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Fducational Support During the Transition to Pharmaceutical
Care Implementation - The Experience of One Department

Lori Blain and Fitzpatrick C. Obilo

BACKGROUND

rior to 1991, pharmacists at Toronto East General

Hospital (TEGH) provided a variety of clinical phar-

macy services to patients in all areas. Although
there was general acceptance by medical and nursing
staff of these traditional services, many pharmacists feh
that the potential to improve patient care existed and
should be investigated. For example, since there was no
uniform approach by pharmacists, there was inconsist-
ent continuity of care when a patient was transferred
from one unit to another. Also, patients’ health care
records were used as the primary source of information
rather than the patients themselves.

Upon becoming aware of the philosophy of pharma-
ceutical care (PC) as proposed by Hepler and Strand'
the pharmacists collectively considered whether it could
provide the basis for the changes that needed to be made.
They discussed the fundamentals of PC including its defi-
nition, purpose and steps, the latter of which includes
the need to develop a covenantal relationship' with in-
dividual patients. Eventually the pharmacists decided
that the philosophy of PC was compatible with what they
wanted to practise.

Thus, the task of making the transition from clinical
pharmacy services to PC was initiated. More specific
details about the actual implementation of PC is pub-
lished elsewhere.” In an effort to learn how to provide
PC and maintain the high level of therapeutics knowl-
edge needed to care for patients efficiently and effec-
tively, some additions and moditications were made to
the departmental educational support.

ADDITIONS TO EXISTING EDUCATION

Pharmaceutical Care Workshops

Six 1-hour workshops were held to assist pharmacists
in understanding how to use available PC-related edu-
cational processes and tools. (See Appendix A) These
workshops were [acilitated over several months by the
Clinical Managers and the Coordinator, PC. Each
1-hour session was repeated 3 times to allow an oppor-
tunity for all to attend without disrupting workflow and

to make the size of each group more conducive to dis-
cussion and learning. Between each ol the sessions, phar-
macists were required to complete an exercise that was
based on what was learned in the previous workshop
and essential to the discussion of the next workshop.

The process and tools which were used as the basis
for learning were the Therapeutic Thought Process (TTP)’
and the Pharmacists’ Management of Drug-Related Prob-
lems (PMDRP).* These tools are used in the education
of undergraduate and PharmD students at the Faculty ol
Pharmacy, University of Toronto. The TTP is one ex-
ample of a systematic process for identifying a patient’s
drug-related problems (DRPs). The PMDRP is used to
learn what information to collect regarding a patient,
his/her disease(s), medications, and signs and symptoms
and how to use this information to identify DRPs and
develop a pharmacy care plan for each.

Self-Directed Education Program
The above workshops were adapted to produce a self-
directed education program which includes a written
didactic component and a cassette tape with additional
didactic discussion which complements some segments.
This program [ormed part of the orientation for new
pharmacists or those returning from leaves of absence
who were not already tamiliar with the TTP and PMDRP.
The learning manual consists of 5 sections with read-
ings and exercises to complete prior to each. It is esti-
mated that it would take a pharmacist approximately
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1 to 4 hours to prepare for each session depending on the
topic and prior experience of the pharmacist. Actual com-
pletion of each session takes approximately 1 hour.

The overall goal of the self-directed program and the
workshops discussed above was for the pharmacists to
be able to explain what is meant by a covenantal
relationship which is essential for the provision of phar-
maceutical care,’ the TTP, and PMDRP. The goal was
not that the pharmacists be able to develop covenantal
relationships with patients nor use the process and tools
efficiently and effectively. This objective was to be real-
ized through the pharmacists’ own application of the
concepts, coaching by the Coordinator, PC and Clinical
Managers, and the formation of PC teams.

Pharmaceutical Care Resource Teams

In the fall of 1993, 4 PC resource teams were developed.

The original intent of these teams was to:

* provide support and guidance as pharmacists learned
how to apply the PC process to real patients;

* provide an opportunity to share knowledge and expe-
rience with colleagues learning how to provide PC to
similar types of patients; and

* improve continuity of care between different areas of
the hospital.

Each team was led by a resource person, one of the clini-

cal managers or the Coordinator, PC. The primary re-

sponsibilities of this person were initially to:

* take a leadership role in integrating PC into their pa-
tient practice;

* assist pharmacists in determining their personal goals
with respect to learning how to provide PC;

* review completed PMDRPs; and
* provide constructive feedback and support.
Each team met monthly to informally review cases or
discuss areas of difficulty in providing PC to patients.
Team members encouraged and learned from each other
during these discussions. Several of these teams devel-
oped templates of the first page of the PMDRP for se-
lected disease states (i.e., unstable angina, diabetes
mellitus, MD), or categories of patients (i.e., paediatrics,
geriatrics) which could be shared amongst teams. Some
teams developed therapeutic alternative charts for shar-
ing. Each team was encouraged to log their activities so
that other individuals or teams could review them for
their own benefit.

