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APPENDIX 1. PROJECT SUMMARY

Pharmacist in Community Palliative Care Multidisciplinary Teams Project
Calvary Health Care Bethlehem (CHCB)

This project builds on work previously undertaken by CHCB and the Central Bayside General Practice
Association exploring the role of a specialist palliative care pharmacist in the community (1). This work
identified a number of strategies to optimize pharmaceutical care and quality of life for community based
palliative care patients. These included:

0 obtaining thorough drug histories identifying potential effects of drug interactions,
o developing a continuing and mobile record of pa
through care,
0 counseling patients/carers on medication regimes, and
o providing resources and expert advice to patien
0
Buil ding on this work, the proposed project aims to pr
palliative care multidisciplinary team. This will be achieved by further strengthening partnerships with key
stakeholders and developing a model of care that is transferable to other regions and sustainable into the
future.

This project targets patients (and their carers) admittedto CHCB&6s Community Service whi
multidisciplinary care to palliative care patients residing in Glen Eira, Stonnington, Bayside, Port Phillip

and part of Kingston (covering a population base of over 500,000). Patients may be referred by their

carers, general practitioners (GPs), other health care professionals, external agencies, or by self-referral.

The service admits over 500 new patients each year, with an average of 180 patients on the program at

any one time. Pat i en90+syéarsdnpeias age 5t)qerd aferage rength of stay is

120 days. Approximately 85% of patients have a malignant diagnosis and 15% non- malignant, including

end stage Motor Neurone Disease. More specifically, this project will target patients at risk of medication

misadventure (2) as identified by a screening tool.

This project will address a number of previously identified unmet needs (1, 3). These include a lack of:
0 specialist community based palliative care pharmacy services and knowledge,
0 accurate patient held medication records as they transition through various health care
settings,
0 access to expert advice and evidence based training material regarding medication
management of palliative care patients for health care professionals,
0 counseling and access to evidence based information for patients and carers on
medication regimens, and
o timely access to specialized medications for off-label use
0 access to medications after hours
The aim is to develop a cost effective model of care that supports the role of the pharmacist as a member
of the community palliative care multidisciplinary team. This will be achieved by:

o developing and evaluating a pharmacist position in the community palliative care
multidisciplinary team,
o periodically reviewing and monitoringpat i ent s6 medi cation regi mens t
management and patient outcome, prevent hospital readmission and contain
pharmaceutical costs,
o developing best practice protocols, guidelines and pathways in accordance with
Austral i ads Nathe Qualay Useof Medidinesg4), f or t
o developing protocols to support and integrate HMR accredited pharmacists into model of
care,
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o providing consultative resources to other community palliative care providers regarding
specialist palliative care medicines,

o developing evidence based patient information sheets for patients and carers,

o developing and/or sourcing evidence based training material for health care
professionals,

0 up-skilling community and HMR accredited pharmacists, and general practitioners on
medication management in palliative care,

o devel oping patient held medication records to i
medication requirements as they transition through different care settings,

o0 developing strategies to address complex issues asthey ariseduri ng t he projectds
implementation, and

o identifying management strategies that will ensure proposed model of care is sustainable
and transferable to other community palliative care providers.
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APPENDIX 2: LITERATURE REVIEW

The literature searches commenced in Phase 1 and continued throughout the project to ensure the latest version of
some reports were captured in the review.

The literature review has been divided into five main groups:
Medication Reviews
Prescribing in Palliative Care
Interventions

Patient/Consumer Information
Patients at Risk of Non-concordance

Summary of Evidence

The literature search supports the premise that:

o there is often a poor understanding within patient groups of their medicines, what they are for, when and how
to take them

o there is sometimes duplication of medicines due to patients attending more than one health care provider

o there are medicines are kept that are expired

0 medication management reviews reduce the incidence of medication misadventure

o therear e groups o fc obnacto rrdiasnkc eodf pnactni ent s t hat may requir
management and risk management

o0 the capacity for duplication and sustainability of this project can be limited by a number of factors outside of the

domain of the current project brief

When prescribing, MMRs inform the prescriber about the number and complexity of medicines being taken thus
avoiding some of the medication misadventures. MMRs alert the prescriber (and pharmacist) to potential drug
interactions, when to discontinue medicines, when further information and education of the patient and family is
required. A current study (VALMER) is being undertaken to ascertain whether such reviews will reduce healthcare
Ccosts.

The literature indicated that appropriate interventions by pharmacists have been determined likely to improve patient
compliance and outcomes; however, it was not specific to palliative care patients.

With respect to patient information, Consumer Medicines Information is mandatory. However, although the information
specifications are provided for under legislation, it has been found that there are still groups of people who find it
difficult to understand CMIs because of levels of literacy, including health literacy, in both English and for those from
culturally and linguistically diverse populations in their own languages. This poses a distinct issue for the production of
consumer information when the amount and complexity of medicines is significant as is often the case for palliative
care patients. Information in the context of the condition makes it more relevant to the patient.

The |Iiterature also highlighted that patients have 6&échan
capacity to read, comprehend and comply with the directions and information provided.
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E—"

Interventions
Better prescribing & medication management from pharmacist
intervention i literature not specific to palliative care patients

Medication Reviews
Medication Review & development of Medication
Management Plan

BENEFITS OF MEDICATION MANAGEMENT

Patient/Consumer Information

S . ' Prescribing in Palliative Care
Improved communication between patient and health o - .
professionals Improved communications between prescriber and pharmacist

S : . _ Reduction in medication misadventure
Clearer and more concise information for patients & carers =
Improved symptom management
Better outcomes_

Patient Groups at Risk of
Non-concordance and Medication Misadventure
A Non-English Speaking
A Elderly
A llliterate
A Increased confusion as illness progresses

Literature Search i Process

A literature search was undertaken to gather evidence regarding the role of the pharmacist in community palliative care
services, in turn, enhancing the quality use of medicines. The search sought information on medication reviews; tools
currently being used for home medication reviews for palliative care patients; types of interventions should be/are

being conducted; facets of prescribing in palliative care currently being practiced and the type, extent and format of
consumer medicines information that should be made available to patients and their family/carers. The evidence
gathered was used to ensure that the project developed appropriate tools, pathways and information to improve patient
care by a more appropriate documenting and use of medications and a reduction in the incidence of poor use of
medi cations or fAmedication misadventur edeor.at iTohne osfe abracth roi
although there is not a large body of work specifically related to palliative care, the lessons learned in other spheres of
medication management, pain management, risk management and medication misadventure can be equally applicable
to patients within this sector.

