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Documentation of 
Pharmacy Services

 

GEORGE E. MACKINNON III AND NEIL J. MACKINNON

 

KEY CONCEPTS

 

�

 

Documentation of pharmacists’ interventions, their actions,
and the impact on patient outcomes is central to the process
of pharmaceutical care.

 

�

 

Unless pharmacists in all practice settings document their ac-
tivities and communicate with other health professionals, they
may not be considered an essential and integral part of the
healthcare team.

 

�

 

Manual systems of documentation for pharmacists have been
described in detail, but increasingly electronic systems are
used to facilitate integration with other clinicians, payer records,
and healthcare systems.

 

�

 

Integrated electronic information systems can facilitate provi-
sion of seamless care as patients move among ambulatory,
acute, and long-term care settings.

 

�

 

Medication reconciliation, a process of ensuring documenta-
tion of the patient’s correct medication profile, has become a
central part of patient safety activities in recent years.

 

�

 

Systems of pharmacy documentation are becoming increas-
ingly important models in the United States as the Medicare
Part D Prescription Drug Plan and accompanying Medication
Therapy Management Services are implemented and revised.

 

�

 

Electronic medical records and prescribing systems have sev-
eral advantages over manual systems that will facilitate access
by community pharmacists and their participation as fully par-

 

ticipating and acknowledged members of the healthcare team.

 

As the opportunities to become more patient-focused increase and
market pressures exert increased accountability for pharmacists’
actions, the importance of documenting pharmacists’ professional
activities related to patient care will become paramount in the years
to come. Processes to document the clinical activities and therapeu-
tic interventions of pharmacists have been described extensively in
the pharmacy literature, yet universal adoption of documentation
throughout pharmacy practice remains inconsistent, incomplete,
and misunderstood.

 

�

 

 

 

Documentation is central to the provision of patient-centered
care/pharmaceutical care.
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 Pharmaceutical care is provided through
a “system” in which feedback loops are established for monitoring
purposes. This has advantages compared with the traditional medi-
cation-use process because the system enhances communication
among members of the healthcare team and the patient. Pharma-
ceutical care requires responsibility by the provider to identify drug/
medication-related problems (DRPs), provide a therapeutic moni-
toring plan, and ensure that patients receive the most appropriate
medicines and ultimately achieve their desired level of health-
related quality of life (HRQOL).

To provide pharmaceutical care, the pharmacist, patient, and
other providers enter a covenantal relationship that is considered to
be mutually beneficial to all parties. The patient grants the pharma-
cist the opportunity to provide care, and the pharmacist, in turn,
must accept this and the responsibility it entails. Documentation
enables the pharmaceutical care model of pharmacy practice to be
maximized and communicated to vested parties. Communication
among sites of patient care must be accurate and timely to facilitate
pharmaceutical care. As discussed by Hepler and Stand,
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 documen-
tation supports care that is coordinated, efficient, and cooperative.

Conversely, failure to document activities and patient outcomes
can directly affect patients’ quality of care. There are several reasons
for failure to document in the medication-use system, and they are
related to the process of documentation, the specific data collected
on a consistent basis, how documentation is shared (e.g., other
pharmacists, healthcare providers, patients, insurers), and methods
by which the data are shared.

In describing the medication-use system, Grainger-Rousseau et
al.
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 have proposed eight essential structures, or elements, that must
be in place for medication therapy to be both safe and effective
(Table 4–1). When interventions are being planned to improve the
medication-use system, all eight elements must be considered. When
one or more of these eight essential elements are missing in the care
of a patient, the patient is at high risk for experiencing a DRP. One
of these elements (no. 7) is documentation and communication.

The lack of a universal reimbursement model for cognitive ser-
vices provided by pharmacists can serve as a roadblock for initiating
documentation; however, the opportunity to demonstrate contribu-
tions to patient outcomes and safety should serve as a catalyst for
pharmacists and pharmacy residents/interns/students to document
their services provided in all practice settings. The reasons why
pharmacists should document their patient care activities, along
with the specific information that should be recorded, as well as
examples of documentation systems and forms that have been used
successfully, are illustrated in this chapter.

 

The contributions of Denise Sprague to the content of this chapter are 
acknowledged.
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NEED FOR PHARMACIST DOCUMENTATION

 

The 1999 Institute of Medicine (IOM) report 

 

To Err Is Human:
Building a Safer Health System

 

 detailed the finding that as many as
98,000 Americans die unnecessarily every year as a result of medical
mistakes and errors, of which 7,000 deaths were attributable to
medication errors, costing upwards of $9 billion.
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 In 2006, the IOM
issued the report 

 

Preventing Medication Errors

 

, focusing specifically
on errors associated with medication use. It was estimated that a
patient will experience, on average, more than one medication error
per day while hospitalized. This report highlighted that handwritten
prescriptions, orders, notes, and other methods of communication
are fraught with the potential for misinterpretations/errors within
the current medication-use process in the United States. Also, it is
the “handoffs” in the delivery of care between providers and among
systems that are problem prone. Furthermore, the 2006 IOM report
suggested that the use of well-designed technologies, such as elec-
tronic medical records (EMRs)/electronic health records (EHRs),
including computerized physician/prescriber order entry (CPOE)
and clinical decision-support systems, are steps in the right direc-
tion to reduce the incidence of medication related errors.
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Through professional obligations, pharmacists in all settings (e.g.,
community, hospital, long-term care) play a pivotal role in ensuring
the appropriate use of medications through prescription procure-
ment or compounding, verification of the appropriateness of pre-
scribed products (e.g., dose, duration, dosage form, and intended use)
with prescribers, processing of prescription insurance-related claims,
counseling of patients, and, ultimately, followup and monitoring. The
ability to continue to support uncompensated professional services
and act as a critical safety net with respect to medication use in the
healthcare system is now at a critical juncture and requires the
profession’s immediate attention and subsequent action.

 

�

 

 

 

Documentation is the primary method to demonstrate value
within an organized healthcare system. More importantly, it is the
accepted method by which healthcare providers communicate with
one another with respect to patient care decision making and
clinical outcomes. Thus, if pharmacists in all practice settings are
not communicating data/information routinely with other provid-
ers, they may not be considered an essential and integral part of the
healthcare team. As Cipolle et al.

 

6

 

 have suggested, “if you are not
documenting the care you provide in a comprehensive manner,
then you do not have a practice.”

