller
service (clinical pharmacy) to six wards over the subsequent 4 months. The wards served were
different in each phase. All interventions made by these pharmacists and the result of the
interventions were self-recorded. One hundred and twenty three problems were identified by
the ward pharmacy service out of 5674 prescriptions viewed. The intervention rate varied for
the three wards from 1.5 to 3.5% (average 2%). Over the 118 days of service provision in the
initial 7 month period, 120 hours were spent on ward pharmacy. Thirty seven percent of
interventions were classified by the pharmacist as having a cost benefit, 20% as having a
clinical benefit and 26% as having avoided an unnecessary hazard. Three hundred and fifteen
problems were identified from 3136 prescriptions by the clinical pharmacy service. The
intervention rate varied from 6.3 to 14.3% (average 10%) depending on the ward. Over the 64
days of service provision in the subsequent 4 month period, 300 hours were spent on clinical
pharmacy. A similar proportion of interventions were classified by the pharmacist as having
had a cost benefit (23-39% depending on the ward) in this phase but a higher proportion had a
clinical benefit (42-56% depending on the ward) and avoided an unnecessary hazard (23-38%
depending on the ward). Three quarters of interventions made during provision of clinical
pharmacy services were acknowledged by medical staff and in 58% of cases it led to a change
in prescription. The number of interventions per hour was similar for ward and clinical
services and the authors claimed that the services were equally efficient.

Leach RH and Leach SJ. Drug and therapeutics committees in the United Kingdom in 1992.
Pharm J 1994;253:61-3.

Descriptive study:

Senior pharmacy managers in the United Kingdom (District Pharmaceutical Officers or Chief
Administrative Pharmaceutical Officers) were surveyed by mail questionnaire to elicit
information on drug and therapeutic committee (DTC) activities, to establish benchmarks for
effectiveness and to evaluate changes induced by the National Health Service reforms. Replies
were received from 162 sites (which was thought to represent 81% of the estimated 200 DTCs
in operation). The average DTC was multidisciplinary and had 12 members (range 4-26). Most
(83%) DTCs had a GP representative and some had a Family Health Service Authority
representative, usually a medical (34%) or pharmaceutical (28 %) advisor. Respondents judged
their DTC to be very effective or effective in 40% of cases. Most DTCs gave preference to
hospital needs (63 %) rather than to those of primary care (38%). The DTC produced a
formulary in 156 cases. Many DTCs took an active role in formulary management by
investigating the extent of compliance with the formulary and applying peer pressure where
appropriate (n=83). In addition, those requesting the inclusion of drugs in the formulary were
asked to submit a written application for new additions (n=80), attend DTC meetings to
present their case for new additions (n=2), or both (n=12). Pharmacy sometimes (25 cases)
helped inform the process of monitoring compliance by feeding back prescribing details to the
prescribers. Although many (59%) thought that the DTC would have a role lasting for the next
10 years, some thought that several issues were now more appropriately addressed at the
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directorate level. It was also thought that whilst hospital budgets remained cash-limited there
would be few changes in the operation of DTCs to increase their involvement in primary care
issues.

Joshi MP, Williams A and Petrie JC. Hospital formularies in 1993; Where, why and how?
Pharm J 1994;253:63-6.

Descriptive study:

This study provided an overall perspective on the management of hospital formularies in the
United Kingdom. Questionnaires were sent to all hospitals containing in excess of 500 beds. A
response rate of 89% (66/74) was obtained. Sixty hospitals had a formulary and 57
implemented it. Only two were joint hospital-general practice formularies. Formulary content
varied; 17 contained costs and 40 contained prescribing information. The formulary was
overseen by a drug and therapeutics committee in most cases (42). At 33 hospitals, compliance
was compulsory for junior doctors. At 26 compliance was compulsory, and at 17 voluntary,
for junior and senior doctors. Fifty two hospitals allowed generic substitution and 15 allowed
therapeutic substitution of drugs. In 32 cases, the formulary was revised yearly. Thirty one
respondents indicated that prescribers’ attitudes to the formulary were supportive and a further
24 said that prescribers were mildly supportive. Thirty two said that compliance was very good
or excellent.

Turner P. Local formularies and good patient care (editorial). Br Med J 1984;288:348.
Editorial:

The author claimed, based on opinion and crude costings, that formularies contributed to
economic and improved use of drugs and improved patient care.

Merton & Sutton Health Authority/CASPE Research. The effect on drug prescribing of
introducing a formulary and information service to clinicians. St Helier Hospital 1980-3.
London: CASPE research, King Edward’s Hospital Fund, 1984.

Objectives:

To assess the effect of the introduction of a formulary on drug expenditure in a district (one
hospital).

Method:

Stockholding, drug expenditure and compliance with the formulary were measured
prospectively over three years. Pharmacists examined the effects of the formulary on 10%
samples of prescriptions.

Results:

The number of items stocked fell by 23% and the value of stocks held fell by £24,864 (1984
prices). Formulary compliance was 96%. The formulary did not, however, decrease overall
drug expenditure. In these calculations the authors had taken patient throughput, drug volume
and price changes into account. The reasons given for the lack of discernable effect were the
lack of implementation of, ad pharmacy control over, the formulary. The formulary was
simply a list of the drugs used in the hospital and it had been created by the doctors.
Assessment (size of effect, design, generalisability):

The size of the effect was small but this may be due to poor implementation and lack of
pharmacy involvement. No data on case mix were provided hence there was potential for
confounding. The results are not generalisable.
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Crooks J. Drug epidemiology and clinical pharmacology: their contribution to patient care. Br
J Clin Pharmacol 1983;16:351-7.

Descriptive study:

This paper described the experience of introducing a formulary in one hospital in Aberdeen.
Drug expenditure fell by 15% on medical wards in the first year. The author suggested that the
drug information service that supported the formulary would contribute to the continuing
education of prescribers.

Collier J and Foster J. Management of a restricted drugs policy in hospital: The first five
years’ experience. Lancet 1985;i:331-3.

Descriptive study:

This paper described the activities of the Drug and Therapeutics Committee whilst introducing
a formulary. The authors showed that, whilst national drug expenditure in UK hospitals
increased by 12% per annum in 1982-4, it increased by 9, 4 and 0% in a health district with a
prescribing list. These data did not account for changes in case mix but, because activity
remained similar in the hospital, they suggested a positive effect on the control of expenditure.

Baker JA, Lant AF and Sutters CA. Seventeen years experience of a voluntarily based drug
rationalisation program in hospital. Br Med J 1988;297;456-9.

Descriptive study:

This paper described the methods used in one English District, since 1970, to control rising
expenditure on medicines. Their most successful system was a formulary with an educational
component supported by educational bulletins plus facilitative consultation with prescribers.
The facilitative consultations occurred on a one-to-one level for individual prescriptions and at
a more formal level using a formulary group acting in collaboration with the Drug &
Therapeutics Committee and a drugs committee. Compliance with the 700 item formulary, as
assessed by audit, was in excess of 99% and drug expenditure fell by £0.8-1.0 million per
annum following its introduction despite the number of prescribers and patients being treated
remaining virtually static. In practice, this meant that expenditure had stabilised compared with
rises of 10-15% per annum previous to that and an average yearly increase of 3% in other
hospitals. This study suggested that drug expenditure in a group of hospitals was successfully
controlled or decreased (after adjustment for inflation) as a result of implementation of this
system. It failed, however, to provide information on possible confounders (such as changes in
case mix).

Hampson J, Orme M, Bartzokas CA, Grimmer SFM and Smith J. Doctors, drugs and the
DHSS (letter) Br Med J 1984;289:1692.

Descriptive study:

Use of an antibiotic and general prescribing policy at a single general hospital in Liverpool
reduced expenditure by 2.6% in one year in contrast to normal increases of 10-15%.
Subjectively, there had been no reduction in quality of care. Savings of £9,600 on
metronidazole had financed the salary costs of a pharmacist to promote the formulary.
Compliance, as assessed by a survey of prescriptions, was 78% in the first year rising to 80%
in the next year. The policy-makers deliberately avoided choosing cheap drugs and applying the
policy in a heavy-handed way.
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Lewis AM and Rushworth P. The development of a drug formulary system in a non-teaching
district linked with computerised drug use reporting. Pharm J 1989;243:HS32-4.

Descriptive study:

This paper described the development of a formulary and its effectiveness in reducing the cost
per case of drugs in a district general hospital between the years 1983/4 and 1987/8. The
formulary was revised extensively in 1987, made more user friendly and enforced more
thoroughly by pharmacy staff. Compared with 1983/4, compliance increased from 64 to 83 %
and drug expenditure per case (adjusted for inflation) decreased from £37.75 to £35.44. No
information was provided on case mix hence confounding remained an issue. The results,
however, suggested that the formulary had exerted a positive effect on expenditure.

Kopelman PG, Wiggins HK and Littlejohns DW. Practical benefits achieved by a district
diabetic prescribing policy. J Royal Coll Physicians 1989;23:248-50.

Descriptive study:

This paper described the institution of a district-wide prescribing policy for diabetics. It was
created in co-operation with general practitioners and staff at two hospitals. The authors
claimed that the policy was well-accepted. They claimed also that the care of diabetics was not
compromised as evidenced by no admissions due to the loss of diabetic control caused by
changes in therapy. No data were presented to support this statement, however. There was a
reduction in expenditure on diabetic drugs. The number of bottles of insulin purchased fell
from about 60,000 to 20,000 in each hospital and a change to a single brand reduced the price
per bottle by 25%. Savings were also made on oral hypoglysaemics (about £3,500 per annum).
The type of diagnostic reagent strips purchased changed to an increased use of blood test strips
and there was a perception, amongst diabetic nurses, that patient education had improved.

Sutters CA. The management of a hospital formulary. J Clin Pharm Ther 1990;15:59-76.
Descriptive study:

This study described the key features of the successful management of hospital formularies.
These included a strong, medically-led drug and therapeutics committee (DTC) with enough
resources to operate interdisciplinary policies satisfactory. This DTC should have a good
working relationship with the ethics committee and maintain an awareness of current trials. The
paper also discussed the mode of operation of DTCs, the preparation, implementation and
updating of a formulary, and its integration into pharmacy management systems. It provided
data on compliance with the Riverside East formulary. The drug savings were similar to those
presented by Baker at al (1988) for the same hospital.

Garvey G, Jappy B, Stewart D, Williams A, Duffus PRS, Maitland JM, Valentine MJ,
Wedderburn S, Webster J and Petrie JC. Grampian Health Board’s joint drug formulary. Br
Med J 1990;301:851-2.

Descriptive study:

This paper reported on the feasibility of creating a joint hospital-general practice formulary for
ulcer healing drugs in a Scottish health board. The opinions of general practitioners and
hospital doctors on the drug that should be selected from a choice of 11 drugs coincided very
well. Although the drugs selected varied widely in price between hospital and primary care, the
authors believed that agreement on prescribing will improve care and facilitate the provision of
seamless care.
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Wolfson DJ. The contribution which can be made by a pharmacist in the formulation,
acceptance, monitoring and success of an area-wide antibiotics policy. Proceedings of the Guild
1982;12:3-10.

Descriptive study:

This study described a reduction in expenditure on antibiotics, as a proportion of total drug
expenditure, from 21.6% to 16.1% as a result of the introduction of an area-wide antibiotic
policy. A survey of local doctors (44 % response rate) showed that few referred to the policy
daily (2.3%) or weekly (9.1%); many felt it was some (27.3%) or a significant (11.4%)
infringement on their prescribing freedom. Only 25% felt it was helpful but 36.4% found it no
hinderance (This study is also described in Wolfson DJ and Williamson PM, 1981).

Petrie JC and Scott AK. Drug formularies in hospitals (editorial). Br Med J 1987;294:919-20.
Editorial:

The authors described the usefulness of formularies in helping control drug expenditure,
educating prescribers and improving the prescribing process. It referred to a survey carried out
by another investigator (Ridley H, 1986). :

Hey R, Wareham J and Goldberg LA. An investigation into the use of the local formulary in
Stockport AHA. Br J Pharmaceutical Practice 1982;4(7):7-10.

Descriptive study:

The authors described the setting up and activities of a multidisciplinary drug and therapeutics
committee, including the creation of a formulary. A review of prescribing 6 months after the
formulary was introduced showed that over a three month period there were 256 instances of
pon-formulary prescribing for in-patients. In 56 instances formulary alternatives were used but
for 203 a non-formulary drug was used, mainly because patients had been admitted on the drug
(112, 55%) or a consultant authorised its use (49, 24%). A study of out-patient prescribing
over a one week period showed that 23 (4.4 %) of the 510 items that were prescribed were
non-formulary. Only one item was altered to a formulary alternative. In 17.3% of instances
there was no alternative in the formulary.

Hampson JP, Corkill JE, Murray A, Griffiths LR, Smith JC and Bartzokas CA. Potential
financial benefits of a local antibiotics policy. Pharm J 1988;241:660-2.

Descriptive study:

This survey calculated, retrospectively, that the potential savings in a single hospital would
have been £106,000 per annum if prescribers had adhered to the antibiotic policy. Five months
data were used to calculate this figure. The actual savings that were made were lower.

Lacey RW. Hospital antibiotics policy in a health district. Br Med J 1979;1:1389.
Descriptive study:

The authors claimed that the use of an antibiotic prescribing policy reduced expenditure on
antibiotics from £16,431 in 1974/5 to £10,448 (adjusted for inflation) in 1977/8. Spending on
other drugs increased from £74,331 in 1974/5 to £84,926 (adjusted for inflation) in 1977/8.
Antibiotic resistance patterns, examined in the second year, showed no problems.
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Cooke J, Calvert RT and Lacey RW. Antibiotic prescribing (letter). Pharm J 1984;233:707-8.
Descriptive study:

The letter referred to an abstract published in the same journal volume (page 423) that
described the development of an antibiotic prescribing policy in a single general hospital. Its
purpose was to improve the cost-effective use of antimicrobials and to reduce the incidence of
resistance. The policy was created in consultation with the drug and appliances committee,
consultants and the microbiology department. In the letter, the authors claimed that the policy
reduced expenditure on antibiotics by 15% over one year (£30,000).

Cooke J. Antibiotic policies. Proceedings of the Guild 1990;28:17-27.

Descriptive study:

This paper described a strategic approach to the use of antimicrobial in a single general
hospital. Pharmacists consulted with prescribers to create a booklet with a list of preferred
antimicrobial and information on their selection and use. Pharmacists also advised on the use of
antimicrobials and encouraged selective reporting of sensitivities. Pharmacists educated those
involved with antimicrobial use through workshops, seminars and updating sessions, and liaised
with the purchasing pharmacist regarding actual usage of these agents. A retrospective audit
revealed that the incidence of wound infections after gastro-biliary surgery decreased from 8.9
to 8.7% following the introduction of the formulary. The proportion of the drug budget spent
on antimicrobial also fell from 19.8 to 13.3% with annual savings of around £120,000.
Although the results suggested an effect, the quasi experimental nature of audit and the lack of
information on possible confounders hampered the acquisition of proof of an effect.

Scholfield JK, Oberoi DK and Savage A. The development of a dermatology pharmacy
counselling service and prescribing list. Pharm J 1990;245:364-6.

Descriptive study:

This study described how the pharmacy and dermatology departments aimed to improve patient
compliance by developing a pharmacy counselling service. An list of dermatological products
was created also to rationalise stocks and reduce costs. The list became part of the district
formulary. There was a reduction in total drug expenditure on dermatological products for out-
patients from £8250 to £5400 for the same three months period in consecutive years before and
after the adoption of the list. This occurred despite an increase in the numbers of patients that
were seen in the same time period from 1720 to 2057. Patient type remained largely
comparable. Patients’ satisfaction with the counselling was not assessed (Personal
communication, Scholfield 1993) and the lack of data on patient and prescribing factors leaves
the result open to potential confounding.

Riley MR and Cooke J. The planning, implementation and outcome of a change in intravenous
nitrate prescribing strategy. Int J Pharm Pract 1991;1:30-3.

Objective:

To describe the methods used to effect a change in intravenous nitrate prescribing at a large
general hospital.

Methods:

The costs of drugs and administration devices was measured before and after a change in
nitrate prescribing policy. The study compared actual spending with projected figures had the
policy not been implemented.
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Results:

Compared with the expected spending on nitrates (isosorbide dinitrate), a change to glyceryl
trinitrate (GTN) reduced expenditure by £24,000 in 1988/9 and £21,000 in 1989/90.
Assessment of study: (strength, size of effect, generalisability

The projections were based on the use of drugs in previous years. The size of the effect was
large. The authors assumed that prescribing would have remained unchanged without the policy
and failed to measure accurately all the costs and consequences of the change in policy. No
data were presented on issues that may have affected prescribing such as patient, physician or
other factors. No sensitivity analyses were performed. As a cost minimisation type analysis, it
was incomplete and the results are open to confounding. The results are not generalisable.

Goodyer LI, Fahey M and Tristram J. Audit of a laxative policy for elderly patients. Int J
Pharm Pract 1992;1:238-9.

Objective:

The authors described the creation and subsequent audit of a laxative policy for elderly care
patients at a single general hospital.

Methods:

This was a prospective audit of all prescription charts on care of the elderly wards was carried
out on a single day two weeks before and 2,4 and 8 weeks after the introduction of a laxative
prescribing policy. Differences in prescribing patterns were assessed.

Results:

Sixty four charts were reviewed in the before phase, 57 at 2 weeks, 59 at 4 weeks and 46 at
eight weeks. There was a trend, over time, towards conformity with the prescribing policy; for
some drugs this was statistically significant (lactulose, senna and co-danthrusate). Patients were
broadly comparable and the change in prescribing persisted for up to one year (Personal
communication: L Goodyer, 1993).

Assessment of study: (strength, size of effect, generalisability

The size of the effect was large but the results are not generalisable. In addition, the lack of
data on patient comparability leaves the results open to confounding. The lack of outcome data
(financial or patient care) makes the study purely process orientated.

Patel K. A policy for rationalising laxative use and expenditure. Pharm J 1993;250:185-6.
Objective:

To report on the development of a policy to promote safe and effective prescribing of
laxatives.

Methods:

This was a prospective, before after, survey that assessed the effects of a laxative policy,
drawn up in consultation with doctors and nurses, on spending on laxatives in a single hospital.
Results:

Implementation of the laxatives policy produced savings of £11,000 in the first year. This
reduced expenditure was maintained in the second year. No adverse effects were noted.
Assessment of study: (strength, size of effect, generalisability

A large (50% reduction) effect was seen but lack of data on patient comparability and
throughput, and contamination of the results (policy introduced in some wards in the before
period), make it difficult to estimate the true effect. The results are not generalisable.
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Morgan DJR, Sutters CA and Pugh S. Medical audit and formulary management; a policy for
rational use for thrombolytic drugs. Postgrad Med J 1991;67:165-9.

Descriptive study:

This paper reported on the development, introduction and maintenance of a policy to promote
the rational use of thrombolytic by doctors in two hospitals in a London district. A
multidisciplinary task force suggested and implemented guidelines for the use of thrombolytics
taking current practice, and the results of a literature and drug use review, into account.
Implementation involved education of doctors and other staff via meetings and bulletins. A
retrospective audit of drug use suggested that this method ensured 100% adherence with the
policy. This 14 month study was not designed to be an evaluation but the data presented
showed that the use of streptokinase more or less mirrored the number of patients with acute
myocardial infarction and the amount of rt-PA used remained low during the study. The
authors estimated that the policy resulted in £27,000 in drug expenditure that was avoided (if
actual expenditure was compared to the use of the most expensive agent for all patients).

Upton DR, Taylor JK, Holmes GKT and Poston JW. Effects of withdrawal of co-danthromer
on use of laxatives in a district general hospital. Br Med J 1988;297:1446-7.

Objective:

To assess the changes in the use of laxatives following the withdrawal of co-danthromer in
1987 and the issuing of recommendations, by the drug and therapeutics committee, for
alternatives laxatives that should be used.

Methods:

This was a prospective before/after study of the amount of laxatives used in a district general
hospital. Computer issues indicated the quantity of laxatives that were used. These were
converted to defined daily doses (DDD) following consultation with colleagues. These DDDs
were related to bed occupancy using the number of occupied bed days. Use of laxatives,
expressed as the number of DDDs/100 bed days was compared for the same six months before
and after the policy change.

Results:

A 7% increase in laxative use, from 29.3 to 31.3 DDD/100 bed days, was accompanied by a
65% increase in expenditure on laxatives, from £1986 to £3274, over the 6 months.
Recommendations on prescribing were not followed. The results suggested that formulary
changes could actually increase expenditure (on laxatives) if reinforcing tactics were not used
in addition to the provision of recommendations.

Assessment of study: (strength, size of effect, generalisability)

The study was conducted at a single site so the results are not generalisable. In addition, it
suffers from potential confounding due to absence of data on case mix. Nevertheless, it is
unlikely that changes in patient case mix would have accounted for all the changes in
expenditure given that the DDDs/100 occupied beds was the measure of drug use that was
employed. It is more likely that the cause was the use of some expensive liquid preparations in
place of tablets or dietary fibre products.

Lewis C. Laxative prescribing before and after the implementation of treatment guidelines.
Hospital Pharmacy Practice 1991;1:3414.

Objective:

To assess the effects of a laxative policy created jointly with doctors and nurses on laxative
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prescribing.

Methods:

A prospective before/after study of expenditure on, and prescribing of, laxatives in two
hospitals in a single district health authority. Prescribing was measured for one month before
and after implementation of the policy. Comparability and numbers of patients treated were
assessed.

Results:

Thirty seven percent of patients were prescribed laxatives before and 35% after the
introduction of the policy (65% and 58 %, respectively, for geriatric patients) but the average
number of laxatives per patient decreased from 1.41 to 1.25 (1.59 to 1.38, respectively, for
geriatric patients). Prescribing practices changed in line with the policy recommendations and
expenditure was reduced from £1300 to £200 per month. Comparable numbers and types of
patients were treated before and after the study. Expenditure was decreasing before the
guidelines were implemented possibly because those involved in the creation of the guidelines
were aware of their content and altered their usage patterns as a result.

Assessment of study: (strength, size of effect, generalisability)

The effect was large but it is not known if it was sustained. Contamination was a problem as
was potential bias. The absence of data on patient outcome is a drawback. As a result, is only
possible to claim that pharmacy-initiated policies can reduce expenditure on laxatives. The
results are probably generalisable.

Wolfson DJ. Financial implications of a set of antibiotic policies. Pharm J 1980;224:706-7.
Descriptive study:

The article described the creation and implementation of an antibiotic prescribing policy. It was
created by pharmacy, doctors and the microbiology department, in an area containing four
hospitals. The number of antibiotics in the formulary fell by 44 on its introduction and there
was a fall of 0.4% in antibiotic expenditure in the year of its introduction compared to a rise of
41.3% in expenditure on other drugs. They estimated that this policy saved £36092 per annum
which corresponded to a 42% reduction in expenditure. This was an uncontrolled study that
made a number of assumptions in the calculations of financial savings.

Dobrzanski S, Lawley DI, McDermott I, Selby M and Ausobysky JR. The impact of
guidelines on peri-operative antibiotic administration. J Clin Hosp Pharm 1991;16:19-24.
Objectives:

To observe current surgical antibiotic prophylaxis, create a policy in this area and evaluate its
effect on the rationality of prescribing and the drug costs.

Method:

The use of peri-operative antibiotics was assessed, using pre-determined appropriateness
criteria, in a single general hospital on patients under the care of two consultants before and
after the introduction of guidelines. Patient outcome and cost factors were measured where
possible.

Results:

The indications for surgery in the 73 patients in the before phase and the 102 in the after phase
were similar. Before the guidelines, 17% of patients received appropriate therapy. The main
problem was failure to administer the drug. After the guidelines were implemented,
appropriateness increased to 60%. Cost/patient decreased from £38.13 to £16.93 due mainly to
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a reduction in the use of questionable therapy. Patient outcomes were not assessed for the
entire study.

Assessment (size of effect, design, generalisability):

The size of the effect was large but there are doubts regarding the methods used in assessing
the appropriateness of the costs. There was a risk of confounding and bias. The results are not
generalisable.

Upton DR. Antibiotic use review programmes - The duration of antibiotic therapy in a district
general hospital (conference presentation). Proceedings of the Guild 1989;26:84-7.

Objective:

To investigate the duration of antibiotic therapy in a large general hospital and to assess the
effectiveness of corrective measures.

Methods:

This was a prospective before/after study of antibiotic prescribing. The therapy of 200
consecutive patients (40 medical, 80 surgical and 80 orthopaedic) was examined in each phase.
A drug utilisation review process was used to examine the records and institute the intervention
to correct inappropriate prescribing. The intervention included a requirement for the prescriber
to specify a stop date, usually 5 days from the day of prescribing. Longer periods of therapy
could be specified. Where no date was specified, a pharmacist inserted a five day stop date but
therapy was monitored and the prescriber contacted to remind them of the stop date at least 24
hours before it became effective.

Results:

Patients in both phases were similar in terms of duration of admission (means were 15.8 days
in the before phase and 16.6 days in the after pbase), number of antibiotic courses prescribed
and the number of episodes of infection or prophylaxis (244 before and 230 after). The
intervention increased the proportion of therapeutic courses that lasted for under 6 days from
31.7% to 53.8%; for prophylactic courses, the change was from 84.3% to 92.8%. A greater
effect was noted on wards where therapy had been less well-defined.

Assessment of study: (strength, size of effect, generalisability)

Insufficient data were provided on case mix, timing of the study and other potential
confounders. In addition, this study was open to bias due to pharmacists collecting the data.
The effect was moderate but is not generalisable.

Hughes J and Daly M. Guidelines for antibiotic prophylaxis prior to elective surgery. A
preliminary assessment. Hospital Pharmacy Practice 1991;1:41-4.

Objective:

To study the potential effectiveness of a guide to the use of prophylactic antibiotics drawn up
by clinicians and drug information pharmacists and to assess the potential savings that could
accrue from strict adherence to the guidelines prior to their formal introduction.

Methods:

The medical records of all patients admitted to three surgical wards in one hospital were
examined over a four week period. Details were obtained on the patient, their antibiotics
regimen, type of operation, stay and antibiotics given on discharge. The antibiotic courses were
determined to be either prophylactic or treatment by reference to the notes. All therapy was
costed and comparisons were made between the actual cost and the potential costs if the
antibiotic prescribing guidelines had been followed.
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Results:

Records of 261 patients were examined. Ninety two patients were monitored for their entire
stay. One hundred and sixty nine patients were lost to follow-up for the following reasons; no
antibiotic prescribed, patient transferred to another ward or antibiotics commenced before the
start of the study or completed after the end of the study. Forty seven patients received
prophylactic antibiotics; 35 went on to receive post-operative antibiotics. Forty five patients
received no prophylaxis; 42 of these received post-operative courses (gynaecological,
orthopaedic and urological surgery). There was a theoretical saving of 60% on the insertion of
prosthesis, 39% on hysterectomies and 89% or 99% for trans-urethral resection of the prostate
(depending on patient’s tolerance of the drugs). The authors admitted, based on the
requirements for post-operative antibiotics that they found in their study, that the theoretical
savings that could be achieved were probably in excess of the realistic savings.

Assessment of study: (strength, size of effect, generalisability)

This was not an evaluation.

Smith JM. New drug evaluation. Pharm J 1985;235:369-72.

Opinion paper:

The author suggested that new drugs require evaluation before they are brought into general
use and that pharmacists can facilitate this process by evaluating the literature critically.

Bateman DN and Smith JM. A policy for laxatives (editorial). Br Med J 1988;297:1420-1.
Editorial:

The authors suggested that formularies and prescribing policies are useful but cannot be
implemented effectively without the support of consultants and ward or clinical pharmacists.

Wolfson DJ and Williamson PM. Prescribing restrictions: implications and reactions. DICP
1981;15:594-7.

Descriptive study:

This paper described a prescribing policy, drawn up by a multidisciplinary committee, that
restricted doctor’s freedom to prescribe antibiotics. A survey was carried out 21 months later
to ascertain opinions on the policy. A questionnaire was mailed to 104 hospital doctors. Forty
four usable responses were received, 37% were from surgeons and 57% were from physicians.
Fifty eight percent of the respondents were senior doctors and 36% were junior doctors. Only
2.3% used the policy daily, 6.8% once a week, 15.9% once a month and 47.7% less
frequently than that; 27.3% never used it. The policy was thought to be of most value to junior
doctors and general practitioners. It was felt to be a substantial infringement on the doctor’s by
11.4% but no problem usually or at all by most of the rest; 25% saw it a positive contribution
to prescribing. Only 36.4% were in favour of extending the policy.

A report of the working party on the addition of drugs to intravenous fluids (Chair, A
Breckenridge). Department of Health and Social Security, HC(76)9. London, HMSO, 1976.
Government Report:

The working party addressed issues concerning the safe preparation of intravenous infusions.
They highlighted the problems of microbial contamination and incompatibilities of the
constituents of intravenous infusions. They stated that those currently involved in intravenous
additions were untrained for the task. In addition, intravenous additions were carried out
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usually in an unsuitable area. They suggested that additions to intravenous fluids were aseptic
procedures that should take place under the supervision of a pharmacist in an appropriately
controlled area.

191.  Daly M. Assessment of trainee nurses’ perceptions of an intravenous drug administration
policy. Pharm J 1992;248:HS11-14.
Descriptive study:
This was a questionnaire survey, with 18 descriptive scenarios of situations where an
intravenous drug was to be administered. It was used to determine the extent to which nurses
found the intravenous drug policy at a single hospital met their needs. One hundred and sixty
seven trainees completed the questionnaires anonymously. Nurses were unsure often of when
they should refer to the policy document. The percentage of correct answers varied from 8 to
99% The results were used to create a more appropriate policy.

192.  Goldberg LA. Drug use review. Br J Pharmaceutical Practice 1988;10:129
Opinion paper:
This paper described the process of drug use review. It provided opinions on the applicability
and usefulness of drug use review in informing drug policy in individual hospitals.

193.  Griffiths J. Deciding priorities for drug usage review. Pharm J 1989;242:HS38-40.
Opinion paper:
This paper described in detail how drug use review can be applied to the rationalisation of drug
policy for the benefit of patients and institutions.

194, Kaye D. An investigation of the cost of drugs used on individual patients on an acute care of
the elderly ward. Hospital Pharmacy Practice 1991;1:281-5.
Descriptive study:
This paper described a costing system that takes individual patients’ drug use and length of stay
into consideration. Used with re-admissions data, the authors expected that the system could
help target drug policy-making efforts, taking the quality of prescribing into account when
creating such policies.

195.  Farrar K. Clinical directorates - How are they developing. Pharm J 1993;250:HS40-41.
Opinion paper:
This paper described the development of clinical directorates and the nature of pharmacy
services provided to them. It indicated that pharmacists can more easily contribute to patient
care and the cost-effective use of medicines via the directorate structure.

196.  O’Hare, JDG. The development and function of pharmaceutical services in psychiatric hospital
practice. PhD thesis. Belfast: Queen’s University, Belfast 1989.
Descriptive study:
The thesis described the development of pharmaceutical services in a large psychiatric hospital.
Reasons were given for the latency in the development of services to psychiatric hospitals and
comparisons were drawn between psychiatric pharmaceutical services in the United States and
Canada and the services in the United Kingdom. The thesis described the initiatives that were
taken to improve pharmaceutical services to the mentally ill at one hospital. The impact of the
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measures that were taken by the pharmaceutical staff to alter the prescribing of solid dose
potassium and iron preparations and the provision of a dedicated drug information service were
described. To alter prescribing habits, a list of recommended alternatives was created and
pharmacists reinforced the guidelines by consulting with prescribers who ignored them. Over 9
years, a sustained large reduction in the use of the older preparations was seen and a rise in the
use of the recommended products. When the clinical pharmacy service was withdrawn in 1987,
adherence to the policy declined. Although there was a saving of 45% in expenditure on iron
therapy, the recommended potassium supplements were more expensive than the older ones.
The author concluded that it was difficult to assess the cost-effectiveness of the service. He
also ignored the cost of pharmacists’ time in providing the service. Any changes in the
numbers and types of patients over time were not measured nor were other potential
confounders. An assessment of the queries that were directed at the drug information
department of the hospital revealed that most came from doctors (46/90) or nurses (39/90).
The effect of the provision of information actively by pharmacy staff was assessed when
certain vitamin preparations were "blacklisted". The provision of prescribing information
resulted in almost complete compliance with the recommended alternative resulting in a saving
of £2960 over the first year. Once again, this ignored potential confounders and the costs of
providing the information. Research undertaken into infection control had suggested a role for
the pharmacist in the psychiatric hospital. The development of a monitoring role for the
pharmacist and a novel system for maintaining therapeutic profiles were described. The
therapeutic profiles were compiled on paper first and then transferred to a spreadsheet since
their maintenance was time-consuming. Profiles were used to help monitor therapy, to help to
adjust stock levels to lower, more appropriate levels, and for teaching and audit purposes. A
section of the thesis considered research into the formulation and administration of alternative
therapy for psychiatric patients. Other areas that were covered included managerial issues, an
investigation into possible reasons for non-compliance (such as patients’ inability to use child-
resistant closures), and a brief account of an unsuccessful attempt to develop a pharmacokinetic
service for phenytoin and digoxin. The thesis also considered the impact on therapeutic practice
of changes in pharmacy staff levels.

Upton DR, Holmes GKT, Fox PD, Cullen AMS and Poston JW. The long-term value of the
selected list as a method of controlling drug costs in a District General Hospital. Health Trends
1989;21:26-9.

Objective:

To determine the long term effects of the selected list on drug costs for affected drug classes in
a general hospital.

Methods:

Computerised drug use data were employed to measure the use of drugs in three periods of six
month each. These periods were the same six months of the year, before, after and one year
after the limited list was introduced. Costs were adjusted for inflation and for variations in
patient bed days.

Results:

Statistically significant reductions were observed in expenditure on several groups of drugs
namely, anxiolytics, hypnotics and sedatives, antacids, expectorants and mucolytic but not on
vitamins, laxatives, analgesics, and nasal preparations.

Assessment of study: (strength, size of effect, generalisability)
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The effect was fairly large but the resuits are not generalisable. In addition, there was no
information on variations in case mix over the time periods.

McCabe JC, Henry DA and Lawson DH. Drug information centres: a new role for
pharmacists? Scot Med J 1977;22:147-50.

Descriptive study:

This paper described the setting up and the facilities of the drug information services in
Glasgow. It also gave details on the workload in the first year. Over 85% of queries came
from hospital staff, mainly from pharmacists and doctors. Most questions concerned adverse
effects (21%), drug indications (20%) and availability (18 %). The time taken to reply to
queries was less than an hour usually (65%). The centre also provided other services such as a
regular newsletter to update pharmacists on new drugs and other topics of interest.

McNulty H. Hospital pharmacy information centres and their role as suppliers of information.
Postgrad Med J 1977;53:556-8.

Descriptive study:

This paper described the development of drug information centres in the United States (USA)
and the United Kingdom (UK). It provided a summary of the services that were then currently
available in the National Health Service and their use. The service existed to inform
prescribing and to support the ward pharmacy service. The information service was especially
necessary given the rapid expansion in the numbers, and increasing complexity, of medicines
available. At the time, there were special information posts at regional level in 11 English
regions, 3 in Scotland and one each in Wales and Northern Ireland. The Regional Drug
Information Pharmacists’ Group was established in 1975 to co-ordinate the services nationally,
especially the abstracting and specialised information services, and to develop a national
network and code of practice.

Rogers ML and Barrett CW. The drug information centre at the London Hospital. Pharm J
1972;209:37-9.

Descriptive study:

This paper described the planning, equipment and mode of operation of a drug information
centre at a large general hospital. The centre served to keep pharmacists abreast of current
developments, to answer questions from non-pharmacy health workers, to support the ward
pharmacy service and to compile selected information for distribution to health care
professionals.

Savage 1. The information dispensers. Pharm J 1991;247:HS17-19.
Descriptive study:
This paper described the work of various drug information pharmacists and centres.

Maguire ME and D’Arcy PF. Drug information services in four capital cities in the United
Kingdom. A tale of four cities - London (North East Thames), Cardiff, Belfast and Edinburgh.
J Clin Hosp Pharm 1988;13:207-12.

Descriptive report:

This paper described the results of a survey of four drug information centres. Their facilities
included access to several journals and computer databases. Their staff included up to S
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pharmacists, pre-registration students (2 centres), PhD students (one centre) and clerical
officers. The total cost of centres varied from £35,700 to £67,350 per annum. The
dissemination of information was wide. Published bulletins were distributed to several health
professionals. The centres handled between 1325 (Edinburgh) and 3491 (Cardiff) queries each
in 1985 at a cost per inquiry that varied from £5.36 (London) to £10.80 (Edinburgh). Most
queries were from pharmacists, followed by doctors and nurses.

Rodgers ML. Evaluation of some aspects of a drug information service. J Clin Hosp Pharm
1978;3:189-202.

Descriptive study:

This paper described the North East Thames regional drug information service at the London
Hospital. The author compared and contrasted various models for the provision of drug
information within the region - a single centre, distributed services or a main centre with a
sub-centre network. The last model seemed appropriate but it was decided to measure activity
at the main centre and a sub-centre to inform the debate. A questionnaire was used to gather
information on queries received by the centres. In the study period, June 1975 to May 1976,
during which the main centre had 1.9 whole time equivalent (WTE) pharmacists and 0.8 WTE
students on average and the sub-centre had a pharmacist for 25 hours a week, the main centre
received 1611 queries and the sub-centre 519. In each case about 2/3 came from the base
hospital. A selection of 1456 main centre queries and all sub-centre queries were included in
the analysis. Results were provided on the nature of the queries, the time to answer them, the
proportion that were urgent, the daily distribution of queries, the source of queries and the time
by which answers were required. There were some differences between centres in these
factors. About half of all queries need immediate answers but they took longer to answer at the
sub-centre, probably due to part-time staff cover at the sub-centre. The main centre had a low
level of utilisation; a server would only be working on a query for only 40% of their time on
average. The comparable time for the sub-centre would be 15%. The author argued for
centralisation of the service on economic, but not on customer, grounds. He concluded by
recommending that centres should be staffed full-time. From the efficiency viewpoint, formal
services were thought to be best centralised but local representation was considered to be
important for optimal usage in the area served. The local representatives should have some
organisational link to the central service to allow filtering and referral of queries.

Maguire ME, D’Arcy PF and Smith AMJ. A decade of drug information experience in
Northern Ireland. J Clin Hosp Pharm 1985;10:297-302.

Descriptive report:

This paper described a drug information service provided at the Royal Victoria Hospital,
Belfast. It received 9,615 queries in the years 1975-84 inclusive, mostly from pharmacists
(46%), doctors (34 %) and nurses (12%). The topics of the questions were mainly adverse drug
reactions (10%), availability or supply (18 %), pharmaceutical issues (19%) or administration
or dosage (15%). The centre also produced bulletins. The authors described the likely future of
the centre as a source of support for clinical pharmacy and drug and therapeutic committees. It
was proposed that it would function within a collaborative relationship with the poisons
information centre.
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Brandon M. A study of the inquiry workload in a regional drug information centre. J Clin
Hosp Pharm 1984;9:127-31.

Descriptive study:

The author described a workload study carried out over 4 weeks (20 work days) at East Anglia
Drug Information Centre (DIC). Pharmacists recorded their activities for 30 minute periods.
During the study, 82 queries were received of which 45 (55%) were urgent. One hundred and
three queries were answered. On average, queries took 1.14 hours to answer. For urgent ones
this was 0.93 hours and for non-urgent queries it was 1.51 hours. Using 6 months of data, 554
queries had been received of which 358 (65%) were classed as urgent.

O’Hare JDG, McKee HA and D’Arcy PF. Analysis of drug information queries received by
the pharmacy in a long-stay psychiatric hospital. J Clin Hosp Pharm 1984;9:139-42.
Descriptive study:

The article described the nature, source and number of queries received at one hospital. Over
10 weeks 90 queries were received. Thirty were on psychiatric drugs and the remainder on
general medical issues. Forty six queries were received from doctors and 38 from nurses. Most
were on drug use (39) or on therapy or therapeutics (28).

Morrow NC, D’Arcy PF and Pielou LW. Drug information inquiries - Who asks what and
where are the answers. J Clin Hosp Pharm 1984;9:322-31.

Descriptive study:

A survey of the workload of a drug information service over 5 years was reported. The
number of queries received varied from a low of 245 (1978) to a high of 357 (1980). On
average 43.9% emanated from medical staff (29.8% from junior and 12.2% from senior
hospital doctors and 1.9% from general practitioners), 30.6% from hospital pharmacists, 4%
from community pharmacists and 16.3% from nurses. Most queries were on drug
administration and dose (23.9%), choice and adverse reactions (14 %), or pharmaceutical
problems (14.6%). To answer 26% of queries a primary reference source was used. The
average number of such sources used for these queries was 2.47. Six months of data were
considered in detail. Forty five percent of queries requiring the use of a primary reference
were from hospital doctors, 38% from pharmacists and 9% from nurses.

Adams PR. Evaluation of Welsh Drug Information Services. PhD Thesis. Cardiff: University
of Wales College at Cardiff, 1992.

Objectives:

To investigate how the information supplied by the drug information service in Wales was used
and the effect of information provision on patient outcome.

Method:

A prospective questionnaire survey of hospital and community doctors and pharmacists was
carried out to ascertain their perceptions of the usefulness of replies received to drug
information queries from one Regional and two District drug information centres (DICs) and
the use to which they put this information. The replies were validated using medical notes. In
addition, opinions were obtained from general practitioners (GPs) on their future drug
information requirements.

Results:

Two hundred and sixty three hospital doctors and 191 hospital pharmacists were sent
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questionnaires. The response rates were 89% and 97 % respectively. There were few significant
differences in the replies that were given to questions by respondents who would have received
services from the two District and the Regional drug information centres (DICs). The standard
of service in all three DICs was similar. Overall, for hospital-based respondents, the
information provided by DICs was found to be useful by 94% of respondents. In 66% of
cases, patients’ therapy had changed as a result of the information received; usually a new
therapy was commenced. Information was used also to confirm existing therapy was correct or
to discontinue therapy, and for personal or peer education. Information in the medical notes of
a sample (20% approximately) of patients validated the results of the questionnaires. The use of
the information was mentioned directly in fewer than one fifth of medical notes but its use was
implicit in more than four fifths of the notes. Overall, for community-based respondents, 68 %
of GPs and 37% of community pharmacists had used the information provided to influence
patient care directly. Four hundred and twenty one GPs in two districts had been asked to
provide opinions on the DIC services. Three quarters of them replied. Few GPs in one district
(23%), and more in the other (53%), had used the DIC. Utilisation of the DIC occurred mainly
as a result of the GPs’ perceptions of the level of expertise of DIC pharmacy staff (83 in one
district and 61 % in the other) and personal unfamiliarity with the subject (54 in one district and
47% in the other). Those who never used DICs said that the main reasons were that they never
had a need to (55 and 37%, respectively, in the districts) or that they were unaware of the
existence of the DIC (19 and 39%, respectively, in the districts). Those that had used the DIC
found its services appropriate. Respondents defined various drug information needs that they
felt GPs had, such as the need for reviews of drug therapy for various diseases and for reviews
of new drug products.