The keywords used in the literature search:

Consumer medicines information

General Practitioners and medication management
Guidelines for managing medication in the home
Guidelines for medication management

Home Medication Reviews

Interventions in medication management
Management of medications by Community pharmacists
Medication adherence

Medication management

Medication management in the home

Medication management interventions

Medication Management Reviews

Medication misadventure

Medication mismanagement

Patient information on medicines

Policies for managing medication in the home
Prescribing in palliative care

Prescribing in the elderly

Medication and Groups at risk

Medication management and people from Non-English Speaking
Backgrounds

Risks for migrants and refugees

Medications and non-compliance

Medication errors

Medical records

Communication barriers
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BMC palliative care

Journal of pain and symptom management
Journal of palliative care

Palliative and supportive care

Palliative Care: Research and Treatment
Palliative Medicine

Progress in Palliative Care Journal
Supportive Care in Cancer

The Internet journal of pain, symptom control and palliative care

Other Journals consulted:
Australian Pharmacist
British Medical Journal
Journal of Clinical Oncology
Medical Journal of Australia

The Pharmaceutical Journal

Websites used during the course of the project:

Australian

Australia Association of Consultant Pharmacy www.aacp.com.au

Centre for Palliative Care Research and Education www.health.gld.gov.au/cpcre

National Prescribing Service www.nps.org.au

The Department of Health and Ageing
www.health.gov.au/internet/main/publishing.nsf/Content/Medication+Management+Reviews

The Pharmacy Guild of Australia www.guild.org.au

The Society of Hospital Pharmacists of Australia www.shps.org.au

VALMER www.pharmacy.utas.edu.au/VALMER

Overseas

Canadian Hospice Palliative Care Association www.chpca.net

Gold Standards Framework www.goldstandardsframework.nhs.uk
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M D Cancer Centre www.mdanderson.org

Medicines and Healthcare products Regulatory Agency www.mhra.gov.uk

MedlinePlus Drug Information www.nIm.nih.gov/medlineplus

Medscape www.medscape.com

MedsCheck www.health.gov.on.ca/cs/medscheck/professionals

National Guideline Clearance www.quideline.gov

National Institute for Health and Clinical Excellence www.nice.org.uk

National Prescribing Centre www.npc.co.uk

Palliative drugs www.palliativedrugs.org

Plain English Campaign www.plainenglish.co.uk

RAND Health www.rand.org/health/projects/acove

The Cochrane Library www.thecochranelibrary.com

U.S. Food and Drug Administration www.fda.gov
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Medication Reviews

The sections on medications reviews and prescribing in palliative care were used to draft and modify the Medication
Review Screening Tool (MRST).

The Home Medication Review (HMR) referral form lists the following as risk factors for medication-related
adverse effects.

(http://  www.quild.org.au/uploadedfiles/Medication_Management Reviews/Facilitators/Resources/DMMR
%20Referral%20forms.pdf )

Currently taking 5 or more regular medications

Taking more than 12 doses of medication/day

Significant changes made to medication regimen in the last 3 months
Medication with a narrow therapeutic index or medications requiring

therapeutic monitoring

Symptoms suggestive of an adverse drug reaction

Sub-therapeutic response to treatment with medicines

Suspected non-compliance or inability to manage medication related
therapeutic devices

Patients having difficulty managing their own medicines because of literacy

or language difficulties,dexterity problems or impaired sight, confusion/dementia
or other cognitive difficulties

Attending a number of different doctors, both general practitioners and specialists
Recent discharge from a facility / hospital (in the last 4 weeks)

Other medication issues/problems

=4 =8 =8 -4 -804 _4_8_5_48_°

The palliative care population has complex and changing medication regimes, and other risk factors for medication-
related adverse effects other than those listed above have been identified to alert the health professional to possible
problems.

Medi cation review: patient selecti on -eelatéd pgoblenesramdiactipnsact i t
taken in elderly Australians.
Pit S, Byles J, Cockburn J. J Am Geriatric Soc 2007;55:927-934.

A Medication Risk Assessment Form was developed for patients to complete as a screening to select patients for
medication review by their general practitioner. Monitoring of patients medication was a frequent action, with a focus
on medications likely to cause adverse drugs reactions. Adherence was aided by the generation of a list of medications
for the patient to carry.

NICE clinical guideline 76 Medicines adherence: National Institute for Health and Clinical Excellence
www.hice.org.uk http://www.nice.org.uk/guidance/CG76

Assists patients to make informed choices by involving them in decision-making about prescribed medicines and
supporting adherence by:

Involving patients in decisions about medicines

Improving communication

Increasing patient involvement

Understanding the patient perspective

Providing information

Supporting adherence

Addressing adherence

Interventions to increase adherence

Reviewing medicines

Improving communication between healthcare professional

=8 =8 =8 -8 -84 _a_8_5_9
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A Guide to medication review 2008: National Prescribing Centre
http://www.npc.co.uk/mm/publications.htm

Types of medication review

Type 171 prescription review
Address technical issues
Type 21 concordance and compliance review

Address issues r el at -akimgbahaviopat i ent 6s medi ci ne

Type 31 clinical medication review

Address issues relating to the patientds use of medi
The Type 3 clinical medi cation review requires the patie

prescription, complementary and over-the-counter medications. Review of medicines and condition occues, which is
important in the context of the palliative care patient.

Medication management at home: medication-related risk factors associated with poor health outcomes.
Sorensen L, Stokes J, Purdie D, Woodward M, Roberts M. Age and Ageing 2005;34:626-632.

The study supported the theory that polypharmacy and medication-related risk factors as a result of polypharmacy are
correlated with poor health outcomes.

Medication risk factors included:

Confusion with generic and trade names
Poor adherence

No medication administration routine

Horded medications

Discontinued medication repeat prescriptions
Expired medications

Multiple locations of medication storage

E R

Pharmaceutical Society of Australia
WWW.psa.org.au http://www.psa.org.au/site.php?id=1090

The PSA provides the following to assist pharmacists who are undertaking HMRs:

Framework Document endorsed by all stakeholders in February 2001 PSA Guidelines for Pharmacists
December 2000 Domicillary Medication Management R eview
PSA Standard for Home Medicines Review (Domiciliary Medication Management Review)

Medicines use reviews February 2008: Introduction to medication review December 2007
The Pharmacy Guild of Australia
www.quild.org.au/mmr

AThe Home Medicines Review (HMR) was introduced into the
the appropriate use of medications and reduce the incidence of 'Medication Misadventures', thereby assisting in

improving patient health outcomes.

The HMR is a consumer-focused, structured and collaborative health care service provided in the community setting to
optimise consumer understanding and quality use of medicines. It involves the consumer, their general practitioner,

their pharmacy, and other relevant members of the health care team.

HMRs can prevent:

1 Incorrect use of medicines are not used properly
9 Incorrect or inappropriate mixing of medications (including vitamins and complementary medicines)
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1 Confusion in consumers who take more than five medicines a day, are confused or worried about their
medicines
1 Confusion in consumers who see more than one GP or specialist and/or who have recently been in hospital

HMRs provides the GP with information to draw up an appropriate medication treatment plan that can benefit patients

by:
1 Drawing up of a relevant medication treatment plan

1 Alisting of medications that need to be taken and thus preventing patients from forgetting important
medications

The GP generates a referral to the local pharmacy. A phar maci st conducts an intervie
own home, and then writes a report back to the GP, who then discusses any recommendations with the consumer and
may make appropriate changes to their medication regime.

Often the pharmacist may pick up on things in the home that the GP is not aware of, but should know about. For
example, the patient may not be taking their medications properly, they may not be stored appropriately, or there may

be over-the-counter medicines that should not be taken with the prescribed medicines. The pharmacist may also find

that the patient is confused about their medications or forgets to take them.

