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Evaluation of the Discharge Medicines Review Service: Background Paper

Purpose of Research

This project was commissioned by Community Pharmacy Wales and carried out by a team of researchers
from the Universities of Cardiff, South Wales and Bradford between 2013 and March 2014. The
independent service evaluation focused on the Discharge Medicines Review (DMR) service and examined
the benefits and cost effectiveness of the service, its implementation and any facilitators and barriers to its

use. The results have informed the Welsh Government in their assessment to continue to fund the service.

The DMR Service

The DMR service was introduced in November 2011 to improve the management of medicines following
discharge of a patient from a care setting. The service consists of two parts: part one is patient
identification and medicines reconciliation and part two is designed to support adherence to medication.
The pharmacist, undertaking the DMR, records the relevant information on the DMR forms (DMR1 for part
1 and DMR2 for part 2 of the process). Once the DMR is complete the pharmacist inputs relevant
information into the National Electronic Claims and Audit Form (NECAF) Database to claim payment for the

service.

The Research

An outline of the evaluation is shown in Figure 1:

eliterature Review

eAnalysis of DMR Claims
(All claims on NECAF database from October 2011 until end of December 2013 analysed in Microsoft Access® and Excel®; analysis
verified by NHS Wales Shared Services Partnership. Further analysis of data by categories of community pharmacies.)

\

eEconomic Analysis of DMR Interventions and Financial Analysis
(4 months of DMR data from 12 pharmacies, reviewed by expert panel using the EQUIP categorisation of errors. Expert panel
assessed if these had not been identified, if they would have resulted in ADE, A&E attendance, hospital admission or wastage.)

*Views of Hospital (n=6) & Community Pharmacists (n=7), General Practitioners (5 GPs and 1 Practice Pharmacist) and |

PP Patients (n=6)
(Qualitative interviews with stakeholders.)

eQuantifying the Views of Hospital (n=94/369) & Community Pharmacists (n=143/704) Involved in the Service
(Content-setting of questionnaires from qualitative interviews and literature. Both piloted on-line questionnaires distributed through
Survey Monkey® and analysed in Microsoft Excel® and Word®.)

v

Figure 1: Overview of Methodology



Main Findings
This briefing presents key findings from Phases 2-5. The results of Phase 1 (Literature Review) are

presented in the evaluation report and are not outlined here. Phases 4 and 5 are combined for ease of

interpretation and present feedback from hospital and community pharmacists, General Practitioners and

patients.

Analysis of DMR Claims
e Between October 2011 and the end of December 2013 (27 months), there were 14,649 DMR claims,
from 520 community pharmacies (70% of the 744 pharmacies in the NECAF database) (Figure 2). The

remaining 224 community pharmacies (30%) had not claimed payment for any DMRs and of these, 70

had not claimed for either a DMR or Medicines Use Review (MUR).
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Figure 2: Total number of completed DMRs claims per month

o  Whilst 70% of community pharmacies have provided and claimed for DMRs, the range of DMRs per
pharmacy varies considerably (range 1-270; mean 28+/-35, mode 1, median 17). Five percent
(n=26/520) have completed more than 100 DMRs since the scheme’s initiation, whilst 36% (n=185/520)
have completed between 1 and 9.

e Engagement with the scheme has varied across the different types of pharmacies. The data suggest
that some large sized multiples made a strategic decision to be involved. The large sized multiples (>25
branches) completed 56% of all DMRs (vs. 49% of provider community pharmacies), with independents

providing 31% (vs. 32% of provider community pharmacies).
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Data were also available on provision by individual pharmacists and the mean number of DMRs
completed per pharmacist was 19 (range 1-288; mode 1, median 10). Of the 663 community
pharmacists on the NECAF database, 50% completed between 1 and 9 DMRs over the time period.
Sixteen pharmacists (2.4%) completed over 100.