Assessment (size of effect, design, generalisability):

The study was fairly large but was not a full evaluation since no comparisons were made.
There was an assumption that patients benefited if drug information was used although this was
not validated. The results are probably generalisable.

Taggiasco N, Sarrut B and Doreau CG. European survey of drug information centres. Ann
Pharmacother 1992;26:422-8.

Descriptive study:

This paper reported the results of a mail questionnaire of hospital drug information centres
(DICs) in 32 European countries. Two thousand and twenty six respondents were contacted and
267 questionnaires were sent. One hundred and ten (40%) questionnaires were received of
which 88 were analyzed. These replies included 47 from the UK. In general, DICs were
located in health care structures and run by doctors or pharmacists. The services of the DIC
were available usually to other health care professionals. Only the in the UK was a national
organised network maintained. The report provided details of the staff, opening hours,
resources and annual workload of the centres. Most employed specialist pharmacists and were
open during normal working hours. DICs used a variety of books, journals and databases and
most (72 centres) dealt with under 2000 queries per annum. DIC queries were often recorded.
Dics also produced bulletins and other information or educational material. Twenty DICs
implemented quality assurance programs. Of the 47 UK centres, only 2 were located in a
university; the remainder were located in a hospital. UK DICs were staffed by pharmacists
who specialised in drug information. Most DIC queries were received by telephone (in excess
of 80%). About two fifths were received from pharmacists and the same proportion from
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doctors.

Dhalla M. The National Poisons Unit. Pharm J 1991;247:HS22-3.

Descriptive study:

This paper described the work, staffing and facilities of the national poisons unit in New Cross
Hospital, London and number of inquiries received their each year. This unit was established
in 1963 following the publication of a report on the subject the previous year by the
Department of Health. No pharmacists were employed there. Its workload bas increased
steadily and in 1990 the service had over 94,000 inquiries.

Herxheimer A. The drug information cascade. Pharm J 1993;250:412.

Opinion paper:

This paper provided opinions on the provision of information to prescribers, including that
provided by the industry, by specialised centres that provide evaluated information on drugs,
by drug information centres and by the creators of formularies. The author suggested that
future information initiatives should be directed towards making good quality information more
accessible and easier to use so prescribers, and ultimately the patient and the public, would
benefit. He suggested a national agenda to achieve this aim.

Anderson DA and Glare JG. VADIS - a drug information resource. Pharm J 1991;247:HS13-
16.

Descriptive study:

This paper described the view data drug information service, a computerised drug information
service that complements the British National Formulary.

Proudlove CR, Smith JC and Breckenridge AM. Medical awareness and usage of a regional
drug information service. Pharm J 1983;230:394-6.

Descriptive study:

The study reported the results of a postal questionnaire survey that elicited the opinions of 665
general practice (GP) and 566 hospital doctors on the Mersey drug information centre. Seventy
percent of the GPs and 62% of the hospital doctors replied. Forty six percent of the GPs were
aware of the service and 14% had contacted it for information. Forty five percent of hospital
doctors were aware of the service and 27 % had used it. Doctors in a hospital with a drug
information centre were significantly more likely to be aware of its existence and to have used
it (p<0.01). Most (68.1%) of those in sites with a centre were aware of the centre (compared
to 41.3% who were not in such a site); 51.1% of doctors in sites with a centre had used drug
information services (compared to 23.8% who were not in such a site).

Morrow NC. Problem-orientated drug monographs developed for physicians in Northern
Ireland. Am J Hosp Pharm 1986;43:360-7.

Descriptive report:

This paper described the production of monographs on several drugs by a drug information
centre. The monographs were evaluated using a questionnaire survey of hospital and general
practice doctors. Self-completed questionnaires were sent, with the monographs, to 122
hospital and 67 general practice doctors. Fifty six (45.9%) hospital doctors and 26 (38.8%)
general practice doctors returned the questionnaires. There was a trend for junior hospital
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doctors, more than the more senior members of staff, to consider the monographs to be more
useful. Most doctors thought that the information was of moderate or substantial benefit
educationally or practically (88 %), that it highlighted previous information (78 %) or provided
new information (46 %), that it was suitably pitched (86%) and that the range of data were
sufficient (66%). The majority of the doctors thought that the monographs were adequately
(55%) or well (43%) written, of a suitable length (30%) and a useful basis for peer review
discussion and therapeutic audit (77 %), suitably designed (86 %) and that their problem-
orientated approach was suitable (92%). Most (85%) would like to receive them again.
Important omissions were felt to be drug costs (25%). Respondents also said that information
on adverse effects, interactions, dosage and administration was of prime importance. The
authors claimed that the monographs were useful sources of information and could be used to
influence prescribing.

Lugg SC, Hudson SA and Golightly PW. An evaluation of response to specialist drug
information bulletins. Proceedings of the Guild 1980;13:43-57.

Descriptive study:

The Trent Regional Drug Information Service (DIS) produced a specialist current awareness
bulletin for paediatrics and psychiatry which was sent to pharmacists, nurses and doctors.
Various hospital DISs in the region helped to produce these. A questionnaire survey was
distributed with the bulletins via the hospital DIS to two sample areas in the region and replies
were collected over 5 weeks. There was a 20% response rate to the questionnaire. Respondents
thought that the bulletins were readable, of the correct length and mostly (medical staff) or
usually (pharmacists and nurses) relevant. Most respondents read all parts of the bulletins, kept
them for future reference, made them available to other staff and sometimes used them to
stimulate discussions with colleagues. There was general satisfaction with the format of the
bulletins; 45% of medical staff, 17% of nurses and 24 % of pharmacists were completely
satisfied with them and only 5, 10 and 18%, respectively, were completely dissatisfied.
Problems were detected with the distribution of the bulletins and a there was a lack of
awareness of its existence. Personal interviews were conducted with a sample of responders by
a member of the DIS who was not involved in producing the bulletin. Thirty six nurses, 16
doctors and 10 pharmacists were interviewed. Interview and questionnaire data were in
agreement except with regard to what respondents did with bulletins after reading them. In the
interview survey, fewer medical (40%) and nursing staff (50%) said that they kept the bulletins
for future reference than had stated this in the questionnaire survey.

Hall T. The effect of drug bulletins on the prescribing of oral nitrates. Br J Pharmaceutical
Practice 1990;12:122-8.

Objective:

To assess the effectiveness of a bulletin, which addressed the issue of nitrate tolerance, that
was produced by a hospital drug information department on nitrate prescribing.

Methods:

This was a prospective before/after study of oral nitrate prescribing at a single general hospital.
In the first phase, pharmacists collected prescribing information on all patients prescribed oral
nitrates in a two week period. The bulletin on oral nitrate therapy, prepared by the drug
information department in a manner similar to that employed in the past in the hospital, was
distributed to all medical and nursing staff. It made certain recommendations on nitrate
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therapy: to use the minimum effective dose, to give isosorbide dinitrate and mononitrate three
times a day and not at bedtime and to cover nitrate-free periods with other drugs for those at
high risk. After a two week washout period, data were collected again as in phase I.

Results:

The proportion of patients who had a nitrate-free period (of at least 10 hours) increased from
26.7% (8/30) in the before period to 62.8% (27/43) in the period following the distribution of
the bulletin. This increase of 36% was statistically significant. There was a trend to increase
the total dose of nitrate (2.3%) and to use isosorbide mononitrate. For in-patients, however,
the trend was to lower the average daily dose from 47.33 to 42.65 mg and to use the
mononitrate. The author said that no reasonable alternative explanation, other than the effect of
the bulletin, was found for the change in prescribing patterns.

Assessment of study: (strength, size of effect, generalisability)

The effect was moderate. There was a risk of bias in data collection but confounders are
probably not important in this short term study. The results are not generalisable.

Ross AJ. Quantifying ward pharmacy and its impact on patients. Br J Pharmaceutical Practice
1987;9:267-73.

Objective:

To quantify the ward pharmacy service provided in four hospitals and to measure the impact of
advice given by pharmacists on the treatment of patients.

Methods:

This was a prospective cross-sectional sample survey that counted and classified the type
(mechanical, pharmaceutical or clinical) and outcome (accepted or rejected) of queries raised
on prescriptions by pharmacists and non-pharmacists in four hospitals in 1985/6.

Results:

The number of queries raised was: Hospital A - 916 in 29 days; Hospital B - 1393 in 238
days; Hospital C - 1227 in 146 days; Hospital D - 596 in 145 days.The author found that the
sampling was representative. Of the total of 4132 queries, 1034 were mechanical, 1826
pharmaceutical and 807 clinical; there were 465 other queries. Most queries (94 %) raised
solely during ward pharmacy (Hospital B) were raised by the pharmacist. In hospitals A,C and
D, 63%, 43% and 53 %, respectively, of queries were raised by the pharmacist. In hospitals A-
D, 61%, 68%, 32% and 46%, respectively, of queries resulted in a change in the prescription;
31%, 12%, 635 and 47 %, respectively, of queries were for information only. In total, 2177
(53%) of queries led to a change in a prescription.

Assessment of study: (strength, size of effect, generalisability)

This was a descriptive study not an evaluation. The author’s claim, that a change in the
prescription was an indicator of pharmaceutical advice contributing to patient care, is dubious
since no information about patient care was provided. In essence this study showed that
pharmacists affect the prescribing process and may improve patient care. The problems of the
lack of a control group, no data on possible confounders (patient numbers, staff numbers and
changes etc), potential bias in data collection (by the pharmacists concerned), absence of
independent assessment of the value of the interventions and incompleteness of data collection
(author admitted this was a possibility) make it difficult to use these results. The
generalisability of the results is likely but would be assisted by the provision of more
information on the nature of the pharmacies and hospitals that were studied.
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Shaw P, Hollebon CE and Mason SK. An investigation into the role of pharmacists on
consultant ward rounds. Br J Pharmaceutical Practice 1980;2:13-17.

Descriptive study:

The aim of this study was to categorise and quantify the inquiries directed to three pharmacists
who regularly attended three consultant ward rounds at hospitals in one district. The
pharmacists had different amounts of time to spend in preparation for the rounds, differing
levels of experience of attending rounds and attended differing proportions of rounds. The
consultants were two general physicians and one rheumatologist. The pharmacists recorded
their inquiries and contributions at 64 ward rounds over 5 months. There were differences
between the results for each pharmacist, namely in the types and numbers of inquiries on the
rounds and in the number of times that they initiated therapy changes or gave advice. This may
reflect the differences between the pharmacists that have been mentioned. At the end of the
five month period the consultants completed a questionnaire; all though it was useful to have
the pharmacist on the round. The reasons give were that the pharmacists acted as a safety net
and provided information on dose, drug, formulation and interactions and helped control costs.
All would recommend the inclusion of a pharmacist on their colleagues’ rounds.

Cairns CJ and Prior FGR. The clinical pharmacist: a study of his hospital involvement. Pharm
J 1983;230:16-8.

Descriptive study:

A survey was conducted of the contribution made by four pharmacists during ward pharmacist
and consultant rounds on units in a single hospital over six weeks. Three hundred and thirty
one queries were recorded by the pharmacists, about half of which were initiated by
pharmacists and half by doctors and nurses. Most queries concerned drug choice (30%), dose
(27%) or adverse effects (15%). Intervention by the pharmacist led to action in 75% of cases.
Another 13% of cases concerned queries by non-pharmacy staff requiring more information.

Gibson P and Freeborn SF. Are pharmacists effective on clinical rounds. Pharm J
1985;234:201-2.

Descriptive study:

This paper described the results of a retrospective analysis of the contributions made on 75
ward rounds by four pharmacists over six months at a single hospital. These contributions were
those made in addition to contributions made during routine ward pharmacy visits. The study
was retrospective to reduce the potential for bias because of pharmacists’ prior knowledge of
the study. Nine hundred patients were seen and 500 interventions were made. Most
interventions concerned medication choice (24 %), actions and uses of drugs (23 %) and dose
and frequency (17%). Forty one percent of queries were initiated by the pharmacist, 58 % by
the doctors and 1% by nurses. Only 9% of queries would have been detected by the ward
pharmacist if they had not been in attendance on ward rounds.

Cloete B and Heath PE. Pharmacist participation in a psychiatric consultant ward round. Pharm
J 1987;238;42-3.

Objective:

To determine the extent to which pharmacists attending psychiatric consultant ward rounds
were able to assist in reducing excessive drug usage.

Methods:
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A prospective time series study was conducted of the contribution made by a pharmacist on
ward rounds and the change in drug cost per patient over 12 months. The consultant was
unaware of the full extent of the study. Only data on patients present throughout the study were
used.

Results:

Thirty seven ward rounds were attended. This took a total of 103 pharmacist hours (£706) and
resulted in 180 interventions. One hundred and fifty interventions resulted in changes in
treatment. Drug costs were reduced from £863.20 to £518.18. The number of items prescribed
per patient decreased from 3.75 to 2.66 (29%). The cumulative savings were £3,212.90 (based
on the supposition that patients’ therapy would have remained unchanged in the absence of the
pharmacists’ interventions). This was comparable to data obtained from four costing studies
that had been carried out during the year. The net saving was about £2,500 per annum.
Assessment of study: (strength, size of effect, generalisability)

The effect was large but the results are not generalisable. There was a risk of bias due to the
self-reported nature of the study. It was not a full economic evaluation and all costs and
consequences were not taken into account (drug administration costs, patient care effects).
Nevertheless, it was a reasonably sound study that took many costs and consequences into
account. The presence of a multidisciplinary team that monitored changes in therapy probably
protected against deleterious effects to the patient (long-stay wards with follow up of patients
over 12 months) .

Trewin VF and Town R. Pharmacist effectiveness at case conferences. Br J Pharmaceutical
Practice 1986;8:298-304.

Objective:

Unclear. Probably to consider the effect of pharmacists in a case conference setting.

Methods:

A survey was performed of the self-recorded activities of three pharmacists at case conferences
in four wards in a geriatric department over 8 months. Records were made of all the questions
that were asked of the pharmacists and of the opinions offered by them, their replies and the
resultant action. The value of these interventions to the care of patients was elicited by the
consultants responsible for two wards and a junior doctor using a scoring system. All
interventions were scored (independently) by a pharmacist who was uninvolved in the study.
Results:

Doctors considered 18 of the 465 contributions made to be extremely helpful in the care of
patients, 166 definitely helpful and 175 of some help. One hundred and six had no immediate
benefit. In contrast, the pharmacists considered 2 to be extremely helpful, 39 definitely helpful,
279 to be of some help and 145 of no immediate benefit. The senior house officer was more
generous in his gradings than the consultants and was more in agreement with the pharmacist
than them. The commonest pharmacist interventions were drug discontinuation (86) and change
of dose or formulation (100); the most frequently asked questions concerned drug information
(62). Action was taken on 26% of the pharmacists” answers to questions asked of them and in
54% of instances where the pharmacist had offered an opinion. The more highly experienced
pharmacist made more contributions in the ward rounds.

Assessment of study: (strength, size of effect, generalisability)

This was an uncontrolled study and is subject to bias due to self recording. It provides some
evidence of pharmacists’ contribution to patient management. The use of doctors to review
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pharmacists’ contribution helped to reduce the potential for bias. The assessments of
contribution were further strengthened by the relatively high level of agreement between
doctors’ and pharmacists’ judgements. The effect was moderate but not generalisable.

Ross AJ. Evaluating the benefits of a clinical pharmacy service. Pharm J 1985;234:683-5.
Objective:

To quantify the ward pharmacy service provided in four hospitals and to measure the impact of
advice given by pharmacists on the treatment of patients.

Methods:

Prospective cross-sectional sample surveys were performed that counted and classified the
source (doctor, pharmacist, nurse or other), type and outcome (accepted or rejected) of queries
raised on prescriptions by pharmacists and non-pharmacists in four hospitals in 1985/6.
Results:

The number of queries raised was: Hospital A - 175 in 2 months; Hospital B - 164 in 3
months; Hospital C - 36 in 2 months; Hospital D - 96 in 3 months (Total 471). Sixty percent
of the pharmacists’ recommendations were accepted of which 80% resulted in a change of
prescription; only 4% were rejected. Most queries were initiated by pharmacists (range 59-

94 %) after therapy had started (range 29-63 %).

Assessment of study: (strength, size of effect, generalisability)

This was a descriptive study not an evaluation. The criticisms of the study by Ross AJ, 1987
(above) also apply here since this was an earlier report on the same study.

Tham PK. Outpatient counselling in a chest clinic. Br J Pharmaceutical Practice 1981;3(6):12-
14.

Descriptive study:

The author described the activities of a single pharmacist at the chest medicine out-patient
clinic of a hospital. These activities aimed to increase the rationality and cost effectiveness of
drug use, patient compliance, patient education and the identification of potential adverse
reactions and interactions. The pharmacist reviewed the medical records of out-patients
attending the clinic and completed a medication profile for each one. This profile documented
any drug-related problems. These were subsequently discussed with the consultant. No data
were provided on patient numbers or workload.

Bishop SMJ, Gilchrist A, Kerr LJ and Donaldson S. A team approach to improving clinical
pharmacy services to psychogeriatric patients. Hospital Pharmacy Practice 1992;2:563-9.
Objective:

To improve the quality of clinical pharmacy services to a group of psychogeriatric patients
using a team approach.

Methods:

In a before/after study, patients in two wards (n=47) were actively monitored by two
pharmacists and those in two others (n=49) were not monitored for two periods during July to
September 1990 and 1991. The monitoring in the active group included assessment of therapy
using the notes and kardex. The pharmacists then met with the consultants and senior nurses
and made recommendations on therapy changes. The outcomes were noted and scored by the
pharmacists. In the control group basic patient information was collected but the notes were not
examined. Available expenditure and bed occupancy data were used to measure and compare
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changes in expenditure between the two wards.

Results:

Of the 102 interventions in the test group, 51% were accepted. There was a reduction in the
mean number of routine drugs prescribed per patient in the test group from 3.48 to 3.23 (7%);
for as required drugs, the reduction was from 3.11 to 2.83 (9%). Using a process-driven,
external, pharmacy rating scale, the service to the test wards was considered to have improved.
Expenditure on medications, adjusted for bed occupancy, were reduced in the test wards from
£3.23 to £3.05 (for the control wards the figures were £3.01 increasing to £3.34).

Assessment of study: (strength, size of effect, generalisability)

This study measured the numbers of medications prescribed and interventions made and
calculated savings crudely. It did not measure changes in patient care nor total drug costs
(including administration costs). In addition, there were few indications that the patients in the
control and intervention groups were similar and no data were collected on control patients in
the post intervention period. This gives rise to concerns about patient comparability. Self-
reporting and scoring of data results in concerns about bias. The size of the effect was small
and the results are not generalisable.

Pashley EM and Biggins CA. Prescribing trends in a hospital for mentally handicapped people
over a five to eight year period. Hospital Pharmacy Practice 1991;1:115-7.

Objective:

To compare the medication received by the residents of a large hospital for the mentally
handicapped in 1983 and five years later.

Methods:

This study measured the effect of weekly drug reviews by a clinical pharmacist, which were
presented to a multidisciplinary team at one hospital, on the number and types of medications
that were prescribed for a stable population of in-patients before and 5 years after the
appointment of the pharmacist. A survey date was chosen in May 1988 and the medications
prescribed were recorded retrospectively then and, on as near a date as possible, S years earlier
(there were problems with data collection in 1983 and data more than 3 years from the 1983
date were not used).

Results:

Prescriptions for 296 patients were compared. The length of stay averaged 29.2 years (range 5-
68). Patients’ handicap levels were mild (9), moderate (28), severe (228) and profound (28).
The proportion of patients receiving medication was reduced from 81% to 76%. The number
of epileptics and the proportion of patients that were receiving anticonvulsants remained stable
(although many more were on fewer anticonvulsants) but the proportion receiving any central
nervous system drugs fell from 69 to 56%.; The proportion receiving neuroleptics fell from 43
t0 29% and the proportion receiving hypnotics from 18 to 10%. Greater numbers were
receiving as required medications in place of routine medications.

Assessment of study: (strength, size of effect, generalisability)

The size of the effect was moderate but the results are not generalisable. No data were
presented on patient care effects but it is unlikely that patient care would have been adversely
affected due to the long follow-up and the multidisciplinary nature of the therapy reviews.
There was a risk of bias in this study due to pharmacists’ motivation to reduce therapy.
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Draper B and Freeborn S. Compilation of medical reports by pharmacists in a geriatric day
hospital. Br J Pharmaceutical Practice 1981;3(8):12-17.

Descriptive study:

The authors described the taking of drug histories and the creation of a medical report on
patients at a geriatric day hospital. These were discussed subsequently at a multidisciplinary
clinical meeting. Patients were interviewed, where necessary, to elicit information.

Taylor D. Changing prescribing habits within a mental bealth unit. Br J Pharmaceutical
Practice 1989;11:224-5.

Objective:

Unclear. The article provided a description of the prescribing problems identified at a mental
bealth unit as a result of the activities of a multidisciplinary working party. It also showed how
these decreased following the introduction of routine pharmacy input (attendance of a senior
pharmacist at monthly consultant management rounds, preparation of drug reviews,
contribution to registrar induction training and provision of advice on the correct use of the
drug chart).

Methods:

A survey was carried out by pbarmacy staff. It consisted of a "spot check” on all prescriptions
in the hospital (two acute wards and a day unit).

Results:

The initial survey ((March 1987) of 41 charts identified several problems, the most serious of
which were patients receiving depots not identified on the chart, concomitant prescribing of
medications from the same pharmacological group, absence of starting and termination dates
for therapy and the improper use of ’as required’ prescriptions. Subsequent surveys took place
in June 1987 (45 charts) and a year later (49 charts), after pharmacists had become actively
involved in the unit. These showed a reduction in prescription problems in the period from
March 1987 to June 1988. These were reductions in the mean number of items per chart from
4.3 to 3.7, in the proportion of regular anticholinergics from 27 to 21%, in the proportion of
day time benzodiazepines from 7 to 5% and in the proportion of night time benzodiazepines
from 12 to 5%, and in the proportion of charts with variable dose/route and no instructions
from 35% to 18%.

Assessment of study: (strength, size of effect, generalisability)

The study suggested that pharmacy activity was effective but the absence of data on medical
staff changes and patient changes leaves the results open to confounding. Collection of data by
pharmacists leaves them open to bias. The effect was moderate and not generalisable.

Hackitt K. Pharmacist participation in a geriatric out-patient clinic. Br J Pharmaceutical
Practice 1984;6:375-6.

Descriptive study: .

This paper described the activities of a pharmacist who attended two consultant’s outpatient
clinics at a single hospital. The consultants had invited the pharmacist to attend the clinic
following a successful period attending and contributing to ward rounds and counselling
patients. Patients were interviewed by the pharmacist on arrival at the clinic and, with an
awareness of the medical notes, the pharmacist reviewed their medications and prepared a
medication profile on each patient. This took an average of 5 minutes per patient. It highlighted
any potential side effects or drug interactions and assessed the need for patient counselling. The
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patient was counselled, usually for 3-5 minutes after he had seen the doctor, and was given a
medication chart describing the regimen and providing additional information if necessary. The
article enumerated the advantages and problems of the service but was not an evaluation.

Arnold JVH and Ross HM. Drug profiles and patient counselling as part of patient services for
elderly in-patients and patients attending a day hospital for the elderly. Br J Pharmaceutical
Practice 1981;3(2):11-14.

Descriptive study:

This article described the pharmacy service provided to geriatric in-patients at three hospitals
and to day patients at another facility. Pharmacists produced drug profiles on patients whilst
they were in hospital and maintained the profiles if the patients were transferred to the day
hospital. The profiles were used to solve drug supply problems, to clarify discharge medicine
requests (since pharmacists only visited the sites twice a week) and to aid in counselling
patients. Patients at the day care facility were provided with a medicines card that was updated
by the pharmacist. They were counselled there and, if social workers noted problems with
medications, they were counselled also at home.

Howards P. Pharmacist involvement with thromboprophylaxis policies. Pharm J
1993;250:HS51-2.

Descriptive study:

This paper described pharmacists’ involvement with the creation and assessment of various
thromboprophylaxis policies in four general hospitals. The audit process and the directorates
were used to assist in increasing pharmacists’ involvement in patient care

Ketley D and Godfrey B. Pharmacy and clinical directorates at Leicester Royal Infirmary.
Pharm J 1992;248:588-9.

Descriptive study:

This paper considered the pharmacy department’s response to the introduction of clinical
directorates at a single general hospital. Pharmacy’s role had changed to one where
pharmacists had become more involved in advising on drug policy and on the economic use of
medicines.

Hough JE, Martin P and Barrett CW. From ward to clinical pharmacy. Pharm J 1987;237:86-
7.

Descriptive study:

This paper described the problems of changing from ward to clinical pharmacy at two
hospitals. The authors discussed the training implications for pharmacists and the strengths and
weaknesses of the new system compared to the old one.

Anderson SC and Fletcher P. Hospital advisory services. Pharm J 1987;236:464-6.
Descriptive study:

This paper described a method of measuring pharmacists’ performance when providing
advisory services in hospitals. It reported the results of a workshop sponsored by the
Department of Health in 1985. The paper concentrated on drug monitoring as a precursor to
the provision of advice on therapy. Services were described according to objectives, inputs,
outputs and outcomes. Although outcomes included changes in patient morbidity, the authors
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recognised the difficulty in measuring these.

Calder G. Aspects of the integration of the pharmacist into the ward therapeutic team. J
Hospital Pharmacy 1967;24:435-42.

Descriptive study:

This paper described several small uncontrolled studies that helped the pharmacy department
decide how its pharmacists might be most effective on the wards of a large general hospital and
at smaller long stay geriatric hospitals. It outlined the pharmacists’ contribution to audit and
quality assurance of drug use and advocated their full integration into the therapeutic team.

Fitzpatrick RW. The pharmacist in a clinical area: a practical account. Br J Pharmaceutical
Practice 1981;3(9):18-27.

Descriptive study:

This study described the practice of clinical pharmacy by ward pharmacists and by pharmacists
who attended ward rounds in addition to providing ward pharmacy visits at two hospitals.
Those attending rounds did so about twice a week. All pharmacists recorded their
interventions. These included interventions on side effects, dose, deletion or addition of drugs,
drug selection, rationalisation of therapy and provision of information on pharmaceutical
aspects of drugs. Pharmacists who provided only ward pharmacy visits made similar, but
fewer, interventions than those who also attended ward rounds but no comparative figures were
provided to support this statement. The advantages of attending rounds were enumerated. The
interventions made by one pharmacist, who had attended rounds, were quantified for one
month. Eight rounds were attended and 23 interventions were made on these rounds. The
interventions were made on side effects (1), dose recommendations (6), drug deletion (4) or
addition (1), provision of information (3) and others (8). Seven patients were counselled. On
the ward visits made by this pharmacist 34 interventions were made. These were on side
effects (3), dose recommendations (6), drug deletion (10) or addition (2) of drugs, provision of
information (4), drug interactions (1) and others (8). No patients were counselled although this
activity was felt to be worthwhile by medical and nursing staff.

Walker R and Bussey RA. Assessment of a hospital based clinical pharmacy service. Pharm J
1986,237:558.

Objective:

To assess the quantity and quality of a clinical pharmacy services, particularly with respect to
its contribution to patient care.

Methods:

This was a prospective time series evaluation of the interventions made by a single pharmacist
on general medical and renal wards at a single general hospital. The ward pharmacist attended
the ward rounds of four consultants for 23 weeks (Phase I), attended the ward rounds of two
consultants and reviewed their patients’ therapy for 38 weeks (Phase II) and attended the ward
rounds of the other two consultants and reviewed their patients’ therapy for 31 weeks (Phase
III). The pharmacist recorded all interventions and classified them according to whether they
were rejected or accepted. Accepted interventions were subsequently assessed by a panel of 4
hospital pharmacists and 3 general practitioners who were not based at the hospital.
Interventions were ranked on a visual analogue scale (VAS) according to whether they were
good (+3) or bad (-3) with respect to their contribution to patient care and to the optimisation
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of drug expenditure. Rejected interventions were graded similarly but according to whether the
pharmacist should or should not have made them.

Results:

Eighty five interventions were made in Phase I, 457 in Phase II and 620 in Phase III. Most
(82%) were made during ward rounds and the number of interventions significantly correlated
with the number of rounds attended. Of the 1162 interventions, 988 (85%) were accepted.
Interventions were made mainly on dose adjustment (23 %), discontinuation of medicines
(19%), selection of medicines (12%) and side effects (9%). Doctor and pharmacist assessors
were in agreement on the grading of interventions. Of the 542 interventions that were made in
the first 2 phases, 461 (85%) were accepted. Of those that were accepted, 232 scored between
2.01 and 3 for contribution to patient care and 206 between 1.01 and 2; only one was given a
negative mark. In addition, 105 interventions scored 2.01-3 for their contribution to the
optimisation of drug expenditure and 216 scored 0.01-1; 15 scored a negative mark. This was
despite the pharmacist recording that only 7 interventions were made to optimise drug
expenditure. Of the 81 rejected interventions, 74 were considered to be worth making.
Assessment of study: (strength, size of effect, generalisability)

The lack of proper controls in Phase I of this evaluation makes it difficult to draw conclusions
from the data. The effect was large when the number of interventions is considered but it is
impossible to say if patient throughput and medical and nursing staff factors were confounders.
The independent review of the interventions provided protection against bias in assessing the
contributions to care but bias remained a possibility due to data collection by the pharmacist
under study. The results are not generalisable.

Evans TC. The pharmacist’s role in improving the quality of life of patients receiving
chemotherapy. Proceedings of the Guild 1987;24:3-25.

Objective:

To evaluate the pharmacists’ role, as part of an oncology team, in improving the quality of life
of oncology patients.

Methods:

This was a prospective 16 week controlled study of the effect of counselling by a pharmacist
on patients’ quality of life and knowledge of therapy. All patients receiving parenteral
chemotherapy were asked to complete daily questionnaires about their symptoms. Patients were
allocated to two groups by sequential matching based on their symptom score, age, type of
cancer, chemotherapy, number of cycles received and karnofski index. All patients were
counselled initially but only those in Group A received follow-up counselling. Patients were
asked to complete an assessment form giving their views on their treatment and the
counselling. Counselling took place after consultation between the pharmacist and other
members of the oncology team to preserve a unified approach to therapy.

Results:

The 13 patients in the group that had been given additional counselling received 60 counselling
sessions lasting 1-1.5 hours each. A summary of these was recorded in the notes and reported
at team meetings by the pharmacist. All 24 of the pharmacists’ interventions were acted upon
by doctors. At 49 counselling sessions information was given to patients about therapy.
Compliance with the questionnaire was 100% (although 2 patients in each group died during
the 16 week study). The average weekly symptom score in both groups was similar for
appetite, mouth care, activity, vomiting, mood, nausea, pain and indigestion. Anxiety and sleep
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scores were better in the group that had received additional counselling although this
improvement was not significant. Scores for information about treatment and overall feeling of
wellbeing were significantly better in the group that had received additional counselling. The
22 patients who were still alive at week 16 found the questionnaire useful in relaying
information about their treatment to the doctors. All in Group A commented on the helpfulness
of pharmacist counselling. The study suggested that pharmacists, acting as a member of a
multidisciplinary team, can improve the quality of care of patent receiving chemotherapy.
Assessment of study: (strength, size of effect, generalisability)

This study was carried out using an questionnaire which was not validated hence its results are
questionable. It appeared to have content validity. There was a risk of bias since the pharmacist
was collecting all the information and knew he was under study. The size of the effect was
moderate, although numbers were small. The results are not generalisable.

Cole R, Batson GA, Escritt A and Walker C. An integrated district-wide cancer care scheme.
Pharm J 1991;246:576-9.

Descriptive study:

This described the creation of a district-wide cancer care service, involving hospital and
community nurses, doctors and pharmacy staff, in South Humberside. The scheme was the end
result of a regional initiative on the use of chemotherapeutic agents. A multidisciplinary
working party met at intervals over four years to establish a system for the safe and economic
prescribing, and the supply and administration of these agents to improve the quality of
patients’ lives. The working party created a cytotoxics record sheet, a district-wide
reconstitution facility serving hospitals and the community, a system for liaising between all
staff involved in the care of patients receiving cytotoxics and computerised records. Recently, a
clinical psychologist had become involved in the assessment of care. The pharmacy’s
involvement was described in detail as were various problems and their solutions. The authors’
impressions were that medical and nursing staff appreciated pharmacists’ assistance and the
system has benefited patients.

Branford D. Four years working with chronically disturbed mentally ill patients. Pharm J
1989;242: HS324.

Objective:

To assess the effect of a pharmacist on a new team (consultant, junior doctor, nurses,
pharmacist, occupational therapist and psychologist) that was set up to cater for the needs of
chronically disturbed mentally ill patients on two locked wards at one hospital.

Methods: .

This was a prospective before/after 4 year study assessing the effects of the pharmacist on drug
treatment for patients on the two wards (nine males and nine females). The team met weekly to
discuss therapy. The pharmacists prepared drug histories and rationalisation programs for
therapy. They recorded the outcomes of changes in therapy. Data were collected each month
on the drugs that had been used by each patient, additional doses of antipsychotics required and
drug costs. Patient well being was assessed subjectively due to lack of input by the
psychologist.

Results:

The female ward was converted from a locked to an open ward after one year but the male
ward remained locked due to problems with a single patient. The mean number of medicines
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prescribed fell from 3.6 (1-6 range) to 1.8 (1-3 range) for males and 3.1 (1-5 range) to 2.3 (1-
4 range) for females. The mean dose of antipsychotic received also fell (converted to mg of
chlorpromazine); for males it fell from 1,367mg (range = 3000mg to 4000mg) to 567mg
(range = 100mg to 2100mg) and for females from 817mg (range 20mg to 2050mg) to 800mg
(range 0 to 2800mg). The cost of therapy (inflation adjusted) fell from £3411 to £2097 for
males and from £2484 to £1575 for females. The numbers of nursing staff remained unchanged
on the male ward but external changes (staff turnover, admittance of new severely disturbed
patients) affected staff on the female ward and may have affected the rationalisation program.
The number of ’as required’ antipsychotics used also fell. Staff rated patients as being well,
more active and more responsive than they had been before. Many male patients were ready
for transfer to community care and 3 females had become day patients.

Assessment of study: (strength, size of effect, generalisability)

The effects were moderate to large although the group was small. The failure to measure
additional costs and benefits, such as the reduction in staff time associated with drug
administration, meant that some of the effects of the intervention were ignored. Pharmacists’
and other team members’ time was not measured either making it impossible to asses the true
effect of the intervention on costs. Bias was possible due to self-measurement but its effect was
likely to have been small in a long term study such as this. The results are not generalisable.

Cloete BG, Gomez C, Lyon R and Male BM. Costs and benefits of multi-disciplinary
medication review in a long stay psychiatric ward. Pharm J 1992;248:102-3.

Objective:

To assess the effect of pharmacist participation in a multidisciplinary team on the use of drugs
and patients’ well-being in a long-stay psychiatric ward. The team consisted of a consultant, a
junior doctor, a nurse and senior pharmacist. They met every 2 weeks for 2 hours. The
pharmacist took patient medication histories and participated in a review of patients’ therapy.
Methods:

A 6 week time series study was performed on 19 patients. Seven days prior to the review on
the ward round, a nurse assessed the patients’ mental state using an unpublished questionnaire.
This questionnaire appeared to be logical and informative (personal communication, B Cloete,
1993). The average monthly costs of drugs that were used on the ward was calculated from
hospital computer data, the doses of neuroleptics were converted to chlorpromazine equivalents
and compared before and after the study. The use of other drugs was also recorded.

Results:

The service reduced the incidence of polytherapy. The numbers of patients that were on more
than one antipsychotic dropped from 13 to 4, the number on an antidepressant plus an
antipsychotic from 8 to 1, the number on an antiparkinsonian agents plus an antipsychotic from
16 to 4, and the number on oral plus depot antipsychotics from 10 to 4. The mean number of
drugs per patient fell from 3.4 to 2.5 and the average daily chlorpromazine equivalent taken by
patients fell from 642mg to 434 mg. Monthly drug costs fell from £501 to £313 and this level
of expenditure had been maintained for a further 17 months. The pharmacy cost of the service
was £853 per annum. This compared with estimated drug savings of £2256 per annum (based
on the assumption that drug therapy would otherwise have continued unchanged). Patients’
global mental states improved by 62.5% on average and no patient deteriorated.

Assessment of study: (strength, size of effect, generalisability)

Only 19 patients on one unit in a single hospital and the efforts of one pharmacist were studied
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hence the results are not generalisable. The study was open to bias since the health care
professionals taking part were aware of the study and collected the data. The maintenance of
savings for an additional 17 months, however, lends credence to the figures for savings. In
addition, the assessment of patients’ mental state six months after the end of the study showed
no deterioration (Personal communication, Cloete 1993), thereby reducing anxieties regarding
bias. Most pharmacy costs were included but non-pharmacy costs were not and the moderate
effects that were produced by the service on costs were probably underestimated.

Ferguson BG and Weirs T. Are neuroleptics overused? Hospital Pharmacy Practice 1994;4:49-
50.

Objective:

To evaluate the pharmacists’ role as a member of the clinical team looking after 12 long stay
psychiatric patients and to audit neuroleptic use over 3 years.

Methods:

A prospective before/after study was performed to assess the effect of pharmacists on drug use
over 3 years. The pharmacists took part in weekly multidisciplinary therapy review sessions.
Their input included an assessment of patients’ therapy before the rounds, recommendations on
changes and provision of information on adverse effects and therapies.

Results:

Daily chlorpromazine equivalent doses of neuroleptics fell for all patients, usually by 48 %
(range 0-100%). Patients functioning was subjectively assessed, by other staff, and was
subjectively thought to have improved.

Assessment of study: (strength, size of effect, generalisability)

The effect was moderate to large. Failure to assess patients’ functional status more rigorously,
and to provide data on the use of other medicines, makes it difficult to assess if patients’
functioning or therapy improved. Changes in costs were not measured. The study was open to
bias although the effects are unlikely to have been large in such a long term study. The results
are not generalisable,

Pilkington K. The role of the paediatric pharmacist. Hospital Pharmacist 1994;1:42-44.
Descriptive study:

This study described the role of the paediatric pharmacist in specialised hospitals. This role
includes the preparation, formulation and supply of medications in a form suitable for
individual paediatric patients, the provision of advice on therapy, adverse effects, specialised
doses, dosage forms and administration of drugs in intensive care facilities, the creation of
formularies and prescribing protocols, the contribution to financial control of paediatric
budgets, and the contribution to research. A day’s work for a paediatric pharmacist was
described. This included the functions described above plus the provision of a formal drug
information service to the hospital and to other institutions and the provision of information and
counselling to the parents of patients. The expanding role of the pharmacist in this area
included the provision of intravenous additives and home total parenteral nutrition, and
participation in pain teams and in directorate services. Opinions were provided on the future
role of paediatric pharmacists and the need for specialist training in this area.
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Taylor DM and Heath ML. A disposable device for patient controlled analgesia compared to
intramuscular papaveretum. Hospital Pharmacy Practice 1992;2:623-8.

Descriptive study:

This paper described the results of a study of 16 patients receiving patient controlled analgesia
(PCA) and 16 receiving conventional pain relief using intramuscular opiates (controls).
Parameters compared were pain, opiate consumption and time to prepare the PCA devices.
Patients in both groups were similar in age, operation undergone (all hysterectomies) and
weight. There was no significant difference between groups in opiate consumption (78mg/48
hrs in the test group and 73mg/48 hrs in the controls). A questionnaire, completed by the
patients on discharge, showed that patients on PCA experienced significantly less pain than
control patients. The authors claimed that the study showed that PCA was useful and that
pharmacists and anaesthetists could collaborate successfully in providing PCA for patients.

Ashby N and Taylor DM. Patient-controlled analgesia and the hospital pharmacist. The
Hospital Pharmacist 1994;1:38-41.

Descriptive study:

This paper reviewed the development of patient controlled analgesia (PCA) and the extent of
pharmacists’ involvement in this area. The early devices, which nurses operated on the
patient’s behalf, were described. So also were technical advances in the equipment that helped
to allay nurses’ fears of overdosing patients. The range of currently available devices were
explained. The administration route is usually intravenous. The advantages and disadvantages
of PCA were described. Pain relief was thought to be more immediate but the preparation and
administration of PCA could be hazardous. Although PCA services have been run by
anaesthetists in the past, pharmacists were increasingly becoming involved in this service due
to the recognition, by a working party of the Royal Colleges, that a comprehensive
multidisciplinary team service offers advantages. Pharmacist involvement in PCA services have
included helping evaluate and select PCA devices, producing guidelines and protocols for PCA,
educating various staff involved in the service, producing pre-filled devices and programming
of the pumps, educating and counselling patients, monitoring to prevent adverse effects and
evaluating and assuring the quality of the service. Most references to these pharmacists’ roles
were non-UK but there was some evidence that UK pharmacy departments were becoming
involved in several of these roles.

Cousins DH. The pharmacist on the resuscitation team - parts 1 & 2. Current Practice
1990;3:1-5 and 8-9.

Descriptive study:

This paper described the institution of pharmacists on cardiopulmonary resuscitation teams in
one English hospital, their activities and their potential contributions to care.

Cousins D and Tempest SM. The hospital pharmacist’s role in cardiopulmonary resuscitation.
Pharm J 1991;246:HS21-23.

Objective:

To assess the effectiveness of clinical pharmacists on the cardiopulmonary resuscitation (CPR)
team.

Methods:

A 10 statement questionnaire was used to ask 15 medical and 16 nursing staff their opinions on
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the pharmacy service on a 5 point scale ranging from strongly agree to strongly disagree.
Results:

All respondents agreed that the pharmacist contributed significantly to the organisation of
medication preparation and administration, that they provided expedient and accurate
preparation of medicines, and accurate labelling and record keeping, and that the service was
valuable and should be continued. Doctors agreed less strongly that the pharmacist helped with
dosage recommendations and calculations and provided pharmacological and therapeutic
information during the arrest although nurses agreed as strongly with these statements as they
did with other statements.