The GP and pharmacist work together to help the patient

Improving medication management of palliative care patients: enhancing the role of community pharmacists
http://www.guild.org.au/research/project_display.asp?id=262

Project Summary:

iOver 70% of patients with cancer requiring palliatiywv
accessible member of the healthcare team, but due to a lack of knowledge they are a very under-utilised resource for
the delivery of medication management and other palliative care services to patients in the community The key element
of this project are the development, implementation and evaluation of a flexible, problem-based educational program in
palliative care, including medication management, directed at community pharmacists in both urban and rural Australia,
to empower them to contribute more effectively in thi

Findings of the project:

The current (2006) model of care for the community palliative care patient required the patient/carer to attend the
community pharmacy, and the pharmacist to be able to dedicate time for an unremunerated service.
A new model for the delivery of pharmacy palliative care services was required to

1 Provide cognitive services in the same location as other health professionals

1 On more than one occasion

1 Accredited program for pharmacists that facilitates provision of clinical pharmacy services

1 Possibility of case conferencing

In the conclusion, in the interim, pharmacists where encouraged to:
0 Become accredited to conduct medication management reviews
o Undertake educational project developed in the project
o Liaise with palliative care services or centres

This project is the topic of the following thesis:

Community Pharmacists and Palliative Cancer Care: Addressing Educational Needs, Safeera Yasmeen Hussainy
B.Pharm (Hons) A thesis submitted for the degree of Doctor of Philosophy August 2006
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AACP Procedures & Resources Manual: Australian Association of Consultant Pharmacy (AACP)
www.aacp.com.au

Medi cations reviews haver ebseedre nsthboswng utad iitnyp rodv d itfhee and r
eview can be described as fithe systematic evaluation of
pecific datao. The aim of a me dentacdubliorpotentialedmug-relaved preblemmso i d
r concernso.

o wnw =

Potentially inappropriate prescribing among Australian veterans and war widows/widowers. Roughead EE,
Anderson B, Gilbert AL. Intern Med J 2007;37:402-405.

The study examined the extent of potentially inappropriate medicine defined by explicit criteria (based on Beers or
McLeod criteria) prescribed to Repatriation patients in the first 6 months of 2005.

Updating the Beersd criteria for potential |lesultsofapPfropri a
consensus panel of experts
Fink D, Cooper J, Wade W et al.. Arch Intern Med 2003;163:2716-2724.

The Beers criteria is a criteria listing potentially inappropriate medication use in adults 65 years and over in the United
States. This paper documents the revised and updated criteria. N.B. Some of these drugs are not used in Australia.

Defining inappropriate practices in prescribing for elderly people: a national consensus panel. McLeod PJ,
Huang AR, Tamblyn RM, Gayton DC. Can Med Assoc J 1997; 156:385, 387.
http://www.cmaj.cal/cqi/reprint/156/3/385

Discusses a consensus based list of inappropriate practices in prescribing for elderly people. The authors embarked on
this project as they disagree with some of the drugs deemed inappropriate in the Beers criteria.

Accessing Care of Vulnerable Elders
www.rand.org/health/projects/acove/

Evaluation of the literature to update indicators that can be used to measure appropriate care in vulnerable elders

Quality Indicators for medication use in vulnerable elders.
Shrank WH, Polinski JM, Avorn J. J Am Geriatr Soc 2007; 55:5373-S381

This paper provided a process for checking what medicines are being used and when they have last been reviewed.
This list can be used when assessing medication use in vulnerable elders:

Medication list

Periodic drug regimen review

Drug indication

Patient education

Response to therapy

Avoid propoxyphene in older patients

Avoid chronic or high-dose benzodiazepine use

Avoid drugs with strong anti-cholinergic properties wherever possible
Avoid pethidine

Paracetamol dosing

=8 =4 =8 -8 -8 -89 _9_-9
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Quality indicators for palliative and end-of-life care in vulnerable elders.
Lorenz KA, Rosenfeld K, Wenger N. J Am Geriatr Soc 2007; 55:5318-S326

Highlighted two important aspects of medication care:

1 Management of emergent pain and obstruction
1 Treatment of dyspnoea

Quality indicators for pain in vulnerable elders
Etzioni S, Chodosh J, Ferrell BA, MacLean CH.. J Am Geriatr Soc 2007; 55:5403-S408

Highlighted aspects of pain to be assessed when dealing with vulnerable elders:

Screening for persistent pain

Cancer pain

Education for persistent pain
Preventing constipation with opioids
Reassessing pain control with opioids

I v D D

Unit for Medication Outcomes Research and Education (UMORE), University of Tasmania research projects

The Value of Home Medicines Reviews (VALMER) is a current project being undertaken to determine the value of a
sample of Home Medicine Reviews (HMRSs) in terms of healthcare costs such as GP and specialist visits avoided,
worsening of underlying disease and hospital days avoided.
http://www.pharmacy.utas.edu.au/lUMORE/projects/VALMER/qol2.htm

The PROMISe project is researching the Pharmacy Recording Of Medication Incidents and Services electronic
documentation system, and examined community pharmacists involvement in the detection and prevention of
medication related problems.

fi fle D.O.C.U.M.E.N.T. system (1) has been designed to classify the drug-related problems (DRPs) identified by
pharmacists in medication reviews performed in the community setting. The primary focus of this system is to allow the
reconstruction of the identification and resolution of a DRP without a long-hand description of the process. It is
designed to be used in conjunction with drug and disease classification systems (such as the World Health
Organisation ATC and ICPC-2 PLUS systems)a

The final report will not be updated until mid 2010
http://www.promise.org.au/default.htm
http://www.promise.org.au/pdfs/APPROMISeArticle.pdf

The D.O.C.U.M.E.N.T.for medication review, a classification system for problems identified in medication reviews and
their resolution, was used in the community palliative care project (with permission from the authors) to classify the
medication reviews undertaken by the Project Pharmacist.

Medication Management Review Facilitator Program: Consortium Report, June 2005 Health Workforce,
Queensland

http://www.healthw  orkforce.com.au/downloads/Publications/MMRFEP_FinalReport June2005.pdf

This report has been considered in the context of the barriers and challenges that would face the current CHCB
Pharmacy Project and how it could be duplicated and sustained into a rural/regional area. Some of the most important
aspects of the report with respect to potential barriers or challenges that would be faced are:

il ack of time to conduct HMRs

Lack of time to become accredited;

Financial burden to become accredited;

Lack of remuneration (primarily to support employing another pharmacist or locum);

No financial recognition/reward for distances pharmacists need to travel to do HMRs in the bush;
Sole-practising pharmacist inability to leave the pharmacy during working hours;

O O0OO0OO0OOo0o
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0 Sole-practicising pharmacist has no support from other pharmacists;
o Very few pharmacists in the rural consortium Divisions are currently accredited and available to
provide the service. o

Athough these are issues that have been highlighted in the context of rural/regional Queensland, the challenges of
each of the above points are equally applicable to duplication and sustainability of the project into Victoria and in other
areas across Australia and not only in these more remote geographic locations. They could equally apply in some of
the metropolitan areas, particularly those more removed from the centre of Melbourne.