There does not seem to be a large variation in the number of DMRs per in-patient discharge across
Health Boards. For Wales as a whole, based on Patient Episode Database for Wales (PEDW) resident
data, the rate is 13.7 per 1000 in-patient discharges (range per Health Board was 10.5 to 19). Patients’
eligibility criteria for a DMR were similar overall across Health Boards.

The main methods of completing the DMR were: by telephone with the patient (34%), with a carer at
the pharmacy (31%) and with a patient in the pharmacy (22%). A third of part 1 DMRs involved a carer
(with or without a patient). Thirteen percent (n=1,848) of all DMRs did not complete DMR2, mainly
because the patient had been readmitted to hospital (n=953); 25 patients withdrew their consent.

The mean number of medicines on discharge and first prescription was 9.

There were 19,878 discrepancies for the 14,649 DMRs; only 2,740 (19%) DMRs had no discrepancies.
The most common discrepancies (52%) were medicines discontinued or restarted after discharge.

The discrepancy rate for Wales was 1.3 per DMR (part 1), (range 0-18), similar across Health Boards
(1.10 — 1.44). The proportions of different types of discrepancies were also similar across Health

Boards.

Economic Analysis and Financial Analysis

Economic Analysis

The estimated economic cost of the DMR initiative was just over £1 million based on 14,649 DMRs
undertaken during the period of study and an estimated cost per DMR of £68.50. The number of DMRs
undertaken, however, represents only a fraction of discharges that occurred over this period and total
cost would have been higher if more DMRs had been undertaken

In exchange for this cost, resources valued at around £3 million were freed up as a result of the DMRs
having avoided A&E attendances, hospital admissions and drug wastage. This represents a return on
investment in the order of 3:1.

The number of avoided adverse events which would otherwise have led to these NHS consequences is
not inconsistent with the literature considering that DMRs tended to be provided for those patients
where the risk of medication error following discharge from hospital is highest i.e. elderly people on
multiple medications.

These economic results suggest that the DMR initiative is cost saving. In addition there are health

benefits to patients from avoided adverse events. It is worth noting that avoiding even minor errors



which would not have NHS resource consequence may still have avoided negative health effects on the
patients involved.

The economic model takes account of health benefits as well as resource costs and savings. Had the
results been in the opposite direction, i.e. the costs exceeded the savings, then the model would have
estimated the incremental cost per unit of health (quality adjusted life year) achieved through the
initiative. This could have been considered against the ‘willingness to pay threshold’ of £20,000 to
£30,000 per additional QALY used by the All Wales Medicines Strategy Group to advise whether drugs
should be recommended for use in NHS Wales. In the event the estimated net saving from the DMR
initiative implies that the DMR initiative is unambiguously cost effective. This result is termed
“dominant’ (lower cost, higher or equal health benefit) which means that the DMR initiative is justified

on economic grounds.

Financial Analysis

The scheme shows a substantial financial saving of some £3.5m when calculated using the full costs
avoided by the NHS following the DMR intervention. However it is clear that apart from the saving
delivered from not wasting drugs, the majority of the hospital based saving are not realisable. The
actual cost of the NHS service would have largely remained unchanged given the spread of the cases
across the many hospitals in Wales and with the predominantly fixed cost nature of staff and facilities.

The resource consequence from the DMR intervention is the release in available capacity on the wards
and in A&E depts. This capacity does offer the NHS some additional flexibility to help meet important

access and waiting times’ targets.

Stakeholder Feedback - Hospital Pharmacists, Community Pharmacists, General Practitioners and

Patients

Community Pharmacists

DMR process

Different processes for DMRs were identified through the interviews. A few pharmacists are pre-
emptive, working with the GP surgery to identify patients discharged from hospital, whereas the
majority are reactive, waiting for information to be provided to them.

There seems to be an issue in completing part 2 of the DMR process for some community pharmacists.
Our data suggest that completing DMR part 2 is cumbersome and that some pharmacists do not
perceive any additional benefits from conducting it.