Assessment of study: (strength, size of effect, generalisability)

This evaluation was uncontrolled and based on opinions. It indicated that health professionals
thought that the service was worthwhile.

Hebron BS, Horton SW, Graham-Clarke EM and McGettigan AT. A pharmacy-based
parenteral nutrition service. Pharm J 1989;242:HS20-22.

Objective:

Unclear. To evaluate the effects of a pharmacist-run total parenteral nutrition (TPN) service.
Methods:

General data on patients, their biochemistry results and their outcomes were collected for three
successive 9 month periods during which pharmacists input in parenteral nutrition gradually
increased from simply supplying ampoules (Phase I), to more active intervention in therapy
choice plus the institution of a total parenteral nutrition (TPN) compounding service (Phase II)
to a full pharmacy service (Phase III). Patients in the three phases had broadly comparable
diagnoses (although they were not matched on this factor) and the numbers treated remained
fairly constant.

Results:

When phases I and III were compared, during which 25 and 23 patients, respectively, were
treated, the mean duration of feeding increased from 6.88 to 16.1 days, the proportion of time
that serum electrolytes were outside the normal range decreased (significant for sodium and
potassium), the number of iatrogenic complications fell from 4 to 2 and the number of
iatrogenic complications per patient fell from 0.16 to 0.09, the number of unexplained pyrexias
fell from 10 to 5, the number of cases of sepsis increased from 6 to 12 but the percentage of
pyrexias per patient day decreased from 3.5 to 1.6 (significant). The cost/patient/day decreased
from £70 to £47 (adjusted for inflation). The proportion of patients alive at discharge increased
from 9/25 to 14/23. These mortality figures remained the same one month after discharge.
Assessment of study: (strength, size of effect, generalisability)

The effects were moderate but failure to match patients on the basis of diagnosis, changes in
general treatment and nutrition therapy over time, and lack of controls make it impossible to
assess the precise effect of the TPN service. It is likely that it contributed to some of the
improvements seen. The risk of bias was probably not high since many measurements were
carried out by non-pharmacists. The results are not generalisable.

Goldberg LA. The pharmacist as a member of the nutritional support team. Irish Pharmacy
Journal 1983;61:421-3.

Opinion paper:

This paper provided an opinion on the pharmacists’ role on the nutrition team, the contribution
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that would be made to the team as a result of the pharmacist being present, the use of
computers and of pharmacists’ special skill in the production of parenteral nutrition and the
economic and patient safety benefits of the team service.

Farwell JA. Pharmaceutical factors in long-term parenteral nutrition. Proceedings of the Guild
1986;8:3-37.

Descriptive study:

This paper described the background to the development of total parenteral nutrition (TPN)
services in the UK and elsewhere. The team approach to service management was described
and advocated. Its benefits for patient (safety and quality of care), organisations (safety and
economy) and health care professionals (utilisation of skills and education) were enumerated.
Teams usually included doctors but may be led by nurses, doctors or pharmacists. The teams
may be organised in a variety of ways. Teamwork was felt to lead to the development of
protocols and better practice. Some units were said to undertake the provision of home
parenteral nutrition. The needs for staff training and regular updating, and patient training,
were emphasised and pharmacist were thought to have a role to play in providing this
education.

The report of the Working Party on pain after surgery. Joint Commission of the Royal College
of Surgeons and College of Anaesthetists. 1990.

Report:

This report recognised the deficiencies in current approaches to pain control and advocated the
provision of a comprehensive postoperative pain control service by multidisciplinary teams.

Cannon PJ, Bertch KE and Cousins DH. The introduction of a satellite pharmacy service for
the intensive care and coronary care units at a district general hospital. Pharm J 1990;244:36-
9.

Descriptive study:

This paper described the creation of a satellite pharmacy in a single hospital. The total time
that nurses spent on the preparation of intravenous injections was calculated and the costs of
setting up the satellite pharmacy were provided. Savings in nursing time and in drugs, and the
increased pharmacy costs, were enumerated. The authors discussed how the satellite had
facilitated the development of clinical pharmacy services, such as advisory services on drug
administration, pharmacokinetic monitoring and product selection, education for health
professionals and assistance at medical emergencies. They also emphasised the role of satellite
pharmacy in increasing the integration of the pharmacist onto the health care team.

Anon. Role of the pharmacist in health education. Pharm J 1989;244:HS30-31.

Opinion paper:

This paper described the views of the Guild of Hospital Pharmacists on the pharmacists’ role in
educating patients and health professionals in primary and secondary care. In particular, it
mentioned their role in providing information leaflets for patients, providing advice on dealing
with drug abuse to health care workers and providing education for nurses, community
pharmacists and other community groups. They endorsed a co-operative approach between
pharmacists and other groups and professionals and enumerated various potential problems in
making full use of hospital pharmacists’ skills, such as practical and ethical problems, the lack
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of remuneration and of time.

Report of the Royal Pharmaceutical Society working party on education and training, Part III
(Chair MR NL Wood). The feasibility of assessing competence to practice pharmacy. Pharm J
1990;247:496-9.

Report:

This document detailed the working party’s assessment of the feasibility of introducing
competence assessment for practising pharmacists.

Royal Pharmaceutical Society of Great Britain. National continuing education syllabus for
pharmacy. Pharm J 1993;249:152-6.

Report:

This report set out the Society’s position on postgraduate education. They endorsed continuing
education and suggested various methods of providing it.

Ashcroft CE and Hynam BM. An in-service clinical training program for hospital pharmacists.
Part ITI. Hospital activities. Pharmacy International 1982;3:254-6.

Report:

This paper described the activities in which the author thought hospital pharmacists should
receive training and the environment in which such training was considered to be possible,
such as on ward rounds and at clinical meetings, and via journal clubs and intra-departmental
meetings.

Flint J and Hancox D. Postgraduate education and training. Hospital Pharmacist 1994;1:31-3.
Review:

This report reviewed the means whereby hospital pharmacists were educated in the United
Kingdom in 1994. Mechanisms included the provision of education by hospital pharmacies
(ward pharmacists’ meetings, review of interventions, journal clubs, induction training, reports
on study days and in-house programs), Schools of Pharmacy postgraduate diploma and Masters
courses, regional training, management training and the contribution made by professionals
organisations (Guild of hospital pharmacists, Hospital pharmacists group of the RPSGB,
UKCPA, College of Pharmacy Practice). Opinions were provided on future trends, such as the
use of distance learning.

Bentley A and Green R. A clinical pharmacy training program. Pharm J 1981;227:247-9.

Report:
This paper described a course in clinical pharmacy that had been set up in 1981.

Clarke CM. Setting up a clinical pharmacy training programme on a medical professorial unit
in association with a university department of pharmacy. Proceedings of the Guild 1979;6:23-
7.

Report:

This paper described the setting up of a new course in clinical pharmacy, enumerated the aims
of the course, and described the teaching methods and learning situations used in the course.
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Noyce PR and Hibberd AR. Launch of the London MSc in Clinical Pharmacy. Pharm J
1980;225:4733-4.

Report:

This paper described a course in clinical pharmacy that had been set up at the time.

Veitch GBA. Postgraduate studies in clinical pharmacy at the University of Aston. J Clin
Pharm 1979;4:189-97.

Report:

This paper described the development and philosophy behind the 2 year MSc course in
Pharmaceutical Sciences that was founded in 1970 and its subsequent development into a
diploma course in the 1970s.

Florence AT. The Master’s courses in clinical pharmacy at the University of Strathclyde. J
Clin Pharm 1977;2:119-24.

Report:

This paper described the background to, and development of, a 2 year part time MSc course in
clinical pharmacy established in 1975.

Ashcroft C, Hynam BM and Rowland M. An in-service clinical training program for hospital
pharmacists. Part I. Historical developments. Pharmacy International 1982;3:192-4.

Report:

This paper described the creation of the first in-service training program in clinical pharmacy
for hospital pharmacists in the UK in 1977. It was a joint development between the University
of Manchester and North Staffordshire Health Authority. The development of such programs
was in response to the needs of the newly developed clinical pharmacy service. MSc courses
were available but only for the select few hence a more widely-available course was required.
The article described the initiation of the course and the course activities in which hospital
pharmacists participated. The courses involved the co-operation of doctors, who allowed
pharmacists on ward rounds, and university staff, who held a one day meetings with the
participants each month to facilitate presentations of items such as case reports and drug
reviews. Nine and 16 pharmacists, respectively, participated in the first two groups that took
the course.

Fitzpatrick RW. An evaluation of a postgraduate training program in clinical pharmacokinetics.
Pharm J 1989;242:HS18-19.

Objective:

To evaluate a 60 hour clinical pharmacokinetics teaching programme for pharmacists.
Methods:

A before/after questionnaire was used to assess participants’ understanding of the concepts and
knowledge covered in the course and their applications in practice. Participants were also asked
for their views on the course using another questionnaire.

Results:

Thirty four pharmacists assessed the course, 10 in year 2, 15 in year 3 and 9 in year 4.
Overall, there was an improvement in understanding of concepts (mean change +96%) and
equations (+157%). All participants were satisfied with the course and found it useful.
Assessment of study: (strength, size of effect, generalisability)
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The size of the effect was large but the results are not generalisable. The risk of bias was
reduced by assuring anonymity of assessment. The main problem with the study was that
competence, rather than performance, was assessed.

Mottram DR. A viable alternative in postgraduate continuing education. Pharm J
1991;245:E12-14.

Descriptive study:

This paper described the institution and evaluation of a video-loan scheme for postgraduate
education in Wales. Pharmacists in all branches of the profession, but mainly in community
pharmacy, used them. Over the years 1985/6 to *87/8 the proportion of hospital and industrial
pharmacists using the Mersey region scheme had increased whereas the proportion of
community pharmacists using it had decreased. In Wales the total number of users had
increased from 36 (1987) to 74 (June 1988). Pharmacists who replied to an assessment form
were positive about the scheme. The authors claimed that it was more economical and
convenient for the profession to use the schemes’ videos than to organise evening courses.

Pugh J and Moss-Barclay C. Development of interactive computerised education for clinical
pharmacists. Pharm J 1991;246:327-9.

Descriptive study:

This paper described the development of an interactive computerised system for training
clinical pharmacists in nebuliser therapy. Pharmacists involved in testing the program (n=12)
found it took 35-50 minutes to complete the cycle and their average score improved from 53 %
(initial test) to 92% (re-test). They found it easy to use and liked training at their own pace.
The authors said that it was a valuable addition to existing training methods.

Verheul J. Computer-assisted learning (CAL) in pharmacy education and training. Pharm J
1992;249:467-9.

Descriptive report:

This paper described the development and applications of a computer assisted learning (CAL)
package in pharmacy. The author provided an appraisal of the currently-available packages,
most of which were more widely used by community pharmacists than their hospital
colleagues. He said that poorly designed software may have dampened initial enthusiasm for
CAL and he advocated the assurance of the quality of new CAL packages. He also commented
on new media that had become available such as hypermedia and videodisc.

Gerrett D. A postgraduate programme in social and administrative pharmacy by multimedia.
Pharm J 1994;252:88-9.

Descriptive report:

This paper described a new postgraduate course in social and administrative pharmacy that
utilised multimedia techniques.

Anon. Continuing education activities in Wales. Pharm J 1992;250:426.

Report:

This paper described the activities of the Welsh Centre for Postgraduate Pharmaceutical
Education. Education was provided to community and hospital pharmacists using a network of
tutors who educate pharmacy staff using lectures and group discussions. Distance learning
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using videos and computer assisted learning were also available. Therapeutic teaching packages
had been developed specifically for hospital pharmacists. These could be used to supplement
in-house teaching material. In 1990-91, 63% of hospital pharmacists in Wales took part in
some educational activities.

Davies G and Dodds L. The cascade method for clinical training. Pharm J 1992;248:120-2.
Objective:

To describe the use and assessment of a cascade system to provide training for hospital clinical
pharmacists in South East Thames.

Methods:

A description of the system was followed by the provision of results of before/after multiple
choice questionnaire assessments of trainee’s knowledge. Trainees also completed a
questionnaire providing their views on the service.

Results:

This system allowed trainers to prepare material co-operatively thereby utilising all trainers’
expertise to produce better quality training packages. These could then be used by any trainer
in the region thereby optimising the use of resources. Pharmacists (n=7) who took a cardiac
failure cascade training session improved their score by 5.3 points (from an average of 18.6 to
23.9). In a broader sample of 6 districts (38 pharmacists) the average improvement in score
was 4.9 (range -4 to +13). Trainees’ comments were said to be generally positive. The authors
claimed that the method had not increased the cost of training in the region.

Assessment of study: (strength, size of effect, generalisability)

This was not a full evaluation since the only data provided were some data on improvements in
knowledge (rather than performance) after completion of a single course of the programme.
Costs and details of trainees’ satisfaction with the course were not provided. Neither was the
scheme compared with other available training methods. The size of the effect was moderate
and is generalisable for that course only. Lack of information on the assessment method
precludes comments on bias or confounding.

Beswick DT, Cooper P and Elliot DN. Clinical pharmacy training in the South Western
region. Pharm J 1988;243:E7,E11.

Descriptive report:

This paper described the organisation of postgraduate clinical pharmacy education for
pharmacists in the South Western region.

Kay E. Training pharmacists and technicians in Leeds Western health authority. Pharm J
1990;245:524-5.

Descriptive report:

This paper described an approach to the provision of education for pharmacists and technicians
at a single hospital. Junior pharmacists received training in a planned rotation that involved a
combination of practical experience and formal training. Assessment was performed using an
appraisal interview with the pharmacists’ departmental manager. Clinical training was
mandatory for these pharmacists. It was organised in blocks of 5 weeks. Participants received a
training manual which contained reading lists, a series of objectives, a selection of case
histories and examples of patient management problems. About 3 hours a week were devoted
to training for each participant. Trainees were assessed by a tutor using standard forms which
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allowed the tutee to give their opinions on the training received. Training initiatives for other
pharmacists included seminars, workshops and a journal club (which was shared with junior
medical staff). Technician training included weekly seminars on appropriate topics.

Clarke CM. The development of clinical pharmacy training programmes with special reference
to the development, structuring and assessment of an in-service training programme.
Proceedings of the Guild 1986;21:3-17.

Report:

This paper described the factors that had created a demand for clinical training, such as
pharmacists’ increasing involvement in clinical pharmacy activities that demanded a new
perspective on their role. The aims and objectives of the course were listed and compared to
existing MSc and undergraduate courses at the local university. The aims of the different
courses were similar but the goals for, and the expectations of, the students were different. The
in-service training offered an intense period of exposure to patient-orientated activities. The
undergraduate teaching course involved 10 weeks of weekly three hour sessions at the hospital
in patient-orientated situations and weekly three hour tutorial. The article described the
teaching methods and learning situations used and tutor and trainee activities and
responsibilities. A survey was carried out three months after the in-service course to assess
participants’ clinical pharmacy activities before and after completing the course. A random
sample of 30 was analyzed. There was an increase in pharmacist attendance on consultant ward
rounds from 15 to 20, in reading medical notes from 17 to 23, in taking drug histories from 2
to 7, in the provision of patient counselling from 12 to 17, in the provision of presentations to
colleagues from 10 to 12 and in keeping a log book from 1 to 5; there was no increase in
routine ward visits (26). Participants listed reading the notes, interpretation of biochemistry
results and haematology reports, intensive involvement on the ward, keeping a log book and
individual and group tutorials as the most useful aspects of the course.

Mitchell R and Veitch B. Continuing professional development - a role for the College of
Pharmacy Practice. Pharm J 1992;246:E8.

Report:

The College of Pharmacy Practice (CPP), in this paper, considered continuing education an
essential part of professional development. They described various college activities in the
educational sphere.

Gillow JL, Pratt JP and Banks R. Pharmacy involvement with registrar training in learning
disabilities. Pharm J 1994;252;370.

Descriptive study:

This paper described pharmacy input into training for a registrar using an audit cycle where the
doctor’s training needs were assessed, efforts were made to meet them and the registrar’s

needs were reassessed. A form was designed to allow the recording of clinical problems
encountered by the registrar, the action required and the outcome. The forms enabled the
provision of constructive targeted education by pharmacists for the registrar.
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Noyce PR. The role of the hospital pharmacist in the introduction of new medicines. Clinical
Trials. Pharm J 1985;235:367-69.

Opinion paper:

The author advocated a role for pbarmacists in the design, ethics, organisation and
implementation of clinical trials.

Bramble P. The role of hospital pharmacists in clinical trials (letter). Pharm J 1992;248:6.
Descriptive study:

This paper reported the results of a pre-registration project which assessed what consultants and
pharmaceutical companies thought of the hospital pharmacists’ role in trials. Although most
thought that pharmacists should be involved in organising the supply, recording and dispensing
of trial medicines, only half thought that they should be involved in the initial liaison with
companies and about 60% thought that they should be involved in the ethics committee.

Anon. Clinical trials. Pbarm J 1992;248:766.

Report:

This paper reported a policy statement issued by the Guild of Hospital Pharmacists on the role
of hospital pharmacy in clinical trials. According to the Guild, pharmacists should be involved
in all aspects of trials. This included ethical committee involvement as well as the storage and
supply of drugs and the documentation of dispensing.

Ambler S. Pharmacy practice research and the Department of Health. Proceedings of a
conference on Pharmacy Practice Research hosted by the Department of Health and the Royal
Pharmaceutical Society. London: The Royal Pharmaceutical Society, 1991:77-9.

Statement:

The author described Department of Health initiatives to increase pharmacy practice research.
Included was a description of the Enterprise Award scheme to fund pharmacists to undertake
research and research training in approved (non-pharmacy) institutions. The aim of the scheme
was to increase the pool of knowledge in pharmacy of social and behaviourial sciences
methods.

Anon. Practice Research Strategy for Britain. Int J Pharm Pract 1993;2:188.

Statement:

This stated that a practice research strategy for pharmacy had been agreed by the Royal
Pharmaceutical Society of Great Britain and the College of Pharmacy Practice in consultation
with the Government health departments. The statement defined practice research and
underlined the Society’s commitment to its development. It stated that the research would
advance knowledge, help in strategic developments and be applicable in practice. The Society
was to appoint a head of pharmacy practice research.

Jesson J, Jepson M, Kendall H and Pocock R. Multidisciplinary, commissioned research.
Pharm J 1991;247:8.

Opinion paper:

This paper supported the use of multidisciplinary teams in practice research and discussed the
implications of commissioned work in pharmacy practice.
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Dingwall R. Pharmacy practice and the social sciences. Pharm J 1993;251:59-61.

Opinion paper:

This paper provided a view on how pharmacy practice research should develop. The author
argued that a partnership between various social sciences and pharmacy would benefit practice
research but the uncritical adoption of social science methods to pharmacy problems might lead
to poor quality research. He supported the idea (in the Enterprise Scheme) of training
pharmacists in non-pharmacy disciplines in non-pharmacy institutions. He examined the
arguments for applying social science methods to pharmacy problems as opposed to treating
pharmacy as a field in which social issues can be researched. He then explored a potential
research agenda for practice research that included research on pharmacy as a profession and
as an organisation, the effects on pharmacy of the changing division of labour in primary care,
and of changing health beliefs and the implications for medicine use. He also advocated the
consideration go the social process whereby new pharmaceutical entities enter the market place,
the impact of legislation on pharmacy, and the role of pharmacy in the social control of
medicines.

Report of a joint conference on Pharmacy Practice Research, Royal Pharmaceutical Society and
the Department of Health, 1991.

Report:

Many of the contributions in this publication reviewed the history of, and progress in,
pharmacy practice research in the UK and abroad, advantageous developments between
pharmacy and other health services researchers, and initiatives being undertaken by the
Department of Health and the Royal Pharmaceutical Society to promote pharmacy practice
research in the UK.

Savage I. Linking academic and pharmacy practice: the Brighton experience. Pharm J
1993;250:158-9.

Descriptive report:

This paper described how the integration of research and practice can benefit both aspects of
pharmacy.

Savage 1. Training for practice research. Pharm J 1992;248:155-7.

Descriptive report:

This paper described the Enterprise scheme which funded and encouraged the development of
non-pharmacy research skills and hence further improved pharmacists® skills in practice
research.

Anon. Pharmacy practice research essential says Bill Darling. Pharm J 1994;252:411.
Opinion report:

This paper reported the opinion expressed by a senior pharmacy figure that practice research
was necessary to evaluate pharmacy services.

Greene R. Research methods in hospital pharmacy. Proceedings of the Guild 1983;16:3-6.
Descriptive report:

The author described research methods workshops that had been established at Chelsea School
of Pharmacy. The course was piloted in 1981 and run fully in subsequent years. It concentrated
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on teaching pharmacists research methods since the lack of research skills was thought to be
one of the main factors causing the poor quality of published pharmacy practice research.
Invited speakers, including sociologists and psychologists, taught on research theory and
methods that were applicable to pharmacy practice research. These courses placed research in
the context of the social situation. Teaching on the planning of research, sociological and
psychological methods of measurement, group work and other tasks filled the course. An
assessments of the course by 1981 participants rated it highly.

Branch CE, Bowden S, Roberts DE, Spencer MG and Luscombe DK. Is there a need for
improved pharmacy services to the operating theatre. J Clin Pharm Ther 1993;18:179-82.
Objective:

To determine the extent to which problems with stock control, accountability and wastage,
existed in theatres in a single hospital. To assess the need also for improved pharmacy services
to the operating theatre complex to improve drug control and patient safety and to assess the
feasibility of an operating theatre satellite.

Methods:

This study consisted of a review of the literature followed by an assessment of the cost of
drugs supplied to theatres in 1991/2 and the cost of usable and unusable (out of date, not in
usable condition) stock in theatres on a single day. Various options for the provision of
pharmacy services were costed.

Results:

In the financial year 1991/2 the value of stock supplied to theatre was £322056, which was
11% of the total drug budget for the hospital. Cost of stock in theatre was valued at £25574 of
which £887 (3.5%) was unusable. There was considerable duplication, poor storage and
organisation of stock in the theatres. The options for pharmacy services that were costed were
a satellite (too expensive at present since, unlike the US situation, no revenue could be
generated from the service), preparation of individual patient packs in the central pharmacy
(unacceptable because of possible delays in providing therapy and the cost of extra pharmacy
staff and porters) and expansion of the traditional distribution service plus clinical pharmacy
visits (the option chosen).

Assessment of study: (strength, size of effect, generalisability)

This was not an evaluation; it was an appraisal of the needs of a theatre complex for a
pharmacy service and the comparison of the costs of the various alternative strategies available
to solve the problems detected in a needs assessment. The study is representative of the better
studies on clinical pharmacy services in the UK, where many studies are designed to solve
problems rather than to evaluate services.

Mays N. Health Services Research in Pharmacy: A Critical Personal Review. Manchester:
Pharmacy Practice Research Resource Centre, 1994.

Descriptive Paper:

This was a personal review of some of the health services research literature in pharmacy
practice, particularly that relating to community pharmacy in the United Kingdom. Hand and
on-line search methods were used to locate literature. Three hundred abstracts of papers were
identified of which 130 were selected for complete reading. Selection was made subjectively on
the basis that the paper tackled important general health services research issues, that it tried to
assess costs, consequences or quality of services, that it tested hypotheses or tried to answer a
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research question, or that it drew on social science theory or methods. Mays found that the
pbarmacy practice research literature mainly consisted of papers justifying the need for or
development of a service. This resulted in much useful descriptive research but little research
that was hypotheses driven, drew on social science theory or methods or involved collaboration
with other health care groups. The author focused mainly on community pharmacy. He
described the types of research that were commonly found, the limitations of this research and
the examples of sound pharmacy practice research. He created a list of his perceptions of the
current gaps in pharmacy practice research literature and indicated several methods that could
be used fruitfully by future researchers. The research gaps included the lack of large, multi-site
evaluations in primary care, studies of relations between pharmacists and other bealth
professionals and clients, studies of service quality, and studies of the influence of the
pharmaceutical industry and of health policy on pharmacy.

Noyce PR. Information to patients and quality of life. Proceedings of the Guild 1986;22:35-8.
Opinion paper:

This paper set out the legal situation regarding patients’ entitlement to information on
medications. It also discussed the impact and use of this information on patients’ actions and
their quality of well-being and the complexities of the issues surrounding the provision of
appropriate information in a form that is useful to patients.

Kay EA, Moss IG and Rees JA. Patient information on antimalarial therapy for rheumatoid
patients. Pharm J 1987;239:19-20.

Objective:

To create and evaluate the effects on patients’ knowledge of a patient information leaflet on
chloroquine.

Methods:

A prospective before/after survey was carried out to assess patients’ knowledge of their
therapy. The study was performed at a single hospital. Knowledge was assessed using a
standardised questionnaires before, and one week, after patients had received the leaflet.
Results:

Informal discussions between a pharmacist and arthritic patients receiving chloroquine revealed
a need for additional information. The scores of 50 patients, who had not previously been
questioned about their therapy, improved significantly after receiving leaflets (p <0.001).
Improvements were found in knowledge of the reason for taking chloroquine with food (2%
increased to 50%), of the time lag for effects to be seen (48 % increased to 84 %), of the long
term nature of the therapy (32% increased to 76%) and awareness of various side effects other
than eye effects (such as skin rash, diarrhoea and nausea). Patients found the leaflet interesting.
Assessment of study: (strength, size of effect, generalisability)

This was a small study with moderate to large effect. There was a risk of confounding since
the interviewer could not be sure that patients were not reading from the leaflets in the after
phase of the telephone survey. The results are not generalisable. The results are limited also
since the study assessed only knowledge.
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Punchak SS and Kay EA. Educating arthritic patients about their drugs. Pharm J
1988;241:247-9.

Objective:

To describe an investigation into patients’ knowledge of non-steroidal anti-inflammatory drugs
(NSAIDs) and intra-articular steroids (IACs). To write and test specific information leaflets.
Methods:

An assessment of patients’ current knowledge of their therapy was conducted using a 30 minute
structured interview. The results were used to help create information leaflets. A prospective
randomised controlled trial was then undertaken to assess the effect of the information leaflets
on patients’ knowledge of their therapy at a single hospital. Knowledge was assessed by a
standardised questionnaire, using a system that weighted the answers to important questions
more highly than those to less important questions. Assessment was carried out before, and one
week, after patients had received the leaflet.

Results:

Sixty eight outpatients and 32 inpatients were interviewed. Many showed that they knew little
about their therapy. The types of information requested by these patients included the purpose
of joint injections (24/59), the name of the preparation (14/59), the potential complications
(12/59), the expected duration of action (11/59), the frequency of repeat injections (7/59), the
side effects of NSAIDs and what to do about them (72/86), the problems with NSAID drug
interactions (61/86), how to recognise a response to NSAIDs (58/86), the purpose of the
NSAIDs (55/86), the name of the NSAID and the precautions to be taken whilst on NSAIDs
(49/86), when and how to take NSAIDs (47/86), and what to do if a dose is missed or how
long to continue the NSAID (46/86). Forty patients on NSAIDs and 40 on intra-articular
injections (IACs) were randomised to two test and control groups (n=20 in each). Those who
received patient information leaflets knew significantly more about their medicines than the
controls (p<0.001) and showed a significant improvement in their knowledge of their therapy
after receiving the leaflets. Control patients did not improve. The mean control group scores
were 5.8 in the before and 6.5 in the after phase; for the test group the scores were 6.7 before
and 14.8 after. For those on IACs, control group scores were 2.5 in the before and 2.8 in the
after phase; test IAC scores were 3.1 before and 8.5 after. After reading the leaflet patients
taking NSAIDS all took their drug after food and knew why this was necessary whereas before
receiving the leaflet 16 did so but only 9 knew why. All patients found the leaflets helpful.
Assessment of study: (strength, size of effect, generalisability)

This was a small study with moderate to large effect. There was a risk of confounding since
the interviewer could not be sure that patients were not reading from the leaflets in the after
phase of the telephone survey. The results are not generalisable. They are limited in that they
assessed no factors other than knowledge and the taking NSAIDs with food.

Catterall G and Littlewood A. Compliance with steroid treatment card advice. Pharm J
1989;242:R27-8.

Descriptive study:

One hundred patients (64 in-patients and 36 out-patients) aged 27-83 at a single hospital who
had been prescribed prednisolone for the maintenance of respiratory/rheumatological
conditions, were interviewed using a structured questionnaire to determine if they carried a
steroid card and to establish the extent of their knowledge of their therapy. Eighty four patients
claimed that they had a card but only 67 could produce one. Sixty three patients had a card and
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knew that abrupt discontinuation of therapy was undesirable; only 22 kept a supply of tablets in
reserve. Only one third knew what to do in the case of illness or knew that indigestion was a
side effect of therapy. Twenty percent knew what to do if they experienced indigestion. Half
would show the card to a doctor, 26% to a dentist, 21% to a nurse, and 8% to a pharmacist.
Of the 84 claiming that they had a card, 46 said that the dose recorded on the card was not up
to date and was different from that being taken. Only 47 patients knew that prednisolone was a
steroid and a only further 16 could relate it to their illness in some way.

Butler N, Skinner C and Graham NC. Asthmatics’ attitudes to their condition and
understanding of their medication. Pharm J 1989;242:R25-7.

Descriptive study:

Eighty asthmatic patients, aged 16-77, at a single hospital (46 referrals to an asthma clinic and
34 who had been admitted with acute severe asthma) completed a structured questionnaire soon
after the first clinic visit or, for acute admissions, as soon as possible after recovery, to assess
their knowledge of and attitude to their disease and its treatment and prevention. Inhaler
technique was checked for 68 patients using a pre-determined method. Three quarters of young
smokers said that they had been advised to stop smoking by a doctor compared to 33% of older
smokers. Thirty seven (46%) patients thought that their asthma was sometimes or always
serious whereas 38 regarded it as just a nuisance. Of those taking prophylactic medication,

58% of young men, and 43% of the rest, thought that it prevented asthma. The majority (63 %)
of patients scored the maximum for inhaler technique and many of the rest scored highly. Most
patients had been shown how to take their inhaler by a doctor, nurse or pharmacy technician.
Many young men would simply increase their medication if their asthma worsened suddenly. A
quarter of patients said they had received helpful information on their asthma but none said that
it had been given by a pharmacist. Most patients (89 %) would like more information on how to
prevent attacks (74 %), on what the drugs do (66%), what to do when having an attack (59%),
what happens during an attack (57 %) and how to take treatment properly (34%); the preferred
sources were hospital doctors or general practitioners.

Kay EA. Teaching patients about gold therapy. Pharm J 1985;235:545-6.

Objective:

To investigate patients’ knowledge of gold therapy and to produce and assess a booklet
providing information on the topic.

Methods:

An interview study was conducted, using a standardised questionnaire to assess the knowledge
of patients attending out-patient clinics at one hospital. Based on the results, a booklet was
created and assessed by professionals prior to assessment by patients in a randomised trial.
Twenty six patients were randomly selected and divided into three groups as follows; group A
(n=12) got no additional information and groups B (n=7) and C (n=7) were given the
booklet. Group A were re-interviewed after 3 months. Group C were warned to expect an
interview after a week and Group B were not. Those in Groups B and C were matched for
age, sex and initial knowledge score but were not matched with Group A.

Results:

Ninety one patients were interviewed of which 70 considered the therapy to be effective, 42
said it reduced their pain and 38 said that it made them feel better. Seven patients were unable
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to recall any possible side effects. They said that the usual source of information on side effects
was the hospital doctor (48 %) followed by the gold monitoring card (25%) and nurses (20%).
Only 45% could name a single monitoring test and 37% were dissatisfied with the information
that had been provided in the past. Group A’s knowledge remained unchanged. All Group B
had read the booklet; 3 read it twice. Six of seven in Group C read all the booklet and 1 read
part of it. Reading the booklet took 15-30 minutes. Six patients in groups B and C who had
been dissatisfied with previous information were now satisfied. Patients in groups B and C
knew more about their therapy than those in group A but no data were provided on this; often
the increase was small and the score in group C was not different from that in group B
(showing that the promise of a re-interview had no effect).

Assessment of study: (strength, size of effect, generalisability)

This was a description since no evaluative information was presented.

Booth C. Would diabetic patients find talking to a pharmacist useful? Pharm J 1993;251:169-
70.

Descriptive study:

A self-completed questionnaire survey of 51 adults with diabetes mellitus (DM) (23 insulin-
dependent (IDDM) and 27 non-insulin dependent (NIDDM)) attending an out-patient clinic at a
single hospital showed that 78% of IDDM patients could correctly name their medication
regime compared to 54% of those with NIDDM. Most (71%) IDDM patients, and 58 % of
NIDDM patients, said that they knew enough about their diabetes yet many indicated that they
would like to know more about specific areas (70% with IDDM and 50% with NIDDM),
including side effects of drugs, what to do about missed doses and information on the
complications of DM. Most claimed that they received the most useful information from
doctors (83% and 76% respectively for IDDM and NIDDM). None mentioned receiving
information from a pharmacist. More NIDDM (76 %) than IDDM (40%) patients said that they
would find it useful to talk with a pharmacist about their medicines. Half of IDDM patients and
65% of NIDDM patients would find an information leaflet on their medicines useful.

Eagleton JM, Walker ES and Barber ND. An investigation into patient compliance with
hospital discharge medication. Int J Pharm Pract 1993;2:107-10.

Descriptive study:

Using a structure attitudinal questionnaire, administered in an interview by a clinical
pharmacist and tablet counts, an assessment was made of 50 adult medical patients’ knowledge
of their medicines and their compliance within 2 weeks of discharge from a single hospital.
Eleven patients deviated from their regimen. Fewer than 25% knew the name of their
medications or the purpose for which it was being taken and 70% knew no side effects. No
correlation was found between knowledge and compliance but the authors concluded that
patients on more than 4 medicines may be at a high risk of non-compliance. Half of the
patients felt they got insufficient information on their medicines.

Morrison J. Eye drop aids and counselling sessions for glaucoma patients. Hospital Pharmacy
Practice 1993;3:413-8.

Objective:

To find out any problems that glaucoma patients might have with eye drops, how to help them
overcome these problems and to discover the usefulness of certain eye drop aids.
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Methods:

This was a prospective cross-sectional and before/after study. A structured interview was used
to find out patients’ knowledge of their condition and any problems they were experiencing
with their eye drops. A skill test was used to assess technique. Some patients were thereby
selected for follow-up. These received counselling and/or an installation aid and were followed-
up 5 weeks later by telephone or postal questionnaire.

Results:

Thirty five patients were recruited from an out-patient clinic in a single hospital. Thirty three
of these knew their diagnosis but only 3 could describe the cause of the glaucoma. The same
pumber knew the name of their medication but 21 did not know why it had been prescribed.
Three said that they did pot understand or could not remember the directions that they had
been given. Sixteen patients were followed-up and 15 responded to the second questionnaire.
Of these 13 knew the cause of their glaucoma and felt more confident about using their eye
drops after the counselling session, and 12 fared better with their administration aid than they
had before.

Assessment of study: (strength, size of effect, generalisability)

The study was small, poorly controlled, subject to bias (clinical pharmacist, telephone
interview) and was carried out at a single site. Many measurements were subjective. The
results are not generalisable.

Kay EA, Bailie GR and Bernstein A. Patient knowledge of cardio-respiratory drugs. J Clin
Pharm Ther 1988;13:263-8.

Descriptive study:

This paper described the results of a structured questionnaire interview study of 85 out patients
at a single hospital to ascertain their knowledge of their therapy. Most (85%) knew the reason
for their therapy, and the frequency of its use (73 %) but few had been told of the duration of
use (16%) or of potential adverse effects (8 %). Patients often changed the dose when they felt
like it (34%) and many (47 %) felt that they had experienced side effects. Many (68 %) asked
question about their treatment on topics such as indication (38%), side effects (26%), dose
(20%), and duration (18 %).

O’Connor M, Malone M and Hambleton R. An investigation into information provided for
patients on home parenteral nutrition. J Clin Pharm Ther 1988;13:403-9.

Descriptive study:

This paper described the results of a structured questionnaire interview of 76 randomly chosen
controls and the 34 patients receiving home parenteral nutrition from a single hospital to
ascertain their knowledge of therapy and to facilitate the production of an information booklet.
Patients and controls were similar in age, sex, education and marital status. The patients had an
adequate, but not significantly better, knowledge of nutrition (73% correct answers to
questions) than controls. Patients had significantly less understanding of parenteral nutrition and
the procedures used to monitor home nutrition than controls. Eighteen percent were unable to
name any components of feeding bags, 50% were aware they were receiving protein, only
15/29 knew why they were asked to breath into a metabolic cart (assesses basal metabolic rate)
and only 29% knew what brought about changes in their regimens. A booklet was created to
fill the knowledge gap based on the information that patients had said that they would find
useful. Thirty two patients completed an assessment questionnaire on the booklet. Most found
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it generally easy (53%) or very easy (44 %) to understand, 28 % said it contained information
that they did not know aiready but 72% said they learnt little from it and 19% said that they
would have appreciated getting the information at an earlier stage in therapy.

Horsley MG and Bailie GR. Risk factors for inadequate use of pressurised aerosol inhalers. J
Clin Pharm Ther 1988;13:139-43.

Objective:

To quantify the extent and nature of errors in pressurised aerosol inhalation (PAI) technique in
asthmatics, to identify risk factors for poor technique and to assess the effect of structured
counselling by a pharmacist.

Methods:

Eighty six asthmatics, in-patients and out-patients, were interviewed by a pharmacist and their
inhaler technique assessed using a structured assessment. If the score was less than a pre-set
figure, they were given instruction by a pharmacist using a standard technique. These patients’
techniques were then reassessed directly after instruction.

Results:

Most patients were on one inhaler (56) and 24% had been using it for less than a week, 18%
for a period of a week to 6 months, 17% for 6 months to 2 years and 41% for more than 2
years. There were 59 inadequate users. Inadequate use significantly correlated with increasing
age (p<0.02) and with the number of inhalers taken (p<0.02) but not with duration of use.
Seventy five patients underwent reinstruction. This caused a significant improvement in score
(p<0.001); 54 were adequate users after instruction although older patients still fared worse.
Assessment of study: (strength, size of effect, generalisability)

This was a moderately-sized study. There were problems of potential bias, validity of
assessment and brevity of follow-up. The size of the result was moderate but the results were
not generalisable.

Cantrill JA. Discharge counselling by pharmacy - the need and the reality. Hospital Pharmacy
Practice 1992;2:429-33.

Descriptive study:

This article described an assessment of needs for discharge counselling that utilised changes in
therapy as a proxy for need. One hundred and twenty three patients medication was examined
over 12 weeks on one ward (93) and 4 weeks (30) on another. Sixty patients subsequently
received counselling from one of two pharmacists because they were being discharged on
medications. In total there were 544 changes in therapy in patients or an average of 4.8
medication changes/patient/admission (range 1-16). At the discharge counselling session, 52
problems were found in 37 patients. Some had received inadequate information (22), had an
inaccurate prescription (12) and had medication administration problems (9).

Akhtar R, Preece G and Sutcliffe I. A short drug history and identification service. Pharm J
1981;227:80-1.

Descriptive study:

This paper described the setting up of a drug history and identification service in a single
general hospital. The service was initially provided to two surgical wards with the aims of
identifying the drugs patients were taking on admission, providing any relevant information on
drugs taken prior to admission and evaluating the feasibility of extending the service to all
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surgical wards as part of the ward pharmacy service. The pharmacist examined all the drugs
brought into the hospital by the patients, examined any general practitioners letters or other
relevant documents, and completed a drug identification form before talking informally with
the patient about their therapy and clarifying any other problems regarding medications. The
completed report was signed and left for the doctor’s attention. During the 4 month trial period
188 forms were completed. In 19% of cases clarification of medicines being taken was
required but the pharmacy only had one request for this service from the other 12 wards in the
hospital. The authors claimed that this indicated a lack of nursing/medical awareness of these
issues. The service took a variable amount of time (2-45 minutes/day) and was continued with
a similar workload for the ensuing five months.

Dodds LJ. An objective assessment of the role of the pharmacist in medication and compliance
history taking. Br J Pharmaceutical practice 1982;3:12-24.

Objective:

To assess the impact of pharmacists taking medication histories by comparing those taken by
pharmacists and doctors and considering the interventions made as a result of the history-
taking.

Methods:

This project contained two studies.

Study I

Pharmacists took a medication history, separately from the doctor’s normal history, on patients
admitted to gynaecological ward in a single hospital. Neither pharmacist nor doctor were to
look at the other’s notes until both interviews were complete. Pharmacists used a questionnaire
designed for the purpose; doctors continued as normal. The content of doctor’s and
pharmacist’s interviews were compared for the second two months. The possible effects of the
history taking on patient counselling was assessed.

Study II

Interviews of GP admissions to a unit in another hospital were used to detect the number of
interventions that a pharmacist would make on the basis of medication histories. In this study
the pharmacist could consult the medical notes and nursing staff as required. Interviews took
place in the first 48 hours after admission.

Results:

Study 1

Three hundred and two patients were interviewed over 4 months. Interviews occurred in the
first 24 hours of the admission and took 10 minutes on average. Forty one percent of the
entries in the pharmacists history in the first month of the comparison and 21% in the second
were not recorded by the Senior House Officer (SHO). This difference was significant. Doctors
usually noted prescribed medicines but not those that were not prescribed. Fifty six percent
(month one) and 15% (month 2) of the adverse drug reactions (ADRs) detected by the
pharmacist were not reported by the SHO. Although 55% of ADRs reported by the pharmacist
were classed as drug allergies the physician had detected all except onc ADR classified as an
allergy whereas the pharmacist often detected ADRs that seriously upset the patient or reduced
their quality of life and could affect compliance. About 20% of patients admitted to compliance
problems; 25% of these received discharge counselling as a result. Doctors, patients and nurses
were pleased with the service and reacted positively towards it.

Study 11
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Interviews took about 15-30 minutes and 47 elderly patients were interviewed in 4 months.
There were 29 interventions directly resulting from the medication history taking service 16 of
which were directed at the prescriber. Therapy was adjusted in 13 cases. 8/16 interventions
were about drug side effects and 2 queried the need for the item. 10 of the 22 patients who
peeded counselling would not have been selected for counselling in the absence of an
interview.

Assessment of study: (strength, size of effect, generalisability)

There was a risk of considerable bias in Study I since the doctor was aware of more
information at the time of drug history taking than the pharmacist. Other factors such as
learning curve and hawthorne effects were addressed. The size of the effect was moderate. The
lack of data on outcome makes it difficult to assess the pharmacists’ contribution to care. The
process of care was, however, enhanced. The results are not generalisable. Bias might have
been a problem in study II but this was not an evaluation. It was a description and the resuits
are not generalisable.