The report did, however, provide some practical considerations and these, including the Report Recommendations
should be studied in more detail when consideration to implementing the Pharmacist role within Community Palliative
Care services is to proceed. With the implementation, in approximately June 2010, of the Fourth Pharmacy Agreement
online education unit for accredited pharmacists, there could be a significant reduction in some of the above points
around accreditation.

Guiding principles for medication management in the community
http://www.health.gov.au/internet/main/publishing.nsf/Content/nmp -guide -medmgt -jul06 -
contents~nmp _-quide -medmgt -jul06 -guidepr6

This link provided the following risks for adverse drug reactions which are pertainent to the palliative care patient:

0 Health conditions or lifestyle practices that significantly affect pharmacodynamics and
pharmacokinetics (e.g. alcohol, tobacco, illicit drugs or restricted diets)

0 The use of non-prescription medicines and/or complementary health care products with other
medicines or treatment

The Home Medicines Review Program Qualitative Research Project 2008 report was released in June 2009.
http://www.health.gov.au/internet/main/publishing.nsf/Content/B2992EBF12BE7E1ECA2573D8007F91F
3/$File/Cover,%20Execsum.pdf

The report identified the following patient groups that were at the highest risk of medication management
patients post hospital discharge

Indigenous consumers

consumers in remote locations

CALD consumers

palliative care patients

non-compliant consumers

consumers who are transient or homeless

=A =4 =8 -8 -8 -89

It was reported that the largest gap in the home medicine review (HMR) process was for patients on multiple
medications in the period post hospital discharge
The report indicated the HMR process is considered a valuable tool for the following reasons:

reassurance
information provision

encouragement of continued compliance
positive feedback

de-mystification of the reason for medication

E

In the palliative care patient, the current HMR GP referral model can be inadequate due to the unpredictable and short
time period which may occur between the terminal and dying phase.

As a consequence, the Project Pharmacist has highlighted the need for referrals for community palliative care patients
who have been recently discharged from hospital.
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Interventions

Standards of practice for clinical pharmacy.
Reference: The Society of Hospital Pharmacists. Committee of Specialty Practice in Clinical Pharmacy. J
Pharm Pract Res 2005; 35(2): 122-46

The standard describes an intervention fAas anyinaction |

pati ent management or therapy.o0o Classification of intel

Evaluation of the effectiveness of UK community phar ma
palliative care.
Needham DS, Wong ICK, Campion PD. Palliat Med 2002; 16:219-212

Community pharmacists received training in palliative pharmaceutical care and documenting interventions
prior to reviewing a patientsd medication. I nterventi o
Macmillan nurse, a consultant in palliative care and a hospital pharmacist with a special interest in
palliative care. A classification relevant to palliative care was developed as previous studies indicated that
palliative care issues had not been taken into account when categorizing pharmaceutical interventions.
Categories of interventions:

Intervention was likely to improve symptom control

Intervention was likely to prevent deterioration of the patient

Intervention was likely to improve patient compliance

Intervention was worthwhile but effected no change

Intervention was unnecessary or inappropriate

I ntervention was | ikely to be detrimental to the pa

Insufficient information available to allow categorisation

Prescribing in palliative care

Managing comorbidities in patients at the end of life.
Stevenson J, Abernethy AP, Miller C et al BMJ 2004;329:909-912

The knowledge base necessary to generate a framework to improve clinical decision making at the end of
l'ife Aincludes an understanding of:

0 Metabolism of drugs in normal and disease states

The final common pathway of involution that characterizes most deaths from life limiting
illness

Prognosis and natural course of the life limiting illness and comorbitities

Measure of benefit for clinical interventions i for example, number needed to treat (NNT)
Aims of intervention for co-morbidity (primary, secondary or tertiary prevention?)
Psychological effects of stopping drugs. 0

o

O o0oo
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Reconsidering medication appropriateness for patients late in life.
Holmes H, Hayley D, Alexander G et al. Arch Intern Med 2006;166:605-608.

The study considered the appropriateness prescribing/discontinuation of medications for patients nearing
the end of their life. It showed that there are four components to be taken into account when
discontinuing medications:

o0 Remaining life expectancy

o0 Time until benefit

o Goals of care, and

o0 Target treatments

Increasing prescriber awareness of drug interactions in palliative care
Regnard C, Hunter A.. J Pain Symptom Manage 2005;29:219-221.

The study was aimed at increasing prescriber awareness of interactions by documenting on the
prescribing sheet. Most of the non-documented interactions had the potential to cause hypokalaemia,
gastrointestinal bleeding and reduced drug absorption.

The study found that an increased awareness by prescribers of interactions resulted in a decrease in the
number of systemic drugs prescribed. The report provided two key recommendations:

o APrescribers should document pot eesctiptical interact
sheets

o0 One individual (ideally a pharmacist) should have responsibility for monitoring prescribing
practice. 0

Drug interactions in palliative care
Bernard SA, Bruera E. J Clin Oncol 2000;18:170-1799.

A literature review of medications used in palliative care was undertaken, with a conclusion that
interactions are similar to other areas of medicine bu:
management . 0

Frameworks for approaching prescribing at the end-of-life.
Currow DC, Abernathy AP. Arch Intern Med 2006;167:2404

Correspondence in response to Hol mes et al stating thaf
prospectively evaluating and refining the framework(s) that will best optimize function and comfort while
actively managing comorbidi | | ness at the end of |ife. o

Futile medication use in terminally ill cancer patients.
Richelmann RP, Krayzanowska MK, Zimmerman C. Support Care Cancer doi:10.1007/s00520-008-0541-
y published online 22 November 2008

A study of patients in a palliative care unit determined that 26 of 106 consecutive patients where taking
futile or inappropriate drugs. This study retrospectively reviewed charts of ambulatory patients with
advanced cancer and determined about 20% of the patients were taking futile medications, most
commonly statins.
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Prescribing in palliative care as death approaches.
Currow DC, Stevenson J, Abernathy AP et al. J Am Geriatric Soc 2007;55:590-595

Little guidance exists in reducing or stopping medicines in the setting of life-limiting illness. The article
suggests that medicines should be assessed with respect to the primary intent, that is, primary,
secondary or tertiary prevention, when managing co-morbid conditions in palliative care. Symptom-control
medicines also need monitoring, as there is potential for adverse reactions and interactions in the
palliative care population.

Changes in anti-cholinergic load from regular prescribed medications in palliative care as death
approaches
Agar M, Currow D, Plummer J, Seidel R, Carnahan R, Abernethy AP.Palliat Med 2009;23: 257-265

A study which documents the anti-cholinergic load of medicines used between referral to death in
palliative care. The biggest contributor to anti-cholinergic load was symptom-specific medicines.