Community Pharmacists are reliant on the more traditional modes of communication (telephone, fax,
face to face) for receiving and relaying information to others (GP, patient, hospital) relating to the DMR

service. However, they would prefer to be able to do this electronically where possible /appropriate.



Community pharmacists’ views about the DMR service

Whilst a DMR takes longer than doing a MUR, responders feel they contribute to patient care, which
then helps to build rapport and get the patient ‘on side’ for further pharmacy services such as a MUR.
The pharmacists felt the DMR service allowed them to apply their clinical knowledge to their practice.
The Community Pharmacists thought that problems with medication at discharge are being identified
sooner and ‘nipped in the bud’ making the transition on discharge smoother.

Whilst the value of DMRs is recognised, they are hard to do on top of everything else and take a long
time; however most felt it was a good use of their time.

In general, Community Pharmacists are enthusiastic about the service, although some reported that
they are now being paid for something which they were already doing.

The system seems to be working better for patients already having monitored dosage systems (MDS)

from the pharmacy than for those who are self-medicating.

Major barriers for Community Pharmacies to engage in the service

The key barriers to conducting the DMR service from the community pharmacists’ perspectives are:

1.

2
3
4.
5

Inability to identify eligible patients (they do not know when patients are discharged from hospital);
Lack of access to discharge information or if it is received, timing of it is too late;

Hospitals not referring patients and communication between sectors is poor;

Patients are unaware of the service;

Paperwork is not user-friendly and there is too much of it.

Suggestions for improvement

>

Identifying patients: automatically inform community pharmacy when patient is discharged from
hospital;

Obtaining complete information in a timely manner: send the patient’s discharge information directly
to the community pharmacy, ideally via electronic means, or allow access to the electronic discharge
information;

Strengthening relationships and smoothing communication pathways: greater promotion of service to
hospital staff and patients and also engagement with GP surgery staff to encourage better

communication and ‘get them on board’;

> Documentation: streamline the paperwork so it is easier and faster to complete.



Hospital Pharmacists

Overall views of hospital pharmacists

The hospital service seemed to be ‘Yeft out of loop’ in developing the DMR service. Most felt clearer
guidance from the Government, specific to hospitals, would have been useful and further guidance on
obtaining consent in certain situations would be most welcomed.

There are different DMR processes in different hospitals; the process used is often dependent upon
whether electronic discharge is in place and whether a full Discharge Advice Letter (DAL) or an updated
list of medicines is provided to the community pharmacist. The method chosen then influences the
method of obtaining consent and also the time taken by the pharmacist to be involved in the DMR
process. Different models, for example the ‘push’ or ‘pull’ methods have been developed, however no
one method seems to be working optimally.

The DMR service in hospitals generally seems to be pharmacy specific; some are pharmacist specific
and others use the whole pharmacy team.

There seems to be a difference in the DMR process for MDS and non-MDS patients. Initially MDS
patients were prioritised in the majority of Health Boards. However even if MDS patients are identified
by the pharmacy team, it does not necessarily mean the patient will be referred for a DMR.

Just under half of respondents (44%) do not identify non-MDS patients for DMRs in any one month.
Those who do tend to prioritise those patients who have commenced a new medicine in hospital or
those patients judged to be at risk of poor adherence.

Identification of patients is often left to the pharmacists’ professional judgement. This means the
service is dependent upon if the pharmacists value the service and how motivated they are. There
seems to be some misunderstanding of the service in the hospital sector.

The method of communication between the hospital pharmacy and the GP and community pharmacy
varies. Faxing information for MDS DMR patients is preferred (for both GP and community pharmacy;
65% and 92% respectively), whereas for non-MDS DMR patient’s information is often sent to GP via the
patient (36%), e-mail (23%), fax (17%) or post (16%), whilst information for the community pharmacy is
either faxed (51%) or provided via the patient (41%).

