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Abstract 

Jaswinder Lal Dhap 

What is the Role of a Pharmacist in a Parkinson’s Disease Interdisciplinary 

Team? 

Keywords: Parkinson’s disease, multidisciplinary team, MDT, interdisciplinary 

team, integrated care, pharmacist. 

 

The care of people with Parkinson’s disease (PD) involves input from different 

healthcare professionals (HCPs). A literature search identified that the HCPs 

involved in PD multidisciplinary (MDT) clinics, including interdisciplinary team 

(IDT), varied both in the number and type of HCPs. None of the studies 

identified involved pharmacists. Pharmacists have shown benefits when 

working in MDTs for other long-term conditions (LTCs); however, their role in 

PD MDTs was identified as a gap in the literature. 

 

The aim of the study was to determine the role of pharmacists in a PD IDT. 

Patients attended a PD IDT clinic comprising PD nurse, physiotherapist, 

occupational therapist and pharmacist. A mixed methods convergent design 

was used to collect both qualitative and quantitative data. Qualitative focus 

group and interview data were analysed using The Framework Method. 

Quantitative data analysis involved counts of HCP interventions. 

 

Pharmacists can support PD IDTs as they have in other LTC MDTs by 

conducting holistic medication reviews. Three new roles were identified for 

pharmacists in PD IDTs as: 1) independent prescribing, 2) supporting HCPS in 

their roles by supporting staff knowledge, and 3) leading the PD IDT clinics. 

Quantitative data showed the pharmacist made a medication review 

intervention for all patients. 

 

HCPs and patients identified the roles and value of involving pharmacists in PD 

IDTs. The PD IDT clinics offer a holistic approach to patient care and a greater 

opportunity for patients to be involved. The findings identified a ‘review-shared 
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care template’ for PD IDTs and recommends development of a ‘pharmacist’s 

PD competency framework’. 
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Chapter 1: Background and introduction 

1.1 Introduction 

Parkinson’s disease 

Parkinson’s disease (PD) is a progressive neurodegenerative disease that 

occurs when dopamine-producing neurones in the substantia nigra degenerate. 

The substantia nigra is located in the midbrain but is considered part of the 

basal ganglia structure. The substantia nigra is divided into two parts; the pars 

compacta and the pars reticulata. Degeneration of the pars compacta leads to 

the reduction of the neurotransmitter dopamine. Dopamine is a key 

neurotransmitter involved in regulating voluntary and semi-automatic movement 

sequences. The loss of dopamine leads to a reduction in dopaminergic 

innervation to the dorsal striatum, leading to a reduction of motor function. 

When 80% of the dopamine-producing neurones degenerate, the multifaceted 

clinical symptoms that are common to PD occur in patients (Walker and 

Whittlesea 2012). 

 

Prevalence and incidence of PD 

A Parkinson’s UK report on ‘The Incidence and Prevalence of Parkinson’s in the 

UK’ estimated the prevalence and incidence of PD using clinical practice 

research data (Parkinson’s UK 2018). Using projected population figures from 

the Office of National Statistics, the report estimated the prevalence and 

incidence for 2018 and potential growth up to 2025 and beyond. The estimated 

prevalence for 2018 for people aged over 20 years old with PD in the UK was 

approximately 145,000 (0.219%). The prevalence of PD increases with age, 

affecting 0.013% of the population aged 50 to 59, 0.039% aged 60 to 69, 

0.086% aged 70 to 79 and 0.079% aged 85 and older (Parkinson’s UK 2018). 

Alongside this, the report found that the incidence of PD also increases with age 

affecting 0.002% of the population aged 50 to 59, 0.005% aged 60 to 69, 

0.012% aged 70 to 79 and 0.08% aged 85 and older (Parkinson’s UK 2018). 

Due to population growth and an increasing older population, it is estimated 

that; the prevalence of PD will rise to over 168,000 between 2018 and 2025, the 

yearly incidence will rise to over 21,000 by 2025, and both the prevalence and 
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incidence numbers will have almost doubled by 2065 (Parkinson’s UK 2018). 

Finally, the report concluded that men are more likely to develop PD than 

women as the data suggested that for those aged 50 to 89, the prevalence of 

PD was 1.5 times higher in men than women (Parkinson’s UK 2018). 

 

The annual cost to the NHS for the treatment of people with Parkinson’s 

disease (PwPD) is estimated to be between £39,000 (Gumber et al. 2017) and 

£68,000 (NHS RightCare 2018) per patient. The figures consider primary, 

secondary and end of life care as well as social and carer burden. The 

epidemiology of PD amongst ethnicities has been poorly studied. The data 

suggests that the prevalence of PD is greater in Western populations with 

dominantly Caucasian populations, however systematic global reviews do not 

confirm this observation (Sauerbier et al. 2018). Local US population studies 

found that the prevalence rate of PD was 2168/100,000 in Caucasians aged 65 

years and over (Sauerbier et al. 2018). In comparison, the prevalence rates 

were lower in Black and Asian people of the same age group with 1036/100,000 

and 1139/100,000 respectively (Sauerbier et al. 2018). In all PwPD, the overall 

life expectancy is reduced and mortality rates are higher compared to people 

with other long-term conditions (LTCs) (Low et al. 2015). This is particularly 

prevalent in PwPD aged over 85 years who have been admitted to hospital, with 

10% resulting in death (Low et al. 2015). The findings from Low et al (2015) are 

consistent with other cohort studies on mortality showing an excess mortality 

ratio of 2.56 in PwPD (Clarke 2010). 

 

Causes and types of Parkinsonism  

Parkinsonism is an umbrella term used for a group of clinical features including 

bradykinesia, general tremor, rigidity and postural instability. PD accounts for 

approximately 80% of people with parkinsonism (Merello 2019). Other causes 

of parkinsonism include multiple system atrophy, cerebrovascular disease, 

Lewy body dementia, progressive supranuclear palsy and drug-induced 

parkinsonism (Dickson 2012). Drug-induced parkinsonism may be caused by 

commonly prescribed drugs such as antipsychotics, anti-emetics, 

antidepressants, calcium-channel blockers and cholinesterase inhibitors (NICE 

Clinical Knowledge Summaries 2018). 
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Although the exact cause of PD remains unknown, there are two suspected 

causes of PD: 1) environmental factors and 2) genetic factors. A number of 

environmental factors have been suggested to contribute to late-onset PD over 

the last two decades, including pesticide exposure and traumatic brain injury 

(Chen and Ritz 2018). The association between developing PD and 

environmental factors is not proven. However, there is mounting evidence to 

suggest that PD may be caused by a pathogen (virus or bacterium), that enters 

the body via the nasal cavity, this is known as Braak’s hypothesis (Rietdijk et al. 

2017). Although there is in vitro, in vivo and clinical evidence supporting this 

hypothesis, a significant proportion of PwPD do not follow the staging 

processes described (Rietdijk et al. 2017). The Braak staging system only 

describes a specific subset of patients with young onset and long duration PD 

(Rietdijk et al. 2017). Genetic factors play a smaller role in causing PD, being 

significant in up to 10% to 20% of cases (Rizek et al. 2016; NICE CKS 2018); 

First-degree relatives of PwPD are more likely to develop PD and other 

neuropsychiatric diseases (Liu et al. 2018). A Norwegian population-based 

study using family history questionnaires, reported that PwPD had an increased 

risk of having a first-degree relative with PD (relative risk=1.988; p=0.036) 

compared to patients of the same age without PD (Gaare et al. 2017). A meta-

analysis by Thacker and Ascherio (2008) supports the recent finding by Gaare 

et al (2017) on familial link between PwPD and first-degree relatives. Thacker 

and Ascherio (2008) estimated the relative risk of PwPD having a first-degree 

relative with PD to be 2.9 versus having no first-degree relative with PD. 

