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ABSTRACT

Background Medicines optimisation and adherence
support are essential to secondary prevention after
myocardial infarction (MI). Following successful
implementation of a consultant pharmacist-led post-MI
medicines optimisation clinic, the service was expanded
by training advanced clinical pharmacists to manage
clinics (with appropriate multidisciplinary team support).
Methods Key steps in the development process were:
definition of a key competency framework based on
relevant qualifications and experience, knowledge,

skills and clinic management practicalities; creation and
enaction of trainee-specific development plans to address
gaps (including independent learning, teaching from
multidisciplinary colleagues and shadowing in clinics);
establishment of relevant protocols and proformas to
ensure consistent standards (eg, a patient self-reporting
tool for identifying adherence barriers, consultation
proforma, directory of clinical parameters and pathway
for onward referral when needed); phased clinic roll-out,
initially under supervision; and gathering of feedback from
patients and colleagues. Clinic letters from 50 attending
patients were reviewed to quantify resulting interventions;
the first 50 anonymously completed patient feedback
questionnaires were also analysed.

Results Expansion of the service initially doubled
capacity. A review of clinic letters from attending
patients demonstrated that various interventions

were recommended, including further investigations,
medication changes, lifestyle adjustments and onward
referrals. Most respondents to the patient feedback
questionnaire thought the clinic was patient friendly and
welcoming (n=48/50; 96%); felt listened to (n=48/50;
96%); considered that adequate explanation was given
(n=47/50; 94%); and felt clear plans were provided
(n=45/49; 92%). Most agreed that it was valuable
(n=44/50; 88%), and the mean rating was 4.48 (on a
scale of 1 (very poor) to 5 (excellent)).

Conclusions A person-centred post-MI medicines
optimisation service was successfully delivered by
appropriately trained advanced cardiology pharmacists.
A structured competency framework and training
programme were required, but once completed, the clinic
was highly valued by patients. A similar model could be
rolled out elsewhere with adaption to local requirements.

,"? Franki Wilson,? Alistair Hall,"® Gina McGawley,' Una Laverty,?

WHAT IS ALREADY KNOWN ON THIS TOPIC

= Medicines optimisation and adherence support are
essential to secondary prevention after myocardial
infarction (Ml) but are often suboptimal.

WHAT THIS STUDY ADDS

= A person-centred post-MI medicines optimisation
clinic was successfully delivered by appropriately
trained advanced cardiology pharmacists (under-
pinned by a structured competency framework and
training programme). This doubled overall capacity.
Patient feedback on the service was highly positive.

HOW THIS STUDY MIGHT AFFECT RESEARCH,
PRACTICE OR POLICY

= A similar model could be rolled out elsewhere with
adaption to local requirements—offering potential
to improve patient management and reduce the
burden on busy cardiology outpatient clinics.

INTRODUCTION
Secondary prevention through risk factor
modification is essential to long-term
patient care following myocardial infarc-
tion (MI).' * This requires meticulous opti-
misation of drug therapies and risk factors
to ensure that all of the required treatment
classes are prescribed—and are maintained
at appropriate doses. However, many patients
in the UK and elsewhere receive suboptimal
secondary prevention.”” Indeed, a recent
European study showed that only 58% of
those with previous MI were receiving the
full package of guideline-recommended
secondary prevention medicines (SPMs).”
Furthermore, adherence is often poor6 7;
local data from our area of the UK showed
that almost half of patients with coronary
artery disease were not adherent to at least
one SPM.*?

This led us to establish a novel, person-
centred medicines optimisation clinic for
individuals who had recently been discharged
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following MI, run primarily by a consultant cardiology
pharmacist with access to a cardiologist when required.
Launched in 2015, the aims of this clinic were to provide
patients with a comprehensive review of their SPM needs;
to facilitate discussion of their medicines-taking experi-
ence and potential barriers to adherence; and ultimately
to improve outcomes. An analysis of 270 patients who
attended the clinic during its first 15 months in operation
demonstrated that these aims were being met: the propor-
tion receiving optimal SPM was significantly increased,
adherence rates were significantly improved and hospital
readmission rates had declined."’ Furthermore, despite
having access to a cardiologist if needed, over 95% of
patients were seen only by the consultant cardiology
pharmacist—thus freeing up cardiology outpatient clinic
time. Patient feedback was highly positive.'’