Whilst a majority of respondents felt the DMR scheme has potential patient benefits and about half felt
it helped in communication between secondary and primary care, the majority stated the DMR service
is currently not ingrained in the daily work of a ward pharmacist. Pharmacists find it hard to do on top
of their other workload and around half of respondents felt it took them away from other patients.
Just over half of respondents disagreed with the statement that staff are enthusiastic about the DMR
service.

Around 60% of respondents felt that recruitment of patients in hospital may not be the best time for

the patient as the patient’s priority is to get home.



Many respondents (60%) would like the DMR interventions made by community pharmacists to be

quality assured.

Major barriers for hospital pharmacies to engage in the service

The key barriers to conducting the DMR service from the hospital pharmacists’ perspectives are:

1.

2
3.
4

Other priorities which make it difficult for the DMR scheme to be the main concern;
Lack of IT infrastructure;
Lack of promotion of the service to the hospital pharmacists and patients;

Consent: gaining consent and time pressures in obtaining consent from patients.

Suggestions for improvement

The main suggestions for having the most potential for making a major improvement in the service are:

>

>
>
>

Investment to free up time for pharmacists to be involved in the DMR service;

Having a computer system which supports DMR;

Better promotion of the scheme to patients both in the community and whilst they are in hospital;
Identify lessons learnt and provide feedback to hospitals on types of interventions made by
community pharmacists;

Compulsory patient registration with a named community pharmacy.

General Practitioners

There appeared to be little to no knowledge of the DMR service amongst GPs. The GPs that had some
knowledge of the service had acquired it from additional roles in the Local Health Board.

Whilst GPs retained overall accountability for prescriptions issued by their practice they had in general
little operational knowledge of the processes their ‘prescription clerks’ (or other similar staff — in one
case a practice pharmacist) undertook to ensure prescriptions were updated and issued or re-issued to
patients.

None of the GPs considered that patient safety might be improved by the scheme as they were
confident in the security of their own systems. One GP perceived the service as a waste of money,
providing an unnecessary extra check for patient safety.

Nevertheless the GPs interviewed had a favourable impression of the service as:

= providing better information and advice to the patient;

= promoting better communication between the hospital, community pharmacist and the GP.

All GPs interviewed were deeply troubled by the overall context of the discharge process which they
felt provided them with poor and inadequate information on the patient’s condition and treatment in

general, with medication one aspect of this.

Suggestions for improvement:

» The DMR scheme and any improved guidance on its operation should be devised in the overall

context of improving discharge information to the GP (content and medium of transmission).
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Information about any re-launched scheme should be circulated though GP professional networks and
directly to practices.

Health Boards should include GPs and their staff in any discussion or training on the DMR scheme.
Information about the impact of the DMR scheme (including on patient safety) should be flagged with

GPs and their practices (and also through professional networks).

Patients

Patients valued being able to discuss their medications with the community pharmacist post-discharge.
Safety was emphasised (unprompted) in the responses and reasons why the service was important to
them.

Despite all the patients interviewed having participated in a ‘DMR review’ with their pharmacist post-
discharge only two out of the six had heard of the name of the scheme prior to the interview. Most
viewed the experience as part of their general service from the pharmacist.

The patients interviewed clearly valued the opportunity for a conversation about their medication.
Many put this in the context of the sometimes pressured opportunities (or lack of the same) they had

for conversation with other healthcare professionals, including doctors.

Key Messages from the Evaluation

1.

The DMR service reduces the risks of medication errors and provides a 3:1 return on investment,
mainly attributed to reduction in hospital admissions, visits to A&E departments and medicines
wastage.

Whilst the DMR service has improved communication between pharmacy sectors, more work is needed
to ensure the smooth, timely transition of appropriate information from hospitals to community
pharmacists to enable them to optimise the service.

Further patient benefit is possible if the uptake of DMRs by community pharmacies is increased across
Wales and systems to identify appropriate patients for DMRs are developed.

The re-launched service needs to be promoted to all stakeholders and regular feedback on the service
and the patient safety issues identified needs to be communicated to all stakeholders to ensure they

continue to prioritise the service.