The PC resource teams played a role in the transition
from providing clinical pharmacy services to PC, but were
disbanded in the fall of 1994 as part of departmental
reorganization.

Coaching
While the PC resource teams were in place, the Co-
ordinator, PC and the Clinical Managers each had
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responsibilities for coaching staff pharmacists as they
learned to provide all steps within the PC process. In
addition to their other administrative and clinical respon-
sibilities, the Clinical Managers were responsible for peri-
odically coaching individual pharmacists within their PC
resource team. The Coordinator, PC was responsible for
coaching pharmacists on the team but also for coaching
each pharmacist on staff. The latter was accomplished
by having the Coordinator, PC provide PC to a few pa-
tients on the staff pharmacist’s nursing unit during the
week when he/she was to coach that particular pharma-
cist. The pharmacist was responsible for providing full
PC to at least 1 patient during that week; other patients
continued to receive usual clinical pharmacy services.
The pharmacist and the Coordinator, PC then met to
discuss the patients for whom they had given care. From
this discussion, a summary of the PC-related learning
issues for the individual pharmacist and of actual or
potential challenges in the integration of PC on that par-
ticular nursing unit was developed. A copy of this sum-
mary was provided to each pharmacist and the relevant
Clinical Manager.

After the fall of 1994, coaching was provided on an as
needed basis, usually at least once every 2 months.

Pharmaceutical Care Committee

A PC Committee was formed in October 1993 with the
purpose of developing proposals pertaining to the prac-
tice and education of PC at TEGH. It was found that
this committee played an integral role in many issues
that facilitated pharmacists’ learning about PC. It was
composed of 3 pharmacists and the Coordinator, PC.
Once the Coordinator, PC position ended in June 1994,
this responsibility was assumed by the Clinical Manager
responsible for PC. The committee now meets on an “as
required” rather than a regular basis. The objectives of
the committee follow.

1. Review and recommend revisions to departmental
PC practice and administrative issues related to PC.

2. Review and recommend revision to the PMDRP to
suit the practice of the pharmacists at TEGH.

3. Develop and initiate a clinical profile (an abbrevi-
ated PMDRP) suitable for the documentation of the pro-
vision of PC; develop guidelines for the use of this pro-
file.

4. Assess and make recommendations to meet the edu-
cational needs of the pharmacists with respect to PC.
5. Develop and recommend methods of communica-
tion between pharmacists to ensure continuity of PC
upon transfer of patients within the hospital.

These methods included developing guidelines for
documenting medication histories, patient education ac-
tivities and pharmacy consults in the patient’s health care
record.
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6. Investigate and develop methods for improving con-
tinuity of PC as they arise.

Pocket Cards

The PC Committee developed two pocket cards which
include a schematic of the TTP and components of the
PMDRP. More specifically, the pocket cards list the
elements of a patient interview, a chart review and DRP
identification, as well as the flowchart of the TTP. These
were developed to act as prompts in the use of the re-
vised clinical profile/abbreviated PMDRP so that the short
form would not be used solely as a place to record data.

MODIFICATIONS TO EXISTING EDUCATION

Clinical Presentations
Clinical Presentations had been provided by pharma-
cists at TEGH on a rotating basis for several years as a
means of keeping current as well as improving presen-
tation skills. Originally, these were bi-weekly education
sessions which were comprised of case presentations in
combination with a pathophysiology and therapeutics
discussion.  In 1992, the format of the case presenta-
tions was modified to focus on identitying DRPs and for-
mulating a pharmacy care plan for at least one DRP.
Therapeutics issues pertinent to the specific case were
discussed as they arose in identitying DRPs and select-
ing a therapeutic plan. This change in format resulted
in presentations that focussed more on the patient and
the application of the information. As well, there was
much more discussion about the pharmacy care plan
following the formal part of the presentation than previ-
ously occurred.

In an etfort to make more time available for pharma-
cists to provide PC, the frequency of these presentations
has been reduced to once per month.