 

FORCES AFFECTING CLINICAL DOCUMENTATION

 

■

 

The need for enhanced communication among healthcare
providers

 

■

 

A focus on reducing redundancy and the potential for fatal
and nonfatal medical errors and preventable medication-
related morbidity in all practice settings

 

■

 

The emergence of EMRs/EHR in healthcare, thereby facilitat-
ing the sharing of data and aiding in clinical decision making

 

■

 

The need to maintain secure patient and provider data while
making this information available to other key individuals

 

■

 

The desire of patients to communicate more regularly with
healthcare providers and to obtain healthcare information in
a more convenient manner

In the community setting, pharmacists may be one of the most
accessible healthcare providers seen by patients on a regular basis
(e.g., when medications are dispensed or over-the-counter products
and diagnostics are purchased). By actively participating in the
management of prescribed and nonprescribed medication products,
as well as monitoring associated clinical outcomes, pharmacists can
make a valuable contribution to patient care and demonstrate their
impact on clinical and economic outcomes. Although such activities
presently are occurring in community practice, the provision of
timely documentation to other providers and patients alike often is
lacking.

 

STRUCTURE AND ORGANIZATION 
OF DOCUMENTATION

 

�

 

 

 

A great deal has been written about documentation systems in
the pharmacy literature, both in clinical practice and in education,
but these systems tend to be individualized applications in which
the transfer of data to other providers is nonexistent or quite
limited.

 

7–10

 

 Many documentation systems in pharmacy focus on the
generation of reports for workload analysis or accreditation pur-
poses. Unfortunately, the information gathered and analyzed in
such applications does little, if anything, to improve patient care if
it is not in a real-time format.

The principal purpose of clinical documentation is to provide a
record of what a practitioner does, why it is done, and, when
possible, what outcomes are achieved. It is essential to document

 

TABLE 4-1 

 

Eight Elements of a Safe and Effective Drug 
Therapy System

 

Element Examples

 

Timely recognition of drug indications 
and other signs and symptoms rele-
vant to drug use with accurate identi-
fication of underlying disease

“Correct” therapy for a late or incorrect 
diagnosis cannot improve a patient’s 
quality of life

Safe, accessible, cost-effective medicines Safe and cost-effective (efficient) drug 
products must be legally and finan-
cially available

Appropriate prescribing for explicit 
(clear, measurable, communicable) 
objectives

Explicit therapeutic objectives simplify 
the assessment of prescribing appro-
priateness and are necessary for 
assessing (monitoring) therapeutic 
outcomes

Drug product distribution, dispensing, 
and administration with appropriate 
patient advice

Including (a) ensuring that a patient actu-
ally obtained the medicine, (b) negoti-
ating a regimen that the patient can 
tolerate and afford, (c) ensuring that 
a patient (or caregiver) can correctly 
use the medicine and administration 
devices, and (d) advising to empower 
the patient or caregiver to cooperate 
in his or her own care as much as 
possible

Patient participation in care (intelligent 
adherence)

The ambulatory patient or caregiver 
should consent to therapeutic objec-
tives and know the signs of therapeu-
tic success, adverse effects, and 
toxicities; when to expect them; and 
what to do if they appear

Monitoring (problem detection and 
resolution)

Many failures can be detected while 
they are still problems and before 
they become adverse outcomes or 
treatment failures

Documentation and communication of 
information and decisions

Communication and documentation 
are necessary for cooperation in a 
system

Product and system performance evalu-
ation and improvement

Practice guidelines, performance indica-
tors, and databases are a useful 
approach to achieving and maintain-
ing improved system performance 
(outcomes)

 

From Grainger-Rousseau et al.
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 and MacKinnon.
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succinctly the patient-specific recommendations and actions taken
by pharmacists and why these decisions were made. Functions
performed by pharmacists—such as obtaining medication histories,
counseling patients, performing patient assessment and monitor-
ing, conducting medication regimen reviews, and providing medi-
cation information—are direct services that benefit patients,
pharmacists, and other healthcare providers in various practice
settings. The provision of these services by pharmacists and their
associated outcomes need to be documented and communicated on
a consistent basis. Documentation that occurs in a vacuum and
devoid of real-time dissemination ultimately may not benefit
patient care.

 

KEY CHARACTERISTICS OF CLINICAL 
DOCUMENTATION

 

■

 

The primary purpose of clinical documentation is to provide
a record of what a practitioner does, why it is done, and,
where possible, what outcomes are achieved. It should be
clear and concise yet comprehensive.

 

■

 

Clinical documentation should provide a real-time trail of
care provided to patients.

 

■

 

Documentation systems and applications must be easy to use,
portable, produce useful reports, be replicated by others
consistently, and allow for knowledge sharing with other
providers.

Although convenient and easy to use, paper documentation
forms can be time consuming to complete accurately, are inefficient
in terms of producing useful information, and often result in
inconsistent reporting because of great variance in their format and
use among practitioners. Efficient and effective documentation
systems capable of capturing data supporting the involvement of the
profession in direct patient care activities must be developed, tested
in clinical settings, and used uniformly in practice. A survey of
documentation practices was conducted in 106 community phar-
macists providing expanded pharmaceutical care services in North
Carolina in 2003.

 

11

 

 The 48 pharmacists who responded spent an
average of 14.9 hours per week providing patient care, with an
average of 3.9 of these hours (approximately one fourth of patient
care time) devoted to documentation. The majority of pharmacists
(54%) were using a paper documentation system, whereas 27%
reported using a commercially available computer system, and 15%
used a personally developed computer system. The remaining 4%
did not have a documentation system in place. The top five
characteristics of an ideal documentation system identified by these
pharmacists were comprehensiveness, affordable cost, time effi-
ciency, ease of use, and ability to produce patient reports.

 

TYPES OF PATIENT INFORMATION 
TO DOCUMENT

 

A well-designed documentation system serves a multitude of pur-
poses. It encompasses a complete and comprehensive archive of the
patient’s medication-related information and a record of pharma-
ceutical care interventions, care plans, and outcomes.
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 It also may
serve as a legal record of the care that has been provided and as a
useful backup in the event of third-party payer auditing.

 

PROBLEM-ORIENTED MEDICAL RECORD

 

Information within a patient’s file must be organized in a fashion
that facilitates quick retrieval. One commonly used and efficient
method of organization is the problem-oriented medical record
(POMR) format, whereby documents within a patient’s file are

organized according to a list of problems.
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 This process, pioneered
by Dr. Lawrence Weed, consists of four major components: a
defined database, a problem list, an initial plan, and progress notes.
Each document is to be filed according to the source from which it
comes, typically physician orders, nursing notes, and laboratory and
diagnostic results. The clinical notes for each medical problem
commonly are organized according to the SOAP approach: 

 

s

 

ubjec-
tive and 

 

o

 

bjective data, 

 

a

 

ssessment, and therapeutic 

 

p

 

lan.

 

Subjective data

 

 are related to the identified problem and associ-
ated symptoms as described by the patient himself or herself (or in
some cases by the caregivers of the patient). 