Patient medicine information

From research to practice-effective delivery of consumer medicine information
Asani P. Australian Pharmacist 2006;25:204-208

Pharmacists require appropriate skills to effectively use consumer medicine information (CMI), but also
need to be aware factors which can influence consumer use of CMI such as:

Readability and presentation of CMI
Perception of disease condition

Health Locus of Control

AProbl ematic0 experience
Timing and nature of provision of CMI
Care-giver role

Health literacy

Coping style

Health beliefs

Experience with receiving written information
Demographic factors (eg, age, gender)

O O0OO0OO0OO0OO0OO0OO0OO0OO0oOOo

The use of written medicine information by consumers.: Koo M. Australian Pharmacist; 25:412-
414

Consumer medicine information (CMI) has been a mandatory requirement for new prescription medicines

and existing prescription medicines with changes in their Product Information (PI) since January

1993.The required content of CMI is specified by the Therapeutic Goods Administration, and is required

tobe consistent with the medicineds PI but be written i
by consumers.

The research showed:

0 Those patients with a symptomatic condition and those with adequate health literacy
levels were more likely to seek written medicine information

o Patients who spoke mainly English at home, those with at least secondary educations
and those with adequate literacy levels had a better CMI
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o Older patients and those on a greater number of medications found CMI useful
Issues for future consideration:

0 Increasing the benefits of medication to the patient would enable a more realistic
assessment of risk and benefit

o Research on patientds understanding of perceive
to develop the best approach to describing side effects.

The development and evaluation of written medicines information for Type 2 diabetes: Lee DYL.,
Armour C,Krass I. Health Education Research 2007;22:918-930

Twelve Written Medicines Information (WMI) leaflets were developed for this study.

Major considerations put forward by respondents:

Simple language

Avoidance of jargon

Enlarged print comprehensible layout

Conversational style of language

Improved legibility

Words written in capital letters too distracting

Greater emphasis on medicines adherence rather than warnings against non-compliance
Integration of benefit information to facilitate a better balanced benefit-risk perception of
medicines

O O0OO0O0OO0O0OO0OO0

Expert panel
o Information as gentle advice rather than orders
o lLanguage such as &éyou may experiencebd instead of 6

Legibility

Clearly defined headings

A minimum of 12 point font

Times New Roman test font

Dark type on pale background

Short paragraphs conveying one idea or theme at a time

Lines spaced adequately

Bulleted points and short words and sentences

Boldface type and highlighting important points in text boxes to emphasize key messages

O O0OO0OO0OO0OO0OO0OO0o

A systematic review of quantitative and qualitative research on the role and effectiveness of
written information available to patients about individual medicines.
Raynor DK, Blenkinsopp A, Knapp P et al. Health Technology Assessment, 2007;11:1-178

The review concluded that Athere is a gap between curr
patients wouldvalueand find more useful . o

From the executive summary the following points have been succinctly made:
o No robust information was found that information affected patient satisfaction or affected
compliance
0 The readability of medicines information is important to patients, with concerns about
complex language and poor visual presentation
0 Most patients wanted to know about side-effects that could arise
0 Some patients question the credibility of pharmaceutical company information
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o Patients would like written information to help decision-making

o First for initial decisions about whether to take the medicine or not

o0 Second, for ongoing decisions about the management of medicines and interpreting
symptoms

o Patients did not want written information as a substitute for spoken information from their
prescriber

Includes information on leaflet design with respect to:
0 Words i use easy to understand, everyday language and short familiar words
o Type i use conventional, familiar typefaces; bold fonts are most legible
o LinesTi long lines make reading harder, but too short a line also slows reading. Aim for
40-70 characters (8-12 words)
o Layouti document structure is important in helping readers find information. Following
the sentence 6before, during and afterd can be

The role and value of written information for patients about individual medicines: a systematic
review
Grime J, Blenkinsopp A, Raynor DK et al.. Health Expect, 2007 Sep;10(3):286-98

The literature review concluded that patients have changing and different information needs.
o Written information is widely read on the first occasion medicine is prescribed
Written information within the context of the illness being prescribed valued
Sufficient detail required for those who want it
Adverse effects of medications important
Independence of pharmaceutical companies a concern
Should not be a substitute for spoken information from the doctor
Limited research on health professional sbé views
information.

O O0OOo0Oo0OOo0o

Quantitative studies

Pat i e nives for reading medicines information

Deciding whether to take a medicine

To know more about it

For reassurance

To be able to comply with therapy

What to do if dose missed [oral contraceptive study]

Determining the need to seek professional advise following chemotherapy, as well as
informing friends and family about treatment

0 Useful for those with hearing or memory problems

O O0OO0OOo0OOo0oo

Qualitative studies

Information leaflets were read if
0 They took responsibility for their own care
o0 The medicine prescribed was for a serious problem
o0 They have had a previous problem with a medicine
o0 They were a caregiver

What patients want to know about their medicines
o Diagnosis. Is this the right treatment for me?
Other forms of treatment for the condition i both drug and non-drug
Name of medicine
When and how to take the medicine. Dosage
Consequences of not taking the medicine
What it feels like to take the drug
How long the drug was likely to be prescribed

O O0OO0OO0OO0OOo
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Interactions with other medicines

All side-effects with a likelihood of their occurrence
What to do about side-effects

Long-term effects and risk of damage

O o0 oo

PIL for every ill? Patient Information Leaflets (PILs): a review of past, present and future use
Kenny T., Wilson RG., Purves IN etal. A. Family Practice, 1998; 15: 471-479

Discusses advantages and disadvantages of computer-generated patient leaflets

Knowledge and information needs of informal caregivers in palliative care: a qualitative
systematic review.
Docherty A, Owens A, Asadi-Lari M et al. Palliative Medicine 2008;22:153-171

The review concluded that the evidence base for under s
needs is limited, specifically, in relation to the management of pain, barriers to pain management among

caregivers and patients where inadequate knowledge, poor communication and lack of patient-caregiver

consensus.

Always read the leaflet T Getting the best information with every medicine
www.mhra.gov.uk/home/gro ups/pl -a/documents/publication/con2018041.pdf

ne on the wusability of the patient |

Contains AA ¢ I i
t he ed Kingdom

use. 0 in
Consumer medicine information and the pharmacists

http://communication.org.au/modules/smartsection/item.php?itemid=117
Updated 2009

fi N-one can say that the pharmacists have not been told. The inappropriate use of medicines is too high,

adverse drug events are on the increase; and importantly, consumers have a right to receive accurate,

up-to-date information about their medicines, of the kind that can only be provided on a performance-

based, evidence-tested CMI. Pharmacists have a professional obligation to routinely deliver CMIs with

prescription and pharmacy-only medicines, and to use them to counsel consumers on the appropriate use

of their medicines. There really is no option here. o

Components of Useful Written Consumer Medication Information (CMI)
http://www.fda.gov/CDER/GUIDANCE/7139fnl.htmDK

From the FDA website:
Comments on the introduction of CMI in Australia i delay in distribution to patients due to a lack of
remuneration to pharmacists for printers and consumables, and the length of the leaflets.

Consumer Medicine Information (CMI) search site
National Prescribing Service
WWW.nps.org.au

AWhat is it?