Oakley JM and Perkins PT. A self-medication scheme for convalescent patients. Pharm J
1987;238:378-80.

Descriptive study:

This described the setting up of a self-medication program for rehabilitation and convalescent
patients in a small (60 bed) hospital. The aim was to increase patient’s ability to care for
themselves following discharge. The scheme bas been in operation since 1984 and over 1800
patients have been through it in this time. Nurses assessed the patient on admission and the
pharmacist assessed the medication regimen and discussed any changes with the doctor.
Patients who are very capable were given a week’s supply in fully labelled containers and self-
medicated. Those who were less capable were started on daily supplies with nurse supervision
of self-administration. Gradually the supply was increased and the supervision decreased.
Patients who were initially judged incapable of self-medication were helped to cope better and
may eventually self-medicate. Patients were counselled as necessary by the pharmacist who
also answered any patient questions on drugs. Three cases were described to illustrate the
system.

Owen DS, James DW and Howard P. Self-medication schemes on the rheumatology ward. Br
J Pharmaceutical Practice 1987;9:386-90.

Descriptive study:

This paper described a self-medication scheme, started in 1984, for rheumatology patients at a
single hospital. The pharmacist took a medication history. After patients entered the scheme the
pharmacist counselled them and provided them with a card telling them how to take their
medicines. Of the 280 patients that had gone through the system, 91% were compliant with
their medications. The study claimed that patients knowledge of their therapy improved and
their satisfaction with the service was high but provided no data to substantiate these
statements.

Massey C. An evaluation of the benefits of pharmacist-acquired drug histories. Proceedings of
the Guild 1987;25:80-1.

Objective:

To establish whether a pre-registration pharmacist takes more complete drug-histories than
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house officers and, if so, whether this is clinically important. To estimate the resource
implications of such a service.

Methods:

Newly admitted patients on 3 wards were identified by the pharmacist, their medical histories
read in the medical notes and their drug histories taken as soon as possible after admission.
The result of the medication histories were placed in the notes. Pharmacist drug histories were
compared with those taken by medical staff.

Results:

Sixty medication histories were taken by a pharmacist. This took 10 minutes per patient on
average. Compared with doctors’ drug histories, those taken by the pharmacist were more
complete; doctors omitted 11.3% of prescription only medicines (POMs) taken regularly and
92.9% of those taken as required (prn), 35.9% of P category medicines taken regularly and
59.7% of those taken prn, and 100% of General Sales List (GSL) medicines taken regularly
and 75.6% of those taken prn. In total, doctors missed 40% of medicines being taken by
patients but only 8 omissions were thought to be clinically significant by the pharmacist. The
pharmacist noted 17 drug allergies and 13 adverse reactions; the doctor noted only 14 allergies.
Overall, 41.7% of the doctors’ drug histories were inaccurate.

Assessment of study: (strength, size of effect, generalisability)

The effect was moderate. There was no estimation of the potential effect on patient outcomes
as a result of any omissions by the doctors that were detected by the pharmacist. The study
design was open to bias because the pharmacist knew of the study, looked at the doctors’
medical history prior to taking the medication history and judged the importance of the
omissions. The results are not generalisable.

Higham C. Drug history taking - a role for the ward pharmacist. Pharm J 1982;228:302-6.
Descriptive study:

This paper described the establishment of a drug history taking service for rheumatology
patients at a single hospital. The history-taking method was described in detail and examples of
these provided. Histories taken by the pharmacist were entered in the case notes.

Corrigan MS. Primary pharmacy - a patients’ self-help service. Pharm J 1989;243:458-60.
Descriptive study:

This paper described a self-medication scheme for medical patients at a single hospital. The
scheme ran alongside the primary nursing service. Patients used their own medicines in
hospital where possible and the pharmacy purchased special locked drug trolleys with
individual patient drawers, at a cost of £722 each, for the purpose of storing patients’
medications. Other costs were absorbed by the department of pharmacy but pharmacy staff
spent about double the amount of time that had been spent previously on the wards taking
medication histories and counselling patients. The article described the service and its
advantages and disadvantages. After six months 672 patients had been through the system.
Ward stocks had decreased by 20% and the health professionals involved had backed the
scheme enthusiastically.
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Baxendale C, Gourlay M and Gibson IIJM. A self-medication retraining program. Br Med J
1978;ii:1278-9.

Descriptive study:

This was a description of a self-medication program for geriatric patients in a single general
hospital in Glasgow. The consultant identified suitable patients at least 2 weeks prior to
discharge. The drug regimen was simplified if possible and a pharmacist interviewed the
patient, assessed their needs with respect to containers and labels and transferred the patients to
a self-medication system. Two days supply were given initially and nursing staff closely
supervised medication taking. After this the pharmacist checked with the patients on their
progress. If all was well, the scheme continued with reduced nursing supervision. The
pharmacist contacted the patient’s own pharmacist prior to discharge to ensure that future
supplies were dispensed in suitable containers and contacted them again on the day of
discharge. They hoped to have patients followed up in the community by district nurses but this
has proved difficult. Overall, the scheme had progressed well.

Walker CA and Martin PC. In-patients self-medication in the elderly: a pilot scheme (abstract
of British Pharmaceutical Conference). Pharm J 1986;237:767-8.

Descriptive study:

This abstract described the setting up of a self-medication program for elderly patients in a
London hospital. Patients were selected for inclusion at a multidisciplinary ward meeting at
least two weeks before discharge. They were counselled by the pharmacist and given their own
drugs box. Patients’ progressed through various stages during which nurse supervision
decreased and patient self-care increased. The supply of drugs given to patients’ increased
gradually, Fifty patients have been through the scheme (21% of all discharges from the ward).
Seventy percent of those in the scheme derived some benefit from it. Of the remainder, 15%
would have managed without the scheme and 15% derived no benefit since they could not self-
medicate at all. The scheme took 50-60 minutes of pharmacist time per patient. Nursing staff
welcomed the scheme.

Trewin VF and Veitch GBA. Elderly patients at risk. Part 4: An assessment of self-medication
in the elderly. Br J Pharmaceutical Practice 1987;9:228-35.

Descriptive study:

This paper described the setting up of a self-medication program for elderly patients in one
hospital. Patients were selected at a multidisciplinary case conference. They were subsequently
counselled by pharmacists and had their medication-taking supervised by nurses. Nursing
supervision gradually decreased, and the quantity of drugs supplied to patients increased, as
patients become more self-caring. Patients receiving only one drug item had the best
compliance. Patients were re-counselled after 24 hours if necessary. This was found to improve
compliance for 31 (26.2%) of patients, had no effect in 29 (24.6 %) and reduced compliance
for 48.2% (58).

Simpson J and May LG. Self-administration in hospital - towards better compliance. Hospital
Pharmacy Practice 1992;2:30-33.

Descriptive study:

This paper described a self-medication scheme for use on acute medical wards at one hospital.
Any patient could be selected and assessed for self-medication. Doctors, nurse and pharmacists
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could assess patients but this was normally done by the doctors or nurses in the first 24 hours.
The paper described the scheme in detail.

Pratt JP and Dunnett NGM. A rehabilitation project for psychiatric patients. Pharm J
1985;234:172-3.

Descriptive study:

This paper described a self-medication program for psychiatric patients to facilitate their
discharge to the community.

Wood SI, Calvert RT, Acomb C and Kay EA. A self-medication scheme for elderly patients
improves compliance with their medication regimens. Int J Pharm Pract 1992;1:240-1.
Objective:

To determine the effect of an in-patient self-medication programme on compliance post
discharge in elderly patients from 4 wards at two units of a single hospital.

Methods:

A prospective controlled trial was performed where patients were allocated to a control group
or a self-medication group depending on the unit of the hospital and the ward to which they
were admitted. Patients were similar as regards age, sex, mental test score and number of drug
taking events per day. Self-medicating patients graduated through a pre-set program whilst
controls received their discharge medication from nurses in the usual manner. The pharmacist
was involved in patient selection and in the creation of individualised self-medication regimens.
The pharmacist counselled selected patients on discharge. Compliance was assessed by tablet
count at 2 weeks and 3 months after discharge. Non-compliance could be O (full-compliance),
up to 15% (few errors) or in excess of 15% (many errors).

Results:

Of the 18 patients in the test group, 44% displayed full compliance and an additional 50% had
few errors at 2 weeks (compared to 13% and 40%, respectively, amongst the 15 patients in the
control group). At 3 months 7/11 test patients still being followed were fully compliant and a
further 1 bhad few errors. In contrast, 2/11 in the control group were fully compliant and a
further 1/11 made few errors. The differences between test and control groups in rates of non-
compliance in excess of 15% at 2 weeks and 3 months were significant (p <0.05).

Assessment of study: (strength, size of effect, generalisability)

The effect was moderate to large but the results are not generalisable. Due to the method of
assessing compliance (tablet count), however, there are concerns regarding the validity of the
results. One of the criteria for patients entry to the study was complete responsibility for their
own therapy so third party help was not formally assessed in this study. Yet 2/18 (11%) test
patients and 7/15 (47 %) controls did receive some help from neighbours (Personal
communication, S Wood, 1993). This additional help did not improve medication taking in the
control group.

Snell M. Bristol’s pharmacist for rheumatology and self-medication. Pharm J 1993;251:HS18-
9.

Descriptive study:

This paper described the work of a rheumatology pharmacist who established and ran a scheme
to educate patients about their drugs. The self medication scheme was part of a
multidisciplinary patient education scheme. The article described the self-medication scheme in
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detail.

Sexton JA. Improvements in comprehension and other benefits to long stay psychiatric patients
following individualisation of medication. Proceedings of the Guild 1991;29:59-63.

Objective:

To discover if individualisation of supply would increase psychiatric patients’ comprehension of
their medicines at one hospital.

Methods:

Patients, selected by nurses as being representative, were allowed to handle their own drugs
under nursing supervision. Drugs were labelled individually and supplies were provided on a
fortnightly basis. Patients’ comprehension of therapy was assessed on entry and at 10 weeks
after starting the program. Nurses’ opinions were sought by questionnaire.

Results:

Sixteen patients completed the ten week study. Their comprehension scores improved
significantly (p<0.02). Twenty one nursing staff felt that the patients were more motivated not
to refuse medicines, that patient comprehension and compliance problems were now tackled
before discharge and patients gained an increased sense of responsibility, confidence insight,
self esteem, independence and decision-making capacity.

Assessment of study: (strength, size of effect, generalisability)

This study suffers from potential bias and small numbers. The results are not generalisable and
the effect was modest.

Baker D. An evaluation of drug information for cardiology patients. Proceedings of the Guild
1990;28:65-72. (Also published by Baker D, Roberts DE, Newcombe RG and Fox KAA in Br
J Clin Pharmac 1991;31:525-531).

Objective:

To establish if specially prepared drug information leaflets improves cardiology patients’
satisfaction with, and understanding of, their drug treatment.

Methods:

This was a prospective, randomised (patient allocation) trial. All patients over 18 years and
able to read who were admitted to a regional cardiology unit were invited to participate. On
discharge those agreeing to participate, and receiving drugs for which information leaflets had
been created, were randomised blindly to two groups; Group I (control) received the normal
verbal counselling about their medications and Group II (test) was given an individualised drug
information wallet. This wallet contained a leaflet giving general advice on medicines and
individual leaflets on each drug that the patient was receiving. Leaflets had been prepared on a
wide variety of drugs. Two weeks after discharge patients were asked to complete a postal
questionnaire to determine their satisfaction with the information provided and their
understanding of the use of the drug that they were receiving. This questionnaire was designed
in consultation with a clinical psychologist and had been piloted. Comparisons were made using
a Mann Whitney, Chi squared or Fischer exact test as appropriate.

Results:

One hundred and seventy of the 195 patients were receiving drugs for which leaflets were
available. Forty five patients were lost to follow-up due to their transfer to the surgery
department and 125 patients were randomised eventually. Questionnaires were returned from
101 (81%) and there were 12 non-responders in each group. Group I (n=49) and Group II
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(n—52) patients were similar in age, sex and the number of drugs that they were receiving
(mean=3.4, sd=1.5). Patients receiving written information in addition to verbal information
showed significantly greater recall of information received and a greater knowledge of what to
do about missed doses, and of side effects and what to do about side effects (p<0.001). These
patients were significantly more satisfied with the amount, quality, clarity and usefulness of
information given to them (p <0.001) and were less worried by it (p <0.05) than were
controls. There was no significant difference between groups in the proportion of patients that
would continue the drug but tell the doctor if they experienced side effects for digoxin or beta
blockers. The findings suggested that the use of information leaflets in addition to verbal
counselling increased patients’ understanding of their drug therapy and their satisfaction with
the information provided.

Assessment of study: (strength, size of effect, generalisability)

The size of the effect was moderate to large. This was a well-conducted study but there was a
risk that patients would have used the leaflets to answer questions related to recall of
information. This was not discussed in the paper. Nevertheless, patient satisfaction was higher
in the test group. Patients were comparable, the exclusion criteria were reasonable and bias in
assessment (by health professionals) was not an issue. The results are not generalisable.

MacDonald ET, MacDonald JB and Phoenix M. Improving drug compliance after hospital
discharge. Br Med J 1977;(ii):618-21.

Objective:

To assess the value of discharge counselling by a pharmacist and memory aids in improving
compliance in geriatric patients at one hospital.

Methods:

Patients were allocated, by rotation, to three groups. Sixty patients were counselled by a
pharmacist before discharge and their understanding of their therapy was checked. A formal
assessment was made of their understanding at the end of the session. About 15 minutes was
spent by the pharmacist in each session. Forty five patients were counselled before discharge in
the above manner but they were also issued with a memory aid, a pill wheel, an individual tear
off daily calender specifying the medication schedule, or a tablet identification card with a
sample of the tablets alongside the dosage schedule. Sixty patients acting as controls received
no extra counselling from the pharmacist but received only the usual brief description of tablet
types. No patient was excluded on the basis of mental frailty or visual acuity. All patients
completed the mental status questionnaire (MSQ). Where patients were illiterate, or had poor
vision, the tablet bottles were marked in a manner appropriate to their disability. All patients
were able to manage to take their tablets before leaving hospital. A week after discharge
patients were asked to detail their dosing schedule and to describe the purpose of the tablets.
Drug compliance was checked and the patient was given another weeks’ supply. Patients
attended the day hospital twice a week and were formally assessed at 1,6 and 12 weeks after
discharge in addition to random "spot” tests.

Results:

Patients in the three groups were similar in age, sex, MSQ score and number of tablets being
taken. Improved compliance was seen in the counselled groups at follow-up. The increase in
correct tablet taking was significant in those whose MSQ exceeded 12 (p<0.01) and in those
with an MSQ score of less than 12 (p <0.05). Multiple errors were more common in patients
who had not received any counselling. The use of memory aids in addition to counselling did
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not improve compliance in general. At 12 weeks 14 60 patients who received no counselling
were making no errors in their medication (compared to 31/60 of those who had received
counselled and 18/45 of those counselled and given dosage aids). Forty two percent of those
who had received no counselling could remember their dosage regimen (compared to 68 % of
those counselled and 67 % of those counselled and given dosage aids).

Assessment of study: (strength, size of effect, generalisability)

The size of the effect was moderate. Problems with the compliance assessment method brings
the validity of the study into question. Tablet count may not give a reliable indication of the
number of tablets actually being taken and, additionally, does not measure when the tablets
were taken. The spot checks and the examination of patients’ knowledge of their dosage
schedule reduced this potential problem in this study but the assessment of patients’ knowledge
by the counsellor (pharmacist) may have biased the results. The results are not generalisable
since they involved a single pharmacist at one hospital.

Wandless I and Whitmore J. The effects of counselling by a pharmacist of drug compliance in
elderly patients. J Clin Hosp Pharm 1981;1:51-6.

Objective:

To assess the effect of counselling by a pharmacist on drug compliance in a group of elderly
patients (65 years or over) attending a day hospital.

Methods:

The study randomly allocated patients with a metal test score (MTS) of 20 or more to a control
or test group. Test patients were counselled by a pharmacist and controls received no
counselling. On attendance at the day hospital patients were asked to bring their tablets with
them. Compliance was assessed by tablet count. Initial knowledge was assessed, for the test
group, by the pharmacist having them disclose their dosage regimen. The-patient was
counselled and then asked to recall the regimen to ensure understanding. Their knowledge was
assessed at the time using a 10 point scale. Interviews usually lasted 14.4 minutes (range 8-20).
Results:

Twenty three patients were allocated to the control group and 30 to the test group. Patients
were similar in age, MTS and number of prescribed medicines but their error rates at the
beginning of the study were significantly different. Test patients were counselled within 2-4
weeks of entry into the trial. Before counselling, 13 test patients were non-compliant; after
counselling 14 were non-compliant. The number of errors did not decrease significantly. The
initial difference between the test and control groups persisted past 4 weeks after counselling.
Verbal counselling did not improve compliance.

Assessment of study: (strength, size of effect, generalisability)

Differences in patients at baseline, the use of tablet counts as a method of assessing compliance
and the use of the counsellor to assess knowledge and errors, make the results subject to bias
and confounding and hence difficult to interpret. No effect was seen and the results are not
generalisable.

Palmer B. Patient education and drug therapy. Pharm J 1979;223:562-6.

Descriptive study:

This was a description of a number of efforts to provide more, and better quality, information
to general medical patients with chronic illnesses on four wards at one general hospital. The
activities undertaken were better labelling. patient counselling on discharge and the provision of
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an information sheet and a medication record card for each patient. Labelling increased
pharmacy costs by 20% for labour and about £4/month for labels but patients were pleased
with them and found them helpful. Over 4 weeks 436 patients were discharged of which 80%
(350) were counselled by the pharmacist. This took an average of 5-6 minutes per patient
(range 2-30 minutes). The ward sisters were very appreciative of the service since it saved
them time. Information sheets and record cards were prepared for 20 common classes of
medicines. These were sent to physicians for comment. The information provided included
drug name, use, action, advice on drug use and side effects and what to do if side effects
occurred. The record card, which contained a record of the medications being taken on
discharge, was given to patients and they could have their community pharmacist update the
card in the future. The information and record cards were welcomed by patients, doctors and
nurses and also patients’ relatives. There was a subjective feeling of increased patient
knowledge. A questionnaire administered to patients the day before discharge ascertained the
type of information they would like to receive. The commonest types were how and when to
take the medicine (95%), what it was for (95%), its name (90 %), the importance of taking it
regularly (83 %) and side effects and what to do about them (74 %). An additional pharmacist
would be required if the service were to be provided in the hospital.

Edwards M and Pathy MSJ. Drug counselling in the elderly and predicting compliance. The
Practitioner 1984;228:291-300.

Objective:

To compare the effect on patient compliance of the use of a standardised counselling protocol
by doctors, nurses and pharmacists.

Methods:

This was a prospective randomised controlled trial (single blind). Consecutive convalescent
elderly patients at a single hospital, who were over 65 years, living at home by themselves or
with their spouse, capable of being responsible for their own medication and taking at least one
oral preparation, were randomly allocated to one of four groups. These were no counselling
(n=20) or counselling by a nurse (n=25), doctor (n=19) or pharmacist (n=18). On the day of
discharge, patients were given a weeks’ supply of drugs and counselling was carried out using
a standardised protocol. Patients who were unable to comprehend the instructions after three
attempts were withdrawn. This resulted in one withdrawal each in the doctor and nurse
groups. These patients were, however, included in the analyses as complete non-compliers.
Ten doctors, fifteen nurses and three pharmacists were involved in the study. Control patients
received a weeks’ drug supply, which was given to them by the nurses in the usual manner.
All patients’ mental status was assessed prior to discharge by nurses. Six days after returning
home a health visitor, who was unaware of the group to which the patient had been assigned,
visited the patient and assessed compliance by tablet count. Patients were asked to recall their
drug regimen. Inability to read the labels and any other problems were also noted. Results
were analyzed appropriately.

Results:

Patients in all groups were similar in age, sex and number of drugs/doses per day prescribed;
differences in bome status had no effect on compliance. The mean mental test score was
significantly lower in the control group than in the test group. Improvement in compliance was
seen in the counselled group irrespective of who did the counselling (p<0.01). Doctors
(p<0.05) performed better than pharmacists or nurses (p <0.1). Counselled patients also
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showed better recall (p<0.02) and a greater awareness of how to obtain further supplies of
medicines. All counselled patients knew how to obtain more medicines compared with 3/20
controls (p <0.05) but counselling did not, however, lessen the taking of additional non-
prescription medications.

Assessment of study: (strength, size of effect, generalisability)

There was a possibility of bias in this study due to difference in mental score between
counselled and non-counselled groups. The size of the effect was moderate-large but the results
are not generalisable since the study was carried out at a single site. The involvement of
several practitioners makes the results more robust than those of other studies but the shortness
of follow-up limits the study.

Johnston M, Clarke A, Mundy K, Cromarty E and Ridout K. Facilitating comprehension of
discharge medication in elderly patients. Age and Aging 1986;15:304-6.

Objective:

To assess the effect of counselling on compliance in elderly patients.

Methods:

A prospective randomised controlled trial was conducted in a single hospital. The control group
received the usual nurse counselling on discharge. Patients in the test group were given
additional standardised counselling (15 minutes) by a clinical pharmacist. Later on the day
when patients were counselled, a psychologist blindly assessed the patients’ knowledge using a
standardised format and assessed their degree of orientation.

Results:

Thirteen controls and 14 test patients were recruited. Elderly patients’ knowledge of medicines
was increased in the short term by pharmacy counselling. Test and control patients were
similar in age, sex, orientation score and the number of drugs being taken. Counselled patients
were significantly better informed about their medicines than controls (p <0.02).

Assessment of study: (strength, size of effect, generalisability)

A modest to large effect was seen but the assessment was not followed by a post-discharge
assessment making it difficult to estimate the true effects of the counselling. The results are
not generalisable.

Curtis CE. Pharmacist conducted patient discharge medication counselling. Pharm J
1988;241:HS33-4.

Descriptive study:

This paper assessed the feasibility of a pharmacist providing discharge counselling. Patient’s
views on this service were assessed at a single hospital. Fifty eight general medical patients on
three or more medicines (22% of discharges) were counselled on discharge by one of the
pharmacists. This took an average of 11.4 minutes per patient or 60 minutes/weck for the ward
studied. Fifty five of the 58 patients received questionnaires which they were asked to complete
at one week after discharge; 26 (47 %) returned the questionnaire. Twenty four found the
sessions useful. They could recall the names of 4 medicine on average (discharged on mean of
4.9), could recall many of the reasons for taking the medicines and fewer side effects. Ranked
in order of importance, 52% of patients thought that information on when to take medicines
was the most important followed by what the medicines are (29%), side effects (52%), drug
names (41 %) and storage information (64 %) (results from 17 patients).
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Colaluca A, Glet R, Smith D, Hunter G, Kinsman M and Purkiss R. In-patient counselling - a
technician’s role. Br J Pharmaceutical Practice 1988;10:334-40.

Descriptive study:

This paper reported on the setting up of a program to train technicians to counsel patients. An
eight week training program was set up. Suitable patients were selected for counselling at
discharge by pharmacists. The pharmacist provided the technician with information on the
patient and gave sufficient advance notice to allow the technician to prepare the counselling
material. In routine practice patient selection took 5-10 minutes per patient and technician
counselling took 30-60 minutes (including preparation time). The scheme was considered to be
worthwhile.

Sweeney SJ, Dixon JS and Sutcliffe I. The impact of the clinical pharmacist on compliance in a
geriatric population. Pharm J 1989;242:R4-6.

Objective:

To ascertain if a pharmacist could increase compliance by counselling elderly patients prior to
discharge using large print labels, compliance aids and information leaflets where appropriate.
To evaluate the effect on compliance of the number of medicines prescribed, the frequency of
administration and patients’ social status.

Methods:

A prospective controlled study was carried out on 103 consecutive patients discharged from a
single hospital who were over 60, taking more than two medicines, responsible for self-
administration, and not receiving anticoagulants, chemotherapy or topical dermatological
preparations. Patients were allocated first to the control group (n=52) and then to the test
group (n=51). Patients were followed up at one and 6-7 weeks post discharge by the
pharmacist to asses their ability to cope with their medicines (by questioning) and to assess
their compliance (tablet count). Questions were asked also about other medicines that were
being taken. A re-supply of medicines was given (2 weeks supply initially and at 6-7 weeks an
8 weeks supply at the first visit). Patients were divided into those whose compliance was
excellent, those who made few errors and those who made sufficient errors to compromise
their well-being (> 15% non-compliance as assessed by tablet count).

Results:

Patients were similar in age and sex. The mean number of medicines being taken by controls
was 3.7 (4.6 for test patients). Seventy percent of patients were followed up fully. Perfect
compliance was doubled in the test group and serious non-compliance reduced by 80% at 6-7
weeks. Counselling took 5-15 minutes. Many patients found the large print helpful; other aids
were also found to be helpful.

Assessment of study: (strength, size of effect, generalisability)

This study was open to bias, because the assessor was aware of the group to which patients
belonged, and confounding, due to compliance being assessed by tablet counting. In the
circumstances it was reasonable not to randomise but a larger number of medicines were being
taken by test patients at baseline which may have influenced the results. The effect was
moderate but not generalisable.
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Dodds LJ. Effects of information leaflets on compliance with antibiotic therapy. Pharm J 1986;
236:48-51.

Objective:

To evaluate the effect of antibiotic information leaflets on compliance by patients who had been
discharged from hospital.

Methods:

In a prospective single blind controlled study at a single hospital, patients were randomly
allocated to a control group or to receive a leaflet on one antibiotic. Nurses were requested not
to provide additional counselling; if the patient asked for it they were withdrawn. Compliance
was assessed, by a pharmacist who was aware of the group to which patients belonged, using
tablet count and an interview 3-5 days after discharge. The interview was standardised and was
scored by the pharmacist doing the visit and an independent assessor.

Results:

Over 3 months, 30 control and 31 test patients were recruited. They were similar at baseline in
age, sex, number of drugs prescribed, and the number and doses of antibiotics prescribed.
Compliance, knowledge and behavioral scores were significantly higher in the test group than
in the control group (p <0.01). Patients receiving two antibiotics (n=22) were given a leaflet
on one. Their scores for that antibiotic were significantly higher than for the other antibiotic
that they were taking and for which they had received no leaflet (p <0.0S). There were no
differences between groups in the number of ADRs that patients reported. Patients receiving
the leaflets reacted favourably to them; 80% thought that they were useful and 70% thought
that they were necessary.

Assessment of study: (strength, size of effect, generalisability)

The study controlled for bias and confounding but it was conducted at a single site. The results
for study with an appropriately short follow-up period cannot be extended to other drugs that
may be taken for longer periods. The effect was modest to large but the results are not
generalisable.

Sandler DA, Mitchell JRA, Fellows A and Garner ST. Is an information booklet for patients
leaving hospital helpful and useful? Br Med J 1989;298;870-4.

Objective:

To determine if a booklet given to general medical patients on discharge, which included
details of their admission and treatment, increased their knowledge and recall at subsequent
outpatient clinics.

Methods:

A prospective trial was carried out with alternate allocation to test (n=65) and control (n=66)
groups. Patients were stratified by age (up to 65 years and over 65 years) and the number of
weeks between discharge and first outpatient visit (up to 3, 4, 5, 8 and over 8). The assessment
was made using a questionnaire administered by the investigators at the first outpatient
attendance. Data were collected over nine months. Patients’ educational status was noted and
also whether they used the booklet or other sources to answer questions on their treatment at
the assessment. Patients’ general practitioners were asked to return an appraisal form on the
booklet.

Results:

Patients’ knowledge of their medicines was increased by a joint pharmacy-physician booklet;
recall of drug name, frequency of dose and reason for taking the drug was better in the test
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(86%, 95% and 85% respectively) than in the control group (47 %, 58% and 42% respectively)
(p<0.001). Many patients used the booklet as an aide memoir. Even if these patients’ results
were excluded, a significant difference remained between test and control groups in their
ability to recall information about their therapy. Most (98 %) test patients and 73% of control
patients would take the correct action when their supply ran out. Most patients (86 %) had read
the booklet at least once. Seventy two percent of GPs replied to the appraisal forms. Of these
91% thought it was a good idea, 81% thought it would be helpful to them and to the patients,
and 72% though that it was an improvement on the old system.

Assessment of study: (strength, size of effect, generalisability)

A moderate to large effect was seen in this well-performed study but the results may be subject
to bias due to alternate rather than random allocation of patients. The results are not
generalisable since the study was conducted at a single site.

Raynor DK, Booth TG and Blenkinsopp A. Effects of a computer generated reminder chart on
patients’ compliance with drug regimens. Br Med J 1993;306:1158-61.

Objective:

To investigate whether a reminder chart improved patients’ compliance with their drug regimen
after discharge from hospital.

Methods:

A prospective randomised controlled trial was performed of patients being discharged from a
single general hospital who were regularly receiving two or more medications. Patients were
randomised to four groups. Two groups received the reminder chart (a computer generated
chart which listed details of the medicines being taken and when they were to be taken). One
of these two groups also received routine counselling from a nurse and the other group
received structured counselling from a pharmacist which included an explanation of the
reminder chart. The other two groups received only counselling, from either a nurse or a
pharmacist. Patients were visited 10 days later and questioned about their regimen to assess
their knowledge. Compliance was assessed by a pharmacist investigator using tablet count.
Results:

One hundred and ninety seven patients were involved. The statistical method was appropriate
and groups were similar at baseline with respect to age, sex and number of medicines being
taken. Patient compliance and knowledge of medicines were increased by a pharmacy-
generated reminder chart. Of those receiving it, 83% correctly described their drug regimen
(95% confidence interval=74-90%) compared with 47% (95% CI=37-58 %) of those without
the chart (p<0.001). Pharmacist counselling alone did not improve knowledge nor had it an
additional effect on knowledge over nurse counselling. The mean compliance score was 86 %
(95% CI=81-91%) in the two groups with no reminder chart compared to 91% (95% CI=87-
94 %) in the group with a chart but no counselling and 95% (95% CI=93-98%) in the group
with the chart and counselling. A mean compliance score in excess of 85% was achieved by
63% (95% CI=53-73%) of those without a reminder chart and by 86% (95% CI=78-93%) by
those with it (p<0.001). Most patients receiving the chart thought it was useful in helping
them take their medicines correctly (66/98) and had used it (86/98).

Assessment of study: (strength, size of effect, generalisability)

This was a well-conducted moderately-sized randomised trial. The effect was moderate to
large. Precautions were taken to optimise the validity of tablet counting as a method of
assessing compliance and to ensure that a note was made of patients who read the instructions
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from labels reminder chart. A small risk of bias remained due to the pharmacist assessing
patients’ knowledge. It excluded patients with reading difficulties, the illiterate, and those with
visual impairment (among others), followed patients for only 10 days and was conducted at a
single site, hence the results are of limited generalisability.

Gibbs S, Waters WE and George CF. Prescription information leaflets: a national survey. J
Royal Society Medicine 1990;83:292-7.

Descriptive study:

This was an evaluative study of the effect of information leaflets (on penicillins, NSAIDs or
beta blockers) that were given to patients in community pharmacies on their knowledge of their
medicines and satisfaction with this information. The 1809 patients who received leaflets were
significantly more satisfied with the information received and knew more about their medicines
than the 1601 who had not been given them.

Furner M, Habing-Ridout H, Cross J, Wray L, Dodds L and Collins G. Patient information
leaflets. Pharm J 1994;252:7.

Opinion paper:

The view was expressed in this paper that patient information leaflets, which from 1/1/94 must
be provided as package inserts by the pharmaceutical industry, could be helpful in increasing
patient information on their medicines. Although there will be a need for the industry and
pharmacists to adjust to the new situation, they felt that pharmacists should take advantage of
the change in the law to optimise the provision of advice to patients.

Dodds L. Industry-produced patient information leaflets; Are hospital pharmacies making use
of them? Pharm J 1993;250:311-4.

Descriptive study:

As part of this study the attitudes of a systematic sample of 100 hospital pharmacies to
industry-produced patient information leaflets (PILs) were assessed. Sixty one percent (all
dispensary pharmacists) returned a postal questionnaire. Forty eight were providing verbal
and/or written information to some or all out-patients and 44 were providing this service to a
proportion of discharged patients. Most, however, greatly underestimated the number of
companies producing PILs. Few had read any PILs and many (70%) scldom or never (7%)
used them in counselling patients. Eighty five percent thought that hospital pharmacies should
distribute PILs and 84 % said that they would use them if they were supplied by the industry.
Most (98 %) thought that the provision of PILs should be accompanied by verbal counselling.

McElnay JC, Scott MG, Armstrong AP and Stanford CF. Audiovisual demonstration for
patient counselling in the use of pressurised aerosol bronchodilator inhalers. J Clin Pharm Ther
1989;14:135-44.

Descriptive study:

This paper described the development and use of a video to help train asthmatics in the correct
use of their inhaler therapy. An assessment of the method using non-asthmatic volunteers found
that the video was as effective as personal counselling by a pharmacist and better than the use
of the package insert (p <0.05). An assessment of the acceptability of the video to community
(n=40) and hospital (n=68) patients found that 95% and 85%, respectively, found the video
useful. Two thirds of community patients and 50% of hospital patients identified an error in
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their technique as a result of seeing the video. Most thought that the video should be available
in all pharmacies (95 and 87 % respectively). Almost all patients thought that the video
explained the inhaler technique well. This was not a service evaluation.

Freemantle N and Maynard A. Something rotten in the state of clinical and economic
evaluations. Health Economics 1994;3:63-7.

Opinion:

This paper described the lack of rigour in the currently available economic and clinical
evaluations of health interventions.

Mazzuca SA. Does patient education in chronic disease have therapeutic value? J Chronic Dis
1982;35:521-9.

This paper was a meta analysis of 30 controlled trials (24 of which used randomisation) on the
education of patients with chronic diseases. These papers were taken from the worldwide
literature on the topic. The results showed that programmes that tried to increase patient
knowledge alone were rarely successful; behaviourally-orientated programs were consistently
more successful in improving the clinical outcome of chronic disease. Patient education was
successful in improving compliance but knowledge and compliance may not be linked. There
were problems in this meta analysis due to variations in the definitions of counselling and
compliance.

Raynor DK. Patient compliance: the pharmacists’ role. Int J Pharm Pract 1992;1:126-35.
Review:

The author based the review on work completed for his doctoral thesis (University of Bradford,
1991). He described a variety of methods used to improve patient compliance including
counselling, information leaflets, compliance aids, packaging, tailoring the regimen to the
patient’s lifestyle, self-administration schemes and individualised leaflets. He said that no single
intervention on its own had been effective. The relatively high cost of providing many services
plus the present cost-conscious NHS environment meant that pharmacists, whom he felt had a
role in improving patient compliance by informing and educating patients, will have to direct
their efforts to developing cheap, effective programs that are generally applicable and
acceptable to patients and the medical profession. He stated that effective verbal counselling
improved knowledge but not necessarily compliance. He felt that the approach to patient
education should combine verbal information with written information that is easily understood.
Certain compliance aids, such as reminder charts, may improve compliance in sub-groups of
patients. Pharmacist’s greatest effect would be to simplify regimens to reduce the number of
medicines being taken to four and dosing to twice a day at most.

Goodyer LI. Measurement of the effects of medication counselling given to elderly patients
with heart failure. (PhD thesis). London: University of London, 1992.

Objective:

To determine whether improved compliance, as a result of intensive medication counselling by
a pharmacist, in elderly patients with chronic stable heart failure can influence both objective
and subjective measures of heart failure.

Methods:

This was a prospective randomised controlled study of the effect of counselling on knowledge
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(measured by questionnaire), compliance (tablet count), and outcome (sub-maximal 6 minute
exercise test, visual analogue scores (VAS) of breathlessness, the Nottingham Health Profile
(NPH) and clinical signs of heart failure) of elderly patients with congestive heart failure.
These factors were measured at baseline and three months after patients had been receiving
counselling from a pharmacist.

Results:

Fifty patients were recruited to the test and control groups. Patients were similar at baseline.
Patients’ knowledge of their medication increased in the test group. The proportion of test
patients able to name their medication increased from 25% to 83 % (controls remained at 0%).
The proportion of test patients able to state the purpose of their medication increased from 83 %
to 100% (increased from 87 % to 91% for controls) and the proportion of test patients able to
state the dose of their medication remained at 100% for both groups. The proportion of test
patients able to name adverse drug reactions increased also. In all cases the difference was
statistically significant. Compliance increased by 32% in the test group (from 61% to 93 %)
whereas it increased only slightly, from 49% to 51%, for control patients. Outcomes improved
for the test group: the six minute test increased by 20m and the distance travelled until
breathless increased by 26m (compared to reductions of 22m and 19m, respectively, for
controls). All changes were statistically significant (P <0.05). No correlation was found,
however, between changes in exercise tests and improved compliance. Peripheral and
pulmonary oedema scores improved for the test patients and remained unchanged for controls
but this was not statistically significant. The NPH score differences did not reach statistical
significance but changes in VAS did.

Assessment of study: (strength, size of effect, generalisability)

This was a moderately-sized, well-performed, study. Patients and researchers were aware of
the study and the designation of the patients hence there was a risk of bias. The use of several
assessors would have reduced this potential effect. The validity of tablet counts as a means of
assessing compliance is open to question. Patients’ clinical conditions were said to have
remained stable since their prescriptions altered very little. Change in outcomes that were
observed were small. In addition, the absence of a correlation between changes in compliance
and outcome could have been due to confounding (tablet counts might have reflected
compliance poorly). The results were not generalisable.

Vincent CA Research into medical accidents: a case of negligence? Br Med J 1989;299:1150-3.
Report:

This paper described the systems that were available in the UK for studying and tracking the
incidence of medical error. These systems, which include the literature, confidential inquiries,
negligence cases, audits and studies of errors, were considered to be inadequate in providing
information about the causes and methods of preventing error.

Leape LL, Brennan TA, Laird N, Lawthers AG and Hiatt H. Adverse events and negligence in
hospitalised patients. Iatrogenics 1991;1:17-21.

Descriptive study:

A survey of a random sample of 30195 patients discharged from hospital in New York state in
1984 showed that 1133 (3.7 %) had suffered disabling injuries due to medical treatment. In
27.6% of cases the injury was due to negligence. Drug complications were the commonest
form of adverse effect (19%) and antibiotics, anticoagulants and antitumour drugs were most
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often implicated. Drug-related adverse events were responsible for 17.7% of all cases deemed
negligent and 14.1% of events resulting in serious disability. The authors claimed that some
adverse events could have been prevented by redesigning the systems for processing medication
orders and administering medicines. They suggested the use of a computerised system with
patient-specific feedback to the prescriber.

Dubois RW and Brook RH. Preventable deaths: Who, how often, and why? Ann Intern Med
1988;109:582-9.

Descriptive study:

This paper described the creation of a method that examines the issue of preventable deaths.
Summaries of the hospital course of 182 patients who died in 12 hospitals due to
cerebrovascular accident, pneumonia and myocardial infarction were reviewed by a panel of at
least three doctors. Using a majority rule criterion they found that 27 % of deaths may have
been preventable; with unanimity rule this became 14%. They admitted that there was a need
to validate their methods but claimed that among the major causes of preventable death were
inadequate fluid management, control of arrhythmias, and treatment of angina, cerebral oedema
and sepsis, and improper use of antibiotics.

Einarson TR. Drug-related hospital admissions. Am J Hosp Pharm 1993;27:832-40.
Descriptive report:

This paper reviewed and summarised studies reporting drug-related hospital admissions
obtained by computerised and manual literature searches. Medline, Index Medicus and
International Pharmaceutical Abstracts were searched using the key words drug, drug-related or
iatrogenic; admission, hospital admission, or hospitalisation; and ADR or adverse drug
reaction. References from the articles that were found were followed up. The studies that were
selected were in English. They reported the results of studies of humans admitted to hospital
due to drug related adverse events resulting from drug use, non-compliance or unintentional
inappropriate drug use. Adverse events due to drug abuse, alcoholism, suicide attempts,
intoxication or inadequate prescribing were excluded. Between 1966-1989 the ADR rates at 49
bospitals or groups of hospitals in a variety of international settings, including the UK, were
published in 36 articles. Sample sizes ranged from 41-11891 patients (median=714, IQR=275-
1245; mean=1412, sd=2233). The prevalence of reported admissions resulting from ADRs
ranged from 0.2-21.7%. The median was 4.9% (IQR = 2.9-6.7%). The mean was 5.5%
(sd=4.1%). The weighted meta analytic estimate of ADR prevalence was 5.1% (95% CI =
4.4-5.8%). Of the ADR admissions, 71.5% were due to side effects, 16.8% were due to
excessive effects, 11.3% were hypersensitivity reactions and 0.4% were idiosyncratic. Of those
admitted with ADRs, 3.7% died. Eleven reports indicated that 22.7% of ADR hospitalisations
were induced by non-compliance. The results only apply to hospitalisations in developed
countries. No economic analyses of ADRs were found.

Hutcheon AW, Lawson DH and Jick H. Hospital admissions due to adverse drug reactions. J
Clin Pharm 1978;3:219-24.

Descriptive study:

The authors described the results of participation by two Scottish hospitals in the Boston
Collaborative Drug Surveillance Program. Of 2580 consecutive admissions to medical wards in
these hospitals, 85 (3.3%) were attributed to drugs taken at normal doses and 66 (2.6%) to
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overdoses. The proportions in the two hospitals were similar. The most frequently implicated
drugs at normal doses were aspirin, digoxin, warfarin, phenylbutazone and insulin. These
accounted for 51% of all admissions due to adverse effects. The authors described the adverse
effects in detail. For overdoses, central nervous system drugs were the most frequently
implicated.

343.  Alexander AM and Bamett JW. The Hereford Hospital prescribing study: Hospital activity
analysis as a source of adverse drug reaction data. J Clin Hosp Pharm 1983;9:45-50.
Descriptive study:

This paper described a study that assessed the usefulness of a hospital activity analysis (HAA)
system in recording adverse drug reactions (ADRs) at a single hospital. Five years of data
were examined for ADRs and the notes of those identified as potentially having experienced
ADRs were examined to obtain more information. ADRs were recorded as diagnoses for 126
(0.5%) of the 27,398 admissions. In 110 (87 %) of these cases, ADRs were the cause of
admission. Most ADRs were due to cardiovascular drugs (34.9%), primarily digoxin (28 %).
Most (87 %) ADRs occurred prior to admission. ADRs experienced during the hospital stay
were diagnoses for 0.03% of patients.