 

Objective data

 

 include
observations made and information acquired by the healthcare
practitioner that is determined to be relevant to the identified
patient problems. The 

 

assessment

 

 refers to the practitioner’s clinical
opinion or judgment about the problem based on subjective and
objective data, as well as the practitioner’s previous experiences
related to similar clinical problems and patients. The 

 

plan

 

 is the
course of action deemed appropriate for each identified problem
given the data available to the clinician.

 

MEDICATION-RELATED PROBLEMS

 

Although the SOAP approach is very practical and systematic, it
may not be appropriate for many pharmacists because of limitations
with respect to consistent access to certain data elements available in
many practice settings. Additional concerns relate to the redun-
dancy created in a patient record if the pharmacy documentation is
to become part of an existing record. Such patient medical records
already are voluminous, and only succinct, essential information
needs to be added. Thus, the contributions of pharmacist-generated
documentation should be supportive of a patient’s care plan, to
assist in achieving defined therapeutic objectives and avoiding DRPs
where appropriate.
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 The American Society of Health-System Phar-
macists (ASHP) has published guidelines on the documentation of
pharmaceutical care in the patient’s medical record.
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DRUG/MEDICATION-RELATED PROBLEMS

 

■

 

Untreated indication

 

■

 

Improper medication selection

 

■

 

Subtherapeutic dosage

 

■

 

Overdosage/toxicity from the medication(s)

 

■

 

Failure to receive medication

 

■

 

Adverse drug reactions/events

 

■

 

Interactions with the medication(s)

 

■

 

Medication use without indication

When a pharmacist identifies a DRP, it may be listed and counted
among the documents for an existing problem (e.g., subtherapeutic
dose of a proton pump inhibitor for treatment of an ulcer), or, if the
cause is not readily identifiable, it may be listed as a new problem.
All patient files established by a pharmacist should contain similar
basic elements. For example, to provide pharmaceutical care, such
as identification of DRPs, pharmacists need specific knowledge
about the patient, such as demographic characteristics, social and
medical history, general appearance, health status, and third-party
insurance or billing information.

 

12

 

Currie et al.

 

16

 

 devised a tool to assess the quality of pharmacists’
documentation. These researchers created a list of data elements
after a comprehensive literature search and input from practitioners
and expert panels. The elements are divided into two groups: those
essential to each individual patient encounter and those essential to
a patient record (Table 4–2). The acquisition of each of these
elements is critical to the provision of pharmaceutical care.
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COMMUNICATION OF DOCUMENTATION 
AND FINDINGS

 

�

 

 

 

Once patient information has been documented appropriately, it
should be made available to other healthcare providers for review
when necessary. Without a universal electronic documentation
system in place for pharmacists, various means of communication
(e.g., mail, fax, phone, or e-mail) can be used to communicate with
other healthcare providers and patients where appropriate. One
patient may have several patient files at different sites of care (e.g.,
in the hospital, in various physicians’ offices, and in community
pharmacies), thus complicating the manner of communication.
However, it is critical to determine what information must be
passed on to fellow healthcare providers.

An integral part of providing pharmaceutical care is monitoring
patient response to therapies and outcomes. To follow patients
effectively throughout the course of their therapy, monitoring param-
eters/surrogate end points and desired outcomes must be determined
and documented. Examples of monitoring parameters include reduc-
ing the blood pressure in a hypertensive postmyocardial infarction
patient to <120/80 mm Hg and reducing the low-density lipoprotein
cholesterol to <100 mg/dL. Properly documenting this information
assists other pharmacists and healthcare professionals during fol-
lowup appointments because the preestablished monitoring parame-
ters and recommended changes (based on collected data from all
providers) can be reviewed readily.

 

DOCUMENTATION AND SEAMLESS CARE

 

Although the exact terminology may vary, 

 

seamless care

 

 is a concept
that has been viewed widely as a fundamental component of the
optimal delivery of healthcare services. Several different health pro-
fessions, including nursing, occupational therapy, and others, have
published studies in which seamless care was provided within the
context of their own practice environments.
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 Where seamless care is
provided, effort is placed on developing multidisciplinary teams that
work together across any transitions of care that may arise.
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�

 

 

 

In recent years, the average length of hospital stays has
shortened; consequently, patients are being discharged into the
ambulatory setting and long-term care facilities at a higher level of
acuity. Regrettably, in most health systems, an effective means of
communication regarding patients’ medication therapy has not
been established across the continuum of care. Such communica-
tion is vital because medications may be added to or discontinued
from a patient’s medication regimen during hospitalization, or
dosing regimens may be altered. It is precisely these “handoffs” in
care that the 2006 IOM report described as needing systematic
attention.
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 Specifically, the Joint Commission on Accreditation of
Healthcare Organizations (JCAHO) and its Canadian equivalent
(Canadian Council on Health Services Accreditation) now require
the process of medication reconciliation (MedRec) to take place for
hospitalized patients.
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 In their National Patient Safety Goals,
JCAHO began requiring that medication reconciliation be provided
for every patient, thus requiring that hospitals “accurately and
completely reconcile medications across the continuum of care.”
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It includes obtaining a complete list of patient medications from the
time of admission, through transfers and ultimate discharge from
the hospital. This includes taking a medication history and ensuring
that medications and doses are appropriate, and, if discrepancies
(e.g., omissions, duplications, potential interactions) are encoun-
tered, that the prescriber is contacted and the issues resolved.

Patients, caregivers, community pharmacists, family physicians,
and other community healthcare professionals may be unclear as to
what medication changes have been made in the inpatient setting
and the reasons for these changes. Subsequently, possible DRPs in
the patient’s medication regimen will not be identified or resolved
in a timely fashion. In one study of 122 transfers from long-term
care facilities to hospitals, a mean of 3.1 medications were changed
on hospital admission.

 

21

 

 A mean of 1.4 medications were changed
on readmission to the long-term care facilities. These changes did
not include the addition of a new medication to a patient’s regimen.
Medication changes that were assessed as having caused an adverse
drug event occurred during 20% of transfers.