Consumer Medicine Information (CMI) is designed to inform consumers about prescription and
pharmacist-only medicines. It provides information about a medicine and is written by the pharmaceutical
manufacturer.

A CMI gives you important facts to know before, during and after taking your medicine.
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The content of a CMI is defined by legislation and includes headings such as how to take your medicines,
side effects and a description of the product. The legislation ensures the leaflet is accurate, unbiased and
easy to use. o0

The website provides guidelines on the reason for taking the medication, how to take it, where to make
enquiries if uncertain on what the medicine is for and/or how to take it, when not to take the medication. It
provides a range of options for searching for more information and making enquiries.

MPES Pictogram Project: International Pharmaceutical Federation, June 2009
The project has been undertaken fito give health profes:
instructions to people that they have no language incommon wi t h and/ or who may be il

The pictograms are simple and can be adapted to meet the need of the individual and the aim of using

them is to construct a 6storybook conceptdé with a seri
much medication, frequency, route and restrictions.

The software for this is freely available and could be
language or literacy.

Groups at Risk of Non-Concordance and Medication Misadventure

Thereis significant | i t erature avail abl e-coomptlh e ngredu psatdfendat. r i
are often patients:

o from alanguage or cultural group other than that of the country of residence

o who are elderly and have some confusion or dementia

0 Whose capacity to comprehend or manage as their illness progresses (whether from a
language/cultural group other than the country of residence or a native of that country)

o0 whose literacy is limited (in either English or their own language)

o this includes their health literacy

Below is a small selection of articles pertinent to the area of non-concordance or non-adherence that
illustrate some aspects requiring consideration and caution when prescribing. Translated materials are
not the only answer and, sometimes can create more confusion.

Medication Management Issues: The Older Person, with a focus on Non-English Speaking
Backgrounds

www.dhi.gov.au/ArticleDocuments/885/Julianne Hilbers.pdf.aspx

Pharmacy-related health disparities experienced by non-english-speaking patients: impact of
pharmaceutical care. Westberg, Sarah M (SM); Sorensen, Todd D (TD); Journal of the American
Pharmacists Association, USA Jan-Feb 2005; vol 45 (issue 1) : pp 48-54

Inclusion of practice-based interpreters and information in foreign languages go part of the way towards
minimizing medication misadventure, however, the study undertook comprehensive assessments for 91
or 230 patients encounters and identified 186 drug therapy problems. Within this group these were
greater among non-English speaking patients (31% compared with 12%).

The study concluded t hat Abdsedipdrpreters and @reigntaagudga bi | i ty of
services in pharmacies, adherence-related problems are significantly more common in hon-English-

speaking patients. Pharmacists committed to providing pharmaceutical care must consider the impact of

language barriers when working to optimize drug therapy outcomes.

Appendix 2: Literature Review | FINAL PROGRESS REPORT i PHARMACY PROJECT: JUNE 2010


http://www.dhi.gov.au/ArticleDocuments/885/JulianneHilbers.pdf.aspx

The most significant outcome relevant to the current Pharmacy in Community Palliative Care Project was
that drug therapy outcomes improved by 24% once a pharmacist joined the team of clinic providers.

Pharmacist elicited medication histories in the Emergency department: Identifying patient groups
at risk of medication misadventure: Ajdukovic, M; Crook, M; Angley, Cl; Stupans, leva; Soulsby, N;
Doecke, C; Anderson, B; Angley, M., Pharmacy Practice 2007;5(4):162-168
http://redalyc.uaemex.mx/redalyc/pdf/690/69050404.pdf

The basis of this research was to ascertain the discrepancies between pharmacist-written up medication
hi stories and Emergency Depart mentgrogpED) hi stori es, par

The study highlighted the positive contribution from an ED pharmacist and confirmed the vulnerability of

patients with a | anguage barrier to medication misadve
recorded medi cat i ocenmnuraberlofredicatiorgrelated hoapitahadrgigsions. The study

also pointed to the benefit of using interpreter services 1 particularly at point of admission to ED.

While this study was in respect of patients being admitted through an ED, the learnings from this can be

applied to 6at riskd patients being admitted to the pal
the risk for this group of patients the use of medication management reviews, patient-held medication lists

and home medication reviews including upon discharge from hospital could reduce the potential for

further admissions from medication misadventure.

Medication Non-Adherence Issues with Refugee and Immigrant Patients
http://ethnomed.org/
Avery, K. August 2007 Reviewed by Brian Chakofsky-Lewy and Tiffany Erickson, August 2008

The article discussed the issues of medication non-adherence with both refugee and immigrant patients,
recognising that the i s s ue sgrofipsmang mayalso agply o hon-immigrant
popul ations?o.

The author indicated some aspects of non-adherence the patient may:

iDi scontinue using prescribed medication
Change dosage, amount, frequency or time of day medicine is taken

Modify restrictions and special instructions

I nitiate taking someone el sebs medicatio
Combine treatments such as:

Old prescriptions

Medications prescribed by different providers

Medications shared among family and community members

Over the counter medications

Medications broyught from abroad/home countries

Herbal and other traditional medicines

Bl ack market prescriptionso

O O0OO0OO0OO0O0OO0OO0OO0OO0OO0OOo

The reason for non-adherence varies and it can be related to confusion about medications and what they
are meanttodo,l ack of wunderstanding of the scheduling
resist complyingo with treatment regi mens.

Some of the aspects discussed were:
o istrongd medicines: e.g. fAhoto given for

medicines are better that western medicines
o Combinations of medications: some people believe this is a good thing while others
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consider it is dangerous

o Amore is betterod: some have a belief tha
aid recovery

o0 appearance of the medication: the colour (and size) of a medication can influence
adherence; in some cultures fired is a O0s
considered to be more effective, while large pills contribute to non-adherence, as does
the provision of brand name medications vs generic or cheap brands

o method of taking medications: some people prefer liquids, some tablets i others
injections (and this can depend on what
positive.

o Stigma: patients with some diseases are non-adherent because of the stigma attached
to the disease, they may become isolated.

o Side effects: if medications produce significant side effects they are often discontinued or
taken intermittently thus creating greater problems

The author also indicated that cultural knowledge and traditional treatments, gender, literacy and health
literacy, time and interpretation were factors, as was communication and trust.

The article provides a comprehensive list of recommendations for providers that, although this article is
not specifically about palliative care patients, could be beneficial for palliative care providers to consider in
framing the questions and approach to medication management with their patients of non-English
speaking background. It could also be useful for other groups of patients regardless of their language or
cultural background.

Essentials for Medical Interpreters and Translators
Orlando Gonzalez, MS, EMT-P, ATA 48th Annual Conference Proceesings

This article discusses the complexities involved for medical interpreters and translators with respect to

their background, socio-cultural context and country or culture of origin. It specifically refers to Spanish-

speaking people who come from 22 different countries in three continents and even more island

populations and (in the USA) make up 340 million of the population. It indicates that while the interpreter

or translator is not expected to have the same level of knowledge as the medical practitioners and nursing

staff, their | evel of intelligence must be on a simil al
intended message. A degree of subject matter expertise beyond that of an average person is a

prerequisite for effective interpretation and translationo .