344, Lawson DH and Jick H. Drug surveillance for adverse drug effects. A study of medical
inpatients. J Clin Pharm 1978;3:203-10.
Descriptive study:
The authors described the results of participation by two Scottish hospitals in the Boston
Collaborative Drug Surveillance Program. Two thousand five hundred and eighty consecutive
admissions to 2 medical wards in each of these hospitals were studied over three years. On
average, patients received 4.6 drugs during admissions. The commonest adverse effects were
nausea (5.4 %), vomiting (4.3%), elevated urea levels (3.7%) and drowsiness (3.4 %). Serious
side effects were rare and included arrhythmias (1.5%), hypokalaemia (1.4%) and coagulation
abnormalities (0.9%). The reporting physician only expressed significant doubts regarding
causality in 7.1% of instances.

345. Inman WHW, Richards DJ and Rondel RK (eds). Monitoring by voluntary reporting at
national levels. Adverse Drug Reactions; their prediction, detection and assessment.
Edinburgh: Churchill Livingston 1972 page 86.
Descriptive report:
This paper stated that only 1-10% of adverse effects are reported to the Committee of Safety of
Medicine in the UK.

346.  Veitch GBA and Talbot JCC. The pharmacist and adverse drug reaction reporting. Pharm J
1985;234:107-9.
Descriptive study:
This paper described adverse reactions (ADR) reporting schemes in the UK and abroad and 10
years experience with such a scheme in the West Midlands. Ten percent of queries about
ADRs to a hospital in the region resulted in Committee of Safety of Medicines (CSM) reports
in the years 1976 to 1981. The paper provided opinions on ways of using ward and clinical
pharmacists to help detect and report ADRs.
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Spencer MG. Post marketing surveillance. Pharm J 1985;235:372-5.

Opinion paper:

This paper described the potential and actual contribution that pharmacists can make to post
marketing surveillance in hospital. The author described the Welsh voluntary reporting scheme
in detail and the contribution that drug information centres made in replying to adverse reaction
queries, He advocated an increased role for hospital pharmacists in reporting adverse reactions
to the Committee of Safety of Medicines.

Biddolph A. The developing role of the hospital pharmacist in adverse drug reaction reporting.
Proceedings of the Guild 1983;17:21-43.

Descriptive study:

This paper examined the role that Australian hospital pharmacists played in adverse drug
reaction (ADR) monitoring and explored the potential for the development of this role in the
United Kingdom. It also described roles adopted in this area in the UK. In particular, it
described the work done in the Northern Region and Wales (in combination with their drug
information units) and in the West Midlands and Trent Regions.

Talbot JCC and Beeley L. Adverse drug reaction reporting in the West Midlands. J Clin Hosp
Pharm 1980;5:49-54.

Descriptive study:

This paper described the setting up and success of a voluntary adverse drug reaction (ADR)
reporting scheme in one region. Pharmacists were involved in assessing the ADR reports,
requesting additional information if necessary, and compiling bulletins for distribution to
pharmacists, doctors and others in the UK and abroad. Pharmacists were encouraged also to
help complete yellow cards.

Talbot JCC. The hospital pharmacists’ contribution towards monitoring and reporting adverse
drug reactions. Proceedings of the Guild 1982;12:11-33.

Descriptive study:

This paper described the West Midlands ADR reporting scheme, the roles played by the drug
information pbarmacists, the ward pharmacists and others involved, and claims that the scheme
had increased reporting between 1976 and 1980. The change in the number of ADR reports
sent to the CSM was unknown hence the effectiveness of the scheme had not been evaluated.

Booth NJ, Luscombe DH, Smith CC, Veitch GBA and Grahame-Smith DG. Scheme to
promote, monitor and assess the reporting of adverse drug reactions. Pharm J 1988;241:R3.
Descriptive study:

This paper described an ADR scheme in one Oxfordshire hospital. Reports were collected,
followed-up and assessed by a team that included a pharmacist and a clinical pharmacologist.
The scheme was similar to that described by Irvine et al (1987). ADR reports were assessed
for causality, using an algorithm, and severity, using a five point scale. Where appropriate the
reporter was advised to send the report to the CSM. In 6 months 125 reports had been made
(2029 total admissions) of which 17 were sent to the CSM. The authors discussed how they
overcame several problems in ADR reporting schemes, such as doctors’ ignorance of schemes,
doctors’ lack of time to complete forms, the lack of provision of feedback to medical staff and
the lack of awareness amongst medical staff of the relationship between an ADR and drug use.
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Hardman C and Lloyd B. Adverse drug reaction monitoring by ward pharmacists. J Clin Hosp
Pharm 1982;7:71-3.

Descriptive study:

In 5 weeks, ward pharmacists at a 500 bed hospital detected 68 ADRs. Of these 71% were
definite, 9.7% probably, 12.9% doubtful and 6.4% unlikely using the West Midlands algorithm
form for assessing ADRs. One report was sent to the CSM.

Smith D. Prescription flagging to stimulate yellow card reporting. Hospital Pharmacy Practice
1992;2:103-4.

Objective:

To assess a system to increase adverse drug reaction (ADR) reporting rates.

Methods:

A prospective before/after study was performed at a single large general hospital to assess the
effects of pharmacists using the CSM black triangle on drug charts to increase awareness of the
potential for an ADR occurring.

Results:

The number of reports sent to the CSM in the two years preceding the scheme were 3 and 5,
respectively, of which 1 in each year were on blank triangle drugs. Following the introduction
of the scheme these figures increased over the next two years to 7 and 10 reports were sent of
which 3 and 4, respectively, were on blank triangle drugs.

Assessment of study: (strength, size of effect, generalisability)

The size of the effect was small. The results were open to bias and confounding due to poor
implementation of the scheme and assumptions regarding the numbers of ADR reports to the
CSM. They are not generalisable.

Richardson J and Gibb C. Active adverse drug reaction reporting. A pilot study. Hospital
Pharmacy Practice 1992;2:247-8.

Objective:

To assess the effects of a system to increase ADR reporting rates.

Methods:

A prospective before/after study was performed at a single large general hospital to assess the
effects on adverse drug reaction (ADR) reporting rates of pharmacists using the CSM black
triangle on drug charts, in addition to labelling the medication container with a yellow warning
sticker and increasing awareness by a campaign sponsored by the Drug and Therapeutics
Committee. The number of ADRs reported was counted.

Results:

The scheme had increased the monthly number of ADR reports from 4 to 12 in the first three
months.

Assessment of study: (strength, size of effect, generalisability)

The size of the effect was moderate to large. The results were open to bias and confounding
since it was an uncontrolled study. They are not generalisable.

Spencer MG. Adverse reactions - monitoring side effects. The Welsh adverse drug reaction
scheme. Proceedings of the Guild 1986;21:58-61.

Descriptive report:

This paper described the setting up and success of a voluntary adverse drug reaction (ADR)
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reporting scheme in Wales. The scheme was similar to that established in the West Midlands.
Before the scheme was instituted, the average annual number of adverse events reported in
Wales (to the Committee of Safety of Medicines) was lower than the UK average. One
pharmacist helped to co-ordinate the scheme. The scheme has improved reporting from 385 to
520 ADR reports in the first year (37 %).

Anon. Hospital pharmacists "should be involved in ADR reporting”. Pharm J 1988;241:656.
Report:

It was advocated in this report that the Committee of Safety of Medicines should allow
pharmacists to participate in their yellow card scheme. The West Midlands scheme encouraged
pharmacist participation and had achieved a higher rate of reporting than elsewhere.

Anon. Hospital pharmacists seek involvement in ADR monitoring. Pharm J 1989;242:433-4.
Report:

Some clinical pharmacologists supported hospital pharmacists’ involvement in ADR reporting
although there was debate about the cost-effectiveness, and benefit, to patients from such a
system.

Committee of Safety of Medicines. Report of the adverse reactions working party. London:
Department of Health and Social Security, 1985.

Report:

The working party accepted that hospitals pharmacists had a role in investigating and assessing
ADR reports but they recommended that pharmacists should not report ADRs to the CSM
independently.

Anon. Hospital pharmacists to use yellow cards in proposed CSM study. Pharm J
1990;244:330.

Report:

This report stated that the CSM had started a trial that allowed hospital pharmacist in the
Northern Region to report ADRs to them using specifically labelled yellow cards. Reports from
a pharmacist could only follow from a discussion between the pharmacist and the patient’s
doctor about the ADR.

Randhawa HK, Smith JC and Irvin LE. Hospital doctors’ attitudes to adverse drug reactions
and their reporting. Pharm J 1987;238:793-5.

Descriptive study:

The authors described the results of an interview survey of 60 randomly-chosen hospital
doctors to determine their attitudes towards adverse drug reaction (ADR) reporting (one year
after the local scheme had started). The survey was carried out by a pharmacy student. Twenty
seven doctors had reported an ADR previously. There were 17 consultants, 13 senior
registrars/registrars and 10 senior and 20 junior house officers. Most (85%) doctors thought
that there was a low level of ADR reporting. This perception was similar for reporters and
non-reporters although reporters perceived a higher incidence of ADRs causing admissions that
non-reporters.Only 26% knew what the new product awareness sign meant. Seventy two
percent felt they would be able to identify ADRs if they occurred. The problems in identifying
ADRs were establishing which drug was causing the ADR when patients were on multiple

549



361.

362.

363.

364.

drugs (34 %) and difficulty in distinguishing between organic disease and ADRs (30%). Seventy
percent said that would report ADRs but only those that were significant ADRs. Reasons for
under-reporting were complacency (2%), fear of litigation/breach of confidentiality (2%), guilt
that harm had been caused (2%), ambition to publish case reports (5%), ignorance of how
(5%) and what (32%) to report, difficulty in reporting suspected ADRs (39%) and
lethargy/lack of time (13 %). Eighty two percent were aware of the local ADR scheme (95%
for reporters and 68 % for non-reporters). Seventy one percent felt that there were advantages
in a local ADR scheme such as simplicity in completion of reports (29%) and encouragement
of discussion and feedback (22%). Forty seven percent said that greater involvement of the
pharmacist would be an advantage. When asked if pharmacists should be involved in actual
reporting 70% agreed that they should report in conjunction with doctors, 10% thought that
they should report directly and 20% felt they should not report at all.

The NHS Management Executive. Clinical Audit. Meeting and improving standards in
healthcare. London: Department of Health, 1993.

Policy:

This described the Department’s policy on, and commitment to, clinical audit.

Pruce D. Professional audit in hospital pharmacy. Pharm J 1993;251:151.

Opinion paper:

This paper outlined the Royal Pharmaceutical Society audit development fellow for England’s
opinions on hospital pharmacy audit. He concluded that there was evidence that UK
pharmacists were participating in professionals audit and quality assurance.

Shaw R. Quality assurance of hospital pharmacy services. Pharm J 1993;251:HS45-6.
Descriptive study:

This article outlined the use of quality assurance in measuring performance in hospital
pharmacy services and in improving their quality. It addressed standard setting, performance
measurement and customer care and provided a view on future initiatives in the quality
assurance of hospital clinical pharmacy services.

Pruce D. Professional audit. Audit activities within English hospitals. Pharm J 1993;251:HS40-
1.

Report:

The Royal Pharmaceutical Society audit development fellow for England reported on the extent
and depth of interest in audit in hospital pharmacy. His advertisement in the Pharmaceutical
Journal asking for information on audits led to 50 replies. In addition, there were 23 bids for
audit money from a Society fund. Several hospitals had adopted standards documents for
services but there was variation in the conduct of audit. Some pharmacies had also used
external audit to asses their services. Many audits concentrated on intervention monitoring,
waiting times, patient satisfaction, national schemes (drug information, radiopharmacy and
community services pharmacy) and focused audits (problem areas). Pharmacists were also
taking part in clinical audit.

550



365.

366.

367.

368.

369.

370.

Kelly CA and Mason-Duff J. Two years on the audit trail in Scotland. Pharm J
1993;251:HS42-3.

Descriptive study:

This paper described the national audit structures and the local ones in Scotland. It also
described education and training initiatives to support audit and various audit projects in clinical
pharmacy, drug information and other areas of service provision.

Roberts DE. Professional audit in Wales. Pharm J 1993;251:HS44-5.

Descriptive study:

This paper described the progress that had been made in Wales to increase pharmacists’
participation in pharmacy and clinical audit. A survey of 8 hospitals showed that audits were
being performed. The topics that had been addressed included interventions, waiting times,
dispensing errors, efficiency of drug purchasing systems and complaints.

Audit in pharmacy. A report of a working party of the Royal Pharmaceutical Society (Chair; N
Wood). Pharm J 1992;248:505-9.

Report:

This report described audit, the types of audit, the audit structure and process, the training
implications for pharmacists and the case for audit. The potential interaction between pharmacy
audit and the audits being undertaken by other professions was briefly covered. This document
outlined the Society’s support for audit in the profession and the efforts that they intend to
make to develop audit.

Cole SE, Hebron B and Scott D. The quality of the pharmacy supply service to wards. Pharm
J 1988;241:R8.

Descriptive study:

This paper described a system that assess nurse satisfaction with pharmacy supply services.
Over a 6 week period, less than 1% of the 27740 doses that would have been administered to
patients were missed. Half of all missed doses were first doses. The system was scen as a step
towards improving the quality of service.

Cox H and Mounsey C. Pharmacy quality circles. Pharm J 1989;245:HS34-5.

Descriptive study:

This study described the setting-up of a quality circle in a single general hospital. Most staff
were interested in the idea and 11/30 went on to receive training after initial introduction to the
idea. The article described the training given (techniques used were brainstorming, flow charts,
cause and effect analysis, pareto analysis and paired comparisons), the selection of the problem
for analysis (inaccuracies in computer stock levels) and the process of solving the problem.
There was a 70% reduction in the number of visits made to stores by dispensary staff as a
result of implementing a corrective system.

Godfrey B, Smith EJ, Williams MA, Burberry PN and Farrar KT. Using workload audit to
enhance the quality of pharmacy services. Pharm J 1990;246:R1-3.

Objectives:

To assess the effects of various strategies to improve workflow in the dispensary in a large
general hospital.
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Method:

A prospective cross-sectional survey of dispensary workload, waiting times, processing times,
and dispensing times was carried out before and after the sequential introduction of various
changes in work practices. The changes were designation of a specific checking area (1987-8)
and of a professional checker to check prescriptions on arrival and a technician to check final
products (1988-9). The surveys took place over one week periods in October 1987 (before) and
October 1988 (after 1) and in March 1989 (after 2) for the in-patient dispensary and in October
1987 (before) and March 1988 (after) for outpatients. Staffing factors were also noted.
Results:

There was no change in overall staffing levels but the ratio of pharmacists to technicians and
pre-registration pharmacists fell from 1.16 (1987) to 0.99 (1988) and 0.71 (1989). Despite an
8% increase in workload from 1987 to 1988,and a further 16% increase between 1988 and
1989, queuing, dispensing and checking times fell in successive years in the main dispensary.
Waiting times in excess of 140 minutes fell and those less than 140 minutes rose. There was a
reduction in the percentage of prescriptions with waiting times of more than 60 minutes from
36 to 30%. Despite a 7% increase in workload in the out-patients dispensary, most
prescriptions were completed within 20 minutes (84 %) after the changes compared to 31%
completed in 20 minutes before the changes.

Assessment (size of effect, design, generalisability):

The size of the effect was moderate. The study was well-conducted but may be subject to bias.
The results are not generalisable.

Hayes P, Kayne S, Martin T and McMurdo A. Use of professional self audit in pharmacy
practice. Pharm J 1992;249:650-2.

Report:

The paper provided a practical interpretation of the Pharmaceutical Society’s guide to self-
audit. It drew on experience of audit in New Zealand to do this.

Hynam B. Pharmaceutical audit in practice. Pharm J 1993;250:844-5.

Descriptive report:

The author reported on the external audit activities of a group of pharmacists from the West
Midlands region. They piloted an audit process in several hospital in the region with much
success. The process included a visit to a hospital pharmacy by 3 senior pharmacists from
other districts. The team-members rotated. In the first year they concentrated on ward
pharmacy and distribution systems. The visiting team audited the service in the hospital in co-
operation with the pharmacists there and reported their findings back to the hospital pharmacy.
The team did not follow-up sites to complete the audit cycle. The author claimed that the
system had been well-accepted and that there was support for creating a permanent team to
perform this function.

Glin J, Hubbard N and Pickup JF. Intervention reporting on the South Western Region
computer system. Pharm J 1993;251:HS24-6.

Descriptive study:

This paper described the background to the development of a region-wide computer system for
recording and monitoring interventions. The system was based on standards set for the
prescription monitoring service by clinical pharmacy managers in the region over a number of
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years. The system, which had been developed at one site, allowed the routine collection of
data. These data had been used to provide continuous management and clinical information, to
record clinical pharmacy advice, to provide data for audit, to highlight recurrent problems, to
provide material for continuous education and peer-review, and to reduce duplication of effort
when pharmacists provided services to the same patients. The original system was upgraded
and was found to reduce the number of queries from dispensary staff to clinical pharmacists
but further adaptations were subsequently made to increase the comprehensiveness of the data
set. The main modifications were to permit the recording of the clinical significance of
interventions and their cost avoidance, and to log patient counselling and therapeutic drug
monitoring advice. This new system was currently being piloted and it was envisaged that it
might have applications in community pharmacy.

Hubbard CN and Elliott DN. Clinical pharmacy standards and audit: the South Western RHA
approach. Pharm J 1994;252:61-2.

Descriptive report:

The authors discussed the approach taken to quality assurance of clinical pharmacy services in
their region. A core document was created by one of the authors and refined by the clinical
pharmacy managers group. This contained standards and criteria in a number of areas of
activity. Standards were set for patient related services (ward pharmacy, provision of drugs and
clinical pharmacy interventions), policy related clinical pharmacy (drug policy making
committee work, drug use evaluation, written guidelines for drug use and formularies) and
education and training (in-house and external courses, induction training and performance
review). Criteria and object parameters were set and performance was being assessed in 13
provider units in the region as part of routine internal audit.

Davies G and Lewis L. Clinical audit - a new development? Pharm J 1989;245:HS30-1.
Descriptive study:

The conduct of clinical audit at a single general hospital was outlined in this paper. Pharmacists
were initially invited to participate in a review of drug therapy for audit purposes by a hospital
consultant. More recently their input had increased to two audits per month. The article
described the audit process from the pharmacy perspective (aims, patient selection, preparation
and presentation) and proposed certain benefits to patient and the hospital staff from their
involvement. Benefits included an increase in pharmacists’ ability to influence prescribing, an
improved perception of pharmacy as a source of information, an increase in doctors’ awareness
of costs and prescribing trends, the subjection of prescribing to peer review, the optimisation
and rationalisation of therapy and an increased awareness of issues such as compliance.

Ridley-Siegert D, van Kan E and Anthistle J. Audit of benzodiazepine prescriptions in hospital
admissions. Hospital Pharmacy Practice 1991;1:311-3.

Descriptive study:

This paper described the results of a 3 month audit of all prescription charts of patients
admitted to one ward in each of four areas (general medicine, general surgery, psychiatry and
care of the elderly) in a general hospital. Doctors were unaware of the drug classes being
studied, and in some cases, of the whole study. Details of patients and prescriptions were
obtained by the pharmacists and recorded on special audit cards. Seven hundred and five
patients were admitted, of which 344 were prescribed benzodiazepines. Three hundred and
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ninety six prescriptions for the drugs under study were recorded; 41 patients were given niore
than one benzodiazepine or given them on more than one occasion. Most patients (328) were
prescribed the drugs ’as required’, usually for sleep (95%). At least 69% of prescriptions were
initiated during the admission but few (4.7 %) were continued on discharge. Forty one of 101
prescriptions for benzodiazepines started prior to admission were discontinued. Information was
also gathered on prescriber and patient factors that influenced prescribing. The study showed
that current prescribing guidelines at the hospital were being followed. The authors identified
some areas for improvement which could be taken forward in the audit cycle.

Eccles S, Barber N, Frater A and Wilson P. A better pill to swallow. The Health Services
Journal 1992;102:22-3.

Descriptive report:

This paper described efforts being made by pharmacists to become more involved in medical
audit at four hospitals in a London Region.

Harris SK, Smith FJ and Moss F. The pharmacist’s contribution to medical audit: Perceptions
of doctors and pharmacists in the North West Thames Regional Health Authority. J Soc Admin
Pharm 1993;10:36-41.

Descriptive study:

A random sample of 45 doctors and 15 pharmacists were selected for interview to obtain their
views on pharmacists’ potential contribution to medical audit. Forty two of the forty five
doctors and all 15 pharmacists agreed to the interview. In general, doctors were positive in
their attitude to pharmacist participation in audit. Although 10 bad attended audits where
pharmacists had participated, most (73 %) would not have thought of inviting a pharmacist to
their audits. On reflection 10 thought that it would be a good idea. Doctors suggested several
areas where pharmacists could contribute such as the provision of drug usage and expenditure
data (18/42), the provision of advice on drug choice during case presentation audits and the
performance of drug use review reports (4/42), and the provision of drug information (5/42).
When doctors were presented with 6 scenarios of pharmacist involvement in audit most would
accept pharmacist involvement (acceptance ranged from 79 to 100%). Pharmacists thought that
the doctors would accept their involvement also when presented with these scenarios but, in
general, they were more negative and thought that there were medical and pharmacy barriers to
pharmacists’ participation in audit, such as conflict with medical staff and resource issues.

Bussey RA and Martin AM. Adverse drug reaction monitoring and the pharmacist. Pharm J
1985;235:593.

Objective:

To investigate how a clinical pharmacist working in close collaboration with clinicians could
stimulate, complete and improve adverse drug reaction (ADR) reporting.

Methods:

This was an uncontrolled before/after study of the number of ADR reports made by medical
and renal physicians in a single hospital.

Results:

The pharmacist assisted in collecting information and interviewing patients with suspected
ADRs. Evidence was assessed by the pharmacist and the relevant clinician. If the result was a
decision to report the ADR to the CSM then the pharmacist completed the form. It was then
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signed by the doctor and forwarded it to the Northern Region reporting centre. For the 12
months before the study 2 ADRs were reported from the unit. In the 21 months of the study 79
ADRs were investigated of which 44 were decided to be true ADRs (39 reported by doctors
and 5 by the pharmacist). These were forwarded to the CSM. The pharmacist interviewed 28
patients in hospital and a further 14 at outpatient clinic to gather evidence for the assessments.
The pharmacist helped to establish the lack of evidence in support of 35 ADRs thercby
improving the quality of reporting.

Assessment of study: (strength, size of effect, generalisability)

The effect was large. There was a risk of bias due to pharmacist collection of data and lack of
controls. The results are not generalisable.

Irvin LE, Grimmer SFM and Smith JC. Adverse drug reaction reporting. Br J Pharmaceutical
Practice 1987;9:316-21.

Objective:

To investigate ways in which the pharmacy department could encourage the identification and
reporting of ADRs.

Methods:

A multidisciplinary team was set up to investigate problems associated with ADR reporting in a
hospital. The numbers of ADR reports before and after setting up the team ADR reporting
service were counted.

Results:

The multidisciplinary team (doctors and pharmacists) found that the lack of availability of CSM
cards, the lack of time to fill them in and the lack of feedback on the reports were the main
problems in ADR reporting. The team made changes. They monitored the ADRs reported and
co-ordinated a reporting scheme. Clinical pharmacists became more involved in stimulating
interest in the scheme in their daily work. A simple initial report card, which was collected
twice daily by pharmacists and completed by them, was provided. An easily identifiable ADR
card holder was placed on the wards. Feedback was given to doctors and others on the ADRs
that had been reported by the medical and nursing staff and a regular bulletin on ADRs was
published. In the year prior to the scheme the annual number of CSM reports/1000 acute beds
was 18 (93% of reports); in the year following, this had increased to 74 (69%). In the first
half of 1986, 47 reports were made per 1000 beds (56%). The proportion of ADR reports that
were subsequently reported to the CSM (shown as a percentage in brackets) fell. The highest
relative proportion of reports came from clinical pharmacology beds. Most cards were
completed by doctors (58 %) and pharmacists (40 %). Subjectively, the authors thought that the
service was improving the ease with which ADR reports were made. They felt also that
patients had benefited from the earlier reporting of their ADRs, pharmacists’ help in this area
was more obvious to others and had become better appreciated and that the service had
improved inter-disciplinary relationships.

Assessment of study: (strength, size of effect, generalisability)

The effect was large but the results were open to bias and confounding and are not
generalisable.
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Alexander AM, Barnett JW and Veitch GBA. The Hereford Hospital prescribing study.
Investigation of methods to identify patients with adverse drug reactions. J Clin Hosp Pharm
1981;6:20-6.

Descriptive study:

This paper described a study that assessed the effectiveness of four methods of detecting
adverse drug reactions (ADRs) at a single hospital that had a computerised patient data
collection system called HAA. Patients receiving indomethacin were used to test the four
methods. These were, firstly, diagnostic summaries were examined for references to ADRs,
secondly, HAA data were searched for referral/transfer to an additional consultant, thirdly,
prescribing data were searched for discontinuation of indomethacin and, fourthly, prescribing
data were searched for evidence of the use of drugs that counteract the adverse effects of
indomethacin. Of 2852 admissions in 1977, 120 were receiving indomethacin. Thirty seven
percent were on it prior to admission, 82% received it during their stay and 38% received it on
discharge. Diagnostic summaries revealed 3 ADRs and transfer data revealed none. Prescribing
data revealed 19 discontinuations of indomethacin on admission of which 8 were ADRs. There
were also 21 discontinuations of indomethacin for those who had been started on it during their
stay of which 4 were ADRs. Prescribing data revealed also that 23 patients received antacids, 3
received anti-ulcer drugs, 12 received iron and 5 received antidepressants (drugs which were
thought might potentially be prescribed for ADRs). No ADRs were investigated for validity or
causality but the authors stated that routine monitoring of prescriptions was helpful in
identifying ADRs.

Everden AJ. Adverse drug reactions. Br J Pharmaceutical Practice 1981;3(8)6-8.

Descriptive study:

The author reported a method of detecting adverse drug reactions (ADRs) based on examining
the prescriptions for anti-diarrhoeals and antihistamines at a single hospital. Patients’ notes
were then reviewed and the probability of an ADR having occurred ascertained. Twenty eight
patients received one, and 1 received two, anti-diarrhoeals. An ADR was a possible cause in
10 instances. Fourteen patients received antihistamines of which 10 were possible ADRSs.

Robb J, McEvoy J, Greenwood E, Hollands R and Kopleman P. Blood glucose monitoring;
completing the audit cycle. Pharm J 1990;248:590-1.

Objectives:

To review the effects of the audit process on the use of diabetic monitoring.

Method:

A time series study was carried out. It consisted of a questionnaire survey of nursing staff and
ward pharmacists. Nursing staff were asked about the ward’s use of glucose monitoring strips
daily during two separate assessment weeks. In addition, ward pharmacists were surveyed daily
and asked more specific questions about the use of glucose monitoring strips. The survey was
conducted during the same months of 1987, 1988 and 1991 on the medical wards of two
hospitals.

Results:

Pharmacy involvement in multidisciplinary audit in two UK District General Hospitals (DGHs)
increased the appropriateness of the use of blood glucose monitoring in diabetics between 1987
(before) and 1988 (after 1). It also showed that the lack of a continuous involvement by
pharmacy resulted in the ward staff reverting to their original pattern of practice (after 2,
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1991). This indicated a continuing need for reinforcement of training via the audit cycle. The
numbers of patients surveyed and the proportion of insulin-dependent diabetics were similar on
all three occasions.

Assessment (size of effect, design, generalisability):

The study design suffers from time-related non-comparability; staff and other factors may have
changed and influenced the result. The effect was moderate and generalisable although the
numbers were small.

Cavell GF and Taylor KA. Prescription endorsing standards. An audit of clinical pharmacy
practice. Hospital Pharmacy Practice 1993;3:367-72.

Objectives:

To develop an agreed list of prescription monitoring standards and to measure performance
against them.

Method:

Two pharmacists developed the standards. An audit was carried out of the prescription
monitoring activities of pharmacists before and 5 weeks after introducing the standards at
hospitals in a healthcare district. Ten medication charts were selected at random on each ward
on the same weekday and the pharmacists’ endorsements were compared, by the two senior
clinical pharmacists, with those recommended in the standards document. A seminar was held
after the first audit to educate pharmacists and to allow them to put their ideas forward on
prescription monitoring. The numbers of omissions were calculated for each phase of the
study.

Results:

In the first audit 380 drug charts monitored by 17 pharmacists on 44 wards were audited (2276
items). In the second 391 drug charts monitored by 15 pharmacists on 44 wards were audited
(2492 items). Twelve pharmacists took part in both audits. For these pharmacists, there was a
significant (p<0.0001) improvement in performance. On average the improvement was 63 %.
The proportion of omissions decreased from 20.6% on average (range = 6-41%) to 11.3%
(range = 3.2-20.5). There was no correlation between workload and omission rate.
Assessment (size of effect, design, generalisability):

This study was well-conducted. The effect was large and the results are generalisable although
the numbers were fairly small.

Bond CM, Williams A, Taylor RJ, Grimshaw J, Maitland J and MacLeod N. An introduction
to audit in Grampian: a basic course for pharmacists. Pharm J 1993;250:645-7.

Objectives:

An introductory course in audit, run for community and hospital pharmacists in a single
Scottish Health Board by a multidisciplinary group, was evaluated for its effects on
pharmacists’ attitudes to audit.

Method:

This was a prospective before/after attitudinal survey.

Results:

Sixteen community and hospital pharmacists attended the one day course. They all found it
useful and enjoyable. Attitudes to audit tended to improve as did participants’ perceptions of
their ability to conduct audit.

Assessment (size of effect, design, generalisability):
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The study used a survey which did not seem to have been validated. The numbers were small.
The attitudinal changes were small and are not generalisable.

Cousins D. From CIVA to DIVA. Pharm J 1994;252:198-9.

Opinion paper:

The author provided an opinion on the importance of supplying intravenous additives (IVAs) in
the 1990s. The former centralised service (CIVAs) was giving way to a de-centralised service
(DIVAs), mainly due to the need for a patient-focused responsive service, the creation of the
clinical directorate structure within hospitals, and the institution of internal contracts. It was
envisaged that the industry would provide high use items and de-centralised pharmacy units
would provide specialist items. The advantages of this new model, and its implications for the
practice of pharmacy in the United Kingdom, were outlined.

Anon. CIVA services come of age. Pharm J 1993;250:882-3.

Report:

This article reported on a joint meeting of the Royal Pharmaceutical Society’s Hospital
Pharmacists Group and the National CIVAs (central intravenous additives) Group. Issues
discussed included the stability of products, special licensing requirements, medical devices,
quality assurance and clinical pharmacy implications. A few sites that reported customer
satisfaction data found that the service was appreciated.

Anon. CIVAS - The cost-effective service customers want. Pharm J 1990;246:HS32-3.
Report:

This article reported on CIVA (central intravenous additive) services provided at a number of
hospitals. At one site a service of some sort had been provided since the 1950s. Pharmacists at
several sites reported a high level of customer satisfaction with the service and claimed that it
was cost-effective.

Goldberg LA. The preparation of cytotoxic drugs. Pharm J 1983;230:224-5.

Descriptive study:

This paper described the setting up of an aseptic unit for the preparation of cytotoxic drugs in
one hospital.

Hatton I and Barrett CW. A trial 24-hour pharmacy intravenous additive service in a London
teaching hospital. J Clin Pharm 1979;4:71-86.

Descriptive study:

This paper described the introduction of a trial 24 hour intravenous additive service (IVAs).
The introduction of the service was preceded by a survey of prescribing to determine
commonly-used IVAs. This provided an idea of workload (150 items per 24 hours). Some
items were purchased commercially thereby reducing the expected demand to 28 items per 24
bours. The survey also showed that few IVAs were required after 22.00 and before 08.00
hours. Nursing and medical staff were surveyed to establish the acceptability of the commercial
solutions three months after their introduction. Most were satisfied and the service went ahead
for 11 weeks. The paper described the service in detail. Two thousand one hundred and fifty
two IVAs were provided (195 IVAs per week). Before the service was introduced an average
of 1071 were made each week. Excluding cytotoxics, 37 drugs were used. Only 3% of calls
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were made after 22.00. The questionnaire survey of junior medical staff had a 65% response
rate. Most (99%) had used the service and were satisfied with it (97 %). One fifth considered it
to be an essential service, 50% thought it was a valuable service and 25% thought that it saved
time. Only 6 doctors thought that it was too expensive.

Mounsey A, Bell D and Fahey M. Resident pharmacist services - An overview. Pharm J
1993;250:HS9-11.

Descriptive report:

The authors described the residency service at a large general hospital. They also reported the
results of their telephone survey of activities performed by 31 hospitals that provided a
residency service. Resident pharmacists represented 133 of the estimated 5000 hospital
pharmacists in the UK. The types of rotas worked by resident pharmacists varied and all were
backed up by more senior pharmacists at home. The level of activity also varied from so low
that no time off in lieu was given on weekdays to very busy rotas. Hospital pharmacy opening
hours affected the rotas and workload as did the availability of casualty pre-packs, emergency
drug cupboard stocks, the size of the hospital, the length of time for which the residency had
been established, the appropriateness of ward stocks to case mix and restrictions on the
type/grade of staff who could bleep the pharmacist. The residents’ major tasks were to provide
drugs and drug information but some provided more advanced services such as ward visits,
poisons information, cardiac arrest team services and aseptic dispensing. The advantages and
disadvantages of a residency services were enumerated and a computer system for monitoring
workload was mentioned.

Talbot JCC. A survey of the 24-hour pharmaceutical service at Nottingham City Hospital.
Proceedings of the Guild 1977;1:414.

Descriptive study:

This paper described the residency service at a single hospital. The workload for 15 months
(2512 calls) was analyzed and showed that 59.1% of calls were for new prescription items,
14.4% for drug information, 11.1% for stock items, 6.3% for to discharge drugs, 4.4% were
outside calls, 3.5% were for controlled drugs and 1.2% for manufacturing items. The
proportion of calls that resulted in the prescriber being contacted was 4.3% on average, rising
to 6.9% when new house officers started. Few (5.6%) calls were received after midnight and
only 7.5% of calls were urgent. The cost of the service was £2700 per annum. The benefits of
the service included the rapid and reliable provision of drugs and drug information, lower drug
stocks on wards, greater training and experience for pharmacists and increased medical-

pharmacy contact.

Cullen AMS, Norman AJ and Sandwich N. Identification of a demand for an out of hours
service at a district general hospital. Br J Pharmaceutical Practice 1980;2(3):10-13.
Descriptive study:

This was a needs assessment for residency services at a large general hospital. Calls to the on-
call pharmacist over one year were examined. Eighty two calls were for drug supply, 11 were
for information only and 16 were for both supply and information. There were 10 other calls
of which one was a drug recall. This hospital also had an emergency drug cupboard and calls
to the on-call pharmacist were discouraged and could only be made by senior staff. Ninety
eight items were borrowed from the emergency cupboard over the same period but, during a
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one month survey, wards borrowed 68 items from each other (wards were asked to make
records of borrowings). Of these 68 borrowed items, 41 were non-stock items. An earlier
study had shown that only 10 intravenous additions were made to each week that could not
have been kept as stock items. The annual total number of items that could have been dealt
with by a resident was estimated to be 1553 items. This was thought to indicate a need for a
residency service.

O’Kane MK and Barrett CW. Problems of determining and meeting the requirements for
providing an effective pharmacy service during evenings, nights and weekends at a London
teaching hospital. J Clin Pharm 1979;4:59-70.

Descriptive study:

The current method of providing out-of-hours pharmacy services at one hospital was to contact
any pharmacist named on a call-out list. The service depended on pharmacist’s goodwill. This
was found to be unsatisfactory and a series of surveys were conducted to determine the true
demand for out-of-hours pharmacy services. A five month survey of calls to pharmacy staff
showed that the average number of calls was one per week. A survey was also conducted
during a 3 week period, in which the old system was used and a further 3 weeks in which only
pharmacist who lived near the hospital were named on the call-out list. In the first 3 weeks the
number of calls was similar to that in the first study but, in the second 3 weeks, it had
increased to 9/week. A third survey was conducted whilst a trial intravenous additive (IVA)
service was in operation and the list of call-out pharmacist included only those who lived close
to the hospital. During this survey the average number of calls rose from 8/week to a
maximum of 44/week. The call out rate dropped off again when the trial IVA service stopped.
The pature and timing of calls was analyzed also. One hundred and ninety four calls (62 %)
were for supply only, 66 (21%) for information leading to supply, 61 (19%) would have
required a pharmacist to come in and 54 (17 %) were for information only. The authors said
that it was not easy to determine the need for an on-call service. They said that they would
need additional information if making a case for funding a residency service but felt that there
was a need to improve out-of-hours pharmacy services.

Chrystyn H and Mulley BA. Therapeutic drug monitoring: the way ahead. Br J Pharmaceutical
Practice 1984;6:282-7.

Descriptive study:

The authors described the development of therapeutic drug monitoring services for
anticonvulsants, theophylline and aminoglycosides in a general hospital. The service was a co-
operative venture involving the pharmacy, biochemistry and microbiology departments and the
medical staff. Most of the article was devoted to describing pharmacokinetic calculations using
a programmable calculator.

Brown AM. Establishment of a pharmacy-run TDM service. Br J Pharmaceutical Practice
1986;8:154-9.

Descriptive study:

This paper described the institution of pharmacy TDM services at a Birmingham hospital.
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Bourne JG, Farrar KT and Fitzpatrick RW. Practical involvement in therapeutic drug
monitoring. Pharm J 1985;234:530-31.

Descriptive study:

This paper described the use of ward pharmacists to interpret aminoglycoside levels. They used
two case studies to illustrate the service.

Betts A, Huppler C, Hookway J and McCluckie J An investigation of the potential for
pharmacy involvement in drug monitoring. Proceedings of the Guild 1980;8:51-7.

Descriptive study:

This paper described the results of four projects used to investigate the application of drug
monitoring for four drugs at a Manchester hospital. The projects involved interpreting the
levels, providing the results to doctors and assessing pharmacists’ contribution to patient care.
Samples were assayed at a hospital or regional facility for 9 patients receiving digoxin, 22
receiving phenytoin, 9 receiving theophylline and 3 receiving lithium. The authors concluded
by questioning the usefulness of monitoring digoxin levels routinely and assay services that take
10 days to provide a result for theophylline and 14 for digoxin. Clinicians were sceptical about
the usefulness of the services.

Henley HE. Gentamicin in neonates. Is there a need for a therapeutic drug monitoring service.
Hospital Pharmacy Practice 1993;3:149-57.

Descriptive study:

The aims of this study were to evaluate the use of gentamicin in a neonatal unit in a general
hospital, to assess the need for a TDM service, and if a need was identified, to investigate
methods for its introduction. Over a five month period data on neonates receiving gentamicin
was collected daily by the author or, for her, by the unit’s staff. The information collected
included age, gestational age, sex, weight, dosage regimen, serum level monitoring data, and
results. Individual patient levels were predicted using population data and a computer program
and were compared to the actual levels. Fifty neonates were studied. Only 56% received a dose
that maintained correct trough and peak levels. Forty percent had toxic trough concentrations
and 4.2% had subtherapeutic or toxic peak concentrations. The computer program was
significantly more accurate in its predictions than population data. There was a perceived need
for a TDM service. It was thought that the computer program could assist in its provision.

Elfellah M, Doran JF and Grieve MS. Audit of digoxin monitoring in Tayside. Pharm J
1990;244:726-8.

Descriptive study:

The authors considered the appropriateness of general practice and hospital requests for serum
digoxin levels in a one week period in a Scottish health board where pharmacists involvement
with the service was variable. The requester was contacted 1-2 days after the results were
made available by the laboratory. This allowed judgement of the appropriateness of the request,
sampling and dosage adjustment. Fifty nine requests were made in one week, 18 of which were
from general practice. The remainder were from 8 different hospitals. Data were obtained from
the requester in 56 cases (15 GPs only). Thirty of these 56 (54 %) requests were for
appropriate indications. For hospital requests, this was 20/41 (49%). Forty eight percent of
samples (27/56) were drawn less than 6 hours from the last dose and 20% were drawn prior to
reaching steady state; for the hospital requests these percentages were 44% and 22 %,
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respectively. Forty three percent of samples were taken at the appropriate time (49% for
hospital-derived ones). Seventy three percent of patients had their dose adjusted/maintained to
achieve therapeutic levels (28/41 for hospital requests). In the remainder, doses were not
changed despite levels outside the therapeutic range. In 18 cases the doctor adjusted the dose
despite the level having been taken at the incorrect time. Only 15 (27 %) requests were
appropriate (correct timing of sample and indication for assay); in hospitals the figure was 12
(29%). No formal TDM services appear to have been available in the board. The authors
claimed that the results were likely to have been representative and that the misuse represented
£4,500 per annum in assay material costs.

Brodie MJ. Overuse of monitoring blood concentrations on antiepileptic drugs (letter). Br Med
J 1987,294:1097-8.

Correspondence:

The author said that only 24 (43 %) therapeutic drug monitoring requests were appropriate at
his hospital. He claimed that the service was misused and that doctors used it because it was
available (the Everest factor). He also raised the issue that therapeutic ranges have been
derived from population values and that there may be problems in adjusting therapy for
individuals on that basis. In an ongoing prospective evaluation of the anticonvulsant monitoring
service at his hospital one third of the 700 assays over the year showed a plasma concentration
that surprised the requester. Twenty percent of patients had had their dose adjusted as a result
showing that the service was useful.

Gibb I, Campbell Cowan JC, Parnham AJ and Thomas TH. Use and misuse of a digoxin assay
service. Br Med J 1986;293:678-80.

Descriptive study:

The authors audited the serum digoxin assay service over 12 weeks to assess the clinical
indication for assay requests and the role of assays in clinical management. On requesting a
level doctors were asked to complete a form giving patient details, dosage regimen, time from
last dose to sample, reasons for using digoxin and for the sample, and any changes that would
be made in therapy whilst awaiting the results of the assay. A second form was then sent which
included assay result reports. This asked the requester to indicate the use to which the assay
result had been put in patient management. Six hundred and twenty three assays were
performed; 358 were from within the hospital and were included in the results. Both
questionnaire were returned for 285 (80%) of requests. For 67 (24 %) requests there was no
clear indication for the request. For 225 (79%) assays, the timing of the samples were given
but these were inappropriate because they were within 6 hours of the last dose for 80. Of these
incorrectly timed samples, 15 of 69 led to a reduction in dose, compared to 10/116 of those
taken at the correct time (p<0.05) thereby demonstrating that inappropriate clinical decisions
may be made due to incorrect sampling. Therapy was changed for 44 patients in the time
whilst the results were awaited and for 55 after getting them. Twenty four changes appeared to
have been related solely to assay results. They concluded that about 75% of assays were
justified but admitted that awareness of the audit may have influenced the results. In addition,
wasteful use of assays resulted in about a £6000 loss to the hospital per annum.
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Doran JF. Requests for digoxin assays (letter). Lancet 1986;i:321-2.

