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Abstract

Background

Medication reviews have been introduced as heakthogerventions to decrease
inappropriate polypharmacy in older patients, bytlementation in practice is challenging.

Objective

This case study aimed to explore the events, actod other factors that were involved in
the implementation and sustainability of medicatieviews in older patients by clinical
pharmacists in Region Uppsala, Sweden.

Methods

A case study design informed by change managemieciges (Kotter) and normalization
process theory, consisting of a review of publisaed grey literature, key informant
interviews and focus group triangulation. Findifigen additional literature review and
interviews were integrated into a final thematialgsis. Ten healthcare professionals,
managers and policy makers participated as keynrdots. The study included data up to
2015.

Results

Factors were identified across all Kotter’s priegoand normalization process theory
domains, ranging from the first evidence on inappede polypharmacy in the 1980s until the
creation of permanent clinical pharmacist positionecent years. Examples of facilitating
factors were a national focus on quality of carettie elderly, multiprofessional teamwork,
key individuals of different professions, educatibnancial support and local evidence.
Barriers included an unclear allocation of taskd @sponsibilities, a lack of time and
continuity, and a lack of a national plan for implentation, monitoring and evaluation.

Conclusions

Multiple factors across the full range of changenagement and implementation principles
were involved in the implementation and sustainybih systems approach, including these
factors, should be considered in similar futuréatives, both in Sweden and settings in other
countries.

Keywords
Implementation research; Change management; Moldépsional teams; Medication
management; Clinical pharmacy; Case study
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Introduction

Worldwide, people live longer and the populatioageing. As a consequence, the
prevalence of chronic diseases and the use of atezhs are rising, which puts
pressure on the sustainability of healthcare systdPolypharmacy, the prescribing of
multiple medications, is often necessary to treatindividual’'s medical conditiorfs.
However, inappropriate polypharmacy, the prescglmhmultiple medicines which are
either inappropriate or no longer indicafdd,common among older patients. The
prevalence of inappropriate prescribing in olddrgrds in Sweden and other developed
countries ranges from 20 — 50%%lt is associated with adverse drug events, leaiting
unnecessary hospital admissions and increasedbaatcosts.In Sweden and abroad,
different initiatives have been taken in the pastadies to improve medication
prescribing and decrease inappropriate polypharnsamh as the introduction of
regulatory policies, computerised support systdmaalthcare professional education
and interventions at patient levélOne of these interventions is the performance of a
medication review, a structured, critical examioatof a patient's medications to
optimise the impact of medications and minimise ic&tibn-related harm Healthcare
interventions, like medication reviews, are oftencessfully conducted in a research or
project setting, but the implementation and emhbagldh clinical practice is
challenging®*°

In 2015, a European Union (EU) co-funded projestimulating Innovation
Management of Polypharmacy and Adherence in thersldSIMPATHY)’
commenced, with the aim to stimulate, promote agbsrt innovation across the EU in
the management of appropriate polypharmacy andredéte in older patients.One of
the key activities of SIMPATHY was the performamdecase studies in 8 European
countries: Germany, Greece, Italy, Poland, Portugéin, Sweden and the United
Kingdom (UK)!? The aim of these case studies was to addressextsad regarding
polypharmacy management in the EU; why programnere vor were not, developed,;
and, how identified initiatives were developed, lempented, and sustained. These
guestions were answered in each country throughithahl case studies of national or
regional programmes. Framework analysis acrogsaa#s found that polypharmacy
management was not consistently addressed withisttidied EU countries, but it
provided examples of initiatives that could assiahagers and policymakers in
developing or scaling up programntés.

One of these examples was the case study in Swkdpast decades, the focus
of the Swedish government has been on the qudlitgre in older patients. A national
survey reported a threefold increase in the prexa®f polypharmacy, defined in the
survey as the use of 5 or more medications, frof6iB 1992 to 42 % in 200%.In the
following years, the government took several meastw improve the quality of care in
older patients, such as the development of quialiticators and the funding of different
programmes**® The prescribing of inappropriate medication inevlgatients
decreased by 36 % between 2006 and 2012 in peageas80 years and olderbut the
issue of inappropriate polypharmacy remaiffebespite the national focus on the care
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for older people, a formal programme on polyphanyrmaanagement was never
developed.

Region Uppsala, one of the twenty self-governirggaieal authorities in
Sweden, implemented the performance of medicagwrews by clinical pharmacists,
in the context of the national focus on the careofder people. These pharmacists work
in multiprofessional healthcare teams in eithepitats, nursing homes or primary care
centres, and they specifically address polypharntacjder patients. Swedish and
international studies have shown that medicatioreves by clinical pharmacists
increase appropriate prescribing and medicatiorl't/sghich may prevent hospital
visits and unnecessary healthcare cBBther regional authorities have also
introduced clinical pharmacists in healthcare tedrasthis has developed
heterogeneously throughout the country. Region Blppsurrently has the highest
number of clinical pharmacists per capita in thentoy, and the demand is growing. It
is unknown what exactly has led to this seeminglcessful implementation at
regional level. An in-depth understanding of thiéedlent factors involved and what
actions need to be taken for successful implemientand sustainment in practice, may
support future polypharmacy programmes.

To get a better understanding, the Swedish casadased study after
publication of the 8 SIMPATHY case studigghe scope was changed from a national
level (Sweden) to a regional level (Region Uppsalayl incomplete findings were
supplemented with additional data. We thereforsgmethe updated Swedish case
study, which aimed to explore the events, actiowsather factors that were involved in
the implementation and sustainability of medicatieviews in older patients by clinical
pharmacists in Region Uppsala.

M ethods

Design and underlying theories

This study used a case study desitjfihe unit of investigation was the process of
implementation and sustainment of the performareeeadlication reviews by clinical
pharmacists. Events, actions and other factordwedan this process were explored.

Multiple useful theories and models exist that barapplied for understanding a
process of implementation and integration in daiigctice. In this study, Kotter’'s 8
Steps Process for Leading Change (Kotter) and Naratian Process Theory (NPT)
were used®*! Kotter is a change management model which useslinear 8 step
approach: create a sense of urgency, build a gumbalition; form a strategic vision
and initiatives, communicate the vision, enabléadby removing barriers; generate
short term wins; sustain acceleration; and ingtititangé® NPT is a sociological tool,
consisting of 4domains, that has been used to aaimplementation processes in a
broad range of complex health care practiée§ Combined, Kotter and NPT provide
rigorous support to explore the chosen processes.

Setting
This case study focussed on Region Uppsala, prelyigmown as Uppsala County
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Council. Healthcare in Sweden is largely financgdideal taxes and Region Uppsala is
responsible for the quality of and access to heafthfor all 360 000 inhabitants in
Uppsala Count{’ It owns and operates the 2 hospitals in the couyppsala

University Hospital and the hospital in Enképingdaoughly half of the county’s
primary healthcare centré$Since 2012, all clinical pharmacists conductingiioation
reviews in the county have been employed by Redigosala. Previously, these
pharmacists were employed by the state-owned pltgrommpany Apoteket AB,

which held a national monopoly on the sale of matthas until 2009. This case study
therefore also explored Apoteket AB'’s role in thiplementation process. External
events, actions and other factors which have infted the implementation of
medication reviews by clinical pharmacists in Redifppsala were also part of the
scope of this case study. Two national organisatwere therefore specifically
included: the Swedish Association of Local Authiestand Regions (SALAR), which
represents the interests of all regional and laa#horities in Sweden, and the National
Board of Health and Welfare (Socialstyrelsen), segoment agency under the Ministry
of Health and Social Affairs. There was no spedifite frame for this study, but it
included data up to 2015.