The article indicates that the greater the knowledge of the subject i in this instance, the medications and
the illness i the more fully understood will be the message to the patient and family.

It leads to the conclusion that a knowledge and fluency of a particular language is insufficient in itself to

ensuring the O6message6 and intent of the message is pa:
particularly important when talking about medications and ensuring a comprehension of what a

medication is supposed to do, what problems may arise and when to ask for advice or help. While the

article specifically refers to the Spanish language (where knowledge in the USA in quite common) the

inherent problems with interpreting and translating are multiplied when there are more languages, less

population and thus less knowledge of the background and cultural issues involved in passing the

message to patients and their families.
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Reducing Medication Errors and Increasing Patient Safety: Case Studies in Clinical
Pharmacology, Benjamin, David M. PhD, FCT, Department of Pharmacology & Experimental
Therapeutics, Tufts University School of Medicine, Boston, Massachusetts, USA
http://jcp.sagepub.com/cgi/content/abstract/4 3/7/768?maxtoshow=&HITS=10&hits=10&R
ESULTFORMAT=&authorl=Benjamin&fulltext=Reducing+Medication+Errors+and+Increasin
g+Patient+Safety%3A+Case+Studies+in+Clinic&searchid=1&FIRSTINDEX=0&sortspec=rel
evance&resourcetype=HWCIT

The article exprediecsattiheend serureoro,f i6ndi cating that clini
of the issues of improving patient safety and reducing medication misadventure, however, with the focus

on 6errord there is a thrust to | ook at prevention.

As part of quality improvement, there is now a requirement to report (in the USA and increasingly in

Australia) fAsevere and unexpected adverse drug experi el
adverse experiences and issues of non-adherence. The lessons learned from the more severe

occurrences should be used to consider how to improve day-to-day medication management for patients

by improving communication, and ensuring (as far as possible) that patients. This applies to all patients

but the groups already known to have greater non-adherence, the elderly, those from a non-English

speaking background, should be provided with sufficient information and support so that medication

6errord or misadventure is minimised or prevented.

The article provided some statistics (gleaned from ot h
USA) die as a result of medication error. The author
to half of all medication errors arise from physician orders, followed by nursing administration,

transcription errosa dn pharmacy dispensing errors.

The project focussed on preventing medication errors through the screening of all patients admitted to the
CPCS program and concentrated on ensuring that:

the right drug
right dose
right route
right time
right patient

O O0O0OO0OOo

(the Afive rightso) were followed for all patients.

Literature Review i Conclusion
In summary, patients who are at risk of non-compliance/adherence may require careful consideration of:

o the medications being prescribed , including the number, colour, size and route and when
to take them/it

o the use of pictograms may assist" \\chcbdc4\margaretb$\My eBooks\Community
Pharmacy Project\Community Pharmacy Project\Tools\Pictogram - FIP - International
Pharmaceutical Federation.mht

o the type of information provided to them and in what format this is provided, including
whether it is to be written, translated or verbally conveyed

o a professional interpreter/translator (where either appropriate and/or requested) to ensure
the O6messaged is understood

! International Pharmaceutical Federation (FIP): www.worldhealthpictograms.com/beta/WHP_files/page0001.htm
www.fip.nl/www/?page=pp_sect_maepsm_pictogram
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o regular checking of the number and type of medications prescribed and by whom they
have been prescribed, and

o whether the patient/family understand:

what they must do to comply

the diagnosis (and this can be difficult depending upon the cultural and familial

relationships) and implications for medications and medication management

what if any potential side-effects may occur with the medication regimen as it changes

when to call for assistance from their GP or palliative care service provider

provision of a rationale for each of the medications prescribed and provided

education of family members to support the patient

support from the patientds community phar maci st

regular checking back with the patient and their family of their understanding as the

illness progresses and medications change.

o O

O O0Oo0OO0OO0OOo

The majority of the literature related to pharmacy, medication misadventure/error, concordance,
interventions and patients at risk was not palliative care specific. Given this limitation, it was possible to
draw correlations to the situations for other patients and relate them to patients within palliative care
settings.

The project has thus attempted to fill in some of the gaps in the literature and it will, therefore, be
important to reflect on this and CHCB should be trying to submit to journals and other publications to
ensure the lessons learned and outcomes of the project become part of the literature and thus
sustainability of the outcomes into the future.
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APPENDIX 3. EVALUATION

Terms of Reference & Requirements of External Evaluation
Pharmacy in Community Palliative Care Project i 2010

Overview:

The Pharmacy in Community Palliative Care Project is a Commonwealth-funded (CofA) project,
administered through the Victorian Department of Health (DH). As with all such projects, itis a
requirement of funding that a percentage of the project funds be expended on evaluation, including some
components of external evaluation. An evaluator was appointed to this task early on in the project
lifespan.

During the course of the project, the Project Manager and Project Pharmacist have undertaken regular
review and revision of the project goals and timeframes as necessary. All elements of the project have
been reported regularly to the Project Team and to the Project Steering Committee. Consultation with
Department of Health officials on variations to goals and/or evaluation markers have been undertaken as
necessary.

The Project Manager has undertaken components of evaluation required in the original project brief and
has met with the evaluator at points in the project lifespan to report and check on progress and to discuss
any aspects that may require review and revision.

Appointment of Evaluator: Dr. Safeera Hussainy

Department of Pharmacy Practice
Centre for Medicine Use and Safety
Faculty of Pharmacy and Pharmaceutical Sciences, Monash University

Purpose of Evaluation:

As a requirement of the funding, an independent external evaluation of the project is to be undertaken
covering the effectivesness of the project in terms of its objectives and in meeting the required
timeframes.

Generally the aims of a project are to bring about improvements in a particular area of program delivery,
including lessening risk, improving service delivery and, with projects funded by government, provide
accountability for taxpayer funds by delivery of (at least) some element of sustainabililty without ongoing
funding into the future.
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Scope of evaluation:

Method:

The evaluator will:

O oO0Oo0Oo0oo

O O0Oo0Oo0oo

Deliverables:

review and analyse project documents provided by the Project Manager

review and analyse project documents provided by the Project Pharmacist

conduct interviews/focus groups as deemed appropriate within the evaluation framework
review the project management processes, including communication strategy/process
be required to attend the final Steering Committee meeting and, if requested, the final
Project Team Meeting

review processes and documentation as indicated in points above, including:
Statistical data collation and analysis

Tools developed and/or adapted

Literature review

Management processes and documentation

Prior to commencement of this phase of the project, the external evaluator will provide to the Project

Manager:

O o0Oo0oo

o

A plan and timetable for evaluation

full costing of the external evaluation

The external evaluator will:

prepare and present to the final Steering Committee Meeting, a written evaluation report
that describes and presents the findings and any recommendations

provide a verbal presentation to the Steering Committee on the overall process, impact
and outcomes of the project.