Correspondence:

Two thousand nine hundred and two requests for digoxin levels made in one year were
analyzed. Those made in one week were analyzed in detail (n=55). Only 20 (36 %) were
appropriate; most (64 %) were requested because the service existed. The process of requesting
the levels was poor. Thirty six (64 %) samples were taken within 6 hours of the last dose
(incorrect time) and only 14 samples were taken at the correct time. Requests were
accompanied by a reason for them and an appropriately taken sample in only 8 (14 %) cases.

Purkiss R. Development of a pharmacokinetic service - experience after one year. Pharm J
1982;229:61-3.

Descriptive study:

This paper described the setting up of a therapeutic drug monitoring (TDM) service and the
methods used to monitor anticonvulsant therapy in a Birmingham hospital. Four hundred and
thirty patients’ levels were monitored in the first year.

Copeland RJ, Thorpe H and Kay EA. Inappropriate digoxin monitoring. J Clin Pharm Ther
1992;17:172-4.

Descriptive study:

The authors evaluated the use of the digoxin assay services for in-patients at a single general
hospital over a seven week period. The requester was contacted within 48 hours of the request
and interviewed using a structured questionnaire to ascertain the appropriateness of the request,
sampling and dosage adjustment. One hundred and thirteen requests were made over seven
weeks. Data were obtained from the requester in 88 cases. In 22 (25%) cases, requests were
considered to have met all the criteria for appropriateness and action (timing of sample,
indication and appropriate action). Sixty six requests were considered wasteful. Of these, 48
(55%) were for appropriate indications. In 24 (48.5%) cases the samples were drawn at the
correct time. Thirteen requests were drawn less than 6 hours from the last dose and, of these,
2 patients had their dose adjusted on the result. Six samples were drawn prior to reaching
steady state. A further 7 of the appropriate requests (that had been taken at the correct time)
were considered to have been wasteful since inappropriate action was taken after receipt of the
results. The authors found also that doctors’ actions showed no improvement during the study
despite repeat interviewing. They claimed that the results indicated potential danger to patients
from inappropriate adjustment of dose based on results from inappropriately-taken samples and
represented £3,777 per annum in assay costs. They suggested increased education and
intervention by health care professionals to improve the situation.

Horsley MG and Bailie GR. Effectiveness of theophylline monitoring by the use of serum
assays. J Clin Hosp Pharm 1988;13:359-64.

Descriptive study:

Criteria were created on indications for assay and sampling, and documentation of therapeutic
drug monitoring requests. Data from 10 male and 10 female out-patients receiving theophylline
were studied to determine the effectiveness of the use of serum levels in their therapy. There
were definite indications for drawing levels in 9, none in 3 and a contraindication in 8 patients.
Adequate records, permitting interpretation of levels, were made for 6 patients. The daily dose
was stated incorrectly for 7 patients and other information was often incorrect. Interpretation of

563



levels was appropriate for 12 patients. Reports were sent to 10 of the patients’ general
practitioners of which only 4 stated the result. A number of recommendations were made for
improvement, including the compilation of a list of indications for drawing levels, the
redesigning of the request and report forms, and the education of personnel.

407.  Roberts JE and Hughes DK. Audit of anticonvulsant plasma level assays. Br J Pharmaceutical
Practice 1990;12:298-305.
Descriptive study:
The authors considered the appropriateness of general practice and hospital requests for serum
anticonvulsant levels at a single general hospital using a self-completed questionnaire survey.
Information from the request form and the questionnaires was used by the authors to judge
appropriateness of requests. Ninety six of the 149 (64 %) questionnaires were returned from 50
hospital (52%) and 44 (48%) general practice doctors. Assays were carried out to investigate
poor control (26%), check compliance (24 %) and as a routine investigation (30%). Many
doctors stated that they would not request routine levels despite having done so. Sixty two
percent of requests were from house officers or registrars and 38 % from consultants. Many
assays were performed prior to steady state (phenytoin 15% and carbamazepine 14%) and
several of these patients had their dose changed as a result (phenytoin 8% and carbamazepine
4%). Of the hospital doctors, 38% thought that there was no need for an advisory service for
interpreting levels, 36% thought there was a need for such a service and 26 % were unsure.
The corresponding figures for general practitioners were 11%, 74% and 15%, respectively.
The authors felt that there was a need for pharmacy input in drug level monitoring.

408.  Taylor D. Therapeutic drug monitoring - another way forward. Pharm J 1991;247:34.
Opinion paper:
The perceived inadequacies of the current drug monitoring system were described. These
included inappropriate requests for levels using samples drawn incorrectly and provision of
inadequate information on the meaning of the results of assays by laboratory staff. The author
advocated a pharmacy-run interpretation service to counter the current problems. Pharmacists
could also take on the analytical aspects of the service and even take blood samples.

409. Thomson AH. Meeting the challenges of therapeutic drug monitoring. Pharm J 1993;251:
HS20-2.
Opinion paper:
The author advocated a multidisciplinary approach to therapeutic drug monitoring (TDM) but
recognised that this may be difficult in the light of interprofessional conflicts and economic
constraints. She believed that pharmacists have specific knowledge that better suits them to
interpret drug level data than other groups. Where necessary, training should be provided to
enable pharmacists to fulfil this role. Increasing computerisation of hospital departments may,
she thought, facilitate pharmacy involvement in this service. Drugs monitored in the future may
be different from those monitored in the past.

410.  Duxbury B. Control of anticoagulant therapy (letter). Lancet 1981;i:1001.
Correspondence:
It was claimed that anticoagulant therapy control is poor in the United Kingdom despite
advances in testing methods.
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Harries AD, Birthwell AJ and Jones DB. Anticoagulant control (letter). Lancet 1981;i:1320.
Correspondence:

In a retrospective study of 157 patients who had attended three medical wards for anticoagulant
therapy on a total of 3216 occasions over periods of up to 7 years, it was found that 34 % of
levels were outside the therapeutic range. Fifty five patients, who had visited more than 20
times each, had levels outside the therapeutic range on 26% of occasions. Fifty two of these 55
were in the therapeutic range for more than 50% of the time and 35 were in the therapeutic
range for more than 70% of the time. Under therapy was the commonest problem.

Kemp CC and Carrington DW. Pharmacists as members of clinical team. Pharm J
1978;222:564.

Descriptive study:

This paper described the development of the pharmacists’ role in anticoagulation control as a
member of the clinical team in a single hospital. Pharmacists were seconded to an
anticoagulation clinic and assisted doctors there in running the clinic by seeing the patient at the
same time as the doctor, by providing advice and information on interactions and by making
records of dose changes in patients’ personal therapy books.

Pegg M, Bourne J, MacKay AD, Lawton WA and Cole RB. The role of the pharmacist in the
anticoagulant clinic. J Royal Coll Physicians 1985;19:39-44.

Objective:

To describe the management and organisation of an anticoagulation clinic, jointly run by
doctors and pharmacists, and to retrospectively compare their results with those obtained by
standard (doctor only) clinics.

Methods:

A retrospective study was carried out on 116 randomly-selected patients records, 62 of whom
had attended the jointly-run clinic and 54 who had attended the doctor-only clinic. Data (notes
and records) were examined to elicit information on patient’s age, sex, weight, smoking
history, alcohol consumption, indication for anticoagulation, biochemical results, dose and
duration of heparin and warfarin therapy, loading dose of warfarin, length of stay after
commencement of warfarin, use of drugs known to interact with warfarin, evidence of bleeding
or other side effects, and of non-compliance or intercurrent illness. Anticoagulant control was
assessed by the average interval between appointments, the proportion of visits on which the
levels were in the therapeutic range and the degree of level fluctuation from visit to visit.
Results:

The pharmacists’ role was to counsel the patient and to adjust doses where necessary, to decide
on the patient’s next appointment date and to dispense a supply of tablets. Guidelines were
created to ensure good practice. The doctor’s could be called upon if the pharmacist thought it
was required. Referral to a doctor was otherwise only every three months for those on short-
term therapy and twice yearly for others. Patients in both groups were similar in age, sex,
renal and bepatic function, and indication for therapy. Anticoagulation control was also similar;
the mean (range) interval between appointments was 1.82 (0.3-4.0) weeks for the jointly-run
clinic and 1.81 (0.3-13.0) weeks for the doctor-only clinics. The figures for the proportion of
levels that were above the therapeutic range were 19 and 26%, respectively. For the proportion
of levels that were below the therapeutic range, the figures were 11 and 7%, respectively. The
mean (range) difference in levels between clinic visits were 9.93 (0-58) and 9.88 (0-59),
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respectively. The number and type of unwanted effects were similar for doctor and pharmacist-
run services. No significant cost benefit was obtained by substituting a pharmacist for a doctor.
Assessment of study: (strength, size of effect, generalisability)

This was a moderately-sized retrospective study. It avoided introducing bias by retrospective
evaluation and by random selection of charts for evaluation. Pharmacists managing
anticoagulation with supervision by doctors in a outpatient setting performed as well as doctors
managing anticoagulation alone, Although it was a retrospective study, there were no data
availability problems. The results are not generalisable.

Radley AS and Hall J. The establishment and evaluation of a pharmacist-developed
anticoagulation clinic. Pharm J 1994;252:91-2.

Descriptive study:

The authors described the setting up of a pharmacy-run anticoagulant clinic at a single general
hospital. Protocols were developed and the idea was sold to the doctors in the hospital. Doctors
were involved in the initial assessment of patients and then their continuing care was the
responsibility of the pharmacist. The authors described several practical issues, such as
organisational and phlebotomy issues. They undertook an audit of the clinic at the end of the
first year during which 1492 INRs (international normalised ratios) had been performed on 241
patients. This represented an average of 6.2 INR/patient and a visit interval of 1.9 months. The
INR achieved by the pharmacist was compared to that in the standards; 6.8% were above the
range and 7.2% below it, 1.2% were in the toxic range and 2% were below the accepted lower
end of the therapeutic range. None of the results that were in the toxic level were due to
inappropriate dosage changes in the clinic and only one case of grossly subtherapeutic dosing
was attributable to a pharmacist. An audit of the counselling program was conducted using a
knowledge-based questionnaire that was completed by an interviewer speaking with 100
patients. Most patients had a basic understanding of their therapy. Patients usually knew the
name of the drug (98 %), the dose (82 %), the action of the drug (95%), the time of dosing

(93 %), the diagnosis requiring warfarin (78 %), actions on side effects or missed doses (89 %)
and the effects of alcobol (80%), diet (73 %) and other drugs (69%) but few knew the meaning
of INR (39%). The authors advocated the involvement of pharmacists in anticoagulation clinics
and suggested standards for use in these clinics. The clinic’s success had been reinforced by a
request for a similar service at a nearby hospital.

Oakley PA and Reeves E. The value of a centralised reconstitution service. Pharm J
1984;232:391-2.

Descriptive study:

This described the value of a centralised service for cytotoxic reconstitution in a district health
authority. The service could reduce wastage of expensive products and increase safety for staff
and patients. A one year study was carried out at two hospitals in the district. Problems with
the current system, where specific nurses reconstituted cytotoxics, were elicited from medical
and nursing staff and a range of literature and other sources were drawn upon to provide
information on stability and safety issues. Subsequently a pharmacy reconstitution service was
set up for 4 weeks at one site and 10 weeks at another. The nurse reconstitution service was
only used outside of pharmacy opening hours. The pharmacy reconstitution service was
described. The average weekly workload was 179 dose units at one hospital and 48 at the other
and, on average, three doses were reconstituted by nurses each week. They estimated that
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annual savings on drugs would be £17,000. Greater pharmacy control of stocks would provide
an additional saving of £16,000 per annum. These savings were stated to exceed the cost of
providing the service (staff, drugs and equipment) but the method of calculating savings and
costs was not given.

Anderson M, Brassington D and Bolger J. Development and operation of a pharmacy-based
intravenous cytotoxic reconstitution service. Br Med J 1983;286:32-6.

Descriptive study:

The background to, and development of, an intravenous cytotoxic therapy reconstitution service
at the London Hospital was described. The preparation facilities and methods were described.
The authors claimed that the hazards to patients and staff, and the wastage of drugs, had been
reduced since the pharmacy took over responsibility for the reconstitution of cytotoxic therapy
from medical staff. This was not an evaluation but the authors estimated that £5000 (from an
annual bill of £47500) had been saved due to the more efficient dispensing method.

Clark CM, Bailie GR, Whitaker AM and Goldberg LA. Parenteral drug delivery - value for
money? Pharm J 1986;236:453-5.

Descriptive study:

The authors set out to evaluate the quality and cost of the hospital’s current parenteral drug
delivery system. They quantified the potential for error in drug and dose, and rate method and
timing of administration, and the cost of the service. At the outset, a pharmacist interviewed
nursing and medical staff on each ward and department to elicit current practice for preparing
parenteral drugs. Two representative wards were then chosen and, for seven days, every
parenteral drug preparation was observed by a member of the multidisciplinary project team.
The observer noted 27 items of quality or cost information for each reconstitution that was
observed. Average staff, drug and consumable costs were calculated. Two hundred and twenty
four parenteral doses were observed. These included 83 intravenous (IV), 124 intramuscular
(IM) and 17 subcutaneous (SC) administrations. Most (81%) were prepared by nurses and the
remainder by doctors. From the quality perspective, 7% of IV prescriptions had to be checked
for clarity with the prescriber prior to reconstitution. In 22% of cases the nurse or doctor was
disturbed during the reconstitution process and in 28 % of cases the preparation was not
checked prior to administration. Seven errors were made (3.1%) in drug selection and dose, 2
of which were detected by the pharmacist. Errors on IV drug were highest (6%). Overall, 13
errors were made in drug, dose, route, diluent or (failure of) administration; most (11, 13.3%)
were on IV drugs. Eighty two percent of all errors were not picked up in the normal checking
processes. Forty nine percent of drugs were administered more than one hour before, or after,
the correct time; 19% were administered more than two bours from the prescribed time.
Aseptic procedures were deficient in many cases. The annual cost to the district health
authority (overheads, pharmacy labour, consumables, nursing and medical labour, dose error,
drug waste and drugs) for IV, IM and SC drug administration was £1.27m, £0.38m and
£0.10m respectively with the greatest cost per dose being attributed to IV drugs (£4.94/dose).
The team suggested that a pharmacy-run central intravenous additives service might be safer
and more cost-effective than the current reconstitution practices.
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Cousins DH, Lee M, Stanaway M and Neary C. Implementation and evaluation of a
centralised IV additive service for antibiotic injection. Pharm J 1989;242:HS14-16.
Descriptive study:

The study compared the cost and quality of a pharmacy-based IVA service with those of a
traditional service (investigated by Clarke CM et al, 1986). The hospital produced 70-80% of
all regular intravenous therapy in a centralised pharmacy facility. This facility and the service
were described. Using the costing method of Clarke and co-workers (1986), independent
researchers costed the provision of intravenous doses at this hospital. The administration of 100
IV doses was observed on 9 wards over 10 days and the reconstitution of 320 doses and 9
batches of drugs was observed in the pharmacy. The costing included staff time, drugs,
disposables, waste and error data but excluded overheads (taken to be fixed and difficult to
measure) and quality assurance (which would continue in any case due to the provision of
parenteral nutrition and cytotoxic services). The costs from the study by Clarke CM et al
(1986) were adjusted to present day costs and were adjusted for differences in medical and
nursing practices that affected IV administration at the author’s hospital. From the quality
perspective, the provision of CIVAs permitted all doses to be administered according to the
manufacturers instructions of administration over three minutes compared to 78 % being
administered in one minute in the Salford study. Most (90%) doses were administered within 1
hour of the prescribed time compare to 51% in the Salford study. The error rate in drug
selection and administration fell from 9.7% to 1%. Drug wastage fell from 7.9% to 4%.
Nursing time per dose fell from 10.5 minutes (assumed 3 minutes administration time) to 5.3
minutes. The average cost per dose was £5.17 for the traditional system (Salford) and £5.13
for the CIVAs system. This was a partial evaluation that ignored several important costs. The
authors validated the Salford data to a very limited extent (15 non-CIVAs doses on 2 wards and
presentation of Salford data to ward staff). The study indicated that quality factors were
improved by the CIVAs service (although this was mainly compared to another hospital’s
practices).

Wilson M. An evaluation of the cost effectiveness of a centralised intravenous admixture
service. Proceedings of the Guild 1990;27:3-11.

Objective:

To assess the effect of a central intravenous additives service (CIVAs) on the quality of
medication provision, workload and costs compared to a traditional nurse-reconstitution service
at a large general hospital.

Methods:

Work sampling methods were used to measure IV preparation time. Every IV dose preparation
and administration was observed and timed for one week on two wards. An additional week
was spent in the pharmacy carrying out the time measurements for preparation there. The
potential for microbial contamination of solutions was assessed by judging adherence to aseptic
technique. Other quality indicators were administration time in relation to prescription time,
accuracy in drug, dose diluent and route selection, rate of administration and the performance
of expiry data checks. Costs were calculated from workload data, consumables and drug
wastage. A work study specialist, a pharmacist and a nurse were involved in the
measurements.

Results:

Observations were made of the preparation of 68 CIVAs doses in the pharmacy, 11 nurse
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preparations of doses that could have been prepared by pharmacy, and 84 other doses (non-
CIVAs). The 83 ward administration observations from the Salford study were also used
(Clarke CM et al, 1986). Differences between the Salford data and the data gathered at the
hospital on nurse preparation and administration were large and the Salford data, although
presented by the author, will not be reported here. Quality of service was higher for the
CIVAs service. When CIVAs were used there was greater adherence to handwashing (90 %)
and correct aseptic technique in preparing (100%) and administering (75%) the drugs than
when nurses (91%, 82% and 36% respectively) or other groups (81%, 87% and 61%,
respectively) prepared them. When nurses prepared IVs they were more likely to check the
expiry dates (85%) than when CIVAs were used (78 %) or when others prepared the IV (47 %).
Differences in errors in selecting the correct drug, dose, diluent and route and in the number of
interruptions were small. The mean difference in administration time (with respect to
prescription time) was 46 minutes for CIVAs, 84 minutes for nurse-prepared IVs and 51
minutes for those prepared by others. Seventy seven percent of CIVAs were administered
within 1 hour of the prescription time compared with 45% of nurse-prepared IVs and 73% of
those prepared by others. CIVAs were administered in a mean of 17.9 minutes (all
administered in more than 3 minutes); other IVs were administered in a mean of 1.6 minutes
(only 13% administered in more than 3 minutes). There was a mean saving of 3.96 minutes of
nursing time per dose when CIVAs were used but the total cost of preparing a CIVAs dose
was more (£2.10) than nurse-prepared 1Vs (£1.41), mainly due to the higher cost of minibags
for CIVAs products.

Assessment of study: (strength, size of effect, generalisability)

Although this could have been a cost-effectiveness evaluation, several components of a sound
economic evaluation were absent. The main problem was that this was a partial evaluation;
capital investment costs were not included nor were the benefits of the increased quality of
service. In addition, no link was established between the quality improvements in the CIVAs
service and improved patient care. The study was carried out at one hospital and was otherwise
well-performed but the results are not generalisable (as amply shown by comparison with the
Salford data).

Whiting B, Kelman AW, Bryson SM, Derkx FHM, Thompson AH, Fotheringham GH and
Joel SE. Clinical pharmacokinetics: a comprehensive system for therapeutic drug monitoring
and prescribing. Br Med J 1984;288:541-5.

Descriptive study:

The authors described the setting up and impact of a laboratory service to monitor drug levels
of several drugs, including digoxin, theophylline and phenytoin, in a Scottish hospital. The
service was available to other hospitals and general practitioners in the area. Extensive details
of the assay methods were provided and the service used nomographic and computer
predictions of levels. On average, 330 requests for assay measurements were received each
month. Of 235 samples for digoxin levels, 88 (35%) were in the therapeutic range. Repeat
samples for digoxin levels, obtained 2-4 weeks after issuing a laboratory report that included
interpretation of the level obtained and, where necessary, recommendations for dose change,
were more often in the therapeutic range (66%) than initial samples. A similar improvement
was seen for theophylline levels (n=145); 29% were in the therapeutic range initially and 70%
were in the therapeutic range following the provision of interpretations of the levels and
recommendations for changes in doses. The results for phenytoin (n=107) followed a similar
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pattern; 19% were in the therapeutic range initially and this increased to 45% following
monitoring and interpretation. The authors claimed that the service improved the use of these
drugs but the study was not an evaluation. Although the change in output (proportion of
patients whose drug levels were in the therapeutic range) was likely to have been associated
with the service, the study was uncontrolled and insufficient data were presented on causality.
In addition, po data were presented on patient outcome or economic factors.

Cope JH, Farrell JP, Hetzel MR and Noyce PR. No TDM...No comment. Pharm J
1985;235:599.

Descriptive study:

The authors described a pharmacy-run TDM service for theophylline. In five months 108
patients levels were reported. Twenty two levels were performed on those receiving the drug
intravenously. Forty one percent were in the therapeutic range. Of the 32 and 44 drug levels
that were measured for patients with chronic obstructive airways disease and asthma, 47% and
36%, respectively, were in the therapeutic range. Of the 22 patients on whom reports were
made, only two remained outside the therapeutic range on rechecking levels. Case vignettes
were cited in support of the value of the service.

Lowen NP, Moxham J, Bunn RJ and Hodges M. A "rapid result” pharmacy-based theophylline
monitoring service. Pharm J 1987;239:45-8.

Descriptive study:

The autbors described a therapeutic drug monitoring (TDM) service for theophylline at a
general hospital and discussed its impact on patient care. 250 in-patients, under the care of a
chest physician and receiving theophylline or aminophylline products, were monitored over 18
months. Pharmacists carried out the drug level analyses and the interpretation of levels was
facilitated by a computer program. Of the 250 initial levels, which were measured 6-12 hours
post-dose, 103 were in the therapeutic range, 18 were toxic and 129 were subtherapeutic. The
computer program was used to predict a 24 hour theophylline profile for each patient. Of the
250 patients, 42 of the 103 with measured levels in the therapeutic range had profiles where
the level fell outside that range for some time. Dose recommendations were made for all
patients whose predicted 24 hour profile was inadequate. The 18 patients with toxic measured
levels were brought within the therapeutic range. Of the 171 patients with computer predicted
subtherapeutic profiles, 87 had their levels re-measured after dose changes and the re-measured
levels were in the therapeutic range (the remainder were discharged and not followed up or
stopped receiving theophylline). Four case studies were provided to illustrate the dose
adjustment methods. The authors claimed that the service increased the proportion of patients
whose levels were in the therapeutic range. This study was not an evaluation. It was
uncontrolled, open to confounding and many patients were lost to follow-up (about 50%). No
economic or patient outcome data were provided.

Fitzpatrick RW and Moss-Barclay C. The effectiveness of drug level monitoring and
pharmacokinetics in individualising theophylline therapy. J Clin Hosp Pharm 1985;10:279-87.
Objective:

To evaluate a service that adjusts theophylline levels based on pharmacokinetic monitoring.
Methods:

A randomised controlled trial was performed on 56 patients. Equal numbers (n=29) were
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allocated to control and test groups. In the test group drug levels were taken and
pharmacokinetic calculations were performed to individualise the dose. Controls were selected
randomly prior to the setting up the study from patients in the hospital receiving slow-release
preparations of theophylline or aminophylline. Levels were taken and analyzed retrospectively
so0 as not to affect the prescribing patterns of doctors. Test patients were selected from those
admitted to hospital with respiratory problems and identified by their doctor as needing
theophylline or aminophylline therapy. Patients had a pre-dose blood sample taken and were
commenced on therapy. Pharmacokinetic calculations guided therapy for each test patient.
Levels were re-measured at steady state.

Results:

Patients in the control and test groups were similar in terms of age, weight, sex and severity of
congestive cardiac failure. The mean steady state theophylline level was well within the
therapeutic range with a narrow standard deviation in the test group (mean 13.44, sd 3.3 mg/l).
In the control group the mean level was 10.7 (sd=7.9 mg/l). The difference between the
groups was not statistically significant. Most (88 %) test patients had levels in the therapeutic
range whilst only 34% of controls had levels in the therapeutic range. No test patient, but 14 %
of controls, bad toxic levels.

Assessment of study: (strength, size of effect, generalisability)

This study was small but well-performed. Precautions were taken to reduce the risk of bias and
confounding. The size of the effect was small and the results are not generalisable. In addition,
only output was measured; economic factors and patient outcomes were not measured.

Barlow TJG, Graham P, Harris JM, Hartley JPR and Turton CWG. A double-blind, placebo
controlled comparison of the efficacy of standard and individually titrated doses of theophylline
in patients with chronic asthma. Br J Dis Chest 1988;82:251-61.

Objective:

To compare the effect of giving theophylline as a standard or as an individually-titrated dose to
assess the value of dose titration for patient function.

Methods:

This was a three months prospective double blind placebo controlled trial with a crossover
phase. Fifty four patients with chronic asthma were recruited. They were given placebo,
standard therapy (300 mg of a theophylline preparation twice daily), or had their dose adjusted
individually. The study was preceded by a run-in phase to determine the exact dose that each
patient needed to achieve levels in the therapeutic range. Levels were taken at steady state and
patients were not permitted to take drugs that can interfere with theophylline levels. In the
study, patients recorded their peak flow rates and symptom control each day and were seen
monthly to assess their lung function, to check serum theophylline levels and to change
treatments (which were given in random order). The investigators and patients were unaware
of the randomisation. Precautions were taken to maintain blinding. Only results in weeks 3 and
4 were used to reduce andy potential carry-over effects of each phase.

Results:

Forty patients completed the trial; 7 were rejected in the run in phase due to side effects(6) or
uncontrolled asthma (1), 5§ withdrew during the study due to side effects (1), because of the
demands of the study (2) and due to a severe asthmatic attack (3) and two died (asthma-related;
subsequently found that they had been on placebo). After the run-in phase, the mean dose of
theophylline required to maintain 21/40 patients in the therapeutic range was 479 mg twice
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daily. This exceeded the standard dose recommended by the manufacturer (300 mg bd).
Patients whose theophylline dosage was controlled using TDM had improved asthmatic control
in comparison with controls and those on standard therapy. FEV' was significantly higher for
patients after standard (2.11 litres), titrated (2.15 litres) in comparison to and placebo (1.89
litres), but in the sub-group who needed more than the standard 300 mg bd dose FEV,
improved only upon dose titration. The results for PEFR, FVC and home peak flow
measurements showed similar differences. Other factors, such as the use of inhaled
bronchodilators, wheeze and cough and subjective physician assessment, showed a consistent
trend supporting the argument that the use of titrated doses significantly improved patients’
lung function.

Assessment of study: (strength, size of effect, generalisability)

This was a small, well-performed, medium term study that showed a moderate effect of
titrating theophylline dosing using TDM. It was carried out using out-patients hence compliance
cannot be assumed. Nevertheless it successfully linked use of titrated doses to patient health
status measures. Its results are likely to be generalisable to patients who are similar to those in
the study,that is adult, non-smoking, chronic asthmatics of both sexes who do not have
uncontrolled cardiac failure, abnormal liver function tests or peptic ulcer and are not pregnant.

Sewell GJ, Bradford E and Rowlands CG. Home-based cancer therapy by continuous infusion.
Pharm J 1989;243:139-41.

Descriptive study:

This paper described a cytotoxic therapy programme that allowed suitable patients to receive
their chemotherapy at home by continuous intravenous infusion. This was felt to reduce side
effects and may improve quality of life. The relative costs of the service were thought to be
less than those associated with in-hospital therapy.

Rowland CG. Home continuous infusion chemotherapy. Practitioner 1985;229:889-92.
Descriptive study:

This paper described the creation and implementation of a policy for providing patients with
home chemotherapy.

Haines J and Bradley M. Pharmaceutical services to residential homes: present and future. Br J
Pharmaceutical Practice 1990;12:326-8,334.

Descriptive study:

An interview survey of residential home owners or managers in 4 health authorities was
undertaken by a community services pharmacist. In the 30 homes surveyed (17 privately-owned
and 13 local authority) a variety of services were provided by community pharmacists. Of the
homes that expressed an interest in regular visits from their supplying pharmacist, the main
services requested were staff training, explanation of drug use and side effects, and information
on drug colour changes when generics were used. When the interviewer directly asked
interviewees about specific services, many owners requested advice on drug storage (19),
checks for drug interactions or overdose (18), a delivery service (18), the destruction of
unwanted medicines (15), medication profiles and records (14) and assessment of residents for
self-medication (4).
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Narula N, Shulman § and Sheridan J. Medication related problems in residential homes for the
elderly. Pharm J 1992;248:623-5.

Descriptive study:

A community services pharmacists assessed clinical pharmacy needs in two residential homes
in a health district in London by analysis of the problems that were encountered during
monthly visits to these institutions over 16 months. The number of problems encountered
fluctuated greatly during the first 9 months but decreased rapidly thereafter. The study
identified several needs, including the need for the provision of specific educational and
information to staff in such homes. The results were used to create forms that a community
pharmacist could use in subsequent visits but the pharmacy service was not evaluated.

Humfress A and Timbrell H. Home choice - A care scheme with a domiciliary pharmacy
service. Pharm J 1992;249:686-7.

Descriptive study:

This paper described a project involving several professionals that attempted to evaluate the
feasibility of caring for elderly people in their homes as opposed to in a nursing home or in
community hospital care. The community services pharmacist co-ordinated pharmaceutical
services for the scheme and liaised with the care and training managers, nurses and other
professionals involved. The role of the community services pharmacist was to perform a
medicines assessment. This consisted of taking a drug history and assessing the client’s ability
to handle and administer their medication. Compliance aids were considered where necessary.
Arrangements for the supply of medicines by the local community pharmacist were then made
and the local GP was visited to ensure that he had complete records of the medication.
Training was provided also for carers to enable them to help in medicine administration. At a
later stage medication review might be performed by the pharmacist. It was thought that much
of this work could be devolved to community pharmacists in the future.

Barber L and Taylor B. Community services pharmacy - a developing role. Br J
Pharmaceutical Practice 1988;10:368-71.

Descriptive paper:

This paper described the role of the community services pharmacist. This role included the
provision of drug information to health professionals and institutions in primary care and the
creation of networks for the safe transfer of patients from secondary care institutions to

primary care.

Taylor E. CSPs - What of the future? Pharm J 1990;245:HS1.

Opinion paper:

This paper provided a view of the future role of the community services pharmacist after the
NHS changes. This role would depend on customer demand and the results of reorganisation of
responsibilities for community care. It was thought that the role could include the development
and monitoring of policies for medicine use, the provision of clinical advice to nursing and
medical staff, staff training (particularly of support staff) and liaison with community
pharmacists. It was thought that services may, in future, be provided within contracts which
may be sold to service managers, social services inspectorates, commissioning units and others.
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Welsby P. Pharmaceutical advisers. Pharm J 1992;249:490.

Opinion paper:

This paper described the role of pharmaceutical advisors to Family Health Service Authorities
(FHSAs). Some held joint FHSA/hospital appointments. Joint appointments were thought to
enhance the links between primary and secondary care, to facilitate the creation of joint
prescribing protocols and to help provide community care to patients. It was thought that
establishing joint formularies could help reduce differences in the use of drugs in primary and
secondary care. Pharmaceutical advisors provided several services, such as helping to reduce
prescribing costs, providing pharmaceutical advice and advice on drug therapy, and acting as
facilitators between various agencies in primary care. The changing role of the FHSA
pharmaceutical advisor had prompted them to establish training and self-help groups to ensure
a consistent approach was maintained in addressing community drug use issues.

Ascough G and Stanford D. The community services pharmacist: a varied role. Pharm J
1990;245:HS21.

Descriptive report:

This paper described the varied duties of community services pharmacists (CSPs). Their roles
varied depending on the local situation and involved contact with several other professionals
such as chiropodists, nurses, midwives, child health specialists and dentists. CSPs may carry
out hospital pharmacy tasks also. The services that could be provided included the provision of
pharmaceutical services to health centres and their staff. This entailed liaison between hospitals
and the community staff to ensure the correct, safe and economic use of medicines, the
provision of drug information and advice on drug use in a variety of situations, the provision
of education both formally and informally, the development of drug use policies, the supply of
stock items to health centres and clinics, the supply of vaccines and other products, and the
inspection and monitoring of premises and drug handling in the community care centres where
drugs are stored. Wider roles included health promotion, the provision of support to carers in
the community, and liaison with drug abuse teams and community psychiatric nurses.

Cochrane RA, Mandal AR, Ledger-Scott M and Walker R. Changes in drug treatment after
discharge from hospital in geriatric patients. Br Med J 1990;305:694-6.

Descriptive study:

This paper examined the changes in the drug regimens of S0 elderly patients who were
followed up for 12 months after discharge from a general hospital. At 6 to 14 days, 45/50
patients had had their regimen changed; 11 were taking a different dose, 10 had stopped the
drugs and 20 were taking new drugs. Forty six patients did not remember being told when to
take their drugs on discharge. Many changes were potentially detrimental to the patients. The
authors claimed that the lack of communication between hospital and community health care
staff, including pharmacists, may be contributing to unnecessary and potentially harmful
alterations in patients’ drug regimens soon after discharge from UK hospitals.

Oborne A and Dodds L. Pharmacy care for medical patients at discharge: which way forward?
Pharm J 1993;251:HS14-5.

Descriptive study:

This paper described an investigation into the contribution that a pharmacist can make in the
discharge process for acute general medical patients. A questionnaire survey of patients’
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satisfaction with the amount and quality of medicine-related information found that there were
few problems with labels or containers. Patients often did not ask for more information because
they felt that they would be unnecessarily bothering very busy staff. The authors felt that ward
pharmacists could circumvent this problem by pro-actively offering information. GPs’ and
community pharmacists’ opinions were elicited using a postal questionnaire survey. Both
groups felt that a weeks’ supply of take home medicines did not permit sufficient time to
organise a re-supply in primary care and recommended the provision of 14 days therapy on
discharge. A representative group of patients were interviewed at home one week after
discharge to investigate unintentional changes to therapy, compliance and other drug-related
problems. It was found that patients frequently forgot the information provided to them. To
counteract this, a written instruction card could be issued with the medicines. Since patients
often (68 %) used different community pharmacies, pharmaceutical discharge as advocated by
the Pharmaceutical Society would not necessarily work. The authors said that they would now
investigate various methods of improving the discharge process.

Dobrzanski S and Reidy F. The pharmacist as a discharge medication planner in surgical
patients. Pharm J 1993;250:HS53-6.

Descriptive study:

This paper described the organisation and benefits of a system where patients’ own medicines
are used, where possible, in hospital. The pharmacist on a surgical unit interviewed patients,
took a medication history and examined the quality of any of the patients’ medicines that had
been brought into the hospital. The enabled the pharmacist to explore the patients’ information
needs, the appropriateness of the prescription written by the surgical junior doctors (taking the
information provided by the patient into account) and the medication supply needs of the
patient. Attendance, by the pharmacist, on the surgical ward rounds and the use of protocols
enabled the pharmacist to predict patients’ medication needs whilst in hospital and at discharge
as well as the expected discharge date. Patients’ own drug supplies could be used, new supplies
organised, self-medication organised, patient counselling provided on an ongoing basis rather
than as a single session at discharge, and pharmacy staff time could be used more effectively.
Over one month, 240 patients were seen by the pharmacist. Forty percent of patients were
unsure about taking routine medication prior to admission or surgery and many bad missed
doses of necessary medicines as a result. Most (90%) patients thought that self-medication
using their own drug supplies would be desirable. One hundred and forty one patients brought
their own medicines into hospital; 21 left all their medicines at home and 78 were not taking
any medicines. Of the 442 items brought into hospital by patients (worth £714) 73 were not
used or discarded and supplies of a further 32 items had almost run out. Excluding inhalers,
159 items were not held as stock on the wards. Of these, 63 were suitable for use. One
hundred and seventy six discharge medication lists were written by the pharmacist (for
signature by the doctor). For 23 patients, nothing new needed to be dispensed. Three hundred
and thirty seven items were returned to patients on discharge resulting in drug cost savings of
£616 in addition to uncosted dispensary pharmacist time. The clinical pharmacist spent 37
minutes/week on average interviewing patients, an unspecified amount of time counselling them
and 45 minutes/30 beds/day on ward rounds (uncosted). The cost for pharmacy provision of
the service was not supplied.
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Anon. Society produces checklist for hospital admission and discharge. Pharm J 1993;250:145.
Descriptive report:

This paper reported the production of a form that could facilitate the movement of patients
between primary and secondary care. It would be used by pharmacist in both care settings to
facilitate the provision of seamless pharmaceutical care. It was thought to be especially useful
for the elderly, mentally-ill, those with learning difficulties, and those with complex medication
needs.

Jackson C, Rowe P and Lea R. Pharmaceutical discharge - A professional necessity of the
1990s. Pharm J 1993;250;58-9.

Descriptive study:

This report introduced the concept of pharmaceutical discharge of patients when they move
from one health care environment to another. It was designed to ensure that all pharmaceutical
requirements, including information, could be communicated easily and safely between
practitioners in different health care sectors. It was seen as a uscful contribution that
pharmacists could make to patient care following the introduction of the purchaser/provider
split and the increasing emphasis on the provision of care in the community.

Bennett E. Prescribing at the hospital community interface; the role of the pharmacist
facilitator. Pharm J 1994;252:443-8.

Descriptive study:

This paper described the efforts of a pharmaceutical facilitator at a general hospital to resolve
prescribing problems at the hospital/community interface. Inquiries were made of all
consultants and GPs in the authority regarding such problems. Eleven of 33 consultants replied
and 24/100 GPs. Nine consultants and 23 GPs reported problems; further problems were
highlighted during the first year of the facilitator’s job. Many problems concerned consultants
requesting GPs to prescribe expensive unfamiliar drugs (3 consultants and 11 GPs), and the
initiation of therapy using drugs that were cheap in the hospital but expensive in the community
(9 GPs). Other problems were the supply of insufficient quantities of drugs on discharge or at
outpatient clinics (3 consultants and GPs). Various recommendation were made, such as the
supply of 14 days therapy where a specialist felt that this was necessary and, for outpatients,
the provision of 7 days’ therapy on A&E prescriptions or a full course of antibiotics, and the
provision of 10 days’ therapy on discharge. Patients’ own drugs were to be returned to them.
An improvement in communications between the hospital and community pharmacists was
identified as remaining a target.

Malone M. Evaluation of an information booklet for general practitioners with patients on
home parenteral nutrition. J Clin Pharm Ther 1988;13:391-4.

Descriptive study:

This paper described the development and assessment of an information package on home total
parenteral nutrition (HTPN) for general practitioners (GPs). The information booklet included a
background information section plus sections on HTPN training, complications, arrangements
for supply and hospital management. Thirty booklets were distributed to GPs who had patients
that were initially started on HTPN in a single hospital. A questionnaire was sent also to these
GPs to assess their views on the booklet. Twenty three questionnaires were returned (76.7%).
Most GPs found the booklet easy to read and about the right length (21), interesting (16) and
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provided some useful information (22). There were criticisms of the printing and presentation
(4) styles. The personalised section on each patient was found to be of some help (11) or very
helpful (12). Fewer GPs whose patients had been on TPN for more than a year found the
information very useful (36%) in comparison with those GPs whose patients were on TPN for
less than one year (78 %).

Mawhinney WM, McMullen AT and Mulgrew PJ. Pharmaceutical input to CAPD service =
safety, efficiency and economy. Proceedings of the Guild 1990;27:60-4.

Objective:

To provide a CAPD (continuous ambulatory peritoneal dialysis) fluid delivery service and to
assess patients’ and health professionals’ satisfaction with the pharmacy managed CAPD supply
service to patients in their homes. The service included pharmacy purchase of fluids. Pharmacy
also made the arrangements for the delivery of the fluids (by a contractor), counselled patients,
provided information to doctors and nurses, and monitored expenditure on CAPD fluids.
Methods:

Satisfaction surveys were sent to patients and professionals. The questionnaire asked about their
satisfaction with the new, as opposed to the old, service. An analysis of costs was carried out
over 12 months.

Results:

All patients responded to the survey. Patients were more satisfied with the pharmacy-run
service than they had been with the previous non-pharmacy service. Fifty six percent of
patients found the monthly meetings with the pharmacist beneficial or essential, 61% found the
home visits beneficial, 66% thought that the service had increased their knowledge of their
drug regimen and 70% thought that the service had increased their knowledge of why they
should be taking their drugs. Health professionals (3 consultants, S junior doctors, 10 nurses, 1
social worker and 1 dietician) found the service very satisfactory and the pharmacist was
considered to be a source of information and advice, and they were thought to be of help with
research. The service resulted in savings of £52,300 in 1988/89. This far exceeded the cost of
the pharmacist employed and the expense of providing the service (15,200).

Assessment of study: (strength, size of effect, generalisability)

The design of this study did not preclude bias since survey respondents were not blinded. In
addition, some results may be inaccurate since some costings relied on nurses’ opinions of time
saved. The service now employs a second pharmacist, however, which may suggest that
savings had been made and have been sustained (Personal communication, WM Mawhinney
1993). Most costings were carried out appropriately hence the savings made are probably real.
It was not a full economic analysis. It proved that the service saved money by improving the
process of care but only suggested that patients and health care professionals benefited as a
result. The results are not generalisable.

Pattinson S and Garforth H. Re-issue of patients’ own medicines on discharge from hospital.
Proceedings of the Guild 1979;6:30-36.

Descriptive study:

This paper described a scheme where patients own drugs (PODs) that were brought into
hospital were re-issued to them on discharge if they were suitable for re-issue. The study was
carried out in two hospitals over three months and was well-accepted by patients and
professionals. At one hospital the scheme resulted in the re-issue of 3% of PODs. There was a
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large variation in the proportion of PODs that were re-issued depending on the type of ward
under study. The savings per patient, of £1.08 for males and £0.75 for females, were felt to be
disappointingly low. The potential problems in running such a scheme were discussed. These
included small amounts of drugs arriving in pharmacy, possibly because of a lack of nurse and
patient awareness of the scheme, problems with record-keeping and failure of the ward
pharmacists to mark the discharge prescription appropriately.

