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Outline

* Building on key findings
— Scale of the discharge medicines problem & how
it’s being tackled
— The need to strengthen relationships
— Community pharmacy logistics
— Improving patient access to the service

e Assisted wheel reinvention - What can we use
and learn from other countries?

* Strengthening the patient voice



Improving quality and safety for




How big is the problem & how is it
being tackled?

» Global problem - up to 87% of patients affected
by discrepancies in medicines (79% in Wales DMS)

» Most patients have contact with their community
pharmacy soon after discharge (median time 6
days in an Australian study)

» Community pharmacy post discharge medicines
reviews identified discrepancies & medicines use
problems in 39-67% of patients

» Wales is the only country with a dedicated
Discharge Medicines Service & national policy
drive




The need to strengthen
relationships

- It’s all about communication (it always is!)

- Hospital pharmacists equally split on whether staff
are enthusiastic about the DMS

- 60% think patients would prefer it if they were not
‘bothered’ in hospital about DMS

- Hospital staff receive little feedback from
community pharmacists about DMRs

- It’s about hospital teams including pharmacy
technicians & staff outside of pharmacy

- Most grass roots GPs have probably never heard of
DMS - paper not a substitute for talking




Learning from others:

» “Experience from Australia suggests that

successful im

nlementation of DMRs will be

more dependent on effective working

relationships

petween community pharmacy

providers and general practices than was the
case with MUR. In addition the ‘bridging

strategies’ of

local hospitals will be critical to

success including not only accurate discharge
medicines information but promotion and
active referral to the DMR service”

DMR Evaluation Report Chapter 1 Lit Review




Community pharmacy logistics

» Community pharmacy logistics

- Takes 60 minutes to complete a DMR (45 mins
Dutch study) - patients typically on 9 medicines

- Paperwork including Consent process
- Of the 2000 part-completed DMRs the patient had
been readmitted to hospital in 50%

» Low stakeholder awareness

- Grass roots GPs seem to have never heard of DMS -
paper isn’t enough - no substitute for talking




Learning from others:

» “Many patients admitted to hospital,
particularly older people, have multiple co-
morbidities and associated polypharmacy.
The patient groups who might benefit most
from DMR may thus be likely to require a
considerable input of time from the
community pharmacist. Evidence on likely
time needed is sparse with only one study

reporting this, a mean of 45 minutes”
DMR Evaluation Report Chapter 1 Lit Review




Improving patient access to DMS

» Delivery models need to match patient needs

& preferences

- Delivery by phone 34%; with carer in pharmacy 31%;
with patient in pharmacy 22%

- Australia has trialled home reviews for high risk
medicines (warfarin, heart failure) - some evidence
of effectiveness; issues re logistics & costs

» The patient pathway needs to be smoothed

- Current consent process seems to be getting in the
way of service delivery - fraud prevention vs patient
safety




Learning from other countries

» Australia, New Zealand, Netherlands
» UK

> RPS Innovators Forum

- Building on previous RPS ‘Transfer of Care’ project

- ‘Refer to Pharmacy’ in East Lancashire - electronic

referral; video for inpatients watched on bedside telly
etc

- Scotland High Risk Medicines initiative - warfarin,
lithium, methotrexate

- ISCOMAT (Improving Safety & Continuity of
Medicines at Transitions of care)




Hearing the patient’s voice

» Patients valued DMR as a

safety improvement 8 \
mechanism e B
SN d, ﬁg‘}ﬁf’ 5 ﬂgftuu.

» ‘I was down to take some of  —— " " “RiiE
them (pills) twice. He sorted it /8
out with the doctor for me”

» “You see | never got to see my SR
doctor - he was on holiday - it], 4 o ¥
was only a locum who didn’t 3
know my history & | didn’t
want to bother him”

» It must help the doctors too
as the patients will make less
mistakes and not take up
appointment time”




Strengthening the patient voice

» Patient experience -
inadequate explanations in
hospital leading to medicines ST
being omitted, incorrect = “Hiakesire your ocal
doses taken, confusion & O S I outhoutdse aing.

Don't let it

anxiety (Knights 2011)

» But - when patients are
discharged “they often have a
lot on their mind and wish to
go home as soon as possible”
(Geurts 2013 recommended
greater patient involvement in
medicines management)




Strengthening the patient voice

» What’s in a name?
- Discharge Medicines Review &
- Discharge Medicines Service
- What do these names & the written information about
DMS mean to patients and their families?

» Patients & families need to be involved in
discussions about
- Consent
- Information sharing as part of the patient’s NHS team

- Patient concerns about “influence of profit as a motive
for service provision” (Gidman 2012)

> Future commissioning eg home DMRs




What will you do after today to act on our findings
and recommendations?

— Strengthening relationships

— Community pharmacy logistics

— Improving patient access to the service
— Strengthening the patient voice
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