The evaluator will consider and review the:

0
0
0

Process
Impact
Outcomes
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Process & Tasks Impact Outcomes

Overall management
Project Plan (incl.
timeframes)

Literature Review

Data Collection
Communication Strategy

Education Strategy

Role of Pharmacist in the

CPCS Team

Medication Reviews

Tools developed/adapted

Care pathway
Patient medicine
information

APPROX.TIME
TO REVIEW

1hr
1hr

3-4 hrs

3-4 hrs

2 hrs (1 x meeting
with Sandy &
Margaret)

2 hrs (1 x meeting
with Sandy &
Margaret - -
discuss in same
meeting above)

4 hrs (1 x meeting
with Sandy + 1 x
meeting with
CPCS team)

2 hrs (1 x meeting
with Sandy i
discuss in same
individual meeting
above)

4 hrs

1hr

30
mins/information
leaflet

approx. time to write

up findings &
recommendations

30mins-1 hr
30 mins

2 hrs
3 hrs
2 hrs
10" March 9-11am

2 hrs
10" March 9-11am

Up to 3-4 hrs
Date to be decided

Up to 3-4 hrs
To be incorporated
into meeting above

Up to 3-4 hrs

To be incorporated
into meeting above
30 mins

Up to 3-4 hrs

of the project in line with the:

funding requirements
the overall project brief
potential for:

improving service delivery
general improvements in patient care

sustainability

O O0OO0O0OO0OO0OO0OO0OOo

lessening risk of medication misadventure

the evaluation framework within the project brief/plan

capacity for duplication of (elements of) the project

Any other items subsequently identified by the external evaluator as requiring evaluation should be

discussed with the Project Manager and Project Pharmacist.

Specifically, the external evaluator will review and report on the:

o Literature review for relevancy to the project

o Tools developed/ adapted and used during the course of the project and their efficacy
o Methods and results of statistical and data collation and analysis to ascertain if the

findings of the project are supported by the data collection/analysis

In addition, the external evaluation will review the management of the project with respect to the:
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communication strategy

reporting requirements

including meeting of reporting tasks and timeframes
progress report content

O O oo

Proposed Timeframe and Process for Evaluation Plan i External Evaluator

The external evaluation is to be completed and prior to the final Steering Committee meeting to be held
on 22" April 2010. At this meeting the external evaluator will present finding of the evaluation to the
Steering Committee along with a draft report that includes any recommendations for actions to be taken
prior to conclusion of the project period (30th June 2010).

A final written report is to be completed and provided to the Project Manager by 14" May 2010.
Further details of the proposed timeframe and process for the evaluation are to be supplied by External
Evaluator to Project Manager by 1% March 2010

See above timetable. Proposed timeframe is to conduct the review during March 2010 and write up the
findings & recommendations alongside & over the month of April 2010.

First, all the processes/tasks that can be reviewed by reading the Final Report (in progress) will be
evaluated, then the face-to-face meetings for the remaining processes/tasks will be conducted.
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APPENDIX 4. EVALUATION FINDINGS - DR. SAFEERA HUSSAINY

Page 1 0f 15

Overall management

Impact and Outcomes

Overall management of the project was impeccable, as timelines were met (refer
to Project Plan for further discussion) and project expenditure was within budget.
The Project Manager demonstrated a good understanding of the scale of the
project and of her own responsibilities. She remained in contact with myself on
an ongoing basis, and provided ample time to plan attendance at meetings and
review and provide feedback on documents (e.g. project reports, tools
developed). She was consultative and was open to, and sought advice on,
several elements of the project, especially the evaluation framework. Her
excellent management of the project, and of the Project Pharmacist, with the
view of meeting the overall project brief, was overall successful as many of the
major outcomes for each process/task were achieved (refer to each section
below).

Project Plan

Impact

The project was well planned and executed. All of the processes/tasks were
implemented within the proposed timelines, with some appropriately carrying
over to another phase or being undertaken for the entire duration of the project
e.g. literature review. Others were reviewed and revised in line with suitability for
the overall project brief e.g. evaluation framework. As a result, the impact of all of
the processes/tasks on palliative care patients (and their carers) managed by the
Project Pharmacist, as a member of the CPCS team, has been considerable. A
positive impact on CPCS team members was also reported, who are now more
aware of the Pharmacist’s role in medication management. Increased awareness
has also occurred within other palliative care services and the wider community.

Certainly, if the project had not been well planned. managed and timelines not
met, these positive effects would have gone amiss.

Qutcomes
As all project deliverables were achieved, the major outcomes are that:

+« By adopting a PDSA (Plan, Do, Study and Act) type of approach, the
funding requirements and project brief set by the Department of Health
(DH) have been met, in particular the evaluation framework.

+ Particular elements of the project have been recognised as being able to
be duplicated across community palliative care services in Victoria and the
rest of Australia e.g. model of care, and Medication Review Screening
Tool (MRST) and patient medicine information leaflets developed.

s The long-term benefits of pharmacist involvement in medication
management in the community palliative care setting have been

L
Pharmacist in Community Palliative Care Multidisciplinary Team Pilot Project: Report on the
findings of the Evaluation. Conducted and Written by Dr Safeera Hussainy, Cenire for
Medicine Use and Safety, Monash University, Victoria, Australia.
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demonstrated, such that there is potential for decreased medication
misadventure, improved service delivery (in particular increased workforce
efficiency) and other improvements in patient care. Funding to duplicate
and sustain the Pharmacist’s position is therefore justified.

Literature Review

Impact
The impact of the Literature Review can only be gauged by determining if it
considered aspects integral to implementing the processes/tasks in the project. It
is immediately apparent that the information uncovered, using the search
strategy detailed, assisted the Project Team in:
» Highlighting issues for the Project Pharmacist that she would need to be
aware of when undertaking medication review
+ Developing the screening tool, by including groups of patients who the
Project Pharmacist would need to identify as being at risk of medication
misadventure; and
+ Developing the evidence-based patient medicine information leaflets, by
recognising and incorporating factors that can facilitate the uptake and
understanding of these.

However, it is not clear if evidence-based databases were searched, such as the
Cochrane Library, to elicit studies with stronger evidence, which would have
further supported the development of all processes/tasks. Also, the Project Team
were given a copy of my thesis, one facet of which examined the types of
interventions undertaken by community pharmacists, and their significance on
patient care, using a risk assessment scale similar to that used in the Needham
et al (2002) study. The thesis needs fo be included in the Literature Review as it
was referred to, to a great extent, when the project was scoped.

In addition, while the Project Team have noted that the current content and
format of the Literature Review is not complete, syntheses/critical analyses of the
findings of each section are required. This would include, most importantly, the
gaps identified, and how the information influenced the directions the Project
Team took for the above, and all other, processes/tasks.

Recommended action: Include the above information in the Final Project Report

Outcomes
The major outcome of the Literature Review would he whether the project closed
the evidence-practice gaps that exist in, for example:
+ Developing and implementing the pharmacist’s role as a community
palliative care team member
+ Providing satisfactory care to patients heing palliated, from the patient and

carer Eerseective.

Pharmacist in Community Palliative Care Multidisciplinary Team Pilot Project: Report on the
findings of the Evaluation. Conducted and Written by Dr Safeera Hussainy, Centre for
Medicine Use and Safety, Monash University, Victoria, Australia.
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