Macmanus E and Marshall NM. Patients own medicines (letter). Pharm J 1988;240:325.
Descriptive report:

This letter described a scheme where patients’ own drugs (PODs) were re-issued to them on
discharge from hospital if they were suitable. The system had been in operation for 6 years in
a single hospital and the estimated savings were £8,000 per annum in 1981.

Cutts C and Athey S. The control of medicines brought into hospital by patients. Pharm J
1992;249:HS10-11.

Descriptive report:

This paper described a scheme where patients’ own drugs (PODs) were re-issued to them on
discharge from hospital if they were suitable for re-issue. The system had been in operation in
a single hospital for 8 years. A 4 week survey was carried out on 20 wards to assess the
scheme. Seven hundred and forty seven items of PODs were received of which 27% were
returned, 30% destroyed at discharge and 43% destroyed in error by ward (40%) or pharmacy
(3%) staff. PODs formed 15.6% of the total discharge items. Fifty seven percent of PODs
were handled correctly. To improve the effectiveness if the system, the policy was changed and
staff were re-educated. The estimated annual savings were £7,400 and pharmacy costs were
about £1,000.

Cotter S, McKee M and Barber N. Pharmacists and prescribing: an unrecorded influence
(editorial). Quality in Health Care 1993;2:75-6.

Opinion paper:

The authors suggested that hospital pharmacists frequently influence therapeutic decisions but
their input was rarely recorded where it could be seen clearly by others, such as in the medical
notes. They postulated that the absence of records of pharmacists’ influence (from the medical
potes) had several negative consequences for the processes that examined the quality of care.
Given the evidence that doctors would not object to pharmacists’ records in the notes, they
proposed that immediate action should be taken to ensure that all those who influence therapy
record their input in the medical notes. This, they said, would establish accountability and help
in the assurance of the quality of medical care.

578



Reports United Kingdom clinical pharmacy services

Survey of clinical pharmacy services in United
Kingdom National Health Service hospitals

SIOBHAN M. COTTER, NICHOLAS D. BARBER, AND MARTIN MCKEE

Abstract: The extent to
which clinical pharmacy ser-
vices are provided in National
Health Service (NHS) hospi-
tals in the United Kingdom
was studied by means of a
questionnaire.
Questionnaires inquiring
whether and to what extent
certain clinical pharmacy ser-
vices were provided were
mailed to all NHS hospital
pharmacies in 1992. The
questionnaires also requested
information about the hospi-
tal and the number and qual-
ifications of pharmacists
employed. The results were
compared with those of a sur-

vey of pharmaceutical servic-
es in the United States.

Of 508 questionnaires
mailed, 416 usable responses
were returned. Services com-
monly provided were inpa-
tient drug therapy
monitoring (96%), clinical
trials support (92%), formu-
lary management (89%), par-
ticipation in drug and
therapeutic committees
(97%), and an on-site drug
information center (60%).
Services infrequently provid-
ed were therapeutic drug
monitoring (21%), medica-
tion history-taking (16%),
and a 24-hour on-site phar-

macist (10%). Several services
were associated with pharma-
cies that employed many
pharmacists, pharmacists
with advanced education, or
specialist clinical pharmacists
and pharmacies located in
medical school teaching hos-
pitals. U.K. hospital pharma-
cies provided fewer
patient-oriented services and
more drug information, ther-
apy monitoring, and pharma-
cist education services than
U.S. hospital pharmacies.
Provision of clinical phar-
macy services in the United
Kingdom was associated with
employment of many phar-

macists, pharmacy clinical
specialists, and pharmacists
with advanced education.

Index terms: Administra-
tion; Clinical pharmacy;
Clinical studies; Data collec-
tion; Drug information cen-
ters; Formularies; National
Health Service (Great Britain);
Patient education; Pharma-
ceutical services; Pharmacists,
hospital; Pharmacy and ther-
apeutics committee; Pharma-
¢y, institutional, hospital;
United Kingdom

Am J Hosp Pharm. 1994;
51:2676-84

has developed over the past 25 years, primarily in

National Health Service (NHS) hospitals. These are
publicly funded, account for most U.K. hospitals, and
provide health services for their local population with-
in broad contracts. In 1988 the Department of Health
recommended (but did not require) that hospitals pro-
vide clinical pharmacy services, such as monitoring and
modification of drug therapy, discharge counseling,
and clinical trials support.! Similar recommendations
were made by several pharmacy organizations and in
an independent report in 1986.232% The effect of these
recommendations on the provision of clinical pharma-
cy services is unknown.

We conducted a survey to determine the nature and
extent of clinical pharmacy services in U.K. NHS hospi-
tals and to examine the effects of resources and hospital
and staffing factors on those services. The survey was
carried out during the NHS reforms, which were intend-

I n the United Kingdom (U.K.), clinical pharmacy

ed to encourage greater accountability and efficiency in
the health service by creating a managed health care
market.*

Before 1989 all NHS hospitals were directly managed
units in a vertical management structure. Hospitals
were the lowest of several tiers and provided services
according to decisions reached at higher tiers, namely
District Health Authorities (which are responsible for
the health care of residents in their geographical area),
Regional Health Authorities, and the Department of
Health in England. There were slight variations in this
structure in Wales, Scotland, and Northern Ireland, and
a small number of Special Health Authorities were
directly responsible to the Department of Health. The
1989 NHS reforms allowed the hospitals to become self-
governing NHS trusts, which sell services to purchasers
of health care, namely primary care physicians and
district health authorities. Although the hospitals re-
main in the NHS, they now have greater autonomy in
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providing and developing services within government
health policy. In this marketplace, hospitals changed
from directly managed units to self-governing NHS
trusts. Health care resources are being redirected toward
primary and ambulatory care.’ These changes have
implications for existing hospital clinical pharmacy
services and for the development of new services.

This report provides the first comprehensive mea-
sure of clinical pharmacy services in the United King-
dom. It provides a baseline for planning and monitoring
future service developments and allows for internation-
al comparison of clinical pharmacy services. Before
reporting the survey, we will briefly describe a typical
NHS hospital pharmacy service and the nature of phar-
macy education in the United Kingdom.

U.K. NHS hospital pharmacies usually provide all
services from a single location, although they may serve
more than one site or hospital. Pharmacies supply
medicines to wards using stock and nonstock dispens-
ing. Stock drugs (those in frequent use) are provided by
distribution services, often staffed by technicians and
assistants.© Ward pharmacists usually visit the wards
daily on weekdays to initiate the supply of nonstock
drugs. Several days’ supply of these drugs are provided
for individual inpatients, following the ward pharma-
cist’s visit or on production of the patient’s medication
chart in the pharmacy. Patients have individual medi-
cation charts containing prescriptions and records of
drug administration. Pharmacies in some parts of the
United Kingdom dispense drugs for ambulatory care
patients. Computers are widely used for stock control
and labeling and, increasingly, for creating financial
and drug-use reports. In the past, the drug budget has
been held by the chief pharmacist, but clinical direc-
tors® now hold it in some hospitals. All pharmacy staff
are managed by the chief pharmacist, who is usually
responsible to a hospital manager.

Membership in the Royal Pharmaceutical Society of
Great Britain, a prerequisite for practice as a pharmacist
in the United Kingdom, is gained after a three-year
degree course and one year’s preregistration training.
Postgraduate education is voluntary. Most formal courses
result in an M.Sc. degree or a diploma, generally in
clinical or hospital pharmacy or in clinical pharmacol-
ogy.% An M.Sc. degree typically requires one year of full-
time study or the equivalent and is similar to a Pharm.D.

degree. A diploma requires about half the time that an .

M.Sc. requires. M.Phil. and Ph.D. degrees are attained
after a period of research on a specialized topic.

Methods

Data collection. In May 1992, 508 questionnaires
were mailed to all U.K. NHS hospital pharmacies that
provided comprehensive pharmacy services. To be in-
cluded, a pharmacist had to be present in the pharmacy
during usual working hours, and services beyond drug
supply had to be provided. We excluded hospitals that

did not have an on-site pharmacy (receiving a visiting
pharmacy service or operating as a satellite) and those
served by a pharmacy located at a site already included
in the survey. Respondents had been identified by all
District Pharmaceutical Officers in England and their
equivalents in the rest of the United Kingdom,; these
individuals are responsible for services in their geo-
graphical areas, which may contain several hospitals.
Where apparent gaps were noted, these individuals
were asked to clarify the number of hospital pharmacies
that existed in their area and the source of pharmaceu-
tical services for hospitals without a pharmacy. These
were usually institutions providing long-term care for
elderly, mentally ill, or mentally handicapped patients
but retaining the title “hospital” for historical reasons.

The questionnaire was pretested among a panel of
clinical pharmacists throughout England and Wales. It
inquired about all aspects of hospital clinical pharmacy
services, the hospital (size, medical school affiliation,
management), and the pharmacy (number and qualifi-
cations of pharmacists). Most questions had a closed
section, with a choice of two (yes or no) or four respons-
es (none, very little, a moderate amount, or lots), and an
open section. With regard to provision of a clinical
service,”lots” was defined as two or more hours per
week, on average, over the year. Open questions were
used where appropriate. Nonrespondents were mailed
reminders after six weeks and telephoned one month
later.

Data analysis. Data were entered on a dBaselV
database (Borland Inc., Scotts Valley, CA) and analyzed
by using the Statistical Package for the Social Sciences
(SPSS/PC+, SPSS Inc., Gornichem, Netherlands) and Epi
Info (version S, Centers for Disease Control and Preven-
tion, Atlanta, GA?). Information from ordinal categori-
cal variables was collapsed to form binary data (“none”
and “very little” were changed to “not provided,” and a
“moderate amount” and “lots” were changed to “pro-
vided”) and described by using frequencies. A priori
hypotheses exploring the relationship between clinical
pharmacy services (dependent variables) and demo-
graphic and resource variables (independent variables)
were tested. For this purpose, data on service provision
were grouped according to the value of the indepen-
dent variable, and the proportions of pharmacies pro-
viding service in these groups were compared. We
report between-group differences greater than 20% or a
factor of 3.

Historically, hospital pharmacy services have been
managed differently in each of the five NHS sections
(England, Scotland, Wales, Northern Ireland and the
Special Health Authorities). Special Health Authorities
are highly specialized national referral centers with
separate funding arrangements and are linked to post-
graduate medical schools. Preliminary research suggest-
ed that this division influenced the development of
clinical pharmacy services because of variations in the
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nature and implementation of Department of Health
policy. Hypotheses were created to examine the effects
of the Department of Health! and Nuffield Report?
recommendations to develop clinical pharmacy servic-
es; preliminary research indicated that some pharma-
cists thought these documents had aided the develop-
ment of services. We inquired if pharmacists thought
that either document had resulted in increased resourc-
es for clinical pharmacy services.

Data on clinical pharmacy services were then exam-
ined for associations with perceived increased resourc-
es. We hypothesized that location of pharmacies in
trust and teaching hospitals could affect the provision
of clinical pharmacy services. The attainment of trust
status might be associated with a more proactive style
of hospital management, and the greater demands
made on pharmacies in teaching hospitals may have
stimulated clinical pharmacy service development. It
was thought that the presence of specialist clinical
pharmacists (who spend 50% or more of their time on
a clinical pharmacy specialty), pharmacists with higher
qualifications (diploma, M.Sc., M.Phil., or Ph.D.), or
larger numbers of pharmacists would facilitate the pro-
vision of clinical pharmacy services. The results were
census data; hence most statistical tests were inappro-
priate, but data were treated as a sample in time (as
pharmacist numbers may change over time) to test for
associations between number of pharmacists and the
provision of services. The number of pharmacists em-
ployed was categorized into ranges and a chi-square test
for trend® (a priori level of significance, 0.05) was used
to establish if the proportion of pharmacies providing a
clinical service varied with increasing numbers of phar-
macists. The null hypothesis was that there was no
difference in provision of clinical services among groups
(1-3, 4-6, 7-9, 10-12, 13-15, or 216 pharmacists).

Results

Response rate. Of the 508 questionnaires mailed,
45 responses were excluded: 30 from ineligible sites and
15 from sites that had received two questionnaires. Of
the corrected initial sample (463), 416 (90%) question-
naires were returned. The response rate varied from
61% (14/23) in Northern Ireland to 96% (23/24) in
Wales. There had been total coverage of eligible phar-
macies and a high response rate, and the results were
treated as census data. Nonresponding and responding
pharmacies were similar in terms of location in teach-
ing hospitals (24% and 23%, respectively). All four
nonresponders in Scotland and six of the nine nonre-
sponders in Northern Ireland were located in nonteach-
ing hospitals.

Validity and reliability. Face and content valid-
ity were ensured by pretesting. The nature of the ques-
tionnaire precluded testing for criterion-related and
construct validity. It was impossible to check for test-
retest reliability in a single mailed questionnaire but we
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tested for inter-rater and parallel-forms reliability. At 15
sites, two questionnaires were completed by different
pharmacists and were returned separately at intervals in
excess of two weeks, so it was assumed that they had
been completed independently. Within-site replies to
closed questions were identical, demonstrating inter-
rater reliability. Our data on staffing were comparable
to contemporaneous data collected by an English re-
gional health authority, which showed parallel-forms
reliability.©

Demographics, staffing, and operating hours.
Few responding pharmacies (105/389, 27%) were locat-
ed in teaching hospitals in the United Kingdom as a
whole, but a higher proportion were located in such
hospitals in Scotland (19/41, 46%) and Northern Ire-
land (7/14, 50%). This is consistent with the presence of
relatively high numbers of medical schools in Scotland
and a bias toward responders being located at such sites
in both parts. Some pharmacies (118/402, 29%) were in
self-governing NHS trusts.

The median number of hospital beds served was 545
(n = 409). The interquartile range (IQR) was large (522
beds), and the frequency distribution was highly skewed,
with a long right tail. The median numbers of beds
served by pharmacies in Special Health Authorities
(174) and Northern Ireland (308) were lower.

The median number of pharmacists employed was
seven (IQR = 9 pharmacists, n = 389). The median
number of full-time equivalents (FTEs) was also seven
(IQR = 8.5 FTE, n = 375), indicating that most pharma-
cists held full-time positions. Both frequency distribu-
tions were skewed to the left. The Special Health
Authorities employed relatively more pharmacists (3.5/
100 beds), and Northern Ireland relatively fewer (1.2/
100 beds), compared with the United Kingdom (1.5/
100 beds), with similar results for FTE-adjusted figures.

Many pharmacies (185/410, 45%) employed special-
ist clinical pharmacists, with a median of two (IQR =2
pharmacists). Pharmacists with advanced pharmacy
education were employed in 305 (74%) of 410 hospi-
tals; 45% of the 410 hospitals had pharmacists with a
diploma, 53% had pharmacists with an M.Sc. degree,
6% had pharmacists with an M.Phil. degree, and 15%
had pharmacists with a Ph.D. degree. Hospitals em-
ployed a median of two pharmacists with advanced
education (IQR = 3 pharmacists). The employment of
pharmacists with M.Sc. degrees by more Scottish hospi-
tals (29/44, 66%) and pharmacists with diplomas by
more Welsh hospitals (14/23, 61%) probably reflects
the availability of the courses in 1992.

Pharmacies operated for a median of 8.5 hours daily
(IQR = 0.5 hour) on weekdays. Most opened on Satur-
days and public holidays (305/414, 74%) and remained
closed on Sundays (374/414, 90%). Hours were restrict-
ed to a median of three on Saturdays, Sundays, and
bank holidays (IQR = 0.5, 2, and 1 hours, respectively).
When closed, pharmaceutical services typically consist-
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ed of a pharmacist on call from home, providing advice
and available to arrange drug supply; more rarely, a
residency service was provided, where a sole on-site
pharmacist provided emergency pharmacy supply and
advisory services (Table 1). Residency service was more
common in teaching hospitals (Table 2) and where
specialist clinical pharmacists were employed (Table 3).

Drug therapy monitoring. Monitoring therapy
for short-term (acute) patients involves a pharmacist
looking at the prescription and considering whether
the therapy is appropriate. Most pharmacies monitored
short-term (acute) and long-term inpatient drug thera-
py on the ward (367/393, 93%), confirming that ward
pharmacy was standard practice. Monitoring was typi-
cally provided for short-term patients daily on week-
days (351/392, 90%) but rarely on weekends (51/393,

Table 1.

139%); for long-term patients it was at least weekly (245/
335, 73%) in most hospitals that served these patients.
Drug therapy monitoring was associated with increas-
ing numbers of pharmacists (Table 4). The median
number of pharmacists working on the wards in each
hospital was six (IQR = 7 pharmacists), which, in com-
parison with the median number employed (eight),
indicates that most pharmacists worked on the wards.
Participation in ward rounds. Pharmacists par-
ticipated in ward rounds conducted by medical staff and
contributed to treatment decisions in many hospitals,
especially in those with more pharmacists (Table 4),
clinical pharmacy specialists (Table 3), or pharmacists
with advanced qualifications (Table 5). In most hospitals
(288) some pharmacists attended ward rounds, but all
pharmacists attended rounds in few hospitals (33).

Clinical Pharmacy Services in United Kingdom National Health Service Hospitals

Service

No. (%) of Pharmacies Providing Service

Monitoring drug therapy for acute inpatients
Monitoring drug therapy for long-term patients?
After-hours service

Pharmacist in-house (residency)?

Pharmacist on call from home
Participating in medical ward rounds
Participating on drug and therapeutic committee
Enforcement of formulary system®
Providing advice to clinical directorates
Providing financial information on drug use

Providing information used in creating prescribing policies

Providing information used in making formulary decisions
Providing information used in new product evaluations
Participating in infection control services?

On-site drug information center

Providing education for pharmacy staff

Providing education for nurses and student nurses
Prowiding education for physicians

Providing education for medical students

Providing education for other hospital health professionals

Conducting practice research

Contributing to medical audit®

Performing pharmacy audit®

Participating in clinical audit®

Providing support for clinical trials

Participating on total parenteral nutrition teams
Participating on cytotoxic chemotherapy teams
Participating on patient-controlled analgesia teams
Therapeutic drug monitoring

Anticoagulation control

Prowiding advice on wound care

Taking patients’ medication history

Helping patients with self-medication schemes'
Counseling patients about their medication
Providing patient education for all patients
Operating CSM ADR monitonng schemed
Operating an additional ADR monitoring scheme

394/400 (96)
313/335(93)

39/412(9)
363/412 (88)
321/414 (78)
329/341 (96)
295/333(89)
181/279 (65)
360/397 (91)
296/397 (75)
288/397 (73)
237/397 (60)

24/391(6)
245/411 (60)
281/413(68)
267/416 (64)

27/416 (6)

17/416(4)

64/416 (15)
170/412 (41)
204/410 (50)
108/404 (27)

29/404 (7)
380/413(92)
1471401 (37)

92/399(23)

60/388 (15)

83/394 (21)

18/377 (5)

66/404 (16)

67/409 (16)
204/407 (50)
245 406 (60)
102/401 (25)
187 407 (46)

46/367 (13)

aNot all hosprtals had long-term patients.

bResident phammacists usually provide on-site emergency pharmacy supply and advisory service. They work alone but may be supported and advised

by pharmacy staff at home.

342/415 (82%) of hospitals had a formulary. Enforcement of the formulary meant that fewer than 100% of requests for nonformulary products were ac-

ceded to by pharmacy.

9These would be understood by respondents to include assistance with the creat on of infection control policies and provis on of advice about them.
®Qual ty assurance activity led by and predominantly involving, doctors (medicat audit), pharmacists (pharmacy aud t), or multiple discip ines (clinical au-

dt
fAlso known as self-administration schemes.

9CSM = Committee of Safety of Medicines. ADR = adverse drug react on.
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Table 2.

Variation in Provision of Selected Pharmacy Services in United Kingdom National Health Service Hospitals with

Location in Medical School Teaching Hospitals

No. (%) Pharmacies Providing Service

Service

Nonteaching Hospitals Teaching Hospitals

In-house after-hours pharmacy services? (n = 387)
Practice research (n = 385

Participation on TPN teams® {(n = 374)
Participation on cytotoxic-therapy teams (n = 372)

9282(3) 29/105 (28)
91/281(32) 68/104 (65)
83/270 (31) 58/104 (56)
47 268(18) 40 104 (38)

3Called ' residency services' in the United Kingdom. Res dent pharmacists usually provide on-site emergency pharmacy supply and adv sory service They

work alone but may be supported and advised by pharmacy staff at home

5TPN = Tota parenteral nutrtion.

Table 3.

Variation in Provision of Selected Pharmaceutical Services in United Kingdom National Health Service Hospitals with

the Presence of Specialist Clinical Pharmacists?®

No. (%) Pharmacies Providing Service

Specialist Clinical Pharmacists

Specialist Clinical Pharmacists

Service Not Present Present
In-house after-hours pharmacy services® (n = 409) 11/225(5) 28/184 (15)
Participating in medical ward rounds (n = 409) 146/224 (65) 171185(92)
Providing education for pharmacists (n = 408) 131/224 (58) 148/184 (80)
Prowviding education for nurses (n = 410) 125/225 (56) 140/185 (76)
Conducting practice research (n = 407) 60/222 (27) 110/185(59)
Contributing to medical audit® (n = 405) 90/221 (41) 112/184 (61)
Participating on TPN teamsd (n = 396) 55/215(26) 91/181 (50)
Participating on cytotoxic therapy teams (n = 394) 25214(12) 66/180 (37)
Taking medication histones (n = 404) 19221(9) 48/183(26)
Operating additional ADR scheme® (n = 362) 10/194 (5) 36/168(21)

3Pharmacists who spend 50% or more of their time on a clinical pharmacy speciaity.
5Called “'residency services” in the United Kingdom. Resident pharmacists usually provide on-site emergency pharmacy supply and advisory service. They

work alone but may be supported and advised by pharmacy staff at home.
°A quality assurance activity led by, and predominantly involving, physicians.

9TPN = total parenteral nutrition.

®ADR = adverse drug reaction. "‘Additional” means in addition to the Committee of Safety of Medicines ADR monitoring scheme.

Participation in hospital policymaking
groups. Drug and therapeutic committees (DTCs) ex-
isted in 87% of hospitals.? Pharmacists typically partic-
ipated in DTC meetings, more so in hospitals with
greater numbers of pharmacists. Formularies existed in
82% of U.K. hospitals and were enforced to some degree
(i.e., some nonformulary requests were not approved)
in most of these. Some Special Health Authorities (3/9)
had a formulary, but only one enforced it. This may
reflect the high proportion of senior specialist medical
staff in Special Health Authorities, impeding agreement
on drug policies. Formulary enforcement was associat-
ed with increasing numbers of pharmacists. Few phar-
macies were involved in infection control, including
creating and providing advice on infection control
policies, possibly because of increasing involvement of
nurses in this area.

In most hospitals with clinical directorates (279/416,
67%), advice on drug use was provided to the clinical
directorate by pharmacy. This service was associated
with increasing numbers of pharmacists and employ-
ment of pharmacists with advanced education. Irre-
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spective of the existence of the directorate structure,
most pharmacies provided financial information on
drug use and information used in the creation of pre-
scribing policies, in making formulary decisions, and in
evaluating new medicinal products.

Drug information and educational services.
Many hospitals (245) had an on-site pharmacy drug
information center, and 236 (96%) of these contained
designated pharmacists. On-site drug information cen-
ters were associated with increasing numbers of phar-
macists and pharmacists with advanced education. In
the absence of an on-site drug information center,
information was often obtained from other drug infor-
mation centers.

Education was provided for pharmacists in 281 hos-
pitals, often as part of an M.Sc. (31% of providing
hospitals) or diploma (77% of providing hospitals)
course. Most such courses in 1991-92 focused on clini-
cal pharmacy®; this is consistent with our observation
that more hospitals in Northern Ireland (3/7, 43%) and
Scotland (18/27, 67%) provided education for M.Sc.
courses (compared with 31% in the United Kingdom)
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Table 4.
Variation in Provision of Selected Pharmaceutical Services in United Kingdom National Health Service Hospitals with
the Number of Pharmacists Employed

Odds Ratios for Number of Pharmacists®

Service? 4-6 7-9 10-12 13-15 16+
Monitoring acute inpatients 255 4.30 ND° 340 ND
Monitoning long-term patient therapy 342 193 410 202 264
Participat ng in medical ward rounds 5.29 8.69 712 2242 25.85
Participating in DTCA 445 419 6.98 8.37 14.30
Enforcing formulary system® 1.29 1.30 1.68 354 3.21
Prowiding advice to clinical directorates 237 408 445 538 17.44
On-site drug information center 2.56 9.15 11.93 1211 111.3
Providing education for pharmacists 5.58 13.58 1354 31.80 ND
Providing education for nurses and nursing students 5.21 6.86 7.25 7.18 50.76
Providing education for health professionals' 1.26 1.27 2.18 385 432
Conducting pharmacy practice research 1.82 6.29 853 10.22 36.57
Participating in medical audit? 1.72 272 3.06 408 4.71
Participating in pharmacy audit” 216 4.16 422 370 10.84
Participating on TPN' teams 230 6.09 5.02 18.28 1517
Participating on cytotoxic therapy teams 3.14 14.78 797 6.02 24.44
Participating on PCA! teams 1.25 6.75 5.19 5.10 12.50
Therapeutic drug monitoring 2.66 242 2.10 3.25 7.46
Taking medication histories 0.76 094 1.10 064 3.02
Helping patients with self-medication schemes® 173 1.32 1.72 307 5.59
Patient counseling 1.95 2.70 320 365 4.73
Providing patient education 5.30 6.48 419 5.58 5.98
Assisting with CSM ADR scheme' 1.18 1.31 144 231 27

an = 318 for each service.

bProbability of service provision in each range compared with a probability of 1 when 1-3 pharmacists are employed. Chi-square analysis showed sig-

nificant differences (<0.05) among odds ratios for all services.

°ND = no data.

9Drug and therapeutics committee.

L ess than 100% of nonformulary requests were acceded to by pharmacy.
fOther than doctors, nurses, medical students, and pharmacy staff.
9Quality assurance activity led by, and predominantly involving, physicians.

"Quality assurance activity led by, and predominantly involving, pharmacists.

TPN = total parenteral nutntion.

JPCA = patient-controlled analgesia.

kAlso called self-administratron schemes.

ICSM = Committee of Safety of Medicines, ADR = adverse drug reaction.

and more hospitals in Wales (16/17, 94%) and Special
Health Authorities (5/5, 100%) provided education for
diplomas (compared with 77% in the United King-
dom). Provision of education was associated with in-
creasing numbers of pharmacists, specialist clinical
pharmacists, and pharmacists with advanced educa-
tion. Education was more frequently provided where
pharmacy resources were thought to have increased as
a result of the Department of Health recommendation
HC(88)54' (148/173, 86%) or the Nuffield Report? (68/
77, 88%) than where resources were thought to have
been unaffected (124/227, 55%, and 188/302, 62%,
respectively).

Many pharmacies provided education for hospital

nurses; few provided it for physicians, medical stu-
dents, or other groups of nonpharmacist health care
professionals and workers. Education of nurses was
associated with the presence of specialist clinical phar-
macists or pharmacists with advanced education. For
nurses and other health care professionals, training was
associated with increasing numbers of pharmacists.

Involvement in research, audit, and clinical

trials. Some pharmacies undertook practice research
and 127 of 155 (82%) indicated that researchers were
performing it as part of advanced education, mainly
toward master’s degrees (68) and diplomas (64). Prac-
tice research was associated with location in teaching
hospitals, increasing numbers of pharmacists, specialist
clinical pharmacists (Table 3), and pharmacists with
advanced education. It was more common where re-
sources were thought to have increased because of
HC(88)54 (94/174, 54%) than at other sites (71/225,
32%). Pharmacies typically provided support services
for in-house and pharmaceutical company-sponsored
clinical trials.

Some pharmacies participated in medical audit, but
fewer were involved in pharmacy or clinical audit (Ta-
ble 1).2 Contributions to medical audits included provi-
sion of financial information on drug use (169/197,
86%), help with devising prescribing policies (134/188,
71%), feedback on adherence to policies (115/186, 62%)
and information on prescribing problems (86/180, 48%).
Pharmacy audits examined interventions, specific clin-
ical pharmacy services, errors, and response time. Clin-
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Table 5.

Variation in Provision of Selected Pharmacy Services in United Kingdom National Health Service Hospitals with the

Presence of Pharmacists with Advanced Qualifications?®

No. (%) Pharmacies Providing Service

Pharmacists with Advanced Pharmacists with Advanced
Service Qualifications Not Present Qualifications Present
Participating in medical ward rounds (n = 409) 63/105 (60) 254/304 (84)
Advising clinical directorates (n = 276) 29 65(45) 150/211 (71)
On-site drug information center (n = 406) 36/104 (35) 208/302 (69)
Providing education for pharmacists (n = 408) 52/104 (50) 227/304 (75)
Providing education for nurses (n = 410) 52/105 (50) 213/305(70)
Conducting practice research (n = 407) 18/103(17) 152/304 (50)
Performing pharmacy audit® (n = 400) 13/102(13) 95/298 (32)
Participating on TPN teams® (n = 396) 18/97 (19) 128 299 (43)
Patient counseling (n = 401) 44/99 (44) 200/302 (66)

3Pharmacists who possess a diploma, M.Sc., MPhil, or Ph D

5Quality assurance activity led by, and predominantly involving pharmacists.

°TPN = total parenteral nutrition.

ical audits included multidisciplinary audit of depart-
ments and of other hospitals or their departments.
Contribution to medical audits was associated with the
presence of specialist clinical pharmacists, and contri-
bution to pharmacy audits was associated with the
presence of pharmacists with advanced education. In-
volvement in both activities increased with increasing
pharmacist numbers.

Specialist clinical pharmacy services. Many
pharmacies contributed to multidisciplinary teams. Par-
ticipation on total parenteral nutrition (TPN), cytotoxic
therapy, and patient-controlled analgesia (PCA) teams
was associated with increasing numbers of pharmacists.
Participation on TPN and cytotoxic-therapy teams was
associated with location in teaching hospitals and the
presence of specialist clinical pharmacists, and partici-
pation on TPN teams was associated with pharmacists
with advanced education. Provision of a therapeutic
drug monitoring service was associated with increasing
numbers of pharmacists. Anticoagulation services and
wound care advice were rarely provided by pharma-
cists.

Services provided directly to patients. Few
pharmacies took patients’ medication histories, except
in Scotland (16/45, 36%). This was done mainly for
inpatients (56/66, 85%). Assistance in formal programs
enabling patients to self-administer medications was
provided in 50% of all pharmacies; this service was
provided less frequently in Northern Ireland (4/13,
31%) and Special Health Authorities (3/9, 33%). Patient
counseling was frequently provided for both inpatients
(167/238, 70%) and outpatients (151/238, 63%).f Coun-
seling was provided least frequently in Special Health
Authorities (3/9, 33%) and most frequently in Scotland
(32/43, 74%) and Wales (16/22, 73%). Patient educa-
tion was provided less often in Northern Ireland (1/13,
7%) than elsewhere. Throughout the United Kingdom,
patient education was provided mainly for outpatients
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(59/98, 60%). The provision of these services was asso-
ciated with increasing numbers of pharmacists. Medi-
cation history-taking was associated with specialist
clinical pharmacists, and patient counseling was associ-
ated with pharmacists with advanced education.

Adverse drug reaction (ADR) monitoring.
Some pharmacies assisted in the operation of the Com-
mittee of Safety of Medicines ADR monitoring scheme.
(The Committee of Safety of Medicines advises the
Licensing Authority on questions of the safety, quality,
and efficacy of new medicines for human use. It is also
responsible for encouraging the collection and investi-
ation of reports of suspected ADRs.) Provision of addi-
tional ADR monitoring schemes was associated with
specialist clinical pharmacists. Both services were avail-
able to all inpatients and to about half of all day
patients and outpatients.

Discussion

This study reports the extent of clinical pharmacy
services in U.K. NHS hospitals in 1992. Some services
were frequently provided, such as drug therapy moni-
toring on wards (ward pharmacy), drug-use control
(financial information and formulary and DTC activi-
ties), and clinical trials support. Others were rare, such
as education for some health professionals, advice about
wound care and infection control, participation in
clinical audit and PCA teams, pharmacist-run anticoag-
ulation control, medication history-taking, some ADR
monitoring, and after-hours residency services.

The results strongly support the existence of associ-
ations between the provision of services and increased
numbers of pharmacists, specialist clinical pharmacists,
and those with advanced education. Weaker associa-
tions were noted with location in teaching hospitals,
location in certain parts of the United Kingdom, and
perceptions of increased resources. Increased clinical
pharmacy services in teaching hospitals may be
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attributable to greater innovation and development of
all services and a greater need for pharmacy support
services. The failure of Special Health Authority phar-
macies to provide some services may be related to a
dominant medical profession inhibiting clinical phar-
macy development, and the greater development of
patient-oriented services in Scotland may be a regional
factor. Associations with increasing numbers of phar-
macists may illustrate the need for a critical mass of
pharmacists to provide many services. Pharmacists with
advanced education or specialists may have greater
confidence and expertise, facilitating service develop-
ment. Service provision in 1992 seemed to have been
unaffected by the creation of NHS trusts, but most
hospitals were not yet trusts. Increasing attainment of
trust status and market forces in the NHS may reduce
the number of pharmacists employed or adversely af-
fect education, with potentially negative effects on
clinical pharmacy services.

Comparison of services provided in the Unit-
ed Kingdom and the United States. We recognize
that there are dissimilarities in the nature of clinical
pharmacy services provided in U.S. and U.K. hospitals,
partly because of different definitions of clinical phar-
macy. We also recognize that there are differences in
the health care systems and in survey methods. Still,
broad comparisons of hospital pharmacy services in the
United Kingdom and the United States remain possible.
Data were compared with those cited for U.S. commu-
nity hospitals in 1992.° The case mix in the hospitals in
both surveys was broadly comparable. We cannot ex-
plain the differences that we noted, but standards re-
quired by the Joint Commission on Accreditation of
Healthcare Organizations may have influenced the pro-
vision of certain services in the United States. No such
organization exists in the United Kingdom.

Hospital pharmacies in the United States are open
longer on weekdays (15 hours/day) and weekends (13
hours/day) than those in the United Kingdom. The
number of pharmacist FTEs per 100 occupied beds was
much lower in the United Kingdom (1.4) than in the
United States (6.7). This may be related to the needs of
unit dose distribution systems in the United States and
the use of well-trained nonpharmacist support staff in
U.K. hospitals. Our survey did not examine this topic in
detail.

Information and education services were more fre-
quent in the United Kingdom than in the United States,
where 12.7% of hospital pharmacies had a drug infor-
mation center and about one quarter had a formal
pharmacist development program. U.S. and U.K. phar-
macies were involved to a similar extent in drug policy-
making mechanisms. Most U.S. hospitals had a phar-
macy and therapeutics committee with pharmacist
representation, but data were unavailable on the extent
of pharmacist activity on these; fewer U.S. hospitals
had a well-controlled formulary. Patient education or

counseling was provided for inpatients by more (69%)
U.S. than U.K. pharmacies, but similar proportions
provided ADR detection and monitoring programs,
took patient medication histories, and provided drug
therapy monitoring. There may, however, be substan-
tial differences in the provision of drug therapy moni-
toring in the two countries; all U.K. patients received
the service, albeit not on a daily basis, but it was
provided for more than half of all inpatients by only
47% of U.S. pharmacies. Pharmacokinetic consulta-
tions for inpatients or ambulatory care patients (57%)
were provided by more pharmacies in the United States,
but provision of nutritional support consultations was
similar (37% in the United States) to that in the United
Kingdom. Comparison of quality improvement servic-
es was difficult. Pharmacy audit of clinical and nonclin-
ical services was infrequent in the United Kingdom, but
contributions were often made to medical audit; in the
United States, quality assurance for clinical services was
performed in about 30% of hospitals, but data were
unavailable on contributions to multidisciplinary au-
dits or quality assurance.

Conclusion

There are a number of differences in the extent of
clinical pharmacy services in the United Kingdom and
the United States, most notably the greater develop-
ment of patient-oriented services in the United States
and of drug information, therapy monitoring, and phar-
macist education in the United Kingdom. Strongly
positive associations were found between the provision
of clinical pharmacy services and increasing numbers of
pharmacists, pharmacy specialists, and pharmacists with
advanced education in U.K. NHS hospitals.

aHarrison PI, Standing VF, Watling ]JJ. Clinical pharmacy. A
statement from the Regional Pharmaceutical Officers’ Committee.
U.K. National Health Service; 1988.

PEuropean Society of Clinical Pharmacy, United Kingdom
Clinical Pharmacy Association, and Societé Francaise de Pharma-
cie Clinique. Clinical pharmacy education and training for phar-
macists in the European Economic Community. Netherlands;
1989.

‘Pharmacy technicians undergo specific vocational training
and provide services such as compounding and dispensing. Assis-
tants usually hold less substantial qualifications.

dClinical directors, often physicians, manage organizational
sections (clinical directorates), usually grouped according to med-
ical specialty, in NHS hospitals.

€Wilson P. Personal communication. 1993.

Drug and therapeutic committees usually include medical,
pharmacy, and other staff. They determine hospital drug policy in
consultation with pertinent staff.

8Audit is a quality assurance activity. It may be led by, and
predominantly involve, physicians (medical audit), pharmacists
(pharmacy audit), or multiple disciplines (chnical audit).

bpatients receiving noninvasive diagnosis or review of treat-
ment are referred to as outpatients; those undergoing a procedure
or other treatment who are not typically admitted are referred to
as day patients.
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Establishment of a 900 telephone number
at a university-based drug information service

PHILIP O. ANDERSON

Abstract: Effects of convert-
ing a free drug information
service at a university medi-

corded data on all questions
they answered; data for 1993
were compared with those

block access to 900 numbers
from their telephone systems.
The average length of a call
was three minutes and the
average cost per call was $6.

fore implementing a 900
number is essential to allow
time for them to arrange tele-
phone access.

cal center to a 900 telephone  from 1992.
number are described. Question volume decreased
Calls to a university medi- by 48% after the 900 number

cal center drug information
service had increased beyond
the capacity of staff. A tele-
phone survey to recent users
of the service indicated that

was instituted, with questions
from outside the institution
dropping by 55%, questions
from outside health care pro-
fessionals dropping by 72%,

Net income during the first
year of operation was $6698.
The 900 number provided
some income, but it did not
completely offset operating
costs.

Index terms: Administra-
tion; Costs; Data collection;
Drug information centers;
Pharmacy, institutional, hos-
pital; Telephone

Am J Hosp Pharm. 1994;

callers outside the institution
would be willing to pay a fee
for the service, so a 900 num-
ber was instituted for outside
calls in January 1993. Staff re-

and questions from the lay
public increasing slightly.
One severe impediment to
callers from local hospitals
was that many hospitals

everal methods of charging for hospital- and
university-based drug information services have
been reported in the literature, including fixed-
or variable-priced contractual arrangements and fee-
for-service methods.!# Although commercial drug in-
formation services provide information to the lay public
via 900 access,>® a literature review revealed no reports
of such services being provided to health professionals
via a 900 telephone number from a drug information
service based at a university medical center.
The University of California San Diego (UCSD) Drug
Information Service (DIS) was established in 1978. The
DIS was made available to all community health profes-

A 900 telephone numberis  51:2684-7

a workable, but imperfect,
method of providing drug in-
formation to outside callers.
Early notification of users be-

sionals at no charge from the outset. It also handles
questions from the lay public regarding the use of
medications during breastfeeding. Staffing has varied
between 1 and 1.2 pharmacist full-time equivalents
(FTEs) plus some pharmacy resident coverage, with one
full-time pharmacist (the director) providing most of
the staffing. During 1992 and 1993, DIS staffing consist-
ed of 1.2 FTE pharmacists; pharmacy residents account-
ed for an additional 0.2 FTEin 1992 and 0.3 FTEin 1993.
From the first full year of operation in 1980, the number
of calls received by the DIS increased almost every year
from 1019 in fiscal year 1980 to 3622 in fiscal year 1992
(the university’s fiscal year is July to June).

PHILIP O. ANDERSON, PHARM.D., FASHP, is Director, Drug Informa-
tion Service, Department of Pharmacy, University of California
San Diego Medical Center, 200 West Arbor Drive, San Diego, CA
92103-8925.
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Hospital pharmacists’ participation in audit in

the United Kingdom

Siobhan Cotter, Martin McKee, Nicholas Barber

Abstract

Objective—To investigate systematically
participation in audit of NHS hospital
pharmacists in the United Kingdom.
Design—Questionnaire census survey.
Setting—All NHS hospital pharmacies in
the UK providing clinical pharmacy
services.

Subjects—462 hospital pharmacies.

Main measures—Extent and nature of
participation in medical, clinical, and
pharmacy audits according to hospital
management and teaching status, educa-
tional level and specialisation of phar-
macists, and perceived availability of
resources.

Results—416 questionnaires were re-
turned (response rate 90%). Pharmacists
contributed to medical audit in 50%
(204/410) of hospitals, pharmacy audit in
27% (108/404), and clinical audit in only
7% (29/404). Many pharmacies (59%
(235/399)) were involved in one or more
types of audit but few (4%, (15/399)) in all
three. Participation increased in medical
and pharmacy audits with trust status
(medical audit: 57% (65/115) trust hospital
v 47% (132/281) non-trust hospital;
pharmacy audit: 34% (39/114) v 24%
(65/276)) and teaching status (medical
audit: 58% (60/104) teaching hospital v
47°4 (130/279) non-teaching hospital;
pharmacy audit 30% (31/104) ©v 25%
(68/273)) and similarly for highly qualified
pharmacists (MPhil or PhD, MSc,
diplomas) (medical audit: 54% (163/302)
with these qualifications v 38% (39/103)
without; pharmacy audit: 32% (95/298) v
13% (13/102)) and specialist pharmacists
(medical audit: 61% (112/184) specialist v
41% (90/221) non-specialist; pharmacy
audit: 37% (67/182) v 19% (41/218)).
Pharmacies contributing to medical audit
commonly provided financial information
on drug use (86% 169/197). Pharmacy
audits often concentrated on audit of
clinical pharmacy services.
Conclusion—Pharmacists are beginning
to participate in the critical evaluation of
health care, mainly in medical audit.
(Quality in Health Carc 1993,2 228-231)

Introduction

Since the 1989 NHS review' medical audit,
with doctors assessing the quality of their own
work, has been the major focus of attenti

This is changing: there is a growing emphasis
on audit carmied out by other professional
groups, either alone or with others. Phar-
macists have much to contribute to the audit
process, not least because they frequently
maintain records of their contributions to
good prescribing practices.’ Also involving
experts on medicines in audit of a health
care process that includes the use of drugs
has obvious benefits, such as help in impro-
ving prescribing and drug administration
processes.