 

Clinical signs and symptoms 

The clinical symptoms of PD can be divided into two distinct groups: 1) motor 

symptoms and 2) non-motor symptoms. The motor symptoms include 

bradykinesia, rigidity, tremor and/or postural instability. They can impact daily 

activities such as balance, walking, driving, writing, speech and getting dressed. 

The non-motor symptoms can be broadly divided into sleep disturbances, 

autonomic disturbances, neuropsychiatric symptoms and sensory disturbances 

(see Table 1). Management of non-motor symptoms is equally as important as 

motor symptoms as poor management can impact the quality of life (QoL). The 

progression of neurodegeneration disease varies amongst individuals therefore 
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some PwPD may not experience all of the recognisable symptoms and the 

levels of severity will vary (de Lau and Breteler 2006). There is no cure for PD 

and treatment interventions are aimed at managing symptoms which are 

divided into: 1) pharmacological management and 2) non-pharmacological 

management. 

 

Table 1: Motor symptoms and non-motor symptoms in PD 

Symptoms Clinical signs 

Motor Movement disturbances: bradykinesia, rigidity, tremor and/or 

postural instability. 

Non-motor Neuropsychiatric symptoms: anxiety disorders, apathy, 

depression, psychosis, visual hallucinations, dementia and 

cognitive impairment. 

Sleep disturbances: excessive daytime sleepiness and 

nocturnal non-motor symptoms e.g. restless leg syndrome and 

rapid eye movement sleep behaviour disorder. 

Autonomic disturbances: urinary dysfunction, constipation, 

sexual dysfunction, postural hypotension, weight loss, dysphagia, 

hyperhidrosis and hypersalivation. 

Sensory disturbances: pain and olfactory dysfunction (lose 

sense of smell). 

 

Pharmacological and non-pharmacological management of PD 

PD is usually managed by healthcare professionals (HCPs) in primary and 

secondary care who work in collaboration with patients. The aim of treatment is 

to manage the symptoms effectively. The management of the various 

symptoms (described in Table 1) requires input from a multidisciplinary team 

(MDT). The specialist management of motor and non-motor symptoms of PD 

may include first-line drug treatments and adjuvants (see Table 2). The choice 

of drug therapy is dependent on the symptom severity and additional co-

morbidities (NICE 2017). Other factors that need to be considered in PD 

treatment include the risk of problematic polypharmacy, adverse drug effects, 

compliance and concordance. The recommendations for non-pharmacological 



5 
 

management of PD suggested by the NICE PD guidelines (2017) are broadly 

divided into physiotherapy, occupational therapy, speech therapy, cognitive 

training and deep brain stimulation. Patient and carer support groups, education 

and nutrition are also essential to support the management of PD (NICE 2017).  

 
Table 2: Pharmacological management of PD 

Treatment stage Pharmacological therapy  

First-line 

treatments 

Oral levodopa (co-beneldopa or co-careldopa) 

Oral monoamine oxidase-B (MAO-B) inhibitors (selegiline, 

rasagiline or safinamide) 

Oral dopamine agonists (pramipexole or ropinirole) 

Transdermal dopamine agonist (rotigotine) 

Adjuvant 

treatments 

Oral Catechol-O-Methyl Transferase (COMT) inhibitors 

(entacapone) 

Oral antiviral (amantadine) 

Subcutaneous dopamine agonist (apomorphine) 

Other treatments Intestinal levodopa (co-careldopa) 

Oral ergot-derived dopamine agonists (cabergoline, 

bromocriptine and pergolide - not used first line) 

Oral antimuscarinic (orphenadrine, procyclidine, 

benzotropine and trihexyphenidyl) 

 

A study by Bloem et al (2015) found non-pharmacological treatments are more 

effective when delivered in a MDT. Table 3 summarises the different types of 

physiotherapy, occupational therapy, speech therapy and cognition therapy 

available for PwPD. Non-pharmacological interventions such as active exercise 

and speech therapy can be used for PwPD at early stages, however; the stage 

to initiate cognitive training, the strategy to use and the frequency is unknown 

and currently under investigation (Witt et al. 2017). Deep brain stimulation is 

only recommended for PwPD that have advanced symptoms which are not 

adequately controlled by pharmacological treatments (NICE 2017). 
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Table 3: Non-pharmacological management of PD 

Treatment stage Non-pharmacological treatments (Ebersbach et al. 

2014; Bloem et al. 2015; NICE 2017; Witt et al. 2017) 

Any stage of PD 

(dependent on patient 

symptoms) 

Physiotherapy 

• exercise 

• strength training 

• balance and gait training 

• coaching intervention by physiotherapists 

• combined intensive rehabilitation training 

consisting of balance, flexibility and aerobic 

exercise 

• exercises to increase vocal intensity 

Cognitive training 

Occupational therapy 

Swallowing therapy 

Advanced treatments Deep brain stimulation 

Other forms of 

exercise used by 

PwPD at any stage 

Dance interventions 

Nordic walking  

Boxing 

 

Aims of PD treatment in primary care and secondary care 

The roles of HCPs in primary care vary compared to those in secondary care 

(see Table 4). In primary care, ongoing care for PwPD is provided by their GP, 

practice-based nurses and community pharmacists. The proximity of primary 

care teams allows for easier access to care for PwPD and gain support they 

may need. However, a GP surgery “with an average list size of about 1,500 will 

see only one new case of PD every 3.3 years, which makes it difficult to 

develop and maintain expertise” (Scottish Intercollegiate Guidelines 2010: 11). 

Therefore, the role of primary care for PwPD revolves around liaising with 

specialists, providing general advice and ensuring PwPD receive a 

comprehensive review at least every 6 to 12 months (NICE CKS 2018). The 

roles of HCPs in secondary care include clinical diagnosis of PD, a 

comprehensive care plan that has been agreed with PwPD, regular review of 

PD drug therapy and access to physiotherapy (see Table 4 for more key roles) 

(NICE CKS 2018). Moving forward, the roles of primary and secondary care 

may change based on the NHS Long Term Plan (2019) as discussed in section 

1.2, page 11 of this chapter. 
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Table 4: Roles of primary and secondary care in PD  

Primary care 

(NICE 2018; NICE CKS 2018) 

Secondary care 

(NICE 2018; NICE CKS 2018) 