Clinical Sharing

Clinical Sharing had also been held for several years -
every 2 weeks. In contrast to the formality of the Clini-
cal Presentations, Clinical Sharing was an environment

where pharmacists informally shared aspects of cases of

interest or sought guidance from colleagues. A tempo-
rary education element was provided during these Clini-
cal Sharing sessions between January 1993 and June
1994.  Specifically, the Clinical Managers and Coordi-
nator, PC [facilitated 10-minute discussions with the
objective being that the pharmacists would learn how to
provide all components of the PC process to their pa-
tients.”* During these, the presenter would share perti-
nent aspects of a case and focus on how to apply a compo-
nent of the PC process to the case. For example, the
facilitator may have presented a patient’s DRP and the
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attendees would collectively develop desired patient out-
comes or develop a therapeutic plan. A summary of the
discussion was published in the departmental newsletter
for the benefit of those not in attendance. Many pharma-
cists indicated that they gained from this opportunity to
practice applying small aspects of the PC process at a time.

From January 1994 to June 1994, an attempt was mace
to gradually apply all steps of the PC process to a single
case. This was found to be less successtul than using
different cases each week as it required a conscious ef-
fort by the pharmacists to come prepared for the discus-
sion.

WHAT WE LEARNED

Much has been learned as the pharmacists have gradu-
ally but continually moved towards providing pharma-
ceutical care to patients in lieu of clinical services. No
formal assessments were done along the way to deter-
mine whether any one facet of the departmental educa-
tional program was more successful than any other in
assisting pharmacists in realizing the goal of being able
to provide all steps of the PC-process to their patients.
Based on subjective verbal feedback received at the time,
it is the feeling of the authors that all components of the
education program in some way supported the learning
by the pharmacists. In keeping with adult learning prin-
ciples” it is likely that each pharmacist gained benefit
from some facet more than others but that there would
not be agreement by the pharmacists as to the one most
valuable component. It was vital to include a variety of
concurrent PC-related learning activities to assure that
the large majority of the pharmacists’ learning styles and
needs and skill levels would be accommodated.

In general, it could be said that the PC education pro-
gram initially consisted of formal educational sessions
regarding what PC is and one approach to providing it.
Based on verbal feedback from the pharmacists, by far,
the most important learning by the pharmacists did not
occur during these educational sessions but rather on
their own when they were trying to apply the concepts
to their patient care. This “hands-on” learning was then
supported by the clinical sharing sessions and the avail-
ability of coaching. The value of this support and en-
couragement, whether provided by a peer, coordinator,
or manager cannot be understated. It is vital to the suc-
cess of learning how to provide PC and how to incorpo-
rate it into one’s practice.

In 1992, it seemed that the only option was to use the
University of Toronto approach. It had already been
developed through the collective efforts of many lead-
ing practitioners in the province. Also, many ol the phar-
macists needed to learn these processes as they were to
act as preceptors for fourth year undergraduate students
during their clinical clerkships. However, much has been
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learned about pharmaceutical care over the last 5 or 6 years.
A more participative approach would be to involve the
pharmacists in the development of the general processes
they would use to identify DRP and develop pharmacy care
plans. This would accommodate for pharmacists’ different
learning, problem solving, and practice styles.

Another significant modification that would be valu-
able is to provide much more opportunity to learn about

developing effective relationships with patients. This

should include learning what constitutes an effective re-
lalmn:.hlp (a covenantal one according to Hepler and
Strand)," how to develop such a relationship using effec-
tive communication skills, and how to maintain such a
relattonship. The pharmacists at TEGH repeatedly dis-
covered that the development of an effective relationship
is fundamental to the provision of PC. This has led to
some pharmacists modifying their routines; for exam-
ple, some speak with their patients prior to reviewing
their health care record to assess their drug-related
concerns.

Experience in learning to provide and implement PC
at TEGH has shown that the right balance of individual
autonomy and learning, small group learning and shar-
ing, and managerial cadushlp and support is required.

Appendix A. Format and Learning Objectives of Workshops
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Operational issues must be addressed concurrently with
educational efforts if what is learned is also to be ap-

plied. The learning must be ongoing and the process
must be re-evaluated and modified continuously to re-
flect what has already been learned.

Despite the time expenditure involved, our experience
has helped us to realize that if pharmacists are going to
be able to incorporate PC into their practice, they need
support and guidance to learn to provide it. =
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. Session Typeotcaseused -~ | F
Lol e on |sworkshop,the
;‘partwlpanls shoul‘ be able to..,” -
1 fictitious - standuphairditis s explain the need for a systematic process to identify DRP
2 CHF ¢ explain one specific process to identify a single DRP (TTP3)
3 hypertension e use the TTP to identify a single DRP
4 hypertension (same e explain how the TTP fits into the PMDRP ¢
case as in Session 3) explain how the TTP does not facilitate provision
of all steps of the PC process
5 hypertension (same as above) * explain the intent of various section and questions of the PMDRP
6 none; informal sharing * explain what is imeant by a covenantal relationship
of cases * explain why completing a PMDRP does not
mean that PC has been provided