A few papers have reported the experiences
of pharmacists auditing their own activities® *
or participating with others in audit,>'" but
one study suggests that the extent to which
this is happening is limited.® Until now the
extent to which pharmacists throughout the
UK are involved in audit has not been
systematically investigated. We report the
results of a study that examined the nature and
extent of hospital pharmacists’ participation in
medical, pharmacy, and clinical audit activities
within the NHS. This information identifies
examples of current audit activities, explores
the determinants of involvement in audit,
provides a baseline against which future
initiatives can be evaluated, and suggests areas
where such initiatives might be directed.

Methods

In March 1992 a postal questionnaire was sent
to all NHS hospital pharmacies that provided
clinical pharmacy services (that is, pharmacies
where a pharmacist was present during normal
working hours and where services in addition
to supplying drugs were provided). These
pharmacies had been identified by prior
communication with district pharmaceutical
officers in England, chief administrative
pharmaceutical officers in Scotland and Wales,
directors of pharmaceutical services in
Northern Ireland, and chief pharmacists in
special health authorities. The questionnaire
had previously been tested among a panel of
clinical pharmacists from throughout England
and Wales. It inquired about all aspects of
hospital clinical pharmacy services and
included a section on pharmacists’ partici-
pation in audit; their contribution to medical
audit, and their involvement in chnical audit
(question phrased to exclude contribution to
medical audit) and pharmacy audit. The box
shows the definitions of these terms, as used in
the questionnaire. Each question had a pre-
coded section asking if pharmacy staff

and funding in the United Kingdom (UK)B [rdutinely participated in the audit activity and

X
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' Hospazal plianuacsts” particpation i aidn

Definitions of audit

Mediaal audn audit of the practices of

doctors

Chmucal audit - audit of the pracuces of

health care professionals

Pharmacy audit - audit of the practices of
pharmacists

an open section inviting respondents to specify
these activities. The question on medical audit
additionally requested information on the
extent of provision of different types of help
and information for the audit process. Postal
reminders were sent after six weeks, and
further non-responders were followed up by
telephone.

Data were analvsed with the statisucal
package for the social sciences (SPSS/PC+).
Information from ordinal categorical vanables
was collapsed to form binary data (none and
very little = not provided; a moderate amount
and lots (on average two hours a weck or
more) = provided) and described using
frequencies. Comments volunteered by
respondents to open sections of questions
were coded with kev words.

A priori hypotheses, on relations between
participation in audit (dependent variables)
and demographic, staffing, and other (inde-
pendent variables), were tested. Among the
independent variables tested were pharma-
cists’ perceptions of increased availability of
resources for clinical pharmacy services owing
10 a Department of Health policy document,
HC(88)54"" and the Nuffield report,'* both of
which recommended the development of
clinical pharmacy in the hospital sector in the
UK. Although the documents pre-date audit,
they may have increased pharmacists’
involvement in wider aspects of health care,
including audit. The data set was a census
because of total coverage of UK NHS hospital

Tablc 1  Percentage® (number) of pharmacics parncipanung in audit in NHS hospualst
m the UK, according to hospual managment and tcaching siatus

Ivpe of audn Managemens status Teachmg statusy
actiz iy

NHS rua Darcetly managed unmt Now-tcaching Teaching
Medical audn 57 (65/115) 47 (132/281) 7 (130/279) S8 (60/104)
Pharmacy audit 33 (39/114) 24 (65/276) 25 (68/273) 30 (31/104)
Chinical audnt 11 (1¥%/115) 5 (15/275) 5 (13/275) 13 13102)

“Percentages vary shghth from overall results owing 10 missing data.

n which a pharmacist was present dunng normal working hours and services n
addinon 10 supplying drugs were provded.
$Locanon in medical school teaching hospatals.

Tablc 2 Percentage® (numbcr) of pharmacies participatng in audit in NHS hospitalst
in the UK, according to educational level and specialisanion of pharmacists

Tvpe of audn Emplovment of pharmacists tosth higher Empiovment of speciatist chmcal
actrs uy qualificanonst phannucisre§

Not cmplinod Emploved Nog cmplonnd Emploved
Medical audnt IR (39 103) 54 (163/302) 41 (90/221) 61 (112/184)
Pharmacy audn 13 Q1¥102) 32 (95 208 19 (41/218) 37 (67182
Chmcal audn 3 (3103 9 (26/297) 4 (9217 11 (20/183)

“Percentages van shghth owing 10 miang data

tPharmacies in which a pharmacast was present dunng normal working hours and senviees in
add non 1o supplving drugs were provided

$MPhil or PhD, M5, or diplomas

$Spending 50" « or more of th i tme working 1n 2 spuciahst area of pharmacy  for example.
an oncology specialist pharmacist

pharmacies and a high response rate (see
results below). This made most statustical tests
inappropnate. To assess the effects of staffing
on parucipauon in audit acuvines, however.
the data were treated as a sample in time and
x° tests for trend were conducted.

Results

GENERAL. RESULTS

The response rate to the questionnaire was
90% (416/462). Within the UK the response
rates varied from 61% (14/23) in Northern
Ireland to 96% (23/24) in Wales. Except for
Scotland, where all non-responders were non-
teaching hospital pharmacies, and Northemn
Ireland, where 67% (six) were non-teaching
hospital pharmacies, similar proportions of
responding and non-responding pharmacies
were located in teaching hospitals (27%, 112
and 23%, 11 respectively).

Pharmacists reported contributing to
medical in 50% (204/410) of hospitals,
undertaking pharmacy audit in 27% (108/404)
and participating in clinical audit in onlv 7%
(29/404). Many pharmacies (59%, 235/399)
were involved in one or more types of audit
but few (4%, 15/399) in all three types.

EFFECT OF HOSPITAL TYPE

Although half of all pharmacies surveved
reported participation in the medical audit
process, a higher proportion of those in NHS
trust hospitals and medical school teaching
hospitals contributed than those in directly
managed units or non-teaching hospitals
(table 1). The same observation applied to
pharmacies’ participation in pharmacy audit;
small numbers precluded comments on
variations in participation in clinical audit.

EFFECT OF STAFFING FACTORS
The likelihood of pharmacists’ participation in
medical and pharmacy audit increased signifi-
cantly with increasing numbers of pharmacy
staff (x*=20-8 and 25-2 respectvely,
p <0-001). The odds ratio for conduct of
pharmacy audit increased twofold when four
to six pharmacists were employed and fourfold
when more than 10 were employed; the
corresponding odds ratios for contribution to
medical audit were 1-7 and 31 respectively.
The presence of pharmacists with higher
qualifications (MPhil or PhD, MSc, or
diplomas) or specialist clinical pharmacists
(who spend half of their time or more in a
clinical pharmacy specialty) was associated
with pharmacists’ participation in all types of
audit (table 2). When pharmacists with higher
degrees were employed the proportion of
pharmacies conducting pharmacy audit more
than doubled, and when specialist clinical
pharmacists were present the proportion of
pharmacies contributing to medical audnt
increased by 20°, from 41% (90 pharmacies)
to 61% (112).

EFFFCT OF PERCEIVFD Rf SOURCF SHIF1S
Some respondents indicated that the health
circular HC(88)54"! and the Nuffield report'-
had increased resources for hospnal clhnical



Table 3 Percentagd ® (mumber) of pharmacics paritapatmg m aredn ;e NHS hospaal<t
i the UKL acconding to pharmact 17 poroptions of mocased aiadabilioy of reswnees fon

chmcal pharmacy oz g 10 HOSS S and Na'tidd vopert

Ivpe of andu He X\ ~3 N r poar
P NRIAY

N hang, Iucscasd aces No anes Dicreased actrzm
Medwal audn 44 (oo 227 50 101172 47 421303 o3 1775
Pharmacy sudit 19 (43224 IS o0 23 T IK (2NR/T5)
Chmcal audut 7 (16222 NIRRT 7 (20204 R (6/75)

*Percentages van shghth owing 1o misang data

tPharmacics m which a pharmaast was present duning normal working houns and wrvices in

addinon to supplying drugs were pronaded.

Tablc 4
hosputals® in the UK

Nawre of the commbunion of hospual phannacies to medical audn in NHS

Comtnbutiont

Percentage (N0) pharmacic

Finanaal information on drug use

Help ain creation of presanbing polioses

Information on adherence 10 agreed presanbing policies
Information on problems in prescnbing provess

Ro (low/]07)

T1O134I8S
62 (115/1R0
4R (Re/180)

*Percentages vary slightly owing 10 misung data.
1Number of respondents 1o individual quesiions vaned shightly.

pharmacy services. An association was
observed between preceived increases in
resources, consequent on these reports, and
participation in medical and pharmacy audit
(table 3). Pharmacies in which resources were
considered to have increased as a result of the
health circular were more commonly partici-
pating in medical audit (59%, 101/172) and
pharmacy audit (38%, 64/170) than those in
which resources were considered to have been
unaffected (44%, 100/227 and 19%, 43/224
respectively). Similarly, pharmacies were more
commonly participating in medical audit
(63%, 47/75) and pharmacy audit (38%,
28/75) in hospitals in which it was thought
that chinical pharmacy resources had increased
as a result of the Nuffield report than in those
where no effect had been perceived (47%,
142/303 and 24%, 72/300 respectively).

SPECIFIC CONTRIBUTIONS TO AUDIT

Of pharmacists’ contributions to medical
audit, the commonest was providing financial
information on drug use (86%, 169/197)
(table 4). Many pharmacies helped to create
prescribing policies (71%, 134/188) and fed
information on adherence to such policies
back to the audit group (62%, 115/186). A
smaller proportion (48%, 86/180) supplied
information on problems experienced by
pharmacists with the process of doctor’s
prescribing. Some pharmacies volunteered
additional information on contributions to
medical audit. Of these, 36 stated that they
were involved in directly auditing prescribing.
Examples given included audit of the
prescribing of antibiotics, ant-emetics, and
depot neuroleptics.

Those pharmacists who specified the
pharmacy audits carned out indicated that
activities pursued included the audit of
intervenuons (54  pharmacies), when
pharmacists make inquiries (often of a doctor)
to satisfiy themselves that a prescription is
appropnate, often resulung in alteration of the
prescnpuon, and audit of specific clinical

Conar. McKoo. Barbar

pharmacy services such as therapeutic drug
monttoring, central intravenous additives
services, and drug information services (40
pharmacics), errors 1 pharmacy  processes
such as dispensing (16), and service responsc
ume (16).

The climcal audit activities pursued varied
from multidisciplinary audit of whole depart-
ments (25) and of medicine usage (17) to
auditing other hospitals or their departments
(three). Specific examples included audit of
physiotherapy and dietetics departments,
audit of laxauve and antacid use, and audit of
drug supplv and distribution at other
hospitals.

Discussion

The results of this census survey suggest that
pharmacists are beginning to become involved
in audit activities, particularly in medical
audit. They are starting to evaluate their own
activities and services but have rarely, as ver,
become involved with other health care
professionals in clinical audit. This picture is
true for most parts of the UK.

EXPLANATIONS FOR PRESENT LEVEL OF
PARTICIPATION IN AUDIT

Pharmacists’ involvement in medical audit
tended to be based on providing information.
This is a traditional and, perhaps, more easily
assumed role for pharmacists than that of
direct involvement in the prescribing arena
and in creating prescribing policies. Phar-
macists were less involved in using medical
audit as a means of alerting doctors to
prescribing problems; fewer than a quarter of
pharmacies surveved did this. Prescribing
problems are usually addressed in one to one
doctor-pharmacist discussion in the ward or
through hospitalwide policies, often linked to
formulary management. Yet prescribing prob-
lems are common, and research has shown
that pharmacy has a unique insight into
individual problems in particular medical
specialties through its system of ward
pharmacy’’> and because of its use of
computerised records of drug usage. Medical
audit enables systematic review of prescribing
problems and the development of strategies
for their future avoidance, all as part of an
educational process.

The most common pharmacy audit
activities were audit of the ward pharmacy
service, of prescription monitoring, and of
more specialised services such as therapeutic
drug monitoring. The existence of these
programmes is encouraging and signifies a
desire among some pharmacists to evaluate
critically their clinical services. These internal,
professional audits also complement external
audits currently performed on some sections
of pharmacy departments, such as manufac-
turing units.

The virtual absence of pharmacists’ activity
in clinical audit may not indicate their lack of
interest. Rather, it may simply reflect the
limited extent to which clinical audit was
performed in NHS hospitals at the time of the
survey. The nature of the audits in which



pharmacy wa involved mav signity, to some

extent, the expanuon of the pharmacy
manager’s  responsibiliies to encompass
managenal  responsibility for  paramedical

groups within hospatals.

Pharmacies in teaching hospitals  paruci-
pated more frequently in all audit acuvines.
From evidence gathered in this survey the
most hikely reason is their greater development
of clinical pharmacy services with more highly
qualified pharmacists. The same pattern of
greater participation was seen in trust hospitals
and in hospitals that emploved pharmacists
with higher degrees and specialist clinical
pharmacists; it is not immediately obvious why
this should be so. The association between
perceived increases in resources for clinical
pharmacy services and increased participation
in audit may mean that pharmacy managers
committed to developing chnical pharmacy
used documents such as HC(88)54'' and the
Nuffield report'” to support their efforts. Since
neither of these resulted in additional direct
government funding the association may be a
proxy for a high level of commitment by
pharmacy managers and general managers to
make services more appropriate.

NENT STEPS

The variation in the extent to which phar-
macists have become involved in audit demon-
strates considerable scope for development. By
providing examples of what is being done this
survey suggests ways in which pharmacies not
yet involved in audit might start.

Several factors could contribute to
increasing pharmacists involvement in audit.
Pharmacists have yet to optimise their
contribution to medical audit, becoming team
workers not simply providers of information.
Doctors would welcome greater involvement
by pharmacists in audit,’® and pharmacists
may be raising artificial barriers that limit their
participation. The difficulty of undertaking
audit in hospital pharmacies with only one or
two pharmacists may be overcome by
organising programmes with nearby hospitals,
possibly using pharmacists with higher degrees
to lead the process. This model of audit may
also be applicable to community pharmacy
where, currently, pharmacists often practice
alone. The new regional offices could provide
useful leadership and coordination for such
schemes. Although audit must be led locally,
academic pharmacy practice units could
accelerate its development by providing
training and by disseminating information on
audit methods. This would be an appropriate
use of funds for clinical audit. The medical
royal colleges have had a key role in promoting
medical audit and disseminating guidance on

good pracuce. Similar acuvity 1s needed in
pharmacv. The Pharmaceutical Society should
assume this ininauve. Its recent appomtment
of an audit fellow, in association with the
Department of Health, 1s but a first step; it 15
essential that the resulung work is not
confined to pharmacy audit but seeks to
integrate pharmacists into clinical audit.

Clinical audit has much to gain from greater
participation by pharmacists.  Hospital
pharmacies routinely gather information on
several aspects of the process of drug use that
could be usefully incorporated into audit
cycles. This should facilitate linking health
care processes with outcomes and help to
enhance both. Such a scenario will necessitate
research into aspects of service provision,
which audit should stimulate by providing the
research questions.'* With increasing emphasis
on multdisciplinary audit, these questions will
be addressed by mulidisciplinary health
services research, to which pharmacists can
contribute by promoting increased commu-
nication and collaboration between pharmacy
and mainstream health services research
centres.

This study was carried out as part of a PhD programme (SMC)
and ﬁ.mdcd jointh by the Department of Health (as part of a

v Pracuce Rescarch Enterpnse Scheme Award) and
the pharmaceuucal division of North West Thames Regional
Health Authonty. We thank all those who took part in this
survey for their ume and effort.
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Hospital clinical pharmacy services
provided to primary care

SIOBHAN M. COTTER, NICHOLAS D. BARBER and MARTIN McKEE

Recent changes in the United Kingdom national health service (NHS) have
increased the need for pharmacy services in primary care. Government documents
have advocated a role for hospital pharmacists in the provision of clinical
pharmacy services to primary care. A census survey was carried out to establish the
extent to which hospital pharmacists have become involved in the provision of
clinical pharmacy services to primary care patients and health professionals.
Questionnaires were sent to district pharmaceutical officers in England (and their
equivalents in the rest of the UK). One hundred and ninety-three questionnaires
were returned (92 per cent). Hospital pharmacists provided few advisory,
educational or information services to patients and primary care health
professionals, with the exception of primary care nurses. Pronounced variations in
service provision were observed in different parts of the UK. Respondents gave
reasons for their limited involvement and indicated that the provision of services is

increasing.

The survey shows that government policy on the provision of hospital clinical
pharmacy services to patients and health professionals in primary care has not
been implemented. The provision of such service is, however, increasing, mainly as
a consequence of the NHS reforms and the movement of resources to primary

care.

RECENT shifts in the provision of health care to
the community! have posed challenges for phar-
macists who, in common with other health profes-
sionals, increasingly seek to provide a *“‘seamless
service”. Historically, pharmacy service provi-
sion in primary and secondary care has been
segregated but there are suggestions that this is
changing.>? A government health circular,' and
other reports.’® advocate that hospital clinical
pharmacists develop advisory roles in primary
care. Although this has many perceived benefits,
the extent to which it has happened is unknown.

Clinical pharmacy has been defined by the
Department of Health as the application of phar-
maceutical skills to “‘medicine usage both at the
policy making level and in the treatment of
individual patients”.* The aim of this study was to
examine and quantify the extent to which hospital
pharmacists have become involved in the provi-
sion of clinical pharmacy services to health pro-
fessionals, institutions and patients in the prima-
ry care sector. Data were examined for the
existence of links between service provision and
perceived changes in hospital pharmacy
resources.

Methods

In 1992, a postal questionnaire was sent to the
professional managers of pharmacy services in
each district (or equivalent)* in the UK NHS,
namely, district pharmaceutical officers (DPhOs)
in England, chief administrative pharmaceutical
officers (CAPOs) in Scotland and Wales, direc-
tors of pharmaceutical services (DPSs) in North-
ern Ireland and chief pharmacists in special
health authorities (SHAs, providers of specialist

health services). The questionnaire had previously
been pre-tested among DPhOs in one English
region and by a panel of clinical pharmacists from
England and Wales. It explored the extent to which
selected advisory, information and educational
services were provided. at the time, by hospital
pharmacists (including community services phar-
macists) to health professionals, institutions and
patients in the community. These services had
been selected following initial questionnaire pre-
tests. Most questions consisted of a closed section,
providing a choice of two (ves/no) or four respons-
es (none, very little, a moderate amount and lots).
followed by an open section. Postal reminders
were sent after six weeks and further non-
responders were followed-up by telephone.

Data were entered on dBase IV (Borland Inc,
Scotts Valley, California) and analysed using the
Statistical Package for the Social Sciences (SPSS
PC+, SPSS Inc, Gornichem, The Netherlands).
Information from ordinal categorical variables
was collapsed to form binary data (none and very
little = not provided; a moderate amount and lots
= provided) and described using frequencies.
These frequencies represent the number of dis-
tricts in which services were provided by hospital
pharmacists to various recipients in primary
care. Hypotheses were tested exploring the rela-
tionship between the provision of clinical pharma-
cy services (dependent variable) and perceived
changes in hospital pharmacy resources as a
consequence of health circular HC(88)51." the
Nuffield Report® and attainment of trust status

* District 1s used to refer also to health boards (Scotland and
Northern Ireland) and health authorities (W ales and special
health authorities)
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(independent variables). Comments volunteered
l))f resp(m(lents to open sections of questions were
coded using key words.

Results

Of the 211 questionnaires originally sent. 193
{92 per cent) were returned. The response rate
ranged from 75 per cent (3 out of 1) in Northern
[reland to 93 per cent (163 out of 177) in England.
Data were treated as census rather than sample
data because of 100 per cent coverage and a high
vesponse rate. This obviated the need for tests of
statistical significance.

Provision of services Many districts provided
information, advice or educational services to
primary care nurses but did not provide them to
general practitioners (GPs), community pharma-
cists, other primary care professionals'l“. institu-
tions or patients. There were large variations in
service provision between the different UK coun-
tries and SHAs (Tables 1-6). In general, levels of
service provision were higher in Scotland than in
England or Wales and some services were not
“provided by SHA pharmacies. The high levels of
service provision in Northern Ireland should be
interpreted in the light of the small numbers
involved (n = 3).

Drug information was the most commonly-pro-
vided service. For information provided indepen-
dently of drug information centres (DICs). the
frequency of provision ranged from 37 per cent
for other primary care professionals to 62 per
cent for primary care nurses. DICs provided
information least frequently to primary care
institutions (27 per cent) and most often to GPs
(32 per cent). Provision varied throughout the
UK.

For GPs. districts often provided drug informa-
tion from DICs (52 per cent), information on
general drug related matters (41 per cent) and
advice on prescribing and prescribing policies (36
per cent) but rarely provided education (12 per
cent). Service provision to GPs was variable;
except for drug information provided by DICs,
the frequency of service provision was higher in
Scotland and Northern Ireland than in the re-
mainder of the UK (Table 1).

Primary care nurses were provided with high
levels of most services. They received information
on general drug-related matters in 62 per cent of
districts. Services provided to nurses centred on
education, drug information and advice on wound
care. rather than on more technical patient care
services (Table 2). This point is illustrated by the
relatively low (34 per cent) provision of advice on
analgesia or on equipment used in patient con-
trolled analgesia (PCA). Pharmacies in Northern
Ireland did not provide advice on analgesia or on
equipment used in PCA, a service which may be
perceived as representing greater clinical phar-
macy development. Only one of the five SHAs
replving to the questionnaire provided pharmacy-
run educational services or drug information to
nurses.

Counselling was provided for individual patients

v These included chiropodists. dentists and other profession-

als working in primary care

Table 1: Provision of clinical pharmacy services by hospital pharma-
cies in the UK national health service to general practitioners

Service Number (%) of districts* providing each service

AlLUK  England N lreland Scotland Wales  SHAst
(n=192) (n=164) (n=3) (n=12) (n=8) (n=5)

Advice on prescribing or

on prescribing policies 69(36) 57(35) 2(67) 8(67) 2 (25 0(0)
Advice on financial

aspects of drug use 37(19) 29(18) 2(67) 6(50) 0 (0 0(0)
Information on general

drug-related matters 78(41) 66(40) 21(67) 8(67) 2 (25 0(0)

Drug information from

drug information centres 99(52) 86(52) 1(33) 4(33) 8(l00) 0(0)
Educational services 23(12) 19(12) 0(0) 3(25 1 (13) 0O
* Includes district health authorities (England), health boards (Scotland and Northern

Ireland) and health authorities (Wales and special health authorities)
t Special health authorities

Table 2: Provision of clinical pharmacy services by hospital pharma-
cies in the UK national heaith service to primary care nurses

Service Number (%) of districts* providing each service

AlLUK  England N lireland Scotland Wales ~ SHAst
(n=193) (n=165) (h=3) (n=12) (n=8) (n=5H)

Advice on wound care 102(53) 87(53) 1(33) 8(67) 6 (75) 0 (O
Advice on analgesia/
equipment used in patient

controlled analgesia 66(34) 60(36) 0 (0) 3(25 3 (38) 0 (0)
Information on general
drug-related matters 120(62)102(62) 2(67) 8(67) 7 (88) 1(20)

Drug information from

drug information centres 96(50) 81(49) 0 (0) 6(50) 8(100) 1(20)
Educational services 102(53) 89(54) 2(67) 5(42) 5 .(63) 1(20)
* Includes district heaith authorities (England), health boards (Scotland and Northern

Ireland) and heatth authorities (Wales and special heaith authorities)
t Special heaith authorities

Table 3: Provision of clinical pharmacy services by hospital pharma-
cies in the UK national health service to patients and persons in the
community

Service Number (%) of districts* providing each service

AlFUK  England N lreland Scotland Wales ~ SHAsT
(n=192) {n=164) (n=3) (n=12) (n=8) (n=H)

Individual counselling for

patients with specific

drug-related needs (eg,

patients receiving total

parenteral nutrition or

patient controlled

analgesia)i 47(25) 35(21) 1(33) 6(50) 4(50) 1(20)
Group education for patients 24 (13) 23(14) 0 (O) 1 (8 0 (0) 0(0)
Group education for persons

in the community 28(15) 28(17) 0 (» 0 (® O (0) 0O

* Includes district health authorities (England), heaith boards (Scotland and Northern
Ireland) and health authorities (Wales and special health authorities)

t Special health authorities

t This could include domiciliary visits or counselling of patients in primary care institutions

in primary care in 235 per cent of districts but
educational services were less frequently provid-
ed for groups of patients (13 per cent) or other
groups in the community (15 per cent). The
frequency of provision of individual counselling
was highest in Scotland and Wales: education was
provided to groups of people in the community
only in England (Table 3).

Community pharmacists were provided with
drug information from hospital pharmacy DICs in
just under half of all districts (Table +). The more
advanced clinical services. namely. advice on
analgesia and total parenteral nutrition (TPN) or
on equipment used in PCA and TPN. were rarely




provided (Table ). Communication between hos-
pital pharmacists and their colleagues in the
community about patients with specific drug-
related needs being discharged from hospital was
uncommon (22 per cent) and community pharma-
cists rarely received educational services from
hospital pharmacies (16 per cent).

Primary care health professionals (other than
doctors, nurses and community pharmacists),
were provided with information on drugs in about
a third of districts and with educational services
in under one fifth (Table 5). Service provision in
Wales was higher than in the rest of the UK.
Services were not provided in SHAs (Table 3).

Information on general drug-related matters
was often (48 per cent) provided to primary care
institutions. This included residential homes, hos-
pices and nursing homes. Many districts provided
education for staff in these institutions (32 per
cent) and advice on wound care (30 per cent) but
few provided advice on sedation (15 per cent) and
PCA (18 per cent). No services were provided in
SHAs. Health boards in Northern Ireland provid-
ed only general drug information and education.
Advice on wound care was provided more com-
monly in Scotland and Wales than in England
(Table 6).

Changes in resources Respondents were asked
about the effects of certain documents on hospital
pharmacy resources. HC(88)54* was considered
to have increased pharmacy resources by 49 per
cent (94 192) of respondents overall in the UK,
but by more respondents in Scotland (9/11) and
Wales (6 8). Although few UK respondents overall
(16 per cent, 30/185) thought that the Nuffield
report® had increased pharmacy resources, four
of seven Welsh respondents thought that it had
done so.

Trust status had been attained by one or more
hospitals in 58 per cent (106/183) of districts. No
SHA, and fewer Scottish (2/10) and Welsh (3/8)
than English (100/158) districts contained trust
hospitals. In the 106 districts where trust hospi-
tals existed, 22 (21 per cent) of respondents
thought that pharmacy resources had altered as a
result.

Possible explanations for levels of service provi-
sion It had been hypothesised that positive shifts
in hospital pharmacy resources would increase
the provision of clinical pharmacy services to
primary care. Increased resources as a result of
HC(88)54* or the Nuffield report® had a greater
effect on the provision of clinical pharmacy
services to primary care than trust status. The
provision of 20 of the 27 services inquired about
in the questionnaire was higher (by 210 per cent
or, for infrequently provided services, by a factor
of two) in districts where resources were thought
to have increased as a result of HC(88)54. Where
the Nuffield report was thought to have increased
resources, 21 services were more commonly pro-
vided. Three services were more frequently pro-
vided, and one less frequently provided, where
hospitals had attained trust status. Perceptions of
changes in resources due to attainment of trust
status were associated with the increased provi-
sion of nine services.

The comments volunteered (by 133 respondents)

Table 4: Provision of clinical pharmacy services by hospital pharma-
cies in the UK national health service to community pharmacists

Service Number %) of d stricts® prov d ng each serv ce

Al UK Engand Nlreland Scotand Waes  SHAst
(n=193) (=165 n=3} (n=12 (n=8 n=>5)
Advceonanagesa
equ pment used n pat ent
contro ed ana ges a 7 4 5300 0 0 225 0 0
Advice on parenteral
nutnt on equipment used
in total parenteral
nutrition 42 4@ 00 0© 0 O 0 0
Advice on discharge of
patients with specific drug
needs 42(22) 32(19) 1(33) 3(25) 4 500 2(40)
Drug nformation from drug
information centres 80(42) 63(38) 1(33) 7(58) 8(100) 1(20)
Educational services 30(16) 23(14) 1(33) 4(33) 1(13) 1(20

* Includes district health authonittes (England), hea th boards (Scotland and Northern
Ireland) and health authonties (Wales and special health authorit es)
t Special heaith authorities

Table 5: Provision of clinical pharmacy services by hospital pharma-
cies in the UK national health service to other primary care health
professionals*

Service Number (%) of d str ctst prov d ng each serv ce

AllUK England N Ireland Scotand Waes  SHAst
(n=192) (n=164) (n=3) (n=12) (n=8) (n=5)
information on general
drug-related matters 70(36) 61(37) 1(33) 4(33) 4(50) 0(0)
Drug information from drug -
information centres 64(33) 54(33) 1(33) 4(33) 5(63) 00
Educational services 33(17) 28(17) 1(33) 2(17) 2{(25) 0 Q)

* Not inciuding GPs, pnimary care nurses or community pharmacists

t Includes district health authonties (England), health boards (Scotand and Northern
Ireland) and health authorities (Waies and special hea th authorit es)

t Special health authorities

Table 6: Provision of clinical pharmacy services by hospital pharma-
cies in the UK national health service to primary care institutions*

Service Number (%) of distr ctst providing each serv ce

AIlUK England N reand Scotland Wales  SHAst
(n=193) (n=165) n=3) (n=12) (=8) n=3)
Advice on wound care 58(30) 48(29) 0 0 5(42) 5(63) 00
Advice on sedation policies 29(15) 26(16) 0 0) 2(17) 1(13) O(O)
Advice on anaigesia/
equipment used Iin patient
controlled analgesia 35(18) 32(19 0 (00 1 8 2(25 00
Informat on on general
drug-related matters 92(48) 80(49) 2 67) 5(42) 5(63) 00
Drug nformation from drug
information centres 52(27) 43(26 0 (0) 4 33) 5(63) 0(0
Educational services 61(32) 52 32) 267 325 450 00

* Includes residential homes, hospices and nurs ng homes

t Includes district health authorities (Eng and) hea th boards (Scot and and Northern
Ireland) and health authorit es (Wales and spec al hea th author t es)

t Spec al heaith authornties

provided useful additional information. In 22
districts, hospital pharmacy departments were
increasing their activities in primary care. Some-
times the input was via family health services
authority (FHSA) pharmaceutical advisers. who
were often hospital pharmacists on a part-time or
sessional basis (12 cases).

Twenty-nine respondents provided examples of
specific services that were not inquired about in
the closed questions, or gave further details of
answers to the closed questions. These included
the provision of newsletters outlining changes in
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hospital prescribing policy. issue of pre-packed
intravenous products to patients and educational
booklets to primary care professionals and insti-
tutions. the creation of common hospital-primary
care prescribing policies, assistance with the
development of practice formularies and assess-
ment of dav-centre patients’ drug therapy.

Respondents (n = 72) also described barriers to
and opportunities for change. The most common-
ly cited reason for lack of involvement in primary
care was lack of resources (10 cases). Other
reasons were that hospital pharmacists thought
that the FHSA pharmaceutical advisers were
providing many of these services (5 cases) or that
the responsibility for such service provision
rested with community pharmacists (4 cases).
Factors which could lead to increased involve-
ment in the provision of services to primary care
included the belief that hospital pharmacists
should become more involved (14 cases), the
potential payment for such services (4 cases),
increased funding for primary care (4 cases) and
increased funding for hospital pharmacy as a
result of gaining trust status (6 cases).

Discussion

This study suggests that the involvement of
hospital pharmacists in primary care is extremely
variable but generally limited. There are some
explanations for the observed findings. For exam-
ple, SHA pharmacies would not be expected to
provide services to primary care because most do
not serve local populations. The less frequent
provision of more advanced services in Northern
{reland may because of the relative under-devel-
opment of clinical pharmacy there. This could be
a consequence of the small numbers of pharma-
cists employed in each hospital pharmacy in
Northern Ireland, the dominance of the medical
profession and inherent conservatism. In the
remainder of the UK, however, the lack of service
provision to primary care is not se easily ex-
plained. Although there were some encouraging
results, such as the extent to which individual
patient counselling was provided to patients and
the high proportion of hospital pharmacies pro-
viding information on drugs to various recipients,
other results were disappointing,.

Respondents’ comments suggested that hospital
pharmacies were becoming increasingly involved
in the provision of services to primary care.
Reasons for the delay in such involvement were
also provided, namely, lack of resources, prior
provision by FHSA pharmaceutical advisers and
the attitude that community, rather than hospi-
tal, pharmacists should provide such services.
The comments implied that hospital pharmacists’
awareness of the importance of, and need for,
their contribution to the provision of health care
in the primary sector could stimulate their in-
volvement. Payment for such activities was identi-
fied as an incentive to their provision. Respon-
dents also volunteered information on services
that had been developed.

This study has certain limitations. Although
respondents were managerially responsible for
pharmacy services in their districts, they may
have been unaware of all the services being
provided. This may have occurred despite advice

{in the covering letter) to delegate completion of
the questionnaire to a more appropriate person if
necessary. In addition, replies to questions on the
provision of more advanced clinical services, such
as the provision of advice on PCA, may reflect
their uptake rather than their availability. Hy-
potheses relating to the effects of trust status
referred to net resource shifts and did not specify
their direction. More specific hypotheses were
impossible since some health authorities con-
tained multiple trust hospitals and resource
changes in individual hospitals could be either
positive or negative.

Although the variations in service provision to
different recipients and between different parts of
the UK, which are described in this survey, could
be partially explained by resource factors that
have affected hospital pharmacy, the overall lack
of service provision may be explained by other
factors. The barriers to change and the reasons
for current progress also reflect the opportunities
presented by the internal market, changes in
hospital pharmacists’ attitudes and FHSAs™ ex-
pressed need for pharmaceutical advisers.

Many health professionals and managers recog-
nise the need for greater integration of primary
and secondary care. We believe that hospital
pharmacists have much to contribute in this
endeavour. Their increased involvement in the
provision of services that are not already being
provided by primary care pharmacists or other
health care workers has potential advantages for
patients, professionals and institutions. Hospital
pharmacists could consider the provision of home
intravenous therapy, particularly for products
that are not available commercially or to ensure
continuation of therapy while the commercial
supply is being organised. This may speed patient
discharge and will utilise production facilities and
skills in hospital pharmacies. Increased liaison
about prescribing between practitioners in prima-
ry and secondary care creates a need for hospital
pharmacists to inform GPs, among others, of
changes in hospital prescribing policies. This may
extend to assistance in the creation of primary
care prescribing policies. Drug information cen-
tres and formulary, specialist and drug economy
pharmacists have potential roles in this area,
probably via links with, or acting as, FHSA
pharmaceutical advisers.

Increasingly, patients with specific drug related
needs are being discharged. Hospital pharma-
cists’ experience of such patients could be usefully
employed, in collaboration with primary care
professionals and institutions, to ensure smooth
transfer and optimum after-care of these patients.
Visits by hospital pharmacists to the patient’s
home or institution to monitor complex therapy,
for example, may help reassure GPs and others
involved in continuing care. It is likely  that
hospital pharmacy departments are currently
considering their potential involvement in prima-
ry care. Our suggestions provide some ideas for
co-operative ventures with purchasers and pro-
viders in primary care.

Conclusion

The provision of hospital clinical pharmacy
services to recipients in primary care was low,
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despite the existence of several facilitating fac-
tors. These include the removal of barriers be-
tween primary and secondary care that has led to
a need for hospital pharmacy input into the care
of patients in the community. rising expenditure
on drugs in primary care that has created a need
for increased controls on drug use,” and advocacy
of the use of hospital pharmacy expertise in the
provision of advice on better prescribing. Not-
withstanding these factors. the implementation of
government policy'*® on hospital pharmacists’
involvement in the provision of clinical services to
primary care has been incomplete.
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IBROAD bPECTRUMI

How FAR FORWARD?

By SIOBHAN COTTER, MARTIN McKEE and NICHOLAS BARBER

HE Way Forward for Hospital Pharmaceu-
cal Services (HC(88)54 in England and
ales and similar documents in Scotland
nd Northern Ireland) were the first govern-
ent policy documents supporting the de-
elopment of clinical pharmacy in United
ingdom National Health Service hospitals.
hey assumed that some clinical pharmacy
rvices were provided in most hospitals and
made specific recommendations on the pro-
vision of others.

SURVEY

The Way Forward was effecuve for five
years and has recently been extended. It is
appropriate, therefore, to consider if it has
achieved its aims and whether its recom-
mendations are still relevant in the changed
NHS of 1994. We do so here, on the basis of
a major survey that we have carried out into
the work of NHS hospital pharmacies (Am J
Hosp Pharm 1994;51:2676).

The creators of the Way Forward assumed
some clinical pharmacy services were well-
developed in 1988 although there were few
published data to hand. The services con-
cerned were the routine review of prescrip-
tions, drug information, guidance and prep-
aration of products requiring assembly for
specific patients, and systems to encourage
rational and economic use of medicines.
Our survey, which quantified the provision
of an extensive range of clinical pharmacy
services provided in UK NHS hospitals in
mid-1992, found that most of the assump-
tions were correct.

The survey found that almost all UK NHS
hospital pharmacies routinely reviewed in-
patient prescriptions. Although an on-site
drug information centre was to be found in
just two thirds of hospitals, all pharmacies
provided drug information. Most hospitals
(87 per cent) had drug and therapeutics
committees and pharmacists were active in
almost all of these. Hospitals usually (82 per
cent) had a formulary; in most it was actively
used to control drug use.

The predominant message in the Way
Forward was a recommendauon to develop
clinical pharmacy services. The 1992 survey
quantified the provision of many of these
services and showed that several, but not all,
services have been developed (see Table).

From these results we conclude that
services which were assumed to be already
well-developed in 1988 were extensively
provided by 1992 but recommendations for
service development have not been imple-
" mented umversally. We found that 43 per

cent of respondents thought that circular

Siobhan M Cotter 1s a PhD student in the
health services research unut, London School of
Hygiene and Tropical Medicine, London, Dr
McKee is senw'roncmrcr in public health
medicine in the same untt Nicholas Barber is
professor of the practyce of pharmacy, School of
Pharmacy, Universicy of London

Pl

HC(88)54 or its equivalent had increased
resources for clinical pharmacy. The survey
also showed that provision of clinical phar-
macy services was associated with a percep-
tion of increased resources for clinical phar-
macy as a result of the Way Forward.
Although the absence of comprehensive data
on service provision prior to the publication
of the Way Forward makes it difficult to
comment on its effect in furthering the
development of clinical pharmacy our re-
sults suggest that its publication was an
important facilitator 1n this process.

Since the publicauon of the circular there
have been significant changes in the NHS.
Although its aim is still pertinent today the
system for the management and provision of
health care has changed. Resource manage-
ment has been implemented widely and
there is an internal market for health care.
Hospital pharmacies now provide services to
clinical directorates. Some do so within
contracts, with directorates defining the
services they wish to purchase. This, rather
than the Way Forward, may increasingly be
determining the services that are provided.
The NHS changes have also provided phar-
macy with further opportunities to promote
the rational use of medicines. Pharmacies in
two thirds of hospitals with clinical director-
ates had availed themselves of these by
providing directorates with advice and fi-
nancial information on drug use and materi-
al for the creation of prescribing policies.

SHARING

Government policy has emphasised the
provision of health care in the pnmary
sector. This has several implications for
hospital pharmacy. There is a pressing need
to share hospital clinical pharmacy expertise
with community pharmacists since increas-
ing numbers of patients are being treated in
primary care. Reductions in the length of
hospital stay and the greater use of day care
has created a need for hospital pharmacists
to extend their traditional clinical activites to
facilitate the provision of seamless care.
Primary care is also receiving increased
resources, financed n part by reallocation of
resources from secondary care. Consequent-
ly, pharmacy departments have to contend
with annual cost improvements with ramifi-
cations for staff and services. Furthermore
hospital services are competing to secure
contracts with purchasers in primary care.
This has increased the emphasis on the
provision of cost-efficient, high quality
pharmaceuucal care by hospital pharmacies.
As contracts increase in speaificity it is likely
that pharmacy departments will adjust ser-
vice provision to meet the expectations and
needs of the pnmary care customer.

Since 1988, there have been other signifi-
cant developments in hospital clinical phar-
macy Numerous clinical pharmagy’sgry
not mentioned 1n the Way Fo .gd]‘h.é\

cy departments have large numbers of staff
with valuable experuse and skills. Most
hospital pharmacists now recewve further
education, frequently acquiring a higher
qualification. A core of highly educated
hospital pharmacists exists who can poten-
tially provide a vanety of clinical pharmacy
services. But which services?

CUSTOMERS

In the past the answer might have been
guided by the recommendations of the Way
Forward or of other clinical pharmacy docu-
ments. Now the answer is more likely to be
provided by hospital pharmacy’s customers,
both within and outside the hospital. Some
of the basic services are likely to be secure,
such as those that help ensure safe prescrib-
ing and efficient utilisation of expensive
drugs. Quality and cost-effectiveness of pa-
tient care is now paramount and services
that contribute to these goals are welcomed.
Questions may, however, be asked about the
manner in which services are provided and
pharmacists may be required to show how
their services are contributing to effective
patient care.

The problem with the Way Forward is
that it did not anwer such questions. It was a
policy document. It made recommendations
but did not require compliance with them. It
provided guidance on the provision of clini-
cal pharmacy services but not proof that
they were necessary or effective.

Pharmacists and their representative
bodies must now take a major role, linked
closely with the NHS research and develop-
ment strategy, to review systematically the
current state of knowledge on the efficiency,
effectiveness and acceptability of their clini-
cal pharmacy services, develop programmes
of research to fill the gaps and disseminate
the results. They will then be in a position to
answer the key questions that will be posed
in local negotiations. This must be the new
way forward.

Table: Provision of clinical pharmacy services
in UK NHS hospitals related to recommenda-
tions made in the Way Forward (HC[88]54)

Service Provigion
Medcation history-taking 16%
Operation of Committee of Salety of

Medcines adverse drug reaction

mondoring scheme: 46%
() ensured the doctors got the

yeollow card 75%
(W) ensured the yelow form

was compileted 55%
Operation of an additional ADR scheme  13%
Contribution to drug therapy decisions

on ward rounds 78%
Formal therapeutic drug monrtoring

service 21%
Discharge counselfing Q2%
Support for clinical tnals 92%
Fractice research activity 4%

Note: 508 questionnares were maied and 416 usable
responses returned

868

been developed and many hospud| phatiria
T -1 7
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