Data generation and analysis

Literature review

A literature review was performed by 2 researcliéksand UG) between September
2015 and December 2015 to identify documents releteathis case study. One
researcher (TK) was a recent graduated pharmaudstesearch assistant, and the other
(UG) was a senior clinical pharmacist and reseayrchsponsible for the development,
implementation and evaluation of clinical pharmaewices in Region Uppsala. The
researchers used a guide with questions to steittterreview process, specifically
developed for all SIMPATHY case studies (Supplermgnappendix). Questions were
drawn from Kotter to inform assessment of changeagament strategies, and from
NPT to inform the integration in daily practice. &ye search, MedLine database and
Region Uppsala’s intranet were used to collectjpe@ewed publications and grey
literature, such as policy documents and guideliRetevance of the documents was
determined through consensus by the 2 researchers.

Semi-structured interviews

After the literature review, semi-structured iniews were held with key informants
who had been influential to the implementation @efdncation reviews by clinical
pharmacists. The sampling strategy was to reantotmants from different positions
and institutions. Targets for recruitment includédeast one policy maker, a manager
responsible for implementation, and a healthcanéepsional. Potential informants
were either authors of or mentioned in documersgastified in the literature review.
Four informants were eventually approached, elblyemnail or telephone, and agreed to
participate. The interview guide was based on jplas from Kotter and NPT, see
Supplementary appendix. It addressed the ratidoakde introduction of medication
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reviews; implementation strategies; integratiow itily practice; evaluation; and,
plans for future developments. The interview topwese fixed, and questions were
modified for each informant based on the role efitiformant. The 2 local researchers
(TK and UG) received both in-person and web-bassdihg by researchers
experienced in qualitative research (DS and otlerd)one of the SIMPATHY case
study coordinators (JM) on using the guide, andawucting and analysing interviews
and focus groups in general. Together they perfdrthe 4 interviews in November
2015 and December 2015, which lasted between 58@mndinutes. All informants in
this case study provided written informed conseiaro their participation. The
Regional Ethical Review Board in Uppsala was caesiyland the study was exempted
from ethical approval as it did not involve sen&tpersonal data according to the
Swedish Personal Data Act (1998:204).

Data analysis and integration of the literature i@v and interviews

The interviews were audio-recorded, transcribedthachatically analysed using a
deductive coding framework based on Kotter and NIFiE. 2 local researchers first
independently coded the interviews, and then causewas sought in case of
conflicting results. A summary of the documentsiifesd in the literature review and
analysis of the interviews were combined into asany report.

Focus group triangulation

To confirm the trustworthiness of the findings @ tsummary report and identify any
gaps or weaknesses in the report, a focus grougevaeicted in February 2016 at
Uppsala University Hospital. Participant samplimgl @ecruitment followed the same
process as the key informant interviews. Informavite had been interviewed were
eligible for inclusion, but other experts were alsoruited. Eight informants (3 of
whom had been interviewed) were asked for partimpaand agreed to participate. The
informants received the summary report one weeldirance of the focus group session
with the request to assess it for correctness ampleteness. Two informants were
eventually unable to participate due to practiealons and they provided written
feedback. The focus group was run by one mode(di@) and one note taker (TK) and
lasted for 120 minutes. The moderator used a yite developed by the SIMPATHY
study coordinators (Supplementary appendix). liuieed questions about how the
results in the summary report matched with perserpérience and knowledge, if there
were any points that had been missed or not engdthenough, and if there was
anything incorrect.

Additional literature review and interviews

The initial literature review, semi-structured iniews and focus group triangulation
were part of the original SIMPATHY case studyAgreement with specific findings
was expressed throughout the focus group sessibspine areas needed more detail.
To address these areas, 3 additional interviews w@nducted. Two focus group
participants were asked specific questions to e&ban their input during the focus
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group session, and a third key informant was résauio go into detail about policy
decision-making within Region Uppsala. The infortsanere asked to focus on the
period up to 2015 to be consistent with previous dgneration and analyses. The
interview guide for this third interview was basmtithe same one used for the previous
semi-structured interviews (Supplementary appendilg interviews were performed

by a Master’s thesis pharmacy student (MF) whoivecktraining in qualitative
interviewing by one of the other local researcl{&ts). All informants were either
approached by e-mail or telephone. Interviews weréormed in March 2018 and

lasted 20-40 minutes. The literature review wasatga on missing documents based on
specific input from the focus group and additionérviews. Literature covering

events, actions or other data after 2015 was egdlugour documents were eventually
added’”*°

Final data analysis

The focus group discussion and additional intergigwere audio-recorded, transcribed
and thematically analysed by 2 researchers (MFT&)dusing the same method as with
the first key informant interviews. Events, acti@mgl other factors that were identified
using the Kotter’s principles, and which overlappeth identified factors using NPT,
were integrated in the final analysis.

Results

In total, 6 physicians, 3 pharmacists and 1 nwaeyith different specialisations and
positions within national and regional institutipparticipated in the case study. Table
1 presents the profession, relevant position atithe of participation and the role of
the key informants in this case study.

Table 1. Key informants’ profession, position and partaiprole in the case study.

Key informant Interview Focus group Additional
() (F) interview (A)
1. Physician, former chairperson of the DTC, X
Region Uppsala
2. Physician, expert on pharmacotherapy in older X X
patients, Socialstyrelsen
3. Physician, chief project leader for the Be-Life X *
programme, SALAR
4. Clinical pharmacist, project leader within the Be- X *
Life programme, SALAR
5. Physician, former head of medicine, Uppsala X
University Hospital
6. Clinical pharmacist, internal medicine, Uppsala X
University Hospital
7. Physician, PhD candidate on inappropriate X
prescribing, Karolinska Institutet, Stockholm
8. Pharmacist, chief pharmacist, Uppsala University X X
Hospital

9. Physician, chairperson of the DTC, Region X X
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Uppsala
10. Nurse, former chief pharmaceutical officer, X
Region Uppsala

* This informant only provided written feedback the summary report.
DTC = drug and therapeutics committee; SALAR = Sated\ssociation of Local Authorities and
Regions

The factors identified within this case study dbeithe presence (facilitators)
or the absence (barriers) of Kotter’s principled & T domains, are presented in Table
2. The findings are structured according to theseiples and domains. It refers to
documents from the literature review and is suggublty quoted phrases from key
informants expressed in either the initial intewsg(11-4), the focus group (F2-9) or the
additional interviews (A8-10). A time line of spécievents, actions and publications
which are mentioned in the text, is shown in Figlied the end of the results section.

Table 2. Events, actions and other factors involved inithglementation and sustainability of
medication reviews by clinical pharmacists in Reduppsala, identified within this case study
as either the presence (facilitators) or the alesé@parriers) of Kotter’s principles and the 4
Normalization Process Theory (NPT) domains.

Kotter (1-8) and NPT  Facilitators Barriers
Create a sense of - Evidence on inappropriate
urgency (1) polypharmacy

- National focus on quality of care for

the elderly

Build a guiding - Multiprofessional collaboration - Lack of team setting in primary care
coalition (2), and - Key individuals to drive change - Scepticism towards physician-
cognitive participation - Support from stakeholders pharmacist collaboration
(NPT)
Develop a vision (3), - National vision for quality of - Lack of national plan for
communicate the medication in older patients implementation of medication
vision (4), and - Regional vision for pharmacists reviews
coherence (NPT) within healthcare - Unclear allocation of tasks and

- Local leadership and networking at  responsibilities

national level - Lack of belief in the need for

- Public involvement medication reviews
Enable action by - Education for healthcare - Lack of time and continuity in
removing barriers (5), professionals healthcare
and collective action - Financial support and pay-for-
(NPT) performance

- National legislation and guidance on
medication reviews

- Shared electronic medical records
and prescribing tools

Generate short-term - Periodical reports on quality - Lack of national monitoring and
wins (6), and reflexive indicators evaluation
monitoring (NPT) - Local evidence on the effects of

medication reviews




Sustain acceleration - From project funding to permanent - Focus shifting away from care for

(7), and institute positions the elderly
change (8) - Continual monitoring and - Deregulation of the state's pharmacy
development plans monopoly

203
204 Create a senseof urgency (1)

205 Evidence on inappropriate polypharmacy

206 The issue of inappropriate prescribing among opdetients was “first acknowledged in
207 the 1980s in Sweden, following the first publicasand attention from the USA” (11).
208 Inthe 1990s, studies within Sweden also showetddldar patients made extensive use
209 of medications, often prescribed without sufficieegard for quality**">?In 2000, the
210 government commissioned Socialstyrelsen to devalogi of quality indicators with

211 the purpose to monitor and improve the qualityefspribing in older patients. The

212 indicators were based on earlier lists from Nortekica®***and the first version of
213 the list was released in 2084General quality indicators for care for the eldevere
214 published in 2009, and 2 of those indicators add@she need for medication

215 reviews®®

216 National focus on quality of care for the elderly

217 Inthe Swedish healthcare system, “the governmeiimek the [general] direction and
218 at the beginning of the century there was muchdaouthe care for the elderly” (13).