The community pharmacist, who may fill discharge prescrip-
tions, generally is not privy to information regarding the patient’s
diagnosis and laboratory test results. In essence, the community
pharmacist is uninformed and at a disadvantage to monitor for
future DRPs that may result from previous medication regimen
alterations. A study in the United Kingdom indicated that 95.7% of
community pharmacists surveyed would not even know if one of
their patients had recently been admitted to a hospital.
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Problems stemming from care that is not seamless are not limited
to patients who are moving from a hospital to the community or
long-term care setting. Equally important is the provision of seam-
less care from the community pharmacy to the hospital pharmacy
setting and documentation or followup within the same setting. In
Halifax, Nova Scotia, Canada, a study examining discrepancies
between the physician’s handwritten order, nursing transcription
onto the handwritten medication administration record, and phar-
macists’ order entry into the electronic profile found that approxi-
mately one in eight medication orders had a discrepancy.
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 In Iowa,
a review of 754 care plans submitted by 160 community pharmacists

 

TABLE 4-2 

 

Elements to Be Documented by the Pharmacist

 

Status of 
Element For Patient Encounters

 

a

 

For Patient Records

 

Essential Patient identifier Patient identifier
Date of encounter Date of birth
Reason for encounter Sex
Pharmacist identifier Contact information
History of present illness Allergies and adverse 

drug reactionsRelevant prescription, over-the-
counter, and alternative media-
tions (history and compliance)

Medical problem(s), 
current and past

Assessment (conclusions reached 
by the pharmacist after assess-
ment of the drug therapy)

Prescription, nonprescrip-
tion, and alternative 
medications (history 
and adherence)Plan(s)/action(s) to correct prob-

lem(s) (listing of planned steps to 
achieve the goals established with 
the patient for the patient’s drug 
therapy; goal of therapy should 
be implicitly or explicitly stated)

Payment method and 
economic situation

Monitoring plan and followup 
(steps to monitor the outcomes 
of actions taken)

To be included 
if relevant

Past medical history Family history
Family history Social history
Social history (diet, alcohol, tobacco 

use, caregiver status, etc.)
Ethnic background
Objective information 

(compilation of testing 
results from the phar-
macy practice or other 
testing site)

Objective information (e.g., vital 
signs, laboratory results, diag-
nostic signs or physical exami-
nation results)

Special needs of patient 
(e.g., need for assistive 
devices, special educa-
tional needs)

Nonmedication therapy

 

a

 

The essential elements may be present in the chart and referred to in the note and not repeated in 
the encounter note itself. If there is a followup encounter, the note could be abbreviated.

 

From Currie et al.
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found that only 31% of care plans documented actual followup.
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Overall, 42.2% care plans documented intent to followup, but either
no followup occurred or it was not documented, and the remaining
26.8% of care plans did not document any intention for followup.

 

STUDIES INVOLVING THE EVALUATION OF 
DOCUMENTATION BY PHARMACISTS ACROSS 

 

THE CONTINUUM OF CARE

 

Several studies evaluating the impact of the provision of proper
documentation by pharmacists across the continuum of care have
been conducted in Australia, Canada, the United Kingdom, the
United States, and beyond. The examples presented are not meant
to be a comprehensive list of all such activities but rather are
reviewed to give an indication of the state of pharmacist documen-
tation in each country.

 

Pharmacist-Directed Documentation Initiatives 
in Australia

 

Pharmacist-directed documentation activities in Australia have been
the center of considerable attention in recent years. The need for these
services has been articulated in the 

 

Australian Journal of Hospital
Pharmacy

 

: “…hospital-based services developed with little thought to
what happens to patients before they come to the hospital and after
they leave. This has placed hospital pharmacy in a dangerously
isolated position,” and “presently Australia has no system that effec-
tively manages information relating to medications. This lack of
timely and accurate medication information remains a significant
barrier to ensuring the quality use of medications by the community
at large.”

 

25

 

 The Department of Pharmacy at the Royal North Shore
Hospital in Sydney reported on a practice guide for the provision of
pharmaceutical care that, among other things, helped to educate the
patient at the time of discharge to promote seamless care as the
patient returned back into the community.
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The Pharmacy Continuity of Care Project, a study by the Faculty of
Pharmacy at the University of Sydney, promoted the use of patient
discharge forms that were sent by the hospital pharmacist to (a) the
community pharmacist and (b) case conferences between these two
individuals and the patient’s general practitioner.
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 A study at three
Adelaide hospitals randomized patients to receive discharge planning
from a pharmacist transition coordinator or usual care prior to dis-
charge to a long-term care facility.
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 The discharge planning interven-
tion consisted of a medication summary faxed to the community
physician and pharmacist outlining changes that had occurred in
hospital and future monitoring that would be required. The transition
coordinator also coordinated a medication review performed by the
community pharmacist within 14 days of discharge and a case confer-
ence with himself/herself and the facility’s care providers within one
month of discharge. At 8-week followup, the study investigators found
that use of appropriate medications was maintained in the intervention
group but declined significantly from baseline in the control group.

One of the more significant developments in Australia has been the
publication of the Australian Pharmaceutical Advisory Council’s
Guiding Principles to Achieve Continuity in Medication Manage-
ment. This 2005 publication describes 10 principles recommended to
be followed to help to attain a high level of seamless pharmaceutical
care (Table 4–3).
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Pharmacist-Directed Documentation Initiatives 
in Canada

 

The profession of pharmacy in Canada also has been active in
documentation activities across the continuum of care. Riley and
Wozny
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 developed a fax document for transfer of information to
the family physicians and community pharmacists of 70 hemodial-

ysis patients in Ontario. The document consisted of contact infor-
mation, a patient’s medication and allergy list, a list of medications
to avoid or adjust for renal dosing and a survey to evaluate the
project. Of those who responded to the survey, 95% of physicians
and 81% of pharmacists would use the information to update their
own records, and 95% of physicians and 93% of pharmacists
believed the fax document improved communication from the
dialysis unit. Cesta et al.

 

31

 

 developed the Electronic Medication
Information Transfer Tool (EMITT) to facilitate the transfer of
medication information between healthcare professionals in differ-
ent practice settings. Patient outcomes were not measured as part of
their feasibility study, but the authors estimated that 348 DRPs
potentially could have been prevented in 40 discharge letters that
were created using the EMITT. Other researchers have evaluated the
use of hospital discharge prescription summary forms in Halifax,
Nova Scotia,

 

32

 

 and Montreal, Quebec, Canada.
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 Seamless care pilot
projects also have been undertaken in Calgary; Alberta; Montreal,
Quebec; and Pictou County, Nova Scotia, Canada.

A randomized controlled study was carried out at the Moncton
Hospital in Moncton, New Brunswick, Canada, to determine the
impact of a pharmacist-directed seamless care program on economic,
clinical, and humanistic outcomes and processes of care.
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 A total of
253 patients (119 in the control group and 134 in the intervention
group) completed the study. A mean of 3.59 drug therapy problems
per intervention patient was identified, and 72.1% of these problems
were scored as having a 

 

significant

 

 or 

 

very significant

 

 clinical impact
level. Participating community pharmacists who were surveyed
believed that seamless care service helped them to provide enhanced
pharmaceutical care and improved efficiency in their pharmacies.
The study researchers argued that a pharmacist-directed seamless care
service can effectively resolve many medication therapy problems and
improve medication-related processes of care in hospital and com-
munity pharmacies. On a national level, the Canadian Society of
Hospital Pharmacists and the Canadian Pharmacists Association have
operated a joint task force on seamless care for several years.