However, despite successful implementation, the
capacity of the clinic was limited by the availability of only
one consultant pharmacist. To make the service accessible
to a greater number of patients with post-MI, we there-
fore set out to train advanced clinical pharmacists to run
some clinics (with appropriate support from a cardiolo-
gist and/or a consultant pharmacist). A further expected
benefit of this expansion was to broaden the range of
pharmacists potentially able to lead such clinics. This
could facilitate adoption of the model at other centres
nationally.

The purposes of the present paper are to describe the
training process and key competencies required to upskill
advanced clinical pharmacists, and to provide prelimi-
nary patient feedback.

METHODS

Overall process

Asimple process overview is provided in figure 1, showing
the key steps that were taken to enable two advanced clin-
ical pharmacists to conduct post-MI medicines optimisa-
tion clinics.

As a first step, the key competencies required were
defined. This was accomplished through extensive discus-
sion with a consultant cardiology pharmacist and cardi-
ologists already running such clinics at our centre, and
by shadowing their work. The full competency framework
developed from this process is shown in online supple-
mental table 1 and is described in more detail below.

In the second step, trainee-specific knowledge and skill
gaps within the competency framework were identified
and development plans were established to address these
gaps (table 1).

Then, in a third step, the development plan was enacted
based on appropriate training methods, including inde-
pendent reading and learning, teaching from multidisci-
plinary colleagues and shadowing in clinics. Importantly,
the plan remained somewhat fluid to allow for adaptation
throughout the process. At the same time, various proto-
cols and proformas were established to ensure consistency

Define key
competencies

Formulate a
development plan to
address gaps

Enact development
plan

Build clinic protocols
and pro formas

Initiate clinic (initially
with supervision)

Gather feedback from
patients (and the MDT)

Figure 1 Key steps in training advanced clinical
pharmacists to conduct post-MIl medicines optimisation
clinics. MDT, multidisciplinary team; MI, myocardial infarction.

of standards once the new clinics were launched. These

included:

» A patient self-reporting tool for identifying modifiable
adherence barriers, known as the ‘My Experience of
Taking Medicines’ (MYMEDS) questionnaire.""

» A consultation proforma to ensure that all relevant
topics are discussed with each patient.

» A predefined directory of key clinical parameters,
targets and monitoring requirements (eg, relating to
blood pressure, lipid profiles, diabetes, etc).

» Assessment criteria for consideration with each type
of SPM.

» A cardiac symptoms management pathway to facilitate
appropriate assessment and onward referral when
needed.

» Letter templates for communication with patients,
general practitioners (GPs) and any other relevant
parties.

» An anonymous patient feedback questionnaire to
inform ongoing development of the clinic.

Once all of this had been completed, clinics were initi-
ated led by the trained advanced clinical pharmacists. At
first, these were observed by a consultant cardiology phar-
macist or cardiologist to ensure that the required stan-
dards were achieved. Once training was complete, clinics
were conducted independently (with onward referral if
needed). Patients were asked to provide feedback via the
anonymous questionnaire.

Based on all of these experiences, a training manual
has been produced (including many of the standardised
protocols and proformas described above) and this is
available from the authors. The manual provides many of
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Table 1 Example training plan and relevant methods

Training need

Methods for meeting each need

Knowledge

Should be adapted according to baseline level; core knowledge should be obtained before moving on to the skills section

Cardiology knowledge, laboratory results
and actions, medications knowledge

Cardiac symptom management
Knowledge of allied services

» Reading of relevant references
» Experience as a cardiology pharmacist

» Teaching session with consultant cardiologist
» Shadow/teaching sessions—inpatient cardiac rehabilitation service, community

cardiac rehabilitation service

Can be achieved primarily through a combination of teaching, shadowing and observed practice tailored to the needs of the