219 The need to improve the quality at national levgdorted initiatives at regional level
220 as well. Around 2009, the sense of urgency wasasad by stories of patient cases that
221 got national media attention.

222 Build aguiding coalition (2), and cognitive participation (NPT)

223  Multiprofessional collaboration

224 One of the first studies in which medication revsemere conducted by clinical

225 pharmacists in Sweden was in 1994-1895he study was a collaboration between the
226 state-owned national pharmacy chain, Apoteket A8, Socialstyrelsen. It involved
227 pharmacists present at nursing homes includingdo@ntact with physicians and

228 nurses. The use of inappropriate medications dsedeia the participating nursing

229 homes and 80% of the healthcare professionals wanteontinue the collaboration
230 with the pharmacist In 2001, another influential study was performeavhich

231 clinical pharmacists were added to the emergenpartiment team of a hospital in

232  southern Swedef!.This concept of having multiprofessional collakima was also

233 seen as a facilitator in Region Uppsala: “It is artpnt to stress out the teamwork [...]
234 Pharmacists joined the ward rounds which reallyelited the healthcare process.” (F5)

235 Key individuals to drive change and support froakeholders

236 “The multiprofessional collaboration and certaity kadividuals in Uppsala were
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success factors for the development.” (F8) Thegaridividuals had different
professional backgrounds (medicine, nursing, phayinand some held influential
positions, such as the head of medicine at Uppsailgersity Hospital. They managed
to get the support from other stakeholders, su¢cheRegional Office, Apoteket AB
and influential members of the drug and therapswmnmittee (DTC).

Lack of team setting in primary care and scepticismards physician-
pharmacist collaboration

The successful collaboration that was seen at tadspards was harder to establish
within primary care. There is less experience \withiti-professional collaboration,
because “in primary care you usually only havegéeeral practitioner working alone”
(F7). Scepticism towards collaboration with pharistcexisted among physicians:
“Many physicians [...] were quite negative towardsickl pharmacists.” (A10)
However, this can change as one clinical pharmataséd: “The sceptical physicians |
have met were usually very positively surprisechvaitir input” (F6).

Develop a vision (3), communicate the vision (4) and coherence (NPT)

National vision for quality of medication in oldeatients and regional vision for
pharmacists within healthcare

In 2010, representatives from different governmlemtganisations, professional bodies
and the pharmaceutical industry took part in thenfition of a strategy of dealing with
the challenges regarding medication use in Sw&damong the prioritized domains
was the performance of medication reviews. In Regdppsala, it was important “to
point out that the national medication strategientioned medication reviews as well”
(F8).

Local leadership and networking at national lexald public involvement

The vision in Region Uppsala was communicated thindacal leaders who tried to
influence institutions at national level throughwerking. Public involvement also
became an important driver for change: “There lehla great involvement of patients
and pensioners, and this public engagement hasitégfimade a difference.” (F9)

Lack of national plan for implementation of medigcatreviews and unclear
allocation of tasks and responsibilities

Although medication reviews became a part of theonal medication strategy,there
was no national plan for implementation. Next tattlthe unclear allocation of tasks
and responsibilities concerning medication revigwas a barrier. One expert from
Socialstyrelsen mentioned that “there were grdégrénces among healthcare
professionals on the view bbwandby whomthese [medication review] activities
should be performed” (12) and in primary care ibfsen unclear “who has the
responsibility if a certain medication has beetiated in hospital” (F7).
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Lack of belief in the need for medication reviews

Another critique expressed by some physicians iasaick of need to perform
medication reviews “if you prescribe correctly frahe start” (14).

Enable action by removing barriers (5) and collective action (NPT)

Education for healthcare professionals

A key enabler to drive the performance of medicatieviews has been education. In
the late 1990s, the Swedish Pharmaceutical Sofometigcially supported Swedish
pharmacists to attend a clinical pharmacy progranmtiee UK. When these
pharmacists returned, they started working at diffehealthcare settings in the
country. In 2001, a ten-week long undergraduateaal pharmacy course was started
at Uppsala University, and “2006 was a very impdrigear, because of the start of the
[post-graduate] clinical pharmacy programme” (Byth courses had been inspired by
the programmes in the UK. Education on prescrilaing medication use in older
patients was also developed for physicians andesurs

Financial support and pay-for-performance

Financial support for innovation and developmeatrfrdifferent actors has been
essential. From 2001, the state-owned ApoteketiAgted positions from clinical
pharmacists within Region Uppsala. Some positioaevalso financially supported by
Region Uppsala through “some extra developmentifigridA10). Financial support
from the Swedish Pharmaceutical Society was usestdidly visits and research
projects throughout the years. In 2007-2012 thsnak government decided to allocate
approximately € 500 million, which regional auth@s could apply for, to improve the
quality of care for the elderf§.One of the 7 prioritized domains was the perforoean
of medication reviews, which eventually made up (8240 million) of the total budget.
Region Uppsala successfully applied for fundingdarical pharmacists, among other
things. For the period 2010-2014, SALAR and theegoment carried out an extensive
national programme to improve the quality of caredider people in Sweden, called
‘A better life for elderly sick people’ (Be-Life)rpgramme’® The programme used a
pay-for-performance model in which financial indees were provided to regional
authorities for improving their scores on the giyahdicators. Medication reviews
were “not really an important part of the Be-Lifmgramme” (14), but they were
suggested as one of multiple ways to improve iridrcscores. In total, the Be-Life
framework agreement comprised of approximately & mdlion.3®

National legislation and guidance on medicationiegs

In 2012, Socialstyrelsen updated existing legistain medication managemént,
which included statements about medication reviewpatients aged 75 years or older
with 5 or more medication$.In 2013, Socialstyrelsen also developed a guidance
how to perform these medication reviefi$n Region Uppsala, specific routines were
based on the national legislation and guiddhce.
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Shared electronic medical records and prescribimgg

ICT developments in the past decades have madssilge for the clinical pharmacists
in Region Uppsala to record the findings of the icattbn reviews in the patients’
electronic medical records, which are accessibtadset of the healthcare professionals
within the county. In the primary care setting, phacists and physicians make use of
the locally developed PHASE-20 symptom rating s¢alkhe tool can be used to
identify symptoms in patients that can be relatetheir medications. Next to that, the
DTCs of several collaborating regions, includinggi®e Uppsala, published a guideline
on medication therapy for frail older patients B3, which is updated biannuaffy.

Lack of time and continuity in healthcare

Lack of time and continuity have been barriers #tiitexist in both primary and
secondary care. Physicians lack time to discusergatases with the pharmacist.
Medication reviews generally also need follow-up ‘patients often lack a permanent
physician, so the effect of the reviews gets |0&8).

Generate short-term wins (6) and reflexing monitoring (NPT)
Periodical reports on quality indicators

Provision of annual and monthly national qualitglizator score$>®by SALAR to
regional authorities has made it possible “to seamprovement in the indicators,
and it was especially clear when it concerned nadidic prescribing.” (F9)Region
Uppsala has integrated most indicators in annuaf@aperformance agreements
with hospitals and primary care centféAdditional income is gained if more
medication reviews have been performed in patiédtgears or older than the
previous year.

