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• South East Regional Hospital is located in Bega, NSW
• Rural setting 
• Population: 4000 
• Bega Valley: 33,000 
• >400km from Sydney and >600km from Melbourne
• Retirement Hub: Geriatric population 

BACKGROUND
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Difficult to recruit 
and retain 

clinical 
pharmacists 

High workload
Inadequate 

ward 
coverage

Poor clinical 
pharmacy input 

7.6% of patients 
received medication 

reconciliation within 24 
hours of admission

79% of patients received 
no pharmacy clinical 
services at all during 

their admission

Implications 
Increase in 

medication-
related 

problems

Increase in 
medication 
expenditure 

Decrease in 
medication 
compliance

Decrease in 
patient safety  

PROBLEM IDENTIFIED 
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ROLES OF A PHARMACIST 

Clinical
Medication Reconciliation

Clinical Review
Medication Supply

Medication Information
Discharge Input

Patient & MDT Education
Pharmaco-economic rationalism 

Administration
Collating medication history 

information

Quality Use of Medication Audits

Improve Patient Safety
Prevent Drug Adverse Events

Improve Patient Care

Pharmacy Technician 
Cost Effective

Increase Pharmacist Clinical Time

SOLUTION

4 hours per day 
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Many studies in expanding the technician role
In large, tertiary hospitals only 

Studies demonstrated:
• Pharmacy technicians shown to be equally successful at conducting 

medication history interviews 1

• With adequate training Pharmacy Technician medication histories 
are accurate 2,3,4,5

• Vastly improved medication reconciliation rates 4,6

• Improved the quality of discharge medication7

• Improved medication safety 8

PRIOR RESEARCH 
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Collaborative Workforce Model 
• Introduce Ward-Based Pharmacy Technicians (WBPT)

• WBPT working with clinical pharmacists on the wards

APPROACH 

• Identify New Admissions
• Collate Patient Medication Histories
• Quality Improvement Activities 

• Imprest Audit
• Bedside drawer audit
• VTE prophylaxis audit 
• Allergy Audit

WBPT 
Role
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One Experienced 
Technician 

Two Months of 
In-House Training and 
Program Development 

Multiple Validations

Standardised Operating Procedures Developed:
• Patient Interview Tool 

• Best Possible Medication History Procedure

• Quality Improvement Audit Procedure Training 

Validation process:
• Pass two formal validations by two different assessors 

• Ongoing re-validation every three months as quality assurance

IMPLEMENTATION
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Data collected over 5 months: Feb to June 2019

Ø 2% unsuccessful interviews

OUTCOMES

1494 Interviews
14 interviews per day 

26%

20%54%

Reason for Unsuccessful Interviews

Poor Cognition

Hearing Impairment

Too unwell
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21%

7%

89%

75%

MEDICATION RECONCILIATION 
DURING ADMISSION

MEDICATION RECONILIATION WITHIN 
24H OF ADMISSION

MEDICATION RECONCILIATION 
COMPLETION RATE 

Without WBPT With WBPT

To put that in patient terms, on any 
average day (70 patients):

Pharmacist Clinical Review:
Without WBPT 15 patients, with WBPT 
62 patients were clinically reviewed by a 
clinical pharmacist 
• 47 more patients each day clinically 

reviewed 
• 47 patients less likely to have ongoing 

medication errors
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12%

75%

DISCHARGE MEDICATION LIST PROVIDED TO PATIENT IN 
COLLABORATION WITH DOCTORS

PHARMACIST INVOLVEMENT IN 
DISCHARGE 

Without WBPT With WBPT

To put that in patient terms, on any average 
day (70 patients):

Pharmacist Involved in Discharge:
Without WBPT 8 patients, with WBPT 53 
patients had pharmacist discharge input
• 45 more patients each day received 

pharmacist input on discharge 
(medication list and counselling)
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Front line impact
• More medication histories were documented
• Medication histories were documented earlier 

IMPACT ON MULTI-DISCIPLINARY TEAM 

0% 20% 40% 60% 80% 100%

Strongly Disagree

Disagree

Neutral

Agree

Strongly Agree

More Patient Medication Histories Documented since WBPT Introduction Survey

Community Pharmacist
Hospital Pharmacist
Nurse
Doctor
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0% 20% 40% 60% 80% 100%

Strongly Disagree

Disagree

Neutral

Agree

Strongly Agree

Medication Reconciliation Rate has 
Improved since WBPT Introduction 

Survey

Community Pharm
Hospital Pharmacist
Nurse
Doctor

Front line impact:
• More patients receive medication 

reconciliation 
• More patients receive discharge input

0% 20% 40% 60% 80% 100%

Strongly Disagree

Disagree

Neutral

Agree

Strongly Agree

Pharmacist Involvement in Patient 
Discharges has Improved since WBPT 

Introduction Survey

Community Pharm
Hospital Pharmacist
Nurse
Doctor

üLess Errors on Discharge
üLess Medication Errors in the 

Community
ü Improved Patient Safety
ü Improved Medication Compliance
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Improved 
Medication 

Safety 
Newsletter

Poster 
Education in 

Patient 
Care Areas

Ward  
Nurse 

Education
JMO 

training 

Pharmacist-
Led 

Outpatient 
Clinic

IMPROVED PHARMACY SERVICES
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IMPROVED PHARMACY SERVICES 

0%

20%

40%

60%

80%

100%

Strongly
Disagree

Disagree Neutral Agree Strongly
Agree

WBPT Introduction has Improved the 
Overall Pharmacy Service Survey

Doctor

Nurse

Hospital
Pharmacist
Community
Pharmacist

Doctors, Nurses, Community Pharmacists 
and Hospital Pharmacists agree: 

ü Save multi-disciplinary time

ü Widespread positive impact 

Overall, pharmacy service improved
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PATIENT SURVEY

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Felt they were approached early in
admission to  obtain  medication history

Felt they could voice medication rela ted
concerns and they were appropriately

dealt with

Felt their medications were reviewed and
explained on discharge

Received appropriate pharmaceutica l
services

Strongly Agree Agree Neutral Disagree Strongly Disagre

Overall,  patients were satisfied with pharmacy services during admission
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Impact 
on 

WBPT

Improved 
Job 

Satisfaction

Improved 
Career 

Progression 
Pathway

Improved 
Staff 

Retention

Improved 
Team 

Dynamics

Job 
Creation in 
a regional 

area
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CONNECTING COMMUNITIES 

More discharge 
medication lists 
communicated 
to patient, 
community 
pharmacies and 
GP clinics 

Accurate 
dispensing of 

the medications 
by community 

pharmacies 

Accurate 
medication list 

to assist GPs to 
rationalise 

medications

Pharmacist 
clinical review to 
assist hospital 
doctors during 
discharge 

Fewer medication 
errors

Improved Medication 
Compliance 

Improved 
Health of the 
Community 

Patient 
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WBPTs bridged the gap between the clinical pharmacists and rural patients
by enabling more efficient and advanced clinical services to be delivered.

This innovative pharmacy workforce model will allow a regional hospital to provide 
quality pharmaceutical care services and connect our communities together.

TAKE HOME MESSAGES 

Increase in pharmaceutical services delivered to patients 

Reduced number of medication errors and readmission

Connecting our communities 
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Maximise 
Budget 

Potential

TRANSLATION

Overcoming 
Recruitment 

Barriers

Creating 
Technician 

Opportunities

Improved 
Pharmaceutical 
Care Across All 

Settings
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