Teaching session with nurse clinical educator

Teaching session with consultant cardiologist
Shadowing practice by consultant cardiologist
Shadowing practice by consultant cardiology pharmacist
Observed practice, log and feedback

Shadowing practice by consultant cardiologist
Shadowing practice by consultant cardiology pharmacist
Observed practice, log and feedback

Shadowing practice by consultant cardiologist
Shadowing practice by consultant cardiology pharmacist

Skills
trainee
Practical skills (eg, measuring manual >
blood pressure, heart rate) » Practice log
» Observed practice
Assessment of cardiac symptoms after >
discharge >
>
>
Post-MI medicines optimisation » Reading
>
>
>
Consultation skills » Reading
>
>
>

Practicalities of clinic management

Essential to ensure familiarity with local systems and processes

IT systems
Record keeping

Letter writing

Local outpatient clinic management
processes

VYV VVVY VY VY

IT, information technology; MI, myocardial infarction.

the tools needed for other advanced clinical pharmacists
in the UK to develop and implement a similar service—
although it will of course need to be adapted to local
requirements.

Core competency requirements

The core competency framework for a pharmacist
running a post-MI medicines optimisation clinic was
divided into four main areas: qualifications and expe-
rience; knowledge; skills; and practicalities of clinic
management (online supplemental table 1).

With regard to qualifications and experience, the phar-
macist must be a registered independent prescriber with
a secondary care clinical diploma, have experience of
working on cardiology wards and be integrated into the

Observed practice, log and feedback

Local training requirements for access to IT systems (eg, eLearning)
Local information governance policy

Local information governance policy
Standards for medical records

Access to dictation programme if available
Shadow letter dictation/writing

Letter dictation/writing and feedback

Shadowing clinics
Liaise with local outpatient service manager or sister

cardiology multidisciplinary team with an understanding
of each member’s role.

A strong understanding of various knowledge areas is
required, including cardiac physiology and pathology,
clinical presentations of cardiac conditions, the recovery
process following MI, interpretation of investigations and
results, the medications used in cardiac disease and rele-
vant local, national and international guidelines.

Pharmacists running a post-MI medicines optimisation
clinic may also need to develop their existing skills—and
acquire new ones. These skills include taking histories
of cardiac symptoms; ordering/taking and recording
clinical observations and investigations; designing
patientspecific management plans (in collaboration
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with patients); applying principles of medicines optimi-
sation; using adherence assessment tools like MYMEDS"!
and addressing non-adherence behaviours in line with
current guidance; communication and consultation skills
to support shared decision-making; and time manage-
ment skills specific to outpatient consultation.

Finally, any pharmacist running a post-MI medicines
optimisation clinic needs to understand the local prac-
ticalities around outpatient care, including informa-
tion technology and record-keeping systems and clinic
management.

Development planning for attaining key competencies
Development plans were personalised to the individual
pharmacist based on a variety of training methods,
including independent learning, teaching from relevant
colleagues and various forms of shadowing within clinics
(table 1).

Two aspects that were particularly challenging at our
centre—and may also be challenging for other pharma-
cists coming from inpatient care—were (1) clinic-based
consultation skills and (2) symptom management and
escalation.

With regard to clinic-based consultation skills, a key
requirement was to upskill experience with inpatients
(based primarily on providing information about the
rationale for medicines use, monitoring requirements
and possible side effects) to an outpatient setting. This
necessitated more in-depth discussion of complex topics,
such as explaining tests and their results, and conducting
sensitive conversations around the prognosis and manage-
ment of their condition. The training process began with
observation of clinics led by cardiologists and a consul-
tant cardiology pharmacist. Trainees then proceeded to
run clinics themselves under strict observation to allow
for constructive feedback. Another key consultation skill
that required development was around the exploration
of medicines-taking behaviours; inpatient pharmacists
are rarely required to delve deeply into a patient’s beliefs
about medicines, but this is a core aspect of the medicines
optimisation clinic. Again, training was based around
close observation by a consultant pharmacist and cardiol-
ogist. The aim was to develop a consultation style that was
open, non-judgemental and person centred, that encour-
aged patients to discuss their medicines-related concerns
and possible effects on adherence and that facilitated a
shared decision-making process. A consultation proforma
was created to ensure that key topics are always covered
with each patient, and the MYMEDS questionnaire has
been routinely used to assess adherence barriers.