Local evidence on the effects of medication reviews

In 2005-2006, an RCT was conducted at 2 internaliome wards at Uppsala
University Hospital, based on a successful modektdorm medication reviews from
Northern Ireland” In this RCT, patients aged 80 years or older véueived such
medication reviews, had 16 % less hospital visits @pproximately € 200 lower
hospital-based costs during 12-month follow-up cared to control patienfé. The
study received a lot of attention within Sweden ahtbad. “With the study, it became
easier to sell the idea [of medication reviews lyical pharmacists] to the medical
profession” (A10). Similar ways to perform medicatireviews by clinical pharmacists
have been introduced in other parts of Sweden #s%&1n 2011, an RCT performed
in the south of Sweden showed a decrease in inppate medication use and
medication-related hospital visitsHowever, evidence based on international litegatur

remained inconclusive regarding clinically impottantcome$?®*’
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Lack of national monitoring and evaluation

Although medication reviews were mentioned in thganal medication strategy and
specific legislation and guidance was developegtetihas been no monitoring or
evaluation of their impact from a national perspect

Sustain acceleration (7) and institute change (8)

From project funding to permanent positions, camalnmonitoring and
development plans

In recent years, project funding of clinical phaamsts has been replaced by permanent
positions incorporated in annual budgets, mainthmiUppsala University Hospital.
The quality indicators have been continually usebéional and regional level, to keep
improving the quality of prescribing. A new multidee RCT to investigate different
medication review models has been planned, and geist to create more clinical
pharmacist positions in primary care, which “shadkat the interest [in primary care]
exists and that the pharmacists have establiskeedsilves out there” (19).

Focus shifting away from care for the elderly, atetegulation of the state's
pharmacy monopoly

With other issues dominating politics, “such asghimumber of incoming refugees, the
focus is not on the care for elderly anymore. Thectually not much planned at this
moment, due to the different political landscag@),(which may be a barrier for large-
scale implementation in Uppsala county and at natitevel. Deregulation of the state's
pharmacy monopoly in 2009 has made collaboratighiwRegion Uppsala more
complex, as more actors are currently involvedviBsly, it was “easier to steer
questions concerning medications and managemesy. (A

[Please insert Figure 1 here]

Figure 1. Time line of specific events, actions and pultiass involved in the implementation
and sustainability of medication reviews by clinipharmacists in Region Uppsala. RCT,
randomised controlled trial; SALAR, Swedish Asstiocia of Local Authorities and Regions

Discussion

This case study identified multiple events, actiand other factors that have been
involved in the implementation and sustainabilityredication reviews in older
patients by clinical pharmacists in Region Uppsitan the recognition of
inappropriate prescribing and polypharmacy in t880k until the creation of
permanent clinical pharmacist positions in recexaryg. Factors were identified across
all Kotter’s principles and NPT domains, even thoagormal change management or
systems approathwas never used. Successful implementation ustedhyires an
active change process, but this process may ba&temelated series of sub-processes
that do not necessarily occur sequentially or Heen formally planne®f. In this case
study, the facilitating processes were mostly undimated and nonlinear, but they all
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promoted medication reviews at different leveldwmtthe healthcare system.

The findings confirm the complexity of factors nssary for successful
implementation as addressed by existing implemiemtétameworks'®>° These
frameworks generally distinguish between the oater inner context, the individuals
involved, the innovation itself, and the facilitati process. Essential factors related to
the outer context were the focus of the nationakegament on improving the care for
older patients, including the role of quality inaliors, legislation and financial support,
and involvement of the public and media. Theseofacteem to have promoted a
culture of innovation at a national level. In orgtional science, customer (or patient)
focus, teamwork with others and appropriate ressuare the 3 top ranked factors for
developing an innovative culturéln Kotter's terms, it helped to create a sense of
urgency, build a guiding coalition and enable atty removing barriers. Within this
context, key individuals and local leaders fronfadiént healthcare professions were
able to initiate and fund projects within Regiongsdpla where clinical pharmacists
were added to existing healthcare teams to condadication reviews. Through these
projects within the region, evidence was producettivstrengthened the view of
medication reviews as an effective interventiore@ic under- and postgraduate
education for clinical pharmacists and other healté professionals, and ICT
developments have been main facilitating factosagdide this process.

These findings are similar to the themes identifigtthin the cross-case analysis
of polypharmacy programmes within the SIMPATHY paij*?> Another common
theme is the definition of roles and responsil@itiUncertainty around this theme was
seen as a barrier in our case study, which is &ypoc qualitative studies on the
collaboration between physicians and pharmatfstdHealthcare professionals need to
understand their specific tasks and responsilslam®und a set of practices (a
component of coherence, NPF)Current legislation states that the physician is
responsible for conducting medication revielbyt it is unclear how this relates to the
involvement of pharmacists. Introducing new rolesealthcare puts pressure on
professional boundaries and generates fundameumgatiqns concerning
professionalism and remuneratiSrin response, established professionals may seek to
protect and maintain boundaries, which in this c@segive rise to scepticism towards
physician-pharmacist collaboration. Professionalnataries hinder multiprofessional
collaboratior®” and changing roles requires changing the systemrius levels® Our
study and previous researttindicate that scepticism within individuals magatpear
after the start of collaboration. However, not omigividual and organisational redesign
is required for sustainability, but also the refragnof professional roles and
responsibilities at higher layers of the healtheytstem. The findings in this case study
and those from a qualitative study in primary ganactices in Stockholm County
suggest that this may be even more difficult imany care, due to the lack of
continuity, time and a multiprofessional team seftiOther important barriers that
hindered large-scale implementation within the@sagind beyond were a lack of
implementation, monitoring and evaluation by aaorai institution and the political
focus shifting away from care for the elderly thatissues.
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Strengths and limitations of the study

Different strengths of this study ensure trustwiokhs of its findings. First, a case study
is a reliable method to provide a deeper undergtgraf a process within an
organisatiort’ Data was combined from different sources, triaatpd the findings
through a focus group session, and supplementediplete findings with additional
data, which increases credibilifj).Existing change management and implementation
theories”®* were used to generate and analyse data afterdimg\raining to the local
researchers, and established guidelfi&Swere used to report the findings. Key
informants from all relevant levels and professiamse recruited and all agreed to
participate. One of the local researchers (UG) aviesy individual within this case
study, having been involved in the performance eflitation reviews in Region
Uppsala since 2001, and was able to identify tkeganformants and essential
documents for the literature review.

This also poses a risk of bias in terms of dataegeion and interpretation. All
researchers have a professional background in @tgrmvhich may impact
confirmability®° We tried to mitigate this by involving other prefi#ons in the
triangulation process, providing more variety ofgpectives. Another limitation of this
case study is the specific focus on Region Uppsdiagch may limit transferability to
other regions and other countries with differerdltteare systems. However, we
managed to identify specific factors in the conteigeneric change management and
implementation principles and related these finditogresearch within different
contexts.

Implications for practice and futureinitiatives

This study contains important factors to considduture initiatives to implement
medication reviews by clinical pharmacists, botlfsweden and abroad. Future research
shouldbe designed to help us better understand theatiiyi of these factors. Our
findings suggest the need for a systems approaoh asange management or
implementation theory. Planning and coordinatioma ¢fieory driven approach may not
be necessary, but it can promote accelerationarfigd and anticipation on expected
barriers. Examples of specific factors to consulighin such an approach are
multiprofessional collaboration in both the intemtien and the implementation process,
and education and training. The roles and respoitisis of all involved healthcare
professionals should also be clearly defined, asdiing time allocation and continuity

in healthcare for older patients.

Conclusions

Multiple factors across the full range of changenagement and implementation
principles were involved in the implementation audtainability of medication reviews
in older patients by clinical pharmacists in Regigppsala. This case study presents
important factors to consider in similar initiates the future, both in Sweden and
abroad.
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Figure 1. Timeline of specific events, actions and publications involved in the implementation and
sustainability of medication reviews by clinical pharmacistsin Region Uppsala. RCT, randomised
controlled trial; SALAR, Swedish Association of Local Authorities and Regions
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Supplementary appendix

SIMPATHY Data collection tools

Data sources

Data collection for case studies usually consists of a range of sources, commonly including
archival information, interviews, and direct observation. SIMPATHY case study data collection
will consist of three phases: a desk review, key informant interviews, and focus groups.
Information on inclusion criteria and specific collection procedures are included in the
individual sections. Below is a brief summary of each source. Of note, although direct
observation would have provided significant insight into how a polypharmacy programme is
truly operating, this would require resources beyond those available at the moment and
therefore will not be used for this project.

Desk review

The primary focus of the desk review is to articulate the specific activities that take place as
part of the polypharmacy programme. It will also provide an overview of the healthcare
system and institutions within each case study, and describe some of the legislative or policy
structures in place that support the polypharmacy programme. Existing public and internal
documents will provide the data for this portion of the case study.

Key informant interviews

A second data source is the key informant interviews. Interviews will be used to add depth to
the information collected in the desk review, while also providing insight into the
development, implementation, and maintenance of the programme. The interviews will shed
light on topics not specifically addressed in published documents, especially regarding
management and leadership strategies to develop and sustain the programme. Some
questions covered in the desk review may also be addressed in the interviews. Although we
have attempted to minimize redundancies between the desk review and interviews, in some
situations it is good, or even necessary, to utilize different data sources to look at the same
issue in order gain a more accurate understanding the question at hand.

Focus groups

The third data source will be focus groups of patients, health care providers, and policy
makers. The focus groups will be used to validate the findings generated be the desk review
and key informant interviews. These discussions should let the research team know if their
findings accurately reflect the experience of patients and practitioners in a real world setting.



Desk Review

Completing the desk review

The research team

The initial phase of the case study is a desk review of policies and procedures outlining your
polypharmacy programme. Almost all of these documents will be considered grey literature,
and some may be internal working documents that are not available to the public. Therefore,
it will be necessary for each case study team to identify a senior clinician (physician,
pharmacist, nurse, etc.), policy maker, or both who is familiar with the development and
implementation of the programme to assist with identifying relevant documents. This may be
a member of the SIMPATHY research team, or may be someone from outside of the project,
depending on the makeup of your current research team and the polypharmacy and
adherence programme that you use for the case study. ldentify one or two people who will

Research Personnel Examples

Case Study from Spain
Senior Clinician: Carles Codina is the head of the pharmacy departments in both the
Hospital Clinic and the Vic University Hospital. He has a working knowledge of both the
government and institutional policies and procedures that guide the polypharmacy
programmes in Barcelona and Vic. Therefore, no additional personnel outside of the
SIMPATHY team are required to complete the desk review.

Research Staff: Jennifer Mclntosh is a contracted pharmacist who will complete the desk
review utilizing publicly available documents and those provided by Carles Codina.

Example case study from Scotland
Senior Clinicians: Alpana Mair Deputy Chief Pharmacist for Scotland and Simon Hurding
clinical lead for therapeutics for Scotland will undertake the desk review. They are
responsible for advising on the policy at national level and also work with colleagues at
NHS boards and have knowledge in order to gather the research data.

Research Staff: Moira Kinnear is a senior researcher in an NHS board who will complete
the desk review accessing information that is available at health board level.

assist in the desk review.

Documents to include

The desk review should be completed utilizing existing published or internal documents.
Include all policies that currently govern activities within your programme. Depending on the
structure of your health care system, this may include national, regional, or local policies. In
addition to publicly available documents, you may also include presentations, institutional
policies, or published literature that describes the programme. All documents should be
referenced appropriately with links to the original if available.

Time frame

There is no limitation on the publication date of documents. That being said, all documents
included should apply to the programme in its present form, so if more than one version of a
policy is available, use the most recent version for the majority of the desk review. The only
time an older version might also be used is to illustrate the time frame for developing the
polypharmacy programme. In this case, older versions of a policy should be noted, but the
content of the most recent version should be used.



Please note that you might not find every piece of information in the guide below in a written
document. That unto itself is potentially interesting information, especially if key messages
such as the rationale for developing a programme are not clearly outlined in a published
guideline on the topic. Therefore, please note when you are unable to identify items below
(instructions provided in the report template).Key informant interviews can also be used to
identify or clarify topics in the desk review that are not addressed in published literature.

Desk Review Guide

Global issues
The following questions refer to the general economic environment that surrounded the
development of the polypharmacy programme.

*

For countries without a mature or established polypharmacy programme, this section
provides an opportunity to describe competing programmes influenced by their
economic situation.

How did wider economic issues affect health policy in your country or region? For
example, did economics play a role in setting priorities for programmes to develop?
Was cost containment or use of expensive medicines prioritised over other initiatives?
Did these wider economic issues have any effect on the management of polypharmacy
or the development of polypharmacy management programmes?

Healthcare system overview

In this section please provide a description of the healthcare system in your country or region.
This information can be addressed regardless of the presence or absence of a polypharmacy or
adherence programme. Please specifically address the following points:

Financing: Is the financing public, private, or mixed? What type of out-of-pocket
expenses are patients expected to cover?

Decision-making: Where are decisions made regarding healthcare spending and
policy? Is decision making devolved to local regions or is it centralized? If there are
multiple levels of policy (national, regional, local) how are these integrated?
Prescription medicines: How are prescription medicines financed? What is the role of
community pharmacists in supplying medicines and how are they paid for this? Do
patients ever have access to prescription medications without a prescription?

Are pharmacists or others paid for advice on medicines at the point of supply? If so
please describe including if there is any variation between practice settings (for
example, if pharmacists in a primary care setting are reimbursed for counselling but
community pharmacists are not).

Roles of healthcare providers: Who has authority to prescribe? Are there different
levels of provider status within professions (for example advanced practice nurse
practitioners with prescribing authority)? Which healthcare providers are involved in
reviews of medication profiles? In patient education?

Policy: What policy is in place that supports the polypharmacy programme? If no
polypharmacy programme is in place, briefly describe any other policies that influence
medicines management.

Legislation: What legislation is in place that directly or indirectly supports the
polypharmacy programme? This might include items such as legislation defining who
is a prescriber or mandating counselling on new prescription medicines. If there is no
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polypharmacy programme in place, describe how existing legislation would support or
hinder implementation of a polypharmacy programme.

Role of government

In this section, please address the role of national, territorial or regional government policies as
they relate to the development or implementation of polypharmacy and adherence policies. If

more than one level of government has authority or creates policies affecting the development
and implementation of polypharmacy and adherence programmes include examples from each
level.

Please address the following points in your description:

e Are there official policies or programmes at the government level regarding
polypharmacy and adherenceprogrammes that govern activities within your case study
boundaries or support the polypharmacy programme?

0 Do these policies address polypharmacy, adherence, or both? How are each
defined by the policy?

0 How do the policies on polypharmacy and adherence fit within the larger goals
of the healthcare system?

e If no policies exist, describe where you looked to identify policies and what type of
information you did find regarding medicines management in the elderly. For
example, in Spain the Ministry of Health does not provide specific guidance on
polypharmacy, but they do mention that polypharmacy management should be a part
of comprehensive primary care services.

0 Provide a brief description of the types of medicines management documents
that are available in your case study region regarding chronic disease
management and the elderly.

e Why were the specific interventions introduced: What was the underlying rationale
that set out the case for these interventions? Is there a clearly articulated vision for
the programme? If there are no policies, what are the main priorities of the national
health or local health system?

e How is policy information sent to the healthcare providers for action, and what if any
monitoring of implementation is there? For example, in Scotland it is sent by the
government to the health board leads and chief executives that requires them to take
action on implementation and then report back.

e What incentives are in place (if any) for the implementation of these programmes?
Are there any contractual requirements to provide polypharmacy reviews? Pay for
performance?

e How is the impact of these policies measured? Are there systems or structures in
place to monitor and evaluate the programme?

External organizations

This section pertains to external organizations, such as health organisations andhealth boards
responsible for healthcare provision, professional associations, scientific societies, licensing
bodies, or other non-governmental organizations that may influence the development and
implementation of polypharmacy and adherence programmes.

e Are there other organisations outside of the government that play a role directly or
indirectly establishing clinical protocols for polypharmacy and adherence within your
programme?

e Why have these organisations become involved in polypharmacy and adherence?



If so, please specify the organisations and the role they play. Specifically, provide the
name, a description of their mission or activities and how they relate to polypharmacy
and adherence programmes,their geographic scope (e.g. local or national) and how
their activities interrelate with the institutions and government agencies that make up
your case study.

If no current policies exist, what role would outside organizations potentially play in
developing guidelines and protocols related to polypharmacy and adherence in the
elderly? Are there organizations working on related topics?

Health information and technology

Population Level Health Information

What types of population level health indicators are available relative to polypharmacy
and adherence? If a programme exists, how are these utilised (or not utilised) in your
programme?

0 If so who has access to this data and why?

0 Specify if any of the systems referred to in the report are public or private.
Is there any monitoring of prescribing patterns and the national, regional, or local
level?
Does the health system have the capacity to link patient specific data such as
prescribed medications and comorbidities? What data specifically are available and
how have they (or can they) be used to evaluate the impact of the intervention? At
what level are the data available (city, county, regional, national)?
Is there national or regional monitoring of prescription medications already
undertaken, and for what purpose (for example, monitoring the cost and volume of
medicines or for research)?

Patient Records

Are patient records available electronically throughout the healthcare system?

Do individuals in different institutions have access to the same information?

Does each health care provider involved in polypharmacy management have access to
the clinical patient records?

Do any health care providers have limited access to patient information (for example
some community pharmacists might not have access to laboratory values)?

Do healthcare providers in the outpatient and inpatient have access to the same
information? Are electronic patient records integrated throughout different
healthcare settings?

How are electronic patient records utilised in the polypharmacy and adherence
programme?

Do patients have access to their data? Are there any tools (such as aps for
smartphones) to help them access their data?

Electronic Prescribing

Does the health system utilize electronic prescribing?

Is there an electronic database of dispensed medications?

Who has access to prescribing and dispensing records?

How is electronic prescribing utilised in the polypharmacy and adherence programme?

Integration and Future Plans

Describe in general how information flows between different electronic health
information systems.



e What, if any, new electronic health information technologies will your health care
system be adopting within the next 2-3 years and how will this affect the
polypharmacy and adherence programme?

Clinical Decision Aids
e Do clinicians undertaking the medication reviews have access to clinical decision aids
to aid in the selection of appropriate drug therapy?
0 |If so, please describe the type of aid and how it is accessed (e.g. via smart
phone, computer, etc.).
e What if any impact does this have on policy?
e Are any support tools available for patients?

Institutional level

The goal of the following section is to obtain a detailed description of the polypharmacy and
adherence programme within your case study at the institutional level. This should be
completed for each institution included in the case study.

Partners with small pilot programmes may have difficulty addressing all of these

* points in this section. Regardless of the type of programme you have, please attempt
to address each item below and make a note of any topics that you were unable to
find.

Why
o  Why were the specific interventions introduced: what was the underlying rationale

that set out the case for these interventions?

Where

e Where does the intervention take place? Please include a brief description of the each

institution including:
0 Type of institution (primary care, tertiary teaching hospital, etc.)

Ownership and management (public, private, or mixture of both)
Urban or rural setting
Numbers of patients served*
Number of health care providers practicing at the institution*
* If available, these data should also include the proportion of those
patients and health care providers participating in or eligible for the
polypharmacy programme. For example, you may have a 600 bed hospital
but only patients on the 30 bed geriatric unit are targeted for the
polypharmacy programme. Including both numbers will provide a better
understanding of the resources devoted to the polypharmacy programme.

O O OO

What

e Is there a definition of polypharmacy and adherence at your institution?

e At the various institutions within your case study, are there policies or practice
manuals in place regarding polypharmacy and adherence? If your case study includes
more than one institution, such as a hospital and long-term care facility, address if
there is a policy for each individual institution. If you have adopted guidelines, or
based the development of your guidelines, on those from an outside institution such
as a scientific society, please include that information here.

e Specifics of the guidelines:

0 Does the guideline outline a clear drug review process? If it does what is it?




Who

O O O0Oo

o

(0}

(0}

Does the guideline contain tools or advice to assist drug review?

If there are tools what are they (e.g. STOP STARTT)?

Does the guideline specify who should receive a polypharmacy review?

Does the guideline contain any specific information on high risk medications to
target?

Does the guide contain any information on drug efficacy?

Are there elements of the guideline that specifically seek to lead to a patient
centred / patient specific review (if so what are they)?

Does the guideline make use of worked examples?

Were any training materials provided to staff prior to or during the development and
implementation of the programme?If there were training materials what methods
were used? Example might include written material, workshops, in-services, or online
courses. Are any of these training activities ongoing?

Is any information on the programme provided to patients? This might include items
such as in-person counselling, education on specific medications or written
information on their medication plan.

Is any information, training, or support provided to carers?

Who provides the intervention? Please specify if it is a multidisciplinary team(specify
team members e.g. physicians, pharmacists, nurses, or other providers), an individual
practitioner, or a mix of the two. If the intervention occurs on more than one occasion
(for example during a hospital admission and then in the primary care setting) specify
who provides the intervention in each setting.

What is their expertise related to this polypharmacy?

When and how much

How

When does the intervention occur?

0 In person, such as during hospital rounds, at discharge, or during a

regularly scheduled primary care visit.

0 On the phone

0 Virtual setting

0 Other
How often does the intervention occur (e.g. once during hospital admission, on an
ongoing basis during primary care visits). Please describe both the frequency and
the location of medication reviews.
Approximately how much health care provider time is spent on each intervention?

How are patients selected to receive the intervention? Criteria may include items
such as age, number of prescription medications, number of comorbid
conditionsor the complexity of patient (explain how complex patients are
identified and defined), absence or presence of frailty (as defined by your
institution or practice setting), high-risk medications, patients with potentially
inappropriate prescribing,or a combination of the above.

Are patients at high risk of adverse events from the medicines prioritised for
review?

What specific services are provided as part of the intervention? Please provide a
brief description.Examples of services include a medication profile review by a
pharmacist or other health care provider, patient education, or team education.
Please provide a description of each service.



Tailoring
[

If a medication review is conducted, what were the goals of the review?General
therapeutic review? Medication reconciliation? De-prescribing? Assess
adherence?

How is the information communicated to team members? Examples of
communication methods include at the point of decision making (for example as
part of rounds), as part of multidisciplinary case conference or post decision
making such as with a fax or text message, written notes in medical chart with
suggested changed or simply as an oral consult with the prescriber.

How is information communicated between different levels of care, such as
between a nursing home and hospital? Or between primary and secondarycare or
between health and social care?

How is information communicated to patients? Examples include verbal
counselling, written prescriptions or written medication plans.

Are pharmacists a part of the programme? If so, in what way? Please describe the
practice settings of pharmacists involved in the programme (e.g. hospital
pharmacists, community pharmacists, or pharmacists in general practice offices)
If pharmacists are involved, is any training or certification required for
participation?

Is the intervention designed to be individualised to specific patient needs? If so, in
what ways was it individualised?

How are the patient’s goals and therapy objectives incorporated into the review
and subsequent care plan? How is this documented?

Outcome measures

Has the intervention been measured?

0 Ifso, how? Examples might include efficacy outcomes such as the
medication appropriateness index, markers of prescribing
appropriateness, adverse drug events avoided, patient satisfaction, safety
indicators such as hospitalizations avoided, or the efficiency or economic
impact of the programme. Include all types of outcomes that have been
evaluated.

0 What system or structures exists for capturing intervention effects?

How much time was involved in the evaluation process? Were additional staff
required for the evaluation phase?

Has there been any evaluation of the programme published within the last five
years in peer-reviewed publications? Please include a PDF of the document.



Interview Guide

Introduction

Hello, my name is XX and | am from XXX. Thank you for agreeing to be interviewed as a part of
the SIMPATHY project—we appreciate you contributing your time to our work.

As was explained in the introductory email, SIMPATHY is a consortium of 8 countries in the
European Union with the goal of promoting innovation around polypharmacy and adherence
programmes in older people. As part of this project, we are conducting case studies in
different countries to help us better understand what polypharmacy programmes do or do not
exist, but also what facilitated or hindered the development, implementation, and
sustainability of these programmes. The goal of this interview is to learn more about the state
of polypharmacy management and adherence in XX location.

This interview should not last longer than an hour. With your permission, we’d like to record
the interview. All of the recordings and the notes | take will be used exclusively in this study,
and will remain anonymous and confidential.

Before we start, may | ask you to sign this consent form that outlines the information that I've
just explained? Please take your time to read it before you sign.

1) Do you have any questions before we begin?

2)To begin with, can you give me a brief description of your role within [name of institution]
and how and why you are involved in the polypharmacy programme [or medicines
management policies]?

e | want to be sure that we’re all talking about the same thing, so I'm going to define a
few terms. When | say medicines management, I'm referring to the entire process of
how medicines are selected, procured, delivered, prescribed, administered and
reviewed to optimise patient outcomes. This not only includes clinical activities, but
also the development of guidelines and policies to govern the process. Inappropriate
polypharmacy is when a patient is on multiple medications (usually five or more), and
the risk of harm from those medicines outweighs the benefits. Sometimes
polypharmacy is appropriate and indicated, like when a patient has multiple chronic
conditions, but many times it is not appropriate and can result in patient harm. A
polypharmacy management programme is a systematic medicines management
programme focused on optimizing the drug therapy of patients on multiple
medications.

e Are you aware about the issue of inappropriate polypharmacy associated with
multimorbidity? Do you think it affects you? Why (or why not) and how?

Now I'd like to ask some questions about the decision making process.

2a) In general, how would you say decisions are made in your work place? In your
healthcare system?

e Are decisions collaborative, bottom-up, top down, structured, non-structured?

e Can you provide an example of how a decision in your practice setting is made,
such as a decision about drug therapy [modify this example as needed based on
the expertise of your interview subject]? Who participates in making this decision?
What sources of information do they use? Is the decision by consensus or
majority? How is the decision communicated to others?

9



2b) Can you describe the key characteristics of decision-making?

*

Interview instructions—select one of the follow scenarios below based on the maturity
of your program. Option 1.1 is for existing programmes and option 1.2 is for non-
existing programmes.

1.1 Now I'd like to talk to you about your polypharmacy management programme. Can you
give me an overview of the programme, and why and how it got to where it is now?

How is the problem of polypharmacy articulated by your organisation or government,
and

Why does the government or organisation see the need to address it now?

Would you say that there was a clearly articulated vision?

1.2 Now I'd like to talk to you about medicines management in your country or institution.
Can you give me an overview of how drug therapy is managed?

Has the problem of polypharmacy been articulated by your institution? If not, why do
you think this is?

Has there been any attempt to describe the benefits of polypharmacy and adherence
management? An example of this might be an economic evaluation of the impact of
non-adherence or inappropriate polypharmacy.

How does a polypharmacy management or adherence plan fit within the goals of your
institution, or, how does it not fit?

Have there been any attempts to draft any proposals around polypharmacy
management and adherence? How have these been received?

One of our goals in this project is to understand how different polypharmacy programmes
were conceived, developed, and implemented, and if no programme exists, why this is. Now
I’d like to get into some more specifics of your situation.

*

Interview instructions—select one of the follow scenarios below based on the maturity
of your program. Option 2.1 is for existing programmes and option 2.2 is for non-
existing programmes.

2.1 I'd like to ask some questions about the initial planning phase.

Can you please describe the key characteristics of the planning phase?

How is planning addressed in your organisation and who is responsible?

Looking back to the start of the programme, how were the benefits assessed prior to
implementation?

What economic evaluation, if any, was used in the planning and why?

Was a business case made for the adoption of the programme? If so please describe
why.

2.2 I'd like you to think about implementing a new polypharmacy programme.

Can you please describe some of the key steps that would be necessary for the initial
planning phase? For example, the need to develop standardized practice guidelines, or
create a working group on the issue.

In your organization, who would be responsible for this type of initiative?
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e What elements of feasibility (bottlenecks/ enablers) would be used to determine if this
type of programme would go forward?

e Would an economic evaluation typically be part of the planning process?

e Does a polypharmacy management programme make sense in the context of the
ongoing work at your institution? Does it fit with your goals and objectives? Why or
why not?

[CONTEXT FOR INTERVIEWER—USE AS PROMPT IF NEEDED IN EITHER SCENARIO]

For example, in Scotland, initially individual business cases would have been prepared that
would explain the benefits to individual regional board. When the first national guidance
was produced evidence from the boards with economic benefits was gathered to help the
boards build the case for undertaking the work. For further information see Scottish
polypharmacy guidance version 1.

Interview instructions—the following section refers to the implementation and
integration of a programme into an organization. Two sets of questions are provided
% | under each heading, one for existing programmes and one for potential future
programmes. Only use one set during the interview depending on the status of your
programme

Now 1I'd like to learn some more about how the programme was introduced into the
organization [OR how a future programme would be introduced to your organization].

Existing Programmes
e How was the programme described to the clinicians who would be responsible for
implementing it?
e How were the benefits described?
e How did it relate to your organizational goals?
e Was there resistance to change? From individuals or from larger groups, such as from
a specific group of healthcare providers or policymakers.

Future Programmes
e Who would be responsible for describing the programme to clinicians responsible for
implementing it?
e  Which target population would you address for the implementation of the program?
Perhaps a chronic condition like diabetes or an age group such as frail elderly?
e Do you anticipate that there would be resistance? If so, from which groups?
e Who are the major stakeholders, or, who are the people whose lives would be most
affected by the implementation of a polypharmacy management programme?
0 Would these people be facilitators or detractors from the programme?
0 How would you work with the detractors?
0 How would the programme benefit from facilitators?

The next group of questions involve the implementation of the programme.

Existing Programmes
e How would you say that the programme was initially received by those implementing
it?
0 Was there buy in or were people sceptical of the benefits?
e Were there any key individuals or champions involved in the implementation?
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e What type of coalitions, management groups, or teams were formed to help
implement the programme? Who would you say had the primary leadership role?

e Have the polypharmacy reviews enabled more multidisciplinary interactions with the
pharmacists?

e Are the patients supported to make decisions from the review?

e Has support for the intervention changed over time?

Future Programmes

e How do you think this type of programme would be received by those responsible for
implementing it?

e Who would be the champions necessary for its success?

e How would you set up a pilot to test and implement the model?

e What type of coalitions, management groups or teams do you think would help with
the implementation? Who do you think should coordinate such an initiative?

e What role do you see for patients in the implementation?

Now | want to learn a little more about how you integrated the programme into the existing
work load of your clinicians [OR how you would integrate a programme into the existing
work load of your clinicians].

Existing Programmes

e What type of training was provided?

e If training was provided who was this for and why?

e How did the programme fit with existing tasks?

e Were new staffing patterns required? Restructure departments? Modify workflow?

e Were additional resources required?

e Was there an initial trial run or pilot programme prior to full-scale implementation?

e How many units were involved in the initial implementation? One unit geriatric ward
in a hospital? The whole institution? More than one institution? Has it been
expanded to include more units?

e What elements of the healthcare system were barriers to change?

e What elements helped?

Future Programmes

e What type of training do you think would be necessary for the aforementioned target
populations this type of initiative to succeed? If so, for whom?

e How do you see this new programme fitting in with existing tasks, such as
training/literacy/programs/activities?

e Do you think that a new staffing pattern would be required? What other changes to
personnel management do you think would be required?

e Would this require additional resources?

e What do you think would be the most successful strategy for implementing a new
programme regarding the location and size of the programme? For example, would
you suggest a trial run in a hospital ward first? In the context of a stepwise approach?

e What elements of your healthcare system do you think would be potential barriers or
facilitators to implementing this type of programme?

Finally | want to talk to you about the evaluation of your programme [OR of a future
programme)].

Existing Programmes
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Can you summarise the results of your programme?

e What type of short term monitoring of outcomes was done? How were these results
shared with staff?

e Why was monitoring undertaken?

e How are the effects of the programme evaluated?

e Were there any unintended outcomes, either positive or negative? These might
include things like additional paperwork, improved relationships between providers, or
negative clinical outcomes from aggressive deprescribing.

e s staff motivation an issue that needs support? Why or why not? How has staff
motivation been sustained?

Future Programmes
e How would you define and monitor the short term outcomes of such a programme?
Are there mechanisms in place to share this type of information with your staff?
e How else would you define and evaluate the success of this type of programme?
e Do you think that staff motivation over the long term will be an issue that needs
support?

I’d like to understand a little more about the practice environment, especially around who
makes drug therapy decisions.

e  Which health care providers have prescribing authority in your programme?

e How healthcare decisions are typically made? For example, by a multidisciplinary
team or individual practitioners?

e How are prescribing decisions made and why?

e Would you describe the environment within your programme as collaborative?
Hierarchical? Or in other terms (please explain)? How has that shaped this
programme?

e Qutside of physicians, do other health care providers such as nurses or pharmacists
have increased clinical involvement in patient care such as prescribing authority,
responsibility for patient education, or the development of drug therapy plans?

Now | want to talk a little about your plans for the future.

e Looking forward over the next 2-3 years, what are the goals and objectives for the
programme [OR for your institution regarding medicines management]? Please
describe why these have been chosen.

e What will be required to achieve these goals?

* Interview instructions—the following group of questions only applies to countries with
existing programmes.

Finally, if you were advising someone on the development of a polypharmacy programme,
what key piece of advice would you give them? Is there anything you would have done
differently in your programme, or anything that you see as essential to the success of a
polypharmacy management programme?

Thank you so much for your participation. Before we end, is there anything that | did not ask
you about that you would like to explain about the development and implementation of your
polypharmacy programme [OR about the potential development of a polypharmacy and
adherence programme]?
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We may want to consult with you in the process of writing up the case studies to seek
clarification on specific points — we hope you will be amenable to this?
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Focus group discussion guide

Hello, my name is [Moderator’s name] and this is my colleague [Note taker’s name]. Welcome
to the discussion. Today | would like to discuss your opinions of the SIMPATHY report
regarding the management of polypharmacy and adherence. Everything you say is important
to us and will help us determine if our findings reflect the true situation that patients and
health care providers experience. Please feel free to speak openly and use any language or
words. There are no right or wrong answers. Your name will not be written anywhere, which
means that no one will know it was you who said something. You can choose to stop
participating in this discussion at any time and you can choose not to respond to any question
you don’t want to answer, but we hope you will feel free to contribute.

Since this discussion is very important to us, we would like to audio record it, with your
permission (confirm their consent). My colleague [Note taker] will also be taking notes to
make sure that we do not miss any important things that we will discuss today. The recording
and notes will be kept private and safe. The discussion will take about 90 minutes. Do you
have any questions at this point? We are now turning on the audio recorder.

Brief Introduction and Context Setting:
I’d like to briefly summarize some of the main points from the report. THIS WILL NEED TO BE
DEVELOPED BY EACH PARTNER BASED ON THE RESULTS OF THEIR PARTICULAR REPORT.

Initial Reaction:

1. Ask each participant to write down three words or phrases that describe their initial
reaction to the repot contents. [Alternatively, or additionally at some point, ask each
participant to write down the two strongest points of the report and the two points that
need improvement or clarification]. Have participants share what they wrote down.

Individual Experience:
2. How would you say the description of polypharmacy management compares to your
experience?
a. What about the report fits with your experience?
b. Are there aspects of the report that don't fit with your experience?

Questions 3-4 are for patients or care givers only
3. Were you aware that there is an initiative in XX focusing on polypharmacy, or people
taking many medications
4. Has a doctor or other health care provider such as a nurse or pharmacist ever talked to you
about your medicines plan?
a. Ifso, what did they talk to you about?
b. How did your experience compare to the one described in the report?

Question five applies to policy makers and managers
Now I'd like to ask your opinion about some of the specifics in the report.

5. How does the description of the development and implementation of the [NAME OF
PROGRAMME] polypharmacy programme match with your experience?
a. The description of the evaluation?
b. Management techniques described?

General Feedback:
6. Isthere anything in the report that you feel is not accurate?
7. What is the strongest aspect of the report?
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8. Is there anything that you feel we have missed or that should be added to the report?

Summarize key points prior to closing session:
Before we finish I'd like to summarize what | heard as your main points regarding this report.

Conclusion:

Thank you for your time. If you have any additional questions or comments, you may contact
[NAME], Study Coordinator, at PHONE or EMAIL.

16



	coversheetJournalArticles
	1-s2.0-S1551741118308684-main.pdf
	1-s2.0-S1551741118308684-mmc1.pdf
	SIMPATHY Data collection tools
	Data sources
	Desk review
	Key informant interviews
	Focus groups


	Desk Review
	Completing the desk review
	The research team
	Documents to include
	Time frame

	Desk Review Guide
	Global issues
	Healthcare system overview
	Role of government
	External organizations
	Health information and technology
	Population Level Health Information
	Patient Records
	Electronic Prescribing
	Integration and Future Plans


	Clinical Decision Aids
	Institutional level
	Why
	Where
	What
	Who
	When and how much
	How

	Tailoring

	Interview Guide
	Focus group discussion guide



	OA: GREEN
	OA Logo: 
	AUTHORS: KEMPEN, T.G.H., GILLESPIE, U., FÄRDBORG, M., MCINTOSH, J., MAIR, A. and STEWART, D. 
	TITLE: A case study of the implementation and sustainability of medication reviews in older patients by clinical pharmacists. 
	YEAR: 2018
	Publisher citation: KEMPEN, T.G.H., GILLESPIE, U., FÄRDBORG, M., MCINTOSH, J., MAIR, A. and STEWART, D. A case study of the implementation and sustainability of medication reviews in older patients by clinical pharmacists. Research in social and administrative pharmacy [online], In Press. Available from: https://doi.org/10.1016/j.sapharm.2018.12.006
	OpenAIR citation: KEMPEN, T.G.H., GILLESPIE, U., FÄRDBORG, M., MCINTOSH, J., MAIR, A. and STEWART, D. A case study of the implementation and sustainability of medication reviews in older patients by clinical pharmacists. Research in social and administrative pharmacy, In Press. Held on OpenAIR [online].  Available from: https://openair.rgu.ac.uk/
	Version: AUTHOR ACCEPTED
	Publisher: ELSEVIER
	Series: Research in social and administrative pharmacy
	ISSN: 1551-7411
	eISSN: 1934-8150
	Set statement: 
	License: BY-NC-ND 4.0
	License URL: https://creativecommons.org/licenses/by-nc-nd/4.0
	CC Logo: 
		2018-12-20T12:06:42+0000
	OpenAIR at RGU