 

Pharmacist-Directed Documentation Initiatives in 
the United Kingdom

 

In the United Kingdom, some health researchers have concluded that
the medication-use system requires seamless care services to improve

 

TABLE 4-3 

 

Ten Principles of the Australian National Seamless 
Care Guidelines

 

Principle 1 Health service managers should ensure that systems support, and 
resources are provided for, medication management continuum.

Principle 2 Health service managers should participate in all aspects of medica-
tion management in partnership with consumers.

Principle 3 Health service managers should be accountable for ensuring 
implementation of medication management continuum services.

Principle 4 Accurate medication histories should be obtained and documented 
at the time of admission.

Principle 5 Medicines should be assessed throughout the episode of care to 
ensure Quality Use of Medicines (QUM).

Principle 6 Treatment plans should be developed and reviewed during a 
patient’s hospital stay and form an integral part of the care plan.

Principle 7 Sufficient information in an appropriate manner should be supplied 
to patients in order for them to effectively use their medications.

Principle 8 Consumers should be provided with adequate supplies of medications.
Principle 9 All relevant details of information should be communicated to the 

patients’ healthcare provider(s) responsible for ongoing care.
Principle 10 Healthcare providers to whom the patient’s care is transferred are 

responsible for implementing policies and procedures to ensure 
that continuum has been achieved.

 

From Australian Pharmaceutical Advisory Council. Guiding Principles to Achieve Continuity in 
Medication Management. Canberra, Australia: Publications Production Unit, Commonwealth 
Department of Health and Family Services, 2005.
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communication and safety. A study conducted in a large general
hospital in England showed that breakdowns in the present discharge
system can create problems for patients.
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 Thus, 13% of participants
had at least one discrepancy in their take-home prescriptions tran-
scribed from the discharge notes. When the discharge letter was
compared with the discharge notes, 27% of the patients’ letters had a
medication discrepancy. The researchers found that the mean time for
the discharge letter to arrive from the hospital to the general practitio-
ner’s office was 26.9 days, and half took longer than 32 days. At
followup, 57% of patients were experiencing a DRP that by clinical
pharmacists’ standards required intervention.

The results of the completed surveys from 163 UK Trust Hospi-
tals showed that a wide variation still exists among various institu-
tions in their ability to meet patients’ needs.
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 Pharmacists were
involved in the preparation of discharge prescriptions in only one
third of the hospitals, and their impact there was close to negligible.
Alarmingly, 95% of institutions did not have their clinical pharma-
cists communicating with their community counterparts. The
authors made the following recommendations: implementation of
medication compliance charts, telephone medicine help lines, addi-
tional copies of discharge prescriptions for the general practitioner
and the community pharmacist, regular involvement of the phar-
macist in preparation of discharge medications (checking against
the ward chart), and directly faxing of copies of the prescriptions
(complete with reasons for changes) to the general practitioner’s
office.

Studies that have evaluated pharmacist-directed seamless care
services in the United Kingdom have had mixed results. In a random-
ized controlled trial of 362 patients that evaluated the effectiveness of
a pharmacy discharge plan in hospitalized older adults, no impact on
patient outcomes was found.
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 A smaller study of 32 patients found a
positive impact on unintentional medication discrepancies in the
intervention group.
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 A randomized controlled trial comparing the
use of a pharmacist transition coordinator to usual discharge care also
has been conducted in the United Kingdom.
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 Patients in the inter-
vention group were significantly more knowledgeable about their
medication therapy and experienced significantly less medication
discrepancies at discharge.

The Royal Pharmaceutical Society of Great Britain has recently
published guidelines for pharmacists’ documentation
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 and dis-
charge planning.
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 Pharmacists in the United Kingdom also have
begun to take an expanded role in primary care groups, working
closely with physicians and nurses.

 

Pharmacist-Directed Documentation Initiatives in 
the United States

 

Many of the activities in the United States in this area relate to
initiatives regarding the expanded scope of practice of pharmacists in
the hospital, community, and managed care settings. Most states
now allow pharmacists to enter into collaborative prescribing agree-
ments with physicians. The ASHP Statement on the Pharmacist’s
Role in Primary Care advocates a larger role for pharmacists, includ-
ing participation in multidisciplinary reviews of patients’ progress,
initiating or modifying medication therapy on the basis of patient
responses, and performing limited physical assessments.
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 The
American College of Physicians–American Society of Internal Medi-
cine put forward a pharmacist’s scope of practice, including the
pharmacist’s role in collaborative practice with physicians; pharma-
cist involvement in patient education and hospital medical rounds;
pharmacist prescribing, immunizing, and therapeutic substitution;
and reimbursement for pharmacists’ cognitive services.
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 This
expanded scope of practice also has legal implications. As Brush-
wood and Belgado
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 explain, “The expanding availability of knowl-
edge will expand professional responsibilities—and legal duties will
not be far behind.” Despite the expanding role of pharmacists, a 2006

survey of hospital pharmacy practices found that only 81.3% of
hospitals employed pharmacists who routinely documented medica-
tion therapy monitoring.
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 Overall, 70% of these pharmacists docu-
mented in the pharmacy profile, but only 63.5% of pharmacists
documented in the patients’ medical record to be viewed by other
healthcare professionals.

Some pharmacist-directed seamless care evaluation studies have
been conducted in the United States. Community and ambulatory
care pharmacists who received a referral form from the hospital
pharmacist when patients were discharged believed that the form
helped them to tailor patient counseling to the needs of the patients
and positively affected the pharmacist–patient relationship.
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 One
study that evaluated the impact of a hospital pharmacist providing
pharmaceutical care at the time of discharge revealed the service to
be well received by patients.
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 Kramer et al.
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 reported an improve-
ment in patients’ satisfaction with the discharge process after use of
an electronic medication reconciliation system by pharmacists and
nurses. Kuehl et al.
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 reported on a novel pharmacist-directed seam-
less care program among ambulatory care, hospital care, and long-
term care pharmacists in five pharmacies in the midwestern United
States. In this study of 156 patients, patient-specific information
significantly increased the number of interventions by the hospital
and ambulatory care pharmacists.

One goal of the ASHP 2015 Initiative is to “increase the extent to
which health systems apply technology effectively to improve the
safety of medication use.”
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 ASHP has defined several objectives to aid
in achieving this goal, including increased use of CPOE, increased
pharmacy use of EMRs, and improved information access and com-
munication across settings of healthcare. As of 2005, pharmacists in
19% of health systems were transferring information to promote
seamless care of patients with complex medication regimen. The
objective is to increase this number to 70% by the year 2015.

 

PHARMACY-TO-PHARMACY 

 

COMMUNICATIONS

 

Most research projects to date have focused on the transfer of
information from hospital pharmacies to community-based facili-
ties primarily involving the general practitioner and the community
pharmacist. These projects have clearly addressed a real need. In a
survey of community pharmacists in the United Kingdom, almost
one third had never seen a copy of the discharge information
provided to patients and their general practitioners.

 

22

 

Far fewer initiatives have focused on the transfer of information
from the community pharmacist to other members of the health-
care team. This is unfortunate because the community pharmacist
often possesses valuable patient information by virtue of seeing the
patient regularly for prescription refills and other self-care needs.
Developing stronger ties between the community pharmacy and
other sites of care can only serve to increase communication to
improve the quality of patient care delivered.

 

PHARMACY COMMUNICATION 

 

WITH PHYSICIANS

Communication between the pharmacists and a patient’s physician
or physicians is crucial to the delivery of high-quality care, but such
relationships can be threatened by perceived turf battles and misun-
derstandings. As discussed by Buerger, 51 improving the pharmacist–
physician relationship requires effort and understanding on the part
of both parties. Various stresses inherent in healthcare delivery make
effective communication rather challenging in certain situations. To
strengthen ties between physicians and pharmacists, all parties should
focus on improving their communication skills and exercising their
conflict-resolution skills.51
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Pharmacists are trained to assess prescription records and pro-
files, review relevant clinical and laboratory data, and elicit perti-
nent patient medical histories to assist in the clinical management
of patients. One pharmacy-student intervention study involving
over 30,647 interventions in both community and hospital locations
reported that a patient condition warranted medical attention in
4.9% of cases, and a laboratory value warranted attention 6.1% of
total interventions.10 In this study, acceptance of pharmacy recom-
mendations (or clarification achieved) was 71%. Similar findings
were corroborated in an Internet-based study of pharmacy students
resulting in 5,031 interventions: the rationale was a referral for a
medical attention in 4.7% of interventions in the community
pharmacy setting, and a laboratory value warranted further atten-
tion in 9.8% of hospital interventions.52 The majority (87.1%) of all
recommendations provided were accepted.

Pharmacists are in an opportune position to refer patients back
into the healthcare system for attention they may require, as well as
identifying laboratory data that necessitate further assessment.
Hence, pharmacists can serve as an important ally to patients and
their medical providers. Although such oversight by pharmacists
does occur, all too often the process by which pharmacists in
community and hospital settings document and communicate their
clinical interventions as described is all but absent. Pharmacist-
initiated contributions to a patient’s care plan, thereby assisting to
achieve defined therapeutic objectives and/or identification or
avoidance of DRPs where possible, must be documented and shared
alike.

PHARMACY COMMUNICATION 
WITH PATIENTS

In this era of an ever-increasing desire on the part of patients to be
involved in their own healthcare, an increasing number of self-care
products (e.g., diagnostic, pharmaceutical, and nutraceutical) in the
marketplace, and advanced communication technologies available
to consumers (e.g., cell phones, personal digital assistants [PDAs],
electronic mail, and the Internet), community pharmacists have a
unique opportunity to assume a pivotal role among other health-
care providers and patients in communicating, interpreting, and
monitoring for the desired health outcomes. While not common-
place today, pharmacists should begin to communicate more regu-
larly with their patients with respect to their healthcare needs and,
where possible, should refer those patients back to healthcare
providers when necessary. For example, how often has a patient
presented himself or herself to a community pharmacy describing a
condition or possible DRP in which the recommendation of the
pharmacist following a brief triage is to refer the patient to his or her
physician or other caregiver (e.g., dentist or optometrist) for fol-
lowup? Unfortunately, this interaction seldom involves documenta-
tion by the pharmacist to the patient or other provider involved,
and more than likely, followup with either party is by serendipity.
This situation in the medical community would result in what is
commonly known as a referral from one healthcare provider to
another. Anecdotal reports of patients who presented to a pharma-
cist and described significantly negative health outcomes for whom
death possibly was averted because of this interaction with the
pharmacist are clear. However, such actions commonly went
undocumented and therefore were not reported or traceable and
possibly underappreciated or undervalued. Many patients have not
experienced such formal and consistent documentation from the
pharmacy profession, and it would prove valuable. These activities,
once they are consistent and valued by patients and providers alike,
may begin to set the parameters for patient payments directly to
pharmacists while ultimately contributing to beneficial health out-
comes of the patients served.

BILLING CONSIDERATIONS AND 
DOCUMENTATION SYSTEMS

MEDICAL BILLING SYSTEMS IN THE 
UNITED STATES

� The Centers for Medicare and Medicaid Services (CMS) universal
claim form is used by healthcare providers for third-party billing
related to the provision of services. This form is required by Medi-
care and other third-party payers in the United States and uses the
International Classification of Diseases, Ninth Revision, Clinical Mod-
ification (ICD-9-CM) coding system by providers for reimburse-
ment. This system is becoming increasingly important as Medicare
Part D (oral prescription medication) coverage is implemented.
Categories 1 to 15 (codes 001–779) identify diseases and related
common medical conditions. Category 16 (codes 780–799) desig-
nates symptoms, signs, and ill-defined conditions. Category 19
(codes 800–999) relates to injury and poisoning. Each category
contains additional codes that provide greater specificity and preci-
sion in terms of the condition or illness. There are two additional
subsets of codes: V codes, which are used to classify routine screening
examinations, and E codes, which are related to environmental
injury or illness.

Use of current procedural terminology (CPT) codes or the
Common Procedure Coding System is required for completion of
the universal claims form. CPT codes were created to be a listing of
descriptive terms and identifying codes for medical services and
procedures performed. Codes 99201 to 99205 are used for an office
visit with a new patient, and codes 99211 to 99215 are used for an
office visit with an existing patient. The differentiation among codes
used is based on the intensity of service provided by the healthcare
provider and the time involved. Although not used commonly in
pharmacy, these codes have been used by pharmacists to document
the provision of patient-centered services in ambulatory and com-
munity settings when completing the universal claims form for
billing purposes to third-party payers.

In January 2006, following the approval of the American Medical
Association (AMA) CPT Editorial Panel, the pharmacy profession
received three billing codes for pharmacists to use to bill third-party
payers when providing medication therapy management services
(MTMS). Such MTMS are broadly defined and may include the
following provided by a pharmacist: providing education and train-
ing; monitoring medication compliance; modifying therapy; admin-
istering medication; formulating a treatment and/or followup plan;
managing medication problems or complications; providing recom-
mendations for disease prevention; and/or evaluating the patient’s
knowledge of medication and willingness to implement recommen-
dations. MTMS may be initiated at the request of the patient and/or
caregiver, payer, pharmacist, and/or other healthcare provider.

These codes are used to bill any health plan that provides a benefit
for MTMS, including those covered under the Medicare Part D
Prescription Drug Benefit. The codes are as follows: code 99605: a
first-encounter service performed face to face with a patient in a time
increment of up to 15 minutes; code 99606: for use with the same
patient in a time increment of up to 15 minutes for a subsequent or
followup encounter; and code 99607: to bill for additional incre-
ments of 15 minutes of time to either of the preceding codes. Similar
to the documentation requirements for other healthcare providers,
the following elements are required to verify the service provided and
are dependent on the type and level of MTMS: review of the
pertinent patient medical history; medication profile (prescription
and nonprescription); interventions and recommendations for opti-
mizing medication therapy; referrals; treatment compliance; com-
munications with other healthcare professionals; administrative
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functions (including patient and family communications) relative to
the patient’s care; and/or followup care.

PHARMACY BILLING SYSTEMS

Recognizing issues related to nomenclature, compatibility, and trans-
mission of data, some organizations have created guidelines to assist in
the standardization of documentation systems for pharmacy. Histori-
cally, these efforts have centered on the outpatient arena, focusing
primarily on prescription claims related to the procurement and dis-
pensing of prescription pharmaceutical products to patients from
community pharmacies and by mail order. Founded in 1976, the
National Council for Prescription Drug Programs (NCPDP) developed
standards that allow for electronic data interchange (EDI) among
providers of pharmaceuticals (e.g., pharmacies) and third-party admin-
istrators (e.g., pharmacy benefit management organizations) primarily
for the adjudication (i.e., financial approval) of prescriptions. This
adjudication historically has centered on the assessment of the formu-
lary status of a prescribed medication, resulting in verification or denial
of the prescription and resulting payment to the dispensing pharmacy.

The payment formula for pharmaceuticals (and not professional
services) typically has included a discounted cost of ingredients [e.g.,
average wholesale price (AWP) or average manufacturer price (AMP)
discounted by a given percentage] plus a dispensing fee. The dispensing
fee, often in the range of $1 to $2 per prescription, is paid irrespective of
the pharmacist time involved in processing the prescription (procuring/
compounding the product, verifying with the prescriber patient- and
product-specific concerns identified, addressing insurance-related
claims issues, and conducting patient counseling/followup monitoring).

Having a reimbursement system tied only to product dispensing
is fraught with problems. For example, in community pharmacy
practice, if a pharmacist provides a recommendation to discontinue
therapy and this recommendation is followed, no reimbursement to
the pharmacy will take place because no product would be dis-
pensed (although the third-party administrator and the patient
would save money). However, if the recommendation is ignored
and the product is dispensed, the third-party payer would incur a
cost related to dispensing the prescription. Clearly, the issue related
to the appropriateness of the prescription is somewhat lost.

Efforts by the NCPDP and other professional organizations such
as the National Community Pharmacists Association have recog-
nized the need for allowing the transmission and adjudication not
only of electronic prescriptions but also of requests for refills and
other transactions among prescribers (e.g., physicians) and phar-
macists. As a result, various initiatives have been undertaken to
allow for such levels of transmission among pharmacists, physicians
and other healthcare providers, payers, and, ultimately, patients.

ROLE OF TECHNOLOGY IN 
CLINICAL DOCUMENTATION

� Emerging technologies will have a profound effect on healthcare,
thus offering opportunities for the pharmacy profession in maintaining
constant vigilance related to the procurement, preparation, and distri-
bution of pharmaceuticals and allowing for more consistent provision
of pharmaceutical care. Digital documentation, such as computer-
stored medical records or EMRs/ EHRs, is one vehicle that, if adapted
universally, would assist in enhancing the communication among
providers in all settings. In the United States, EMRs and CPOEs must be
implemented by 2009 under certain provisions of the new Medicare
Part D regulations, and this is expected to drive adoption of the new
technologies by prescribers. Significant benefits to EMRs have been
described: (a) improved logistics and organization of the medical record
to speed care and improve efficiency, (b) automatic computer review of

the medical record to limit errors and control costs, and (c) systematic
analysis of past clinical experience to guide future practices and poli-
cies.53 The use of EMRs that include pharmacy-specific data (e.g.,
history of medication usage, both prescription and over the counter;
history of refills; assessment of adherence and persistence; and other
information deemed appropriate for inclusion by pharmacists) allows
for improved communication, enhanced decision making, and the
ability to follow up on outcomes associated with care plans.

Advances in technology can facilitate the generation and transfer of
patient documentation, though patient confidentiality and accuracy of
data remain concerns. As more pharmacies use the Internet as a means
of communication, information can be transferred quickly and accu-
rately over greater distances. Handheld computers and specialty soft-
ware allow healthcare practitioners to document information in an
electronic format that can be transformed immediately for rapid
transfer to others. Reports in the literature have described methods to
assess pharmacist interventions related to medication errors,7 use of
computer-based systems,8 and, recently, use of PDAs in specific patient
care areas.9 Many of these documentation systems tend to be individ-
ualized applications in which the transfer of data to other providers is
not possible or is quite limited. Often these systems focus on the
generation of reports for workload analysis or accreditation purposes.

Pharmacists in community settings must communicate more regu-
larly with hospital pharmacists, and vice versa, yet this often is not the
case.18,36 Interventions often need to be shared with other pharmacists
at shift changes, transfer of patients from one care area to another, or
even transfer of patients to new health systems altogether. One study
assessed the use of computerized reminders to physicians to increase
preventive care in inpatient settings for pneumococcal and influenza
vaccinations and prophylactic heparin and prophylactic aspirin at
discharge with the use of a computerized order entry system. The
investigators concluded that computerized reminders significantly
increased the rate of delivery of the intended therapies.54 Future digital
technologies not only will prompt and remind practitioners of situa-
tions that require their attention but also will prevent such occurrences.

Likewise, e-mail and the Internet can be used as vehicles to commu-
nicate not only among healthcare providers but also with patients.
Electronic reminders aiding medication adherence, answering medica-
tion- and disease-related questions, and providing product compari-
sons can be sent via e-mail from pharmacy providers. Access to the
Internet in the work setting, however, may be a limiting factor for many
community pharmacists, particularly those in chain pharmacies,55 and
must be overcome to allow for universal adoption in community
pharmacy practice. The benefits to allowing Internet access in commu-
nity pharmacies far outweigh potential concerns for inappropriate use
in the work setting when patients’ lives may depend on the information
contained within resources available through the Internet.

PDAs are efficient tools that can be used to collect, process, and
transmit data that ultimately have an impact on the care delivered to
patients, although the devices do have limitations, such as their mem-
ory capabilities, screen size, and overall functionality.56 In some soft-
ware applications, a synchronization interface can be written to allow
for an automatic link to a website to deposit and collate aggregate data
from PDA users or directly from a computer linked to the Internet.52

An example of an electronic documentation system is provided in the
case study.

TRAINING CONSIDERATIONS FOR 
PHARMACISTS AND SUPPORT STAFF 
IN DOCUMENTATION

Pharmacists often are not comfortable in documenting their activi-
ties related to patient care within the pharmacy setting and are even
more uncomfortable in communicating this information to other
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healthcare providers. All too often communications from pharma-
cists to physicians relate to pharmaceutical product usage and
restrictions (i.e., nonformulary issues) and do not focus on patient
care issues. Thus, attention must be directed toward practicing
pharmacists and providing them with education and training related
to why documentation is necessary, how to document, and use of
technology to assist in the documentation process. The training of
support staff, such as pharmacy technicians, must not be overlooked
because these individuals can assist in the routine collection of both
pharmaceutical data and retrievable patient information (e.g., from
medical charts and laboratory reports) that can be presented to
pharmacists for assessment and needed followup.

Although the concepts of documentation are consistent irrespec-
tive of practice settings, the process by which data are collected and
the tools for documentation can be quite different. Thus, the training
associated with documentation must be specific to the respective
practice environments of pharmacists. For example, access to health-
care providers, medical records, laboratory data, and patients is more
common in hospital pharmacy practice than in community phar-
macy practice, where direct access to patients is often the only source
of information. As a result, data collection, documentation, and
communication with other healthcare providers and patients vary
based on the practice setting. However, as the use of EMRs, CPOE
systems, and digital documentation becomes more common, the
ability of pharmacists to interface with these systems will become less
of a logistical barrier.

CONCLUSIONS

Although the common maxim “If it wasn’t documented, it wasn’t
done” applies to all providers of healthcare, for the pharmacy profes-
sion, this is the mantra the profession (current practitioners and
future) needs to embrace if it is to remain an active and valued
participant in the healthcare systems of industrialized countries. Cur-
rent pharmacist practitioners must demonstrate their value by assum-
ing a pivotal role between other healthcare providers and patients in
communicating, interpreting, and monitoring the desired health out-
comes associated with prescription and nonprescription therapies.
Similar to other students/interns/residents in the health sciences,
pharmacy students/interns/residents need to document the value they
provide at their respective clinical practices sites. The overall pharmacy
“value” will be derived through weighing of the evidence obtained
through the provision of direct patient care services, monitoring
medication therapy outcomes (favorable and nonfavorable), provid-
ing appropriate recommendations, and documenting the outcomes
achieved, all of which must be communicated in an efficient, concise,
consistent, collaborative manner to the various stakeholders. To do
anything less places the pharmacist–patient–provider relationship in
jeopardy and some patients in harm’s way.

CASE STUDY

This case could be seen in either a community or hospital setting (if
the prescription was a handwritten order in the medical chart of the
patient).

A 59-year-old African American man who has atrial fibrillation
presents a handwritten prescription that appears to read, “warfarin
sodium 25 mg PO qd.” The pharmacist identifies this as too high of
a dose (most likely missing the decimal point for the dose of 2.5 mg)
and contacts the prescriber immediately. The pharmacist would
proceed to log this intervention as shown in Fig. 4–1 of the
Pharmacists Documenting System (PSDS).

Continuing, in the box on the first “Reasons” page under the
subheading of “Order Clarification,” “Illegible writing” would be
checked, and under “Drug Regimen Selection,” “Dose” would be
checked (Fig. 4–2), given that the prescription was written poorly
(i.e., illegibly) and the dose appeared incorrect.

As with most interventions by pharmacists, typically, recommen-
dations are made to healthcare providers, patients, or caregivers.
Using the preceding example with the warfarin prescription, the box
under the recommendation subheading “Medication Related” would
be checked, and “Change dose” would be indicated (Fig. 4–3). In this
case, additional “Patient Care Related” recommendations could have
been made, such as the ordering of “laboratory tests” and “therapeu-
tic drug monitoring.”

The next step would be to check the box under the subheading
“Contact” entitled “Contact health care provider” to ensure that the
illegible prescription and the incorrect dose were interpreted cor-
rectly and that the appropriate medication and strength were
verified by the pharmacist and dispensed to the patient (Fig. 4–4).

With respect to outcomes, the following items would be indicated
for the prescription if the prescriber agreed with (“accepted”) the
interpretation that the prescription was, in fact, for “Warfarin sodium
2.5 mg PO qd” and not “Warfarin sodium 25 mg PO qd” as written
in the “Result of Intervention” section. The intervention required 10
minutes of the pharmacist’s time, captured in “Time Involved.” It was
assumed that this action by the pharmacist would have an “Antici-
pated Outcome” of “Increased safety” for the patient (Fig. 4–5).

In a situation where point-of-care diagnostic monitoring for
anticoagulation is available to the pharmacist, under the “Profes-
sional Services” subheading, “Laboratory test” could have been
checked (Fig. 4–6).

In many instances, this interaction and others quite similar take
place on a daily basis, but the valuable contributions pharmacists
make in averting potentially lethal medication-related errors are
never captured. More importantly, without this systematic approach
to documentation of specific classes of agents, most common
reasons for interventions and outcomes of recommendations would
not be known or available for followup.

FIGURE 4-1. PSDS initial patient screen.
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FIGURE 4-2. PSDS reason for intervention screen.

FIGURE 4-3. PSDS intervention recommendation screen.

FIGURE 4-4. PSDS intervention action screen.

FIGURE 4-5. PSDS intervention outcomes screen.
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ABBREVIATIONS

AMP: average manufacturer price

AWP: average wholesale price

CMS: Centers for Medicare and Medicaid Services

CPOE: computerized physician/prescriber order entry

CPT: current procedural terminology

DRP: drug/medication-related problem

EDI: electronic drug interchange

EHR: electronic health record

EMR: electronic medical record

HRQOL: health-related quality of life

ICD-9-CM: International Classification of Diseases, Ninth Revision, 
Clinical Modification

IOM: Institute of Medicine

MTMS: medication therapy management services

NCPDP: National Council for Prescription Drug Programs

PDA: personal digital assistant

POMR: problem-oriented medical record

SOAP: subjective and objective data, assessment, and therapeutic 
plan
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