With regard to symptom management and escalation,
training was required around clinical examinations—such
as obtaining a history of cardiac symptoms, taking manual
blood pressure and heart rate measurements, assessing
ankle oedema and chest auscultation using a stethoscope.
To develop these skills, a nurse clinical educator gave a
workshop, and the methods learnt were then practised
with patients. A similar process is recommended for other

pharmacists looking to develop these skills (table 1). In
addition, the consultation proforma provides prompts on
relevant topics with regard to symptoms assessment, test
results, medications and action planning. Furthermore,
a management pathway was put in place for patients
presenting with cardiac symptoms post-MI to facilitate
assessment and appropriate referral when needed (eg, to
their GP, cardiologist or accident and emergency). This
was based on the five cardinal symptoms of chest pain,
breathlessness, palpitations, peripheral oedema and
dizziness/syncope, and was essential in ensuring that ‘red
flags’ were identified and acted on.

Within the training process, a number of observed
and supervised consultations were undertaken. This was
adapted according to the existing expertise and progress
of the trainee based on the following template:

» Step 1: 20x observing patient consultations led by a
consultant pharmacist or cardiologist.

» Step 2: 10x patient consultations led by the trainee and
observed by a consultant pharmacist or cardiologist.

» Step 3: 10x independent patient consultations by the
trainee with support from a supervisor if required
for specific queries (although the supervisor was not
present in the consultation itself).

» Step 4: independent clinical practice.

Resulting interventions

Clinic letters from 50 non-consecutive patients who
attended the clinic between April 2019 and January 2020
were selected from the electronic outpatient clinic notes
system (several letters per month). The advanced phar-
macists were working independently during this period,
following completion of their training. These letters were
reviewed in order to quantify the resulting interventions
(further investigations, medication changes, onward
referrals, etc).

Patient feedback
After attending the post-MI medicines optimisation clinic
led by an advanced clinical pharmacist, patients were
asked to evaluate their experience using an anonymous
feedback questionnaire. This could be returned at their
convenience using a prepaid envelope. The question-
naire included 12 statements for which patients were
asked to assess their level of agreement on a 5-point scale
(strongly agree, agree, neutral, disagree, strongly disa-
gree), and one further question asking them to rate the
clinic on a scale of 1 (very poor) to 5 (excellent). There
were also two free-text questions that invited respondents
to describe ‘what you liked best about the service’ and
‘what you would like us to improve about the service’.
Responses were manually organised into key themes.
The present analysis is a retrospective review of data
from the first 50 questionnaires received between
December 2018 and April 2019. The advanced pharma-
cists were working independently during this period. The
analysis was conducted in accordance with the Declara-
tion of Helsinki. This was a service development project
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and hence no ethics committee approval was needed as
per local policy.

Patient and public involvement

A patient selfreporting tool for identifying modifi-
able adherence barriers, known as the MYMEDS ques-
tionnaire, was posted to patients with their outpatient
clinic appointment letter and patients could choose to
complete this questionnaire in advance of the appoint-
ment if they wished to do so. We sought feedback from
patients who attended this new service by sending them
feedback surveys to complete and post back to us using
a prepaid envelope. It was then up to the patients if they
wanted to complete the survey and send it back.

RESULTS

Initially, two advanced clinical pharmacists were trained
to (independently) run clinics, each with capacity to see
eight patients per week. This allowed the consultant phar-
macist (who previously had capacity to see eight patients
per week) to step aside from day-to-day clinic manage-
ment. Thus, the overall capacity was doubled from 8 to 16
patients each week.

Clinic letters from 50 patients who attended the
advanced clinical pharmacistled clinic were reviewed.
Most required only a single session (n=41; 82%), although
a small number required additional review(s) within the
clinic setting, for example, for adherence issues, poly-
pharmacy or difficulty in controlling risk factors.

Review of clinic letters revealed that a variety of
different interventions were recommended (table 2).
These included: further investigations (most commonly
a full lipid profile); a wide range of medication changes
(including starting or stopping medicine classes, dose
adjustments and/or switching between medicines);
discussions around lifestyle (smoking cessation) or
comorbidities (diabetes); and various types of onward
referral. Some of these recommendations would have
been actioned by the pharmacist (eg, requesting blood
tests and other investigations) while others (eg, medica-
tion changes) would have been actioned in primary care,
as per standard local practice. Independent pharmacist
prescribers are able to prescribe medications, but local
policy is for non-urgent medication changes to be recom-
mended in the clinic letter for primary care to action.
In eight cases (16%), the patient was discussed with the
in-house cardiology team, for example, to gain advice on
residual disease, red flag symptoms or ECG.

With regard to patient feedback, responses from
the first 50 returned questionnaires are summarised
in table 3. The majority agreed or strongly agreed that
the clinic was friendly and welcoming (n=48/50; 96%);
that they felt listened to (n=48/50; 96%) and reassured
(n=45/50; 90%); that adequate explanation (n=47/50;
94%) and information (n=44/50; 88%) was given; and
that clear plans were provided (n=45/49; 92%). Further-
more, the majority of respondents (n=44/50; 88%)

agreed or strongly agreed that it was a valuable clinic and

they would recommend it for patients with heart disease.

Respondents were also asked to rate the clinic on a scale of

1 (very poor) to 5 (excellent). Forty-four patients (88%)

rated it a 4 or b (table 3), and the mean score was 4.48.

Thirty-nine respondents provided free-text comments
on what they liked best about the service. These fell into
the following broad categories:

» Helpful appointment and information delivered
clearly, with their concerns addressed and their ques-
tions answered (n=29).

» Friendly staff and good clinic environment (n=11).
» Happy about waiting times (n=8).
Example comments included: ‘All my questions were
answered in a clear, informative manner’; ‘Pharmacist
took time to listen and explain what would happen in
the future’; ‘Polite, efficient and well led. Given plenty
of opportunities to discuss health and medications, seen
on time in the clinic and given time in the appointment
to ask questions’; and ‘Put my mind at rest regarding
medication’.

A further 28 respondents commented on the free-text
question about what they would like to see improved
within the service. Of these, 19 said that no changes or
improvements were required. Among the remainder,
three individuals had concerns about waiting times. There
was also feedback on wheelchair availability (n=1), using
fewer acronyms in the clinic letter (n=1), preferring to
see a consultant rather than a pharmacist (n=1), wanting
more information about their heart condition (n=1) or
the reasons for medication changes (n=1) and improving
communication (n=1).

DISCUSSION

This paper describes the principal steps required to
upskill advanced clinical pharmacists to conduct inde-
pendently run, person-centred medicines optimisation
clinics for patients who have recently experienced an MI.
By increasing the number of clinical pharmacists able to
deliver these clinics, the service was made available to a
greater number of patients with post-MI. Initially, capacity
was doubled by the introduction of two advanced clinical
pharmacists, with the consultant pharmacist stepping
aside from day-to-day management of the post-MI clinic
to develop other services (eg, a novel proprotein conver-
tase subtilisin/kexin type 9 inhibitor clinic'®). Addi-
tional personnel were subsequently trained, allowing the
post-MI service to expand further.

Key elements of the upskilling process included a
competency framework, individualised training plans
and practice proformas for maintaining consistency of
standards. Other centres wanting to implement a similar
model could adapt much of this material according to
local requirements; a training manual providing many of
the required tools is available from the authors.

Analysis of clinic letters from patients attending our
clinic suggested that it had a substantial impact on the
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Table 2 Interventions resulting from the post-MI medicines optimisation clinic

Patients
Intervention n (%)
Recommendation for further investigations
ECG (24 or 72 hours) 6(12)
Repeat echocardiogram 7 (14)
Further blood tests
Full lipid profile 39 (78)
Urea and electrolytes 8 (16)
Liver function tests 1)
HbA1c 1@2)
Full blood count 12
Medication changes
Adjusted medication due to side effects 17 (34)
Beta-blocker adjustments
Increased dose 6 (12)
Decreased dose 6 (12)
Stopped 3 (6)
Changed to alternative 1@
ACEIi/ARB adjustments
Started 4 (8)
Increased dose 9(18)
Decreased dose 1)
Changed ACEi to ARB 3 (6)
Blood pressure optimisation 20 (40)
Lipid optimisation
Started statin 3 (6)
Increased statin dose 2 (4)
Changed statin 4 (8)
Added ezetimibe to existing statin 10 (20)
Referred to familial hypercholesterolaemia clinic 1(@2)
Referred to lipid clinic* 4 (8)
Changed diuretic regimen (started or adjusted) 2 (4)
Optimisation of antithrombotic therapy
Changed antiplatelet agent(s) due to side effects 3 (6)
Recommended extended DAPT 12 (24)
Optimisation of angina symptoms/medications 5(10)
Deprescribed polypharmacy 3 (6)
Adjustments to lifestyle/comorbidities
Gave smoking cessation advice/referred to smoking cessation service 8 (16)
Highlighted need for improved diabetes control (to patient and GP) 14 (28)
Case discussion or onward referral
Discussed case with cardiology teamt (16)
Referred to heart failure clinic/community heart failure team (14)
For ICD consideration 2 (4)

Referred to another specialty
Valve clinic (cardiology)

Continued

6 Price R, et al. BMJ Open Quality 2023;12:002152. doi:10.1136/bmjog-2022-002152

ybuAdoa Aq parosloid 1sanb Aq 202 ‘22 Idy uo ywoo fwqg Alpenbuadolwiqy/:dny wouy pspeojumoq "€20z [dy 2T Uo 25T200-2202-bolwag/aeTT 0T se paysignd 1siy ;jend uado rIANg


http://bmjopenquality.bmj.com/

Table 2 Continued

Intervention

Patients
n (%)

Cardiology clinical psychologist
Gastroenterology

n=50.
*For ongoing statin intolerance or consideration for PCSK9i therapy.

1)
1)

TFor example, consultant review for advice regarding residual disease, red flag symptoms or ECG.
ACEi, ACE inhibitor; ARB, angiotension receptor blocker; DAPT, dual antiplatelet therapy; GP, general practitioner; HbA1c, glycated
haemoglobin; ICD, implantable cardioverter defibrillator; MI, myocardial infarction; PCSK9i, proprotein convertase subtilisin/kexin type 9

inhibitor.

quality of care provided (by helping to optimise patient
management) and may also have improved safety (eg,
by ensuring appropriate onward referral and reducing
unnecessary polypharmacy). We have previously shown
that a post-MI medicines optimisation clinic led by a
more senior (consultant) cardiology pharmacist was well
received by patients—and resulted in improvements in
SPM optimisation, increased adherence and decreased
readmission, and freed up cardiology outpatient clinic
time."

Our service addresses well-recognised issues in post-MI
patient care. Indeed, previous analyses have shown that
SPM prescribing is often suboptimal,’® with a recent Euro-
pean study finding that fewer than 60% of patients with
post-MI were receiving recommended combinations of
antihypertensives, statin, aspirin and antiplatelet agents.”
In addition, adherence with preventive medicines for
cardiovascular disease is often low,” despite the known
links between reduced adherence, failure to achieve
targets and inferior outcomes (including death).” ¥ 1*
Thus, the benefits of our medicines optimisation service
may be highly significant for patients and for the health-
care system as a whole and can be delivered without
compromising safety.

Furthermore, there is growing evidence from other
centres in the UK and elsewhere that pharmacistled
models of post-MI medicines optimisation can improve
adherence and risk factor control, and that patients appre-
ciate the opportunity such clinics provide for discussing
and resolving care-related concerns.'”

Our model also aligns with guidance on medicines
optimisation from the UK’s National Institute for Health
and Care Excellence, which highlights the importance of
structured review, potentially led by a pharmacist when
deemed locally appropriate.”’ In addition, the upskilling
of advanced clinical pharmacists to conduct these clinics
in patients with complex needs fits with the concept of
‘advanced pharmacy practice’ advocated by leadership
bodies such as the Royal Pharmaceutical Society.*®

The model puts a high level of responsibility on the
pharmacist leading the consultation, requiring them
to take the lead in medicines recommendation and
decision-making. This is a key difference from inpatient
pharmacy practice and requires advanced training—but

underscores the value of pharmacist independent
prescribing in optimising patient care in cardiology.

In the present work, 84% of cases were managed solely
by an advanced pharmacist. Nonetheless, although our
clinic is driven primarily by pharmacists, it remains fully
multidisciplinary and patients have access to a cardiolo-
gist whenever necessary. This is particularly important for
individuals presenting at the clinic with cardiac symptoms.
Service-level guidance was already in place regarding
which patients should be escalated to a consultant phar-
macist or to a consultant cardiologist, but the existing
triage criteria were reinforced to ensure appropriate
management. Generally, patients were invited to attend
the medicines optimisation clinic if they are not awaiting
further revascularisation or ischaemia testing, but inev-
itably some develop new symptoms between hospital
discharge and clinic attendance, necessitating assessment
and escalation of those with ‘red flags’. In collaboration
with consultant cardiology colleagues, a referral pathway
was therefore developed based on various presentations
of five cardinal symptoms: chest pain, breathlessness,
palpitations, peripheral oedema and dizziness/syncope.

An important aspect of building the advanced clin-
ical pharmacistled model was to develop their clinic-
based consultation style. Key aspects of the consultation
include: careful tailoring to individual patient needs; the
use of open questions to encourage sharing of concerns;
taking time to listen to and acknowledge patients’ views
about their condition and their medicines in a non-
judgemental manner; holistic discussion of the benefits
and risks of treatments; and provision of accessible and
understandable information. In line with current guid-
ance,” patients should also be given an opportunity to
take part in decision-making around their medicines
(although the level of involvement may vary depending
on their personal preferences). The consultation should
conclude with a summary that reiterates key points,
reinforces the agreed action plan and checks patient
understanding.

Patient feedback on the model was highly positive based
on 50 anonymously completed questionnaires. Some had
previously lacked understanding of the roles of phar-
macists beyond dispensing medicines and were initially
apprehensive about a pharmacistled consultation.
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However, most patients were grateful for the opportunity
to have an open and honest discussion—and almost all
respondents ultimately had no significant concerns about
seeing a pharmacist rather than a cardiologist. The over-
whelming majority said that they had been listened to and
that their medicines-related concerns were addressed,
felt involved in decision-making and considered that
the clinic provided them with a clear plan about their
medicines. Furthermore, these patient—practitioner rela-
tionships became progressively more constructive as the
advanced clinical pharmacists gained experience and
their consultation style developed.

We must acknowledge the limitations of the present
work. In particular, the patient feedback results were
based on a retrospective review of data from a modest
number of questionnaires (n=50). Furthermore, we
cannot rule out the possibility that individuals who were
satisfied with the clinic were more motivated to provide
feedback than those who were not, which could have
biased the results. However, anecdotally, we have not
had significant amounts of negative feedback around
this clinic model. Nonetheless, it would be valuable to
undertake a prospective, randomised trial to compare
our service versus a more ‘standard’ model of post-MI
medicines optimisation in routine practice. We should
also acknowledge that a pharmacist-led model of medi-
cines optimisation would not be possible in some coun-
tries—particularly those that do not allow non-physician
prescribing or where the clinical pharmacist role is less
well developed.

CONCLUSIONS

We have demonstrated that a person-centred post-MI
medicines optimisation service can be delivered by appro-
priately trained advanced cardiology pharmacists with
support from the multidisciplinary team. A structured
competency framework and training programme are
required to facilitate development of the required knowl-
edge and skills. However, once that has been completed,
the model is highly valued by patients and offers poten-
tial to improve adherence and provide greater control
of cardiovascular risk factors, while reducing the overall
burden on busy cardiology outpatient clinics.

Twitter Rani Khatib @DrRaniKhatib
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