• Recognise and urgently refer to 

specialists if PD is suspected 

• PD should be diagnosed clinically, 

ruling out any differential diagnosis 

• Be aware of medications that 

worsen Parkinsonism or interact 

with PD drug therapies 

• Diagnosis of PD should be reviewed 

regularly and reconsidered if any 

atypical clinical features develop 

• Provide access or referral to 

specialist MDT for management of 

PD symptoms and complications, 

if required 

• PwPD should be offered an 

accessible point of contact with 

specialist services such as a PDSN  

• Provide advice on support for 

PwPD and their families or carers 

• A comprehensive care plan should 

be agreed between PwPD and their 

families or carers 

• Ensure that confirmed PwPD are 

under the care of a specialist in 

movement disorders and a MDT, 

including a PDSN 

• PwPD should have regular access 

to the clinical monitoring and 

medication adjustment 

• Ensure PwPD have a 

comprehensive review of all 

aspects of their care every 6 to 12 

months 

• Physiotherapy and OT should be 

available for PwPD if needed, as 

well as access to speech and 

language therapists (SLT) and any 

palliative care requirements 

• Provide symptom relief and offer 

advance care planning for PwPD 

at end-stage PD 

• Management of non-motor 

symptoms such as sleep 

disturbances, autonomic 

disturbances, neuropsychiatric 

symptoms and sensory disturbances 

should be tailored to the individual 

needs of each PwPD 

 

 

 

 

• PwPD and their families or carers 

should be given the opportunity to 

discuss end-of-life issues with 

appropriate HCPs in advance 
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1.2 National guidelines and recommendations 

There are a number of National guidelines and plans that either directly 

recommend an MDT approach, or aim to move to an integrated care model to 

utilise the skills of a variety of HCPs. The National guidelines and 

recommendations recognise the benefits of an MDT approach for patients with 

either complex care needs or with coexisting LTCs. The recommendations from 

the National guidelines and plans will be summarised in this section. 

 

NICE Guidelines and NICE Quality Standards 

The NICE PD in adults guidelines (2017) suggest that the point of contact with 

specialist services should be a PDSN to facilitate continuity of care and support. 

NICE (2017) alludes to on-going support from the wider MDT including 

physiotherapists, occupational therapists (OT), speech and language therapists 

(SLT) and dietitians. The NICE guidelines outline specific goals for each HCP 

for PwPD to achieve appropriate PD care. 

 

The NICE PD quality standards (2018) which are based on patient experience 

and should be considered when PD services are designed. In summary the 

NICE PD quality statements (2018) are:  

1) PwPD have access to a point of contact with specialist services. 

2) PwPD on dopaminergic therapy are provided with information on impulse 

control disorders at the start of treatment and annually.  

3) PwPD are referred to physiotherapy, OT or SLT if needed.  

4) PwPD in hospitals or care homes are given their medication within 30 

minutes of the time prescribed.  

5) PwPD are provided with access to treatment for hallucinations and 

delusions if needed. 

Overall, the recommendations from both the PD NICE guidelines (2017) and PD 

NICE quality standards (2018) require specialist knowledge from the wider 

healthcare teams in both primary and secondary care. 
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NHS Five Year Forward View 

The utilisation of specialist knowledge from an MDT was recognised by NHS 

Five Year Forward View (FYFV) (NHS England 2014a) and the update on the 

FYFV (NHS England 2017). The FYFV suggests that patients with LTCs require 

‘networks of care’ which provides integrated care around them, and ‘out-of-

hospital care needs to become a much larger part of what the NHS does’ (NHS 

England 2014a: 16). Two models suggested by the FYFV that may benefit 

patients with PD are the development of Specialised Care Services (SCS) or 

Multispecialty Community Providers (MCPs). Table 5 highlights the potential 

advantages and disadvantages for patients and healthcare providers for each 

model proposed by the FYFV (NHS England 2017) for treating PwPD using PD 

specific National guidelines and recommendations (NICE 2017; Parkinson’s UK 

2017; Parkinson's UK 2019). 
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Table 5: Potential advantages and disadvantages of the two models 
proposed by FYFV 

Specialised Care Services (SCS) (NHS England 2017) 

Advantages: 

• May improve the coordination of care for patients 

• Patients may benefit from access to experienced clinicians, specialised 

facilities and equipment 

• May have a ‘greater standardisation of care’ (NHS England 2014a: 23) 

Disadvantages: 

• May not be financially viable or practical due to prevalence of PD 

compared to other LTCs. Estimated prevalence of PD in the UK is 

145,000 (Parkinson’s UK 2018) vs cancer and hypertension for which 

the prevalence was 2 million (Maddams et al. 2012) and 9.5 million 

(Stroke Association 2018) in the UK respectively 

• Shortage of consultants specialising in PD care in secondary care 

(Parkinson's UK 2017) 

 

Multispecialty Community Providers (MCPs) (NHS England 2017) 

Advantages: 

• Accessible to patients based in primary care 

• Builds on traditional strengths of ‘expert generalists’ 

• Proactively targeting services to registered patients with LTCs and 

working more intensively with these patients 

• Leaders for MCPs will be GPs or GP federations 

• MCPs will have access to the wider MDT (including consultants, 

psychiatrists, pharmacists, therapists, community nurses and social 

workers) 

Disadvantages: 

• The MCPs model has not currently been implemented in the NHS 

since the publication of the FYFV in 2014 

• The PD care providers are not currently based in primary care and the 

services are provided by community care 
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NHS Long Term Plan 

The NHS Long Term Plan (NHS LTP) was developed in partnership with 

frontline health and social care staff, patients and their families (NHS 2019). 

The NHS LTP (2019) builds on the updated FYFV (NHS England 2017) in some 

aspects, however, it also outlines new care, financial and technological models 

that can lead to an improvement in patient care. The NHS LTP focuses on five 

broad domains that can be summarised as:  

1) Doing things differently 

2) Preventing illness and tackling health inequalities  

3) Backing our workforce  

4) Making better use of data and digital technology and 

5) Getting the most out of taxpayers’ investment in the NHS 

The aim of the NHS LTP for patients is to move to a service model that offers 

joined-up care creating integrated teams of GPs, community health and social 

care staff. To implement the NHS LTP the current network of Sustainability and 

Transformation Partnerships (STPs), will use the collaborative approach of the 

Integrated Care Systems (ICS). STPs aim to bring together local health and 

care leaders to plan around the long-term needs of the local communities (NHS 

2019). ICS will integrate: 1) primary and specialist care, 2) physical and mental 

health services and 3) health with social care. This will improve the quality of 

patient services, experience and coordinated working as seen in areas that 

have utilised ICS effectively. The NHS LTP outlines how each ICS will be 

required to implement essential services that prevent avoidable hospitalisation 

and challenge the wider causes of mental and physical health. In summary, ICS 

are collaborative working between a range of health and social care 

organisations to help improve health; this includes sharing budgets, staff and 

other resources. However, what is needed for patients with LTCs is HCPs 

working together as described in the updated FYFV to improve the healthcare 

of a defined group (NHS England 2017). 
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Primary Care Networks 

Primary Care Networks (PCNs) are at a very early stage of development and 

were formally established in July 2019. PCNs will play a vital role in delivering 

on the NHS LTP (NHS 2019) when they are fully developed and at a capacity to 

deliver. PCNs are formed from collaboration between local general practices as 

they share some similarities of the MCPs in the FYFV (NHS England 2017). 

However, PCNs focus on a smaller population of 30,000 to 50,000 people and 

have been implemented at a faster pace compared to MCPs. PCNs will aim to 

deliver seven national service specifications outlined in the Network Contract 

Directed Enhanced Service (DES) Guidance for 2019/20 in England (2019) over 

the next two years. From April 2020, PCNs will be expected to deliver five 

services comprising: 

1. Structured medications reviews and optimisation 

2. Enhanced health in care homes 

3. Anticipatory care 

4. Supporting early cancer diagnosis 

5. Personalised care 

The following two services will be expected to be delivered from April 2021. 

These are: 

1. Cardiovascular disease prevention and diagnosis 

2. Tackling neighbourhood inequalities 

In order to deliver on the DES specification (NHS England 2019), PCNs will 

offer a wider range of care services to patients and include a wider variety of 

professionals which are not usually accessible in individual general practices. 

The health and social care professional include clinical pharmacists and social 

prescribers in 2019/20, then physiotherapists, physician associates and 

paramedics after 2020. The staggered employment is dependent upon funding 

available for PCNs. 

 

Overall PCNs have the potential to benefit PwPD by offering improved access 

and extending the range of services including structured medication reviews, 

enhanced health in care homes and personalised care. PwPD will also have 

access to clinical pharmacists and physiotherapists through PCNs with access 

to wider health and community services. 
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NHS Outcomes Framework 

The NHS Outcomes Framework (NHS OF) indicators (2018) were developed by 

the Department of Health and Social Care and are used to monitor the health 

outcomes of adults and children in England. The NHS OF provides an overview 

of how the NHS is performing at a national level. The areas that require 

improvement are divided into five domains. These are: 

1. Preventing people from dying prematurely 

2. Enhancing QoL for people with LTCs 

3. Helping people to recover from episodes of ill health or following injury 

4. Ensuring that people have a positive experience of care 

5. Treating and caring for people in a safe environment and protecting them 

from avoidable harm.  

 

NHS RightCare 

NHS RightCare provides resources to improve and address variations in 

population health by providing social and healthcare plans. The resources are 

aimed at collaborative working across systems supported by evidence to 

identify opportunities and potential threats. The nationally collated evidence and 

recommendations allow for improvements in both spend and patient outcomes. 

NHS RightCare resources include pathways, scenarios and case studies. The 

RightCare Pathways include toolkits for different LTCs including cardiovascular 

disease, diabetes, stroke, chronic obstructive (COPD) pulmonary disease and 

neurological conditions. The RightCare Progressive Neurological Conditions 

Toolkit (2019) aims to support systems to understand the priorities in care for 

people living with various progressive neurological conditions including PD. The 

RightCare Toolkit (2019) recommends increased use of specialised staff, 

integrated MDTs, quality patient centred care and coordinated care to avoid 

duplication. 

 

The NHS RightCare Scenarios put fictional patients at the centre of a story, 

highlighting differences between realistic suboptimal pathways of care 

compared to optimal pathways. NHS RightCare has a specific PD scenario 

(2018) that recommends improvements in patient care, experience and ease of 
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accessing specialist services in both primary and secondary care. To achieve 

the optimal pathway, NHS RightCare (2018) recommends that providers should 

consider: 1) planning care models to address key stages of diagnosis, 

maintenance and complex care, and 2) systematically identify PwPD then offer 

personalised care and support. Care can be improved by investigating the root 

cause of suboptimal care and working with clinicians to design an improved 

evidence-based pathway (NHS RightCare 2018). The redesigned systems 

should be responsive, efficient and patient-centred. The key to delivering the 

care recommended by NHS RightCare is to integrate care across both primary 

and secondary care (NHS RightCare 2018; NHS RightCare 2019). 

 

The UK Parkinson’s Audit 

Despite the recommendations from PD specific National guidelines (NICE 2017; 

NICE 2018; NHS RightCare 2019) to improve PD care, the use of integrated 

care models (NHS England 2017; NHS 2019) in LTCs has been slow in the UK. 

Parkinson's UK, a research and support charity, highlighted areas of 

improvement in their biennial UK Parkinson's Audit (2019). The audit reported 

on care provided to 10,335 PwPD over 5 months in 580 clinics and 8,247 direct 

patient reported experiences. The UK Parkinson's Audit (2019) found that there 

is still work to be done across all specialties in the following areas including; 

specialised multidisciplinary working, standardised practices and medicines 

management. Table 6 summarises all of the key findings from the UK 

Parkinson's Audit (2019). The NICE Quality Standards (2018) echo the findings 

from the UK Parkinson's Audit (2019) and describe key areas in PD care that 

require improvement relating to MDT care. 
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Table 6: Summary of the key findings from biennial UK Parkinson's Audit 
(2019)  

• The audit found that 31.2% of the elderly care and neurology services 

provided ‘doctor alone’ clinics rather than MDT clinics. 

• The fully integrated clinics, where all members of the MDT review the 

patient within the same clinic premises, were only available at 17.7% of 

all clinics. 

• The most common model of PD care was either joint or parallel 

doctor/nurse specialist clinics, at 51.1% of all clinics.  

• Parkinson's UK recommended that PD clinics move away from non-

specialised services and ‘doctor only’ clinics, to specialised dedicated 

PD clinics with integrated MDT or joint/parallel doctor and nurse 

specialist clinics. 

• However, due to a lack of elderly care and neurology consultants in the 

UK, Parkinson’s UK has recommended using a PDSN led non-

specialist team which could lead to a more cost-effective service 

(Parkinson’s UK 2017). 
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1.3 Delivering integrated care: An MDT approach 

To deliver integrated care requires a successful co-operative approach from 

health and social care professionals. The most common team approach is 

working in an MDT. The MDT approach is used both in primary and secondary 

care in a variety of different ways. This approach allows appropriate utilisation 

of knowledge, skills and best practice from multiple disciplines and across 

service boundaries (NHS England 2014b). In primary care, the typical example 

MDT working is co-ordinated care by a single HCP (usually a GP) who may 

refer to other HCPs if needed. The other HCPs are either in the same primary 

care setting or could be a referral to secondary care. In secondary care, the 

typical example of MDT working is a set meeting between doctors, nurses and a 

variety of allied HCPs (with or without the patient) to discuss patient care. 

Another example of MDT working in secondary care is collaborative ward 

rounds, involving a range of HCPs, at the patient’s bedside with the patient or 

carer present (Royal College of Physicians 2012). 

 

MDT working is encouraged by all major healthcare bodies including the Royal 

Pharmaceutical Society (RPS), Royal College of Nursing (RCN) and Royal 

College of Physicians. MDTs that utilise relevant HCPs are viewed as working 

more effectively to deliver patient care compared to single clinician-led services 

(NHS England 2014a; NHS England 2014b; NHS Outcomes Framework 2018; 

NHS 2019). Generally, there are no cures for these LTCs but symptoms are 

managed by coordinated MDT care (Royal Pharmaceutical Society 2016b). 

Moving forward, an integrated care approach that utilises an MDT may be 

beneficial for PwPD as seen in other LTCs such as diabetes, heart failure, 

COPD, mental health and end of life care (Ham and Curry 2011; Baxter et al. 

2018). Utilising an MDT approach has been shown to reduce adverse events, 

increase patient safety and satisfaction, decrease the length of stay at hospital, 

and increase the quality of patient care (Ham and Curry 2011; Epstein 2014; 

Baxter et al. 2018). A study by Hartgerink et al (2014) on care of older people in 

the Netherlands found that the benefit of MDT working extended to staff 

development and suggested that ‘it is not only the frequency of MDT meetings 

per se but also the number of professionals represented that has a positive 

influence’ (Hartgerink et al. 2014: 797). 
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MDT approach in PD  

Although MDTs have their advantages and are recommended in National 

guidelines, they do not suggest the type of MDT model that should be used. 

However, the UK Parkinson's Audit (2019) identified three common clinic model 

provisions for medical input for PwPD. These were: 1) ‘doctor alone clinics’, 2) 

‘joint/parallel doctor and nurse specialist clinics’ and 3) ‘integrated clinics’. The 

descriptions of three different types of clinics described by the UK Parkinson's 

Audit (2019) broadly match the first three MDT models outlined by the NHS 

England: Multi-disciplinary Team Handbook (2014b). Another model, not 

referred to in the Parkinson's Audit (2019), is the interdisciplinary care model 

(NHS England 2014b). This model uses a more integrated MDT approach 

which will be discussed later in this chapter. The four models thus are: 

1. Unidisciplinary Team Model (usually doctor alone clinics) 

2. Common Team Model (joint/parallel doctor and nurse specialist clinics) 

3. Core Team Model (integrated clinics) 

4. Interdisciplinary/Transdisciplinary Team Model 

The four NHS England MDT models (2014b) are collectively known as the 

Continuum Model and they ‘change as MDT working deepens and extends 

throughout the team’ (NHS England 2014b: 12). The Continuum models (see 

Figure 1) can be applied to any clinical discipline and includes the patient as an 

integral part of the models. HCPs may use different MDT approaches 

throughout their day in patient care, and different models may also be more 

appropriate for different medical conditions, care settings and patient care 

needs. 
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Figure 1: The differences between the different types of MDT working 
(NHS England 2014b) 

General model for the Continuum of MDT working 

    
1. Unidisciplinary 

Team Model 
2. Common 
Team Model 

3. Core Team 
Model 

4. Interdisciplinary/ 
Transdisciplinary 

Team Model 

Key:  

 
HCP with continuing professional responsibility (usually GP or 
consultant) 

 
HCP from same employer as HCP with continuing professional 
responsibility 

 
Patient/client 

 
HCP from other employers 

 
HCP from other employers/agencies  

 
A wider group of professionals 

 

1. Unidisciplinary Team Model: HCP with continuing professional 

responsibility manages patient care with other HCPs attached to the 

MDT. In PD, this could be a PDSN or consultant. This clinic model 

provision is similar to the ‘doctor alone clinics’ described by UK 

Parkinson's Audit (2019). 

2. Common Team Model: HCPs from the same employer are set up as 

MDT to manage patient care. They work closely together with healthcare 

or social care professionals from other employers. This clinic model 

provision is similar to the ‘joint/parallel doctor and nurse specialist clinics’ 

described by UK Parkinson's Audit (2019). 

3. Core Team Model: MDT or multi-agency teams are set up for a 

particular client group to manage patient care. Each discipline maintains 

their professional role but works closely together. A wider group of 

professionals interface with the MDT. This model provision is similar to 

the ‘integrated clinics’ described by UK Parkinson's Audit (2019). 

4. Interdisciplinary /Transdisciplinary Team (IDT) Model: Professional 

roles within the MDT are deliberately blurred with HCPs taking on 

specific responsibilities and roles on behalf of each other. The team 

members transcend their discipline in the interests of the whole team 

being greater than the sum of its parts. In this research study this 

definition will be used for IDT. 
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Unidisciplinary Team Model (usually doctor alone clinics) 

The UK Parkinson's Audit (2019) found the ‘doctor alone’ model was used in 

31.2% (of 266) of the services audited. This is known as the ‘Unidisciplinary 

Model’ where a single HCP has continuing professional responsibility for 

managing patient care (NHS England 2014b). In PD this could either be PDSN 

or medical consultant even though this is described a ‘doctor alone’ clinic. The 

care co-ordinator refers to other HCPs to support the care plan rather than 

develop a care plan together with other HCPs (NHS England 2014b). In this 

model the HCPs may work in separate organisation they tend not to share 

patient records. 

Common Team Model (joint/parallel doctor and nurse specialist clinics) 

The ‘Common Team Model’ is where HCPs from the same organisation work 

closely together as a team. The HCPs are able to share patient records with 

other HCPs in the MDT from their organisation. The UK Parkinson's Audit 

(2019) found ‘joint or parallel doctor and nurse specialist clinics’ were the most 

common model of service provision (51.1% of 266 services) for PwPD. In this 

model, HCPs in the same organisation make an agreed shared care plan with 

the patient. However, the shared care plan may not be seen or agreed by HCPs 

in the MDT who are employed by other organisations (NHS England 2014b). 

Core Team (integrated clinics) 

The UK Parkinson's Audit (2019) reported the ‘integrated clinic model’ was 

available at 17.7% of 266 services audited. The ‘integrated clinic model’ is 

described as an MDT consisting of medical consultant, PDSN and therapists 

who would see PwPD in the same clinic venue but in separate clinic rooms 

(Parkinson's UK 2019). The ‘integrated clinic model’ is the same as the Core 

Team Model described by NHS England (2014b); where all key HCPs are 

needed to provide care with a particular role who are working closely together. 

The patient assessments are conducted by each HCP individually and patient 

care plans are agreed collaboratively. Patient records and care plans are 

shared between HCPs. The teamwork and communication between HCPs is 

high and many other health and social care disciplines are accessible for 

specific purposes. 
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Interdisciplinary/Transdisciplinary Team Model 

The Interdisciplinary or Transdisciplinary Team (IDT) model is described as a 

natural progression from the Core Team Model (NHS England 2014b). 

However, it was not used in PD care in the UK according to The UK Parkinson's 

Audit (2019) in practice. The findings are similar in research where there are a 

limited number of international studies to support or refute the use of the IDT 

model for PwPD (White et al. 2009; Peters et al. 2012; van der Marck et al. 

2013b; Eggers et al. 2018; Fleisher et al. 2018). The findings from these PD IDT 

studies are discussed in further detail in Chapter 2. Overall, the studies found 

that an IDT approach for the care of PwPD improves communication between 

HCPs, enables shared decision-making and allows for collaborative care 

planning with PwPD.  

 

The NHS England: Multi-disciplinary Team Handbook (2014b) describes the 

features of an IDT. IDT working involves all HCPs working together in a single 

clinic room to deliver patient care. The key feature is described as breaking 

down barriers between different disciplines where ‘roles within the team are 

redesigned to make the optimum use of team skills and knowledge’ (NHS 

England 2014b: 22). The other potential benefits include improved co-ordinated 

seamless services which are patient-centred and involve shared decision-

making. This can result in an improved collaborative care planning that has 

been agreed by all HCPs with achievable goals. The other benefits of the IDT 

model include the learning culture within the team and gaining valuable insights 

for everyone present. The IDT model allows enhanced patient care as 

‘assessments may be carried out by different disciplines working together with 

insights from one discipline informing the assessments of another’ (NHS 

England 2014b: 22). 

 

Despite the potential benefits from an IDT approach, it is unclear why IDTs are 

not utilised in the UK. Parkinson’s UK are mapping all PD MDTs nationally, 

aiming to identify why there is variability throughout the country (Raw 2018). 

Parkinson’s UK suggests that it could be due to how services are 

commissioned, as commissioning is based on a number of factors including 
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local health-needs based on patient demographics and local ambitions (NHS 

Commissioning Board 2012). 

 

1.4 Worcestershire Health and Care NHS Trust  

Worcestershire is a mixture of urban and rural areas consisting of six districts: 

Bromsgrove, Malvern Hills, Redditch, Worcester City, Wychavon and Wyre 

Forest with a population of approximately 595,000. The Worcestershire County 

Council Public Health Team (2020) ‘Mid-year Population Estimates and 

Population Projections’ for Worcestershire reports that 14.5% of the population 

are estimated to be aged 50 to 59. This is higher than the national average 

13.6% of people in the same age group. In addition to this, Worcestershire also 

has a higher population of people aged 60 to 69 (12.3%), 70 to 79 (12.3%) and 

80 years plus (6.2%) compared to the national average of people in the same 

age group in the UK (Office for National Statistics 2019) at 10.7%, 8.4% and 

4.1% respectively. The higher number of older people in Worcestershire 

compared to the national average in UK is illustrated in Figure 2. 

 

Figure 2: Populations for selected age groups by council district in 
Worcestershire (Worcestershire County Council Public Health Team 2020) 
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The higher than average population of older people can result in higher demand 

of community and mental health services for Worcestershire Heath and Care 

NHS Trust (WHCT). The future population projection for people aged 65 and 

over in Worcestershire by is expected to increase by 10% by 2025 

(Worcestershire County Council Public Health Team 2020). The increasing 

ageing population in Worcestershire (and other areas nationally) may result in 

an increase of prevalence by up to 23.2% for PD by 2025 (Parkinson’s UK 

2018). This may then increase demands on the PD specialist team within 

WHCT. 

 

Worcestershire Integrated Neurological Rehabilitation Service 

The Worcestershire Integrated Neurological Rehabilitation Service (WINRS) 

provides PD specialist services for patients in a community setting for WHCT. 

The PDSNs within the WINRS team liaise with SLTs, physiotherapists, OTs and 

neuropsychologists within WHCT to provide care for PwPD. The PDSN may 

also refer PwPD to their GP and/or neurology consultants outside of WHCT if 

needed. Currently the WINRS team adopt the Unidisciplinary Team Model led 

by a PDSN (see Figure 3). This approach works well for the majority of PwPD 

who have mild to moderate PD. However, for PwPD who have severe PD this is 

less suitable and, as previously described, the IDT Model may be more suitable 

for their complex needs. The WINRS team may wish to consider redesigning 

part of their service pathway to meet the needs of PwPD who have severe PD 

(see Figure 3). 
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Figure 3: Current and proposed new PD services pathway for PwPD in 
primary and secondary care 

 

 Patient with newly diagnosed or undiagnosed PD 

 Patient with diagnosed PD 

Arrows represent patient accessibility to different HCPs, services or MDTs. 

All patients have access to the same HCPs, services or MDTs however only 

newly diagnosed PwPD attended the ‘‘New Patient Group’ session. 

SLT = Speech and language therapist, OT = Occupational therapist  
 

 

Although PD IDT clinics are not used nationally in the UK, as indicated by the 

UK Parkinson's Audit (2019), there is some evidence in literature to suggest that 

PD IDT clinics may be beneficial for PwPD (White et al. 2009; Peters et al. 

2012; van der Marck et al. 2013b; Eggers et al. 2018; Fleisher et al. 2018). The 

aim of this research study is to pilot the proposed PD IDT clinics and achieve an 

understanding of the role of a pharmacist in the newly redesigned clinics. 

Currently, the WINRS team does not include a pharmacist; however, feedback 

from the team suggests they would benefit from pharmacist input. A literature 

review was carried out to identify studies involving PD MDTs, the role of the 
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pharmacist in a general MDT and the role of a pharmacist in a PD MDT. This 

discussion will be presented in the next chapter. 
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Chapter 2: Literature review 

2.1 Introduction to chapter 

A systematic literature review method was selected to gain an understanding of 

the current literature. This approach helped provide context, reduce duplication, 

and inform methodologies and professional standards from a wide variety of 

resources. The literature review was broad and intended to provide a 

comprehensive review of areas of interest. The literature search was conducted 

in multiple healthcare electronic databases to ensure all significant research 

papers were identified. 

Grey literature was searched as it was ‘of particular importance for pharmacy 

practice literature reviews because relevant articles written by non-academic 

pharmacists are often not published in traditional academic journals’ (Millar 

2016: 13). Studies, articles and abstracts published in both peer-reviewed 

journals and grey literature were considered. Articles published in general 

medical, nursing, physiotherapy, occupational therapy and pharmacy 

professional journals were also considered to reflect the multidisciplinary nature 

of the study.  

The grey literature included commercial, healthcare professional bodies, 

government and charity publications that may not have been peer-reviewed, but 

allowed a broader scope of literature to be evaluated. Using this approach to 

review literature ensured that all relevant literature had been identified and any 

omissions were unintended. A systematic literature review method ensures 

reproducibility and validity of the review and search process (Paré 2017). 

Systematic reviews were also used to bring together a large number of primary 

research studies; this type of review better assesses the strength of evidence 

compared to single studies (Howick et al. 2011) and is higher up on the 

hierarchy of likely best evidence when assessing interventions (OCEBM Levels 

of Evidence Working Group 2011).  

The initial literature search was to identify PD MDT or interdisciplinary working, 

which then highlighted the lack of pharmacist involvement in PD MDTs or 

interdisciplinary working. The literature search was subsequently widened to 



26 
 

identify the involvement of pharmacists in PD as well as other LTC MDTs to 

provide a clearer baseline picture.  

Three further literature searches were conducted taking into consideration the 

further questions raised, which are outlined below. Each aspect required a 

separate literature search and a PRISMA diagram (Moher et al. 2009) was used 

to summarise each literature search conducted. The articles were reviewed 

using The Critical Appraisals Skills Programme (CASP) checklists (2017a; 

2017c; 2017b).  

The three separate literature reviews conducted were: 

1. What PD multidisciplinary teams or interdisciplinary working 

arrangements exist? (Section 2.2).  

2. What is the role of the pharmacist in any MDT? (Section 2.3) 

3. What is the role of the pharmacist in PD care in general? (Section 2.4) 

 

Approach to literature review 

The same approach to literature review was used in all three literature searches 

outlined above. Advice was sought from the WHCT librarian on how to search 

healthcare databases, decide on search terms and terms to include in all 

relevant literature. The Healthcare Databases Advanced Search (HDAS) (2018) 

was used as it was freely accessible by NHS employees and included a wide 

variety of healthcare databases. 

Four healthcare databases were searched using HDAS; these were CINAHL, 

AMED, Medline and PubMed. The healthcare databases were selected based 

on the published literature they included. Between them, they covered a wide 

range of topics including nursing, health sciences, allied health disciplines and 

general medicine. Search terms included combinations of Parkinson’s, 

Parkinson’s disease, multidisciplinary, pharmacist, MDT and interdisciplinary 

care (full search terms are listed in Appendix 1, 3 and 5). 

Further studies were identified during the literature search, from published 

papers found by hand searches that were conducted based on reference lists. 

The professional journals of HCPs usually involved in PD care according to PD 
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NICE guidelines (2017) were hand searched. The hand searches were limited 

to open-access or free subscription professional journals such as the 

Pharmaceutical Journal, Pharmacy Management and the British Medical 

Journal (BMJ). Commercial, government, professional group 

conferences/journals and charity publications were also searched using broader 

terms such as Parkinson’s, MDTs and pharmacist. This systematic approach 

ensured that all available literature had been identified and any omissions are 

unintended. 

 

2.2 What PD multidisciplinary teams or interdisciplinary working 

arrangements exist? 

The aim of the first literature search was to identify any PD multidisciplinary 

teams or interdisciplinary working arrangements as described in Chapter 1. 

Literature that included The Core Team Model and Interdisciplinary Team 

Model (NHS England 2014b) was included in the literature review. See Figure 4 

for a PRISMA diagram (Moher et al. 2009) of the literature search. The search 

terms included Parkinson’s disease, multidisciplinary, interdisciplinary care and 

related terminology (see Appendix 1 for full search criteria).  

The literature search identified 8 randomised controlled studies (RCTs), 4 pre-

test post-test studies, 2 feasibility studies, 1 non-RCT, 1 retrospective study and 

1 qualitative observational study. In total 17 peer-reviewed studies (3 UK and 14 

international) were critically appraised using the CASP checklists (2017a; 

2017b) and included in the literature review. To inform the study design of 

research being undertaken, these 17 peer-reviewed studies were used to 

identify the PD rating scales and QoL questionnaires used in PD research. Both 

the PD rating scales and QoL questionnaires can be used to assess the impact 

of the MDT interventions, and inform the inclusion and exclusion criteria in PD 

studies. 

The findings from the literature searches are discussed in more detail in the 

next section. Table 7 summarises the findings from the studies and Appendix 2 

details the key interventions, the MDT members involved in each study, 

outcomes assessed and the results.  
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Figure 4: PRISMA diagram of the literature search for PD MDTs 
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Table 7: Summary of the studies investigating the effect of multidisciplinary interventions in PwPD 
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Trial type Fes PPT RCT PPT PPT PPT RCT RCT RCT RCT NRC RCT RS QOS RCT RCT Fes 

No. of participants 20 137 144 43 49 68 116 44 117 122 301 70 138 27 300 250 85 

Outpatient N Y Y Y Y Y Y Y Y Y Y N Y N Y Y Y 

Complex patients Y Y N Y Y Y N Y N Y Y Y N Y Y Y Y 

Location UK UK UK USA USA USA USA JPN USA NLD NLD ITA ITA ITA DEU ITA USA 

MDT meetings Y N Y Y Y Y Y N Y Y Y Y Y Y Y Y Y 

PDSN Y Y Y Y Y N N N N Y Y N N N Y N N 

Physiotherapist Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y 

OT Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y 

Pharmacist N N N N N N N N N N N N N N N N N 

Consultant Y Y Y Y Y N N Y N Y Y N N Y Y N Y 

Social Worker N N N N N N N N N Y N N N N N N Y 

Measured QoL N Y Y Y Y N Y Y Y Y Y Y Y N Y Y N 

Medication use Y Y Y Y Y N N N N Y Y N N N Y Y Y 

MDT model* 3 3 3 3 3 3 4 3 3 3 4 3 3 3 4 3 4 
Answers: Y = Yes, N = No 
Trials:   Fes = Feasibility Study, PPT = Pre-test post-test study, RCT = Randomised Controlled Trial, NRC = Non-Randomised Controlled Trial, 
  RS = retrospective study, QOS = qualitative observational study. 
Countries:  UK = United Kingdom, USA = United States of America, DEU = Germany, ITA = Italy, NLD = Netherlands, JPN = Japan 
MDT Models: 1 = Unidisciplinary Team, 2 = Common Team, 3 = Core Team and 4 = IDT. *MDT models classed using description of study design  
  (see section 2.2 page 36). 
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Healthcare professionals involved in PD MDTs 

The PD MDTs identified in the literature search varied both in the number and 

the type of HCPs. A recent Italian study by Giardini et al (2017) only included 

two HCPs and in contrast, UK/US studies by Skelly et al (2014), Carne et al 

(2005a; 2005b) and Ellis et al (2008) included 6 or more HCPs. The types of 

HCPs in the PD MDTs varied amongst the 17 studies identified. However, some 

HCPs were included in PD MDTs more often than others (see Table 7) i.e. 

physiotherapists (n=16), OTs (n=16), specialist medical consultants (n=10), 

PDSN (n=8), speech and language therapists (n=9), social workers (n=2) and 

dietitians (n=1). Significantly, none of the studies identified involved a 

pharmacist as part of the PD MDT. 

More research is needed to establish the relative importance of additional HCPs 

that can be included in PD MDTs (van der Marck et al. 2013a). However, before 

adding HCPs that may be beneficial to PwPD, it is important to consider the role 

of each HCP in the PD MDT.  

 

Physiotherapists and OTs 

The Chartered Society of Physiotherapy (CSP) (2013) describes the role of a 

physiotherapist as a HCP that works with patients, to identify and maximise 

their ability to move and function. Physiotherapists help patients with injuries, 

physical illness and disabilities through movement exercises, education, advice 

and manual therapies (CSP 2013). The overall goal of physiotherapy is to 

facilitate recovery by taking a holistic approach to patient care, which enables 

patients to remain independent in all aspects of their lives for as long as 

possible, either at home or at work.  

Physiotherapy has a prominent place in care for PwPD providing non-

pharmacological interventions. Physiotherapy mainly addresses the physical 

aspects of rehabilitation to maximise the functional capacity of PwPD. The 

rehabilitation care for PwPD is an ongoing process that is tailored to the 

individual and reviewed regularly. 

The Royal College of Occupational Therapists (2019) describes occupational 

therapy as providing practical empowering support for patients; helping to 



31 
 

facilitate recovery and overcoming barriers that prevent them from doing 

activities that matter to them. OTs will consider the needs of PwPD which 

include physical, environmental, social and psychological. The 

recommendations from an OT for PwPD may include adaptive technologies or 

equipment to help with day-to-day activities.  

The physiotherapist and OT interventions from the 17 studies identified can be 

broadly divided into six groups, these were:  

• Individualised care plans (Trend et al. 2002; Carne et al. 2005a; Carne et 

al. 2005b; Ellis et al. 2008; Guo et al. 2009; White et al. 2009; van der 

Marck et al. 2013b; Eggers et al. 2018; Ferrazzoli et al. 2018) 

• Assessment of rehabilitation including physical activity, pain, well-being 

and respiratory function (Carne et al. 2005a; Carne et al. 2005b; Giardini 

et al. 2017; Eggers et al. 2018). 

• Structured patient education (Trend et al. 2002; Wade et al. 2003; Carne 

et al. 2005a; Carne et al. 2005b; Guo et al. 2009) 

• Rehabilitation therapy as inpatients (Monticone et al. 2015; Giardini et al. 

2017) 

• Rehabilitation therapy in outpatient clinics or at home (Wade et al. 2003; 

Carne et al. 2005a; Ellis et al. 2008; Guo et al. 2009; White et al. 2009; 

Monticone et al. 2015; Giardini et al. 2017; Ferrazzoli et al. 2018). 

• Group rehabilitation therapy in outpatient clinics (Trend et al. 2002; Wade 

et al. 2003; White et al. 2009; Tickle-Degnen et al. 2010). 

 

Specialist medical consultant 

A specialist medical consultant specialises in neurology or geriatric medicine 

with an interest in PD. A consultant usually manages the overall care for PwPD 

as they have specialist knowledge and experience; whereas in contrast, a GP 

may have limited knowledge of PD due to their current practice or the limited 

number of PwPD registered to their practice.  

As mentioned earlier in Chapter 1, a GP with an average patient list of 1,500 

patients would typically only see one new case of PD every 3.3 years, which 
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therefore makes it difficult for GPs to develop and maintain expertise (Scottish 

Intercollegiate Guidelines 2010).  

Consultants have a prominent place in care for PwPD with diagnosis, 

pharmacological intervention, ongoing care and patient education. The 

interventions by the consultants from the 17 studies identified can be broadly 

divided into four groups, these were: 

• To lead on overall care including differential diagnosis, reviewing 

diagnosis, monitoring severity and prognosis (van der Marck et al. 

2013b; Skelly et al. 2014). 

• Provide patient information and education (van der Marck et al. 2013b; 

Fleisher et al. 2018). 

• Provide individualised care plans (Trend et al. 2002; Carne et al. 2005a; 

Carne et al. 2005b; van der Marck et al. 2013a; van der Marck et al. 

2013b; Skelly et al. 2014; Eggers et al. 2018; Fleisher et al. 2018). 

• Manage PD medications (Carne et al. 2005a; Carne et al. 2005b; Eggers 

et al. 2018; Fleisher et al. 2018). 

 

Parkinson’s disease specialist nurse 

The role of the PDSN overlaps in some areas with role of a consultant. A 

PDSNs role involves supporting PwPD once they have had a confirmed PD 

diagnosis from a consultant. PDSNs have a vital role as they have specialist 

knowledge and skills to provide holistic care for PwPD; they support patients 

with all aspects of care including management of PD medications and referrals 

to other HCPs.  

PDSNs also support patients by providing PD information and education. The 

education and advice can range from information about PD, medication and 

social issues. For PwPD in the UK, the PDSN is the main healthcare contact to 

manage PD care which is in line with NICE guidelines (2017). The interventions 

by PDSNs from the 17 studies identified can be broadly divided into eight 

groups, these are: 

• Leading on PD care (Eggers et al. 2018). 
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• Provide individualised care plans (Wade et al. 2003; Carne et al. 2005a; 

Carne et al. 2005b; van der Marck et al. 2013a; Eggers et al. 2018). 

• Manage PD medications (Carne et al. 2005a; Carne et al. 2005b; van der 

Marck et al. 2013a; Eggers et al. 2018). 

• Provide patient information/education (Trend et al. 2002; Wade et al. 

2003; Guo et al. 2009; van der Marck et al. 2013a). 

• Provide staff education (Skelly et al. 2014). 

• Refer to other HCPs (Eggers et al. 2018). 

• Conduct regular home visits (Carne et al. 2005a; Carne et al. 2005b; 

Eggers et al. 2018). 

• Support patients via telephone hotline (Eggers et al. 2018). 

 

Dietitians and SLTs 

As discussed earlier, there are a number of complications associated with PD 

and as a result, input is required from different HCPs including dietitians and 

SLTs. Dietitians play a key role in helping PwPD to optimise their nutritional 

intake as PwPD are particularly susceptible to weight loss and malnutrition 

(BDA 2017). This can be due to a reduction in swallowing, reduced energy 

intake and increased energy expenditure or a combination of all three.  

Patients with advanced PD may have poor appetite associated with the effects 

of their medications, which range from nausea to vomiting and dry mouth as a 

result of sensory changes associated with PD. The sensory changes in 

advanced PD are usually loss of smell and taste. Other factors such as 

dementia, anxiety, depression, poor mobility, difficulty in cooking and shopping 

can lead to undesirable weight loss.  

Dietitians support PwPD by advising patients on weight changes, how to 

preserve lean muscle mass, optimal nutritional intake through tailored advice 

and refer patients to SLTs where required. SLTs can support PwPD by 

assessing a patient’s communication and signs of dysphagia which is common 

in PD. SLTs also advise on individualised food consistencies and techniques to 

help improve vocal communication. The interventions by SLTs and dietitians 

from the 17 studies identified can be broadly divided into: 
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• Patient information, advice, education, assessment and rehab therapy 

provided by SLT (Trend et al. 2002; Wade et al. 2003; Carne et al. 

2005a; Carne et al. 2005b; Ellis et al. 2008; White et al. 2009; van der 

Marck et al. 2013a; Ferrazzoli et al. 2018), and  

• Patient information, advice, education, assessments provided by 

dietitians (Guo et al. 2009). 

 

Social workers 

Good quality social care can enhance the health of PwPD and there is a need 

for social care packages to be sympathetic to those with PD (Tod et al. 2016). 

The benefits of social care for PwPD include physical, psychological, social and 

service/societal benefits which are often inter-related (Tod et al. 2016). Social 

care for PwPD also has wider benefits which are not always measured 

including; carer’s psychological well-being or the avoidance of wider societal 

costs such as residential care or hospital admissions (Tod et al. 2016). 

However, social workers were not always included in the PD MDT studies 

identified in the literature review (n=2). 

The NHS LTP (NHS 2019) outlines the plans for social prescribing and 

community-based support to be delivered by Social Prescribing Link Workers 

(SPLW). Social workers and SPLWs have similar roles; however SPLWs aim to 

bring additional capacity as part of the expansion of the PCN MDT workforce 

(NHS England and NHS Improvement 2020). Both social workers and SPLWs 

can offer personalised care for PwPD by taking a whole-system approach and 

integrating services around the patient (NHS England and NHS Improvement 

2020). Based on the studies identified in the literature review, social worker 

personalised care for PwPD can be broadly divided into: 

• Planning end of life care and promoting dignity (Fleisher et al. 2018) 

• Psychosocial needs assessment (van der Marck et al. 2013a; Fleisher et 

al. 2018). 

• Physical health support (with other HCPs) including mobility aids, 

continence, falls and assessment or referral for nursing or residential 

care (van der Marck et al. 2013a). 



35 
 

• Domestic and personal care needs including linking with community 

services, social activities, transport, referral for financial support and 

meal provisions (van der Marck et al. 2013a). 

• Support and assess carer strain (Fleisher et al. 2018). 

 

Pharmacological and non-pharmacological interventions 

Nine of the PD MDT studies utilised non-pharmacological interventions and 8 of 

the studies used a combination of non-pharmacological and pharmacological 

interventions. The non-pharmacological interventions were carried out by 

physiotherapists, OTs, dietitians, SLTs and social workers. 

The studies showed that the non-pharmacological interventions carried out in 

an MDT significantly improved the mobility and QoL for PwPD. In a study 

measuring the short-term effectiveness of intensive multidisciplinary 

rehabilitation for PwPD, Trend et al (2002) found significant improvements in 

health related QoL (p=0.001) and patients’ mobility and gait (p<0.05). Other 

studies in the literature review supported the findings of Trend et al (2002) 

including Ellis et al (2008), Guo et al (2009), White et al. (2009), Tickle-Degnen 

et al (2010), Frazzitta et al (2015), Monticone et al (2015), Giardini et al (2017). 

However, a randomised controlled study by Wade et al (2003) measuring the 

impact of multidisciplinary rehabilitation for PwPD found a worsening in 

disability and QoL after six months of intervention. Wade et al (2003) found that 

although some improvement was noted in the initial period of rehabilitation, ‘the 

lack of follow up rehabilitation may have made it difficult to show sustained 

benefit’ (Wade et al. 2003: 162). Patient’s worsening disability is consistent with 

the fact that PD is a progressive disorder and this was also noted by Wade et al 

(2003). Wade et al (2003) found less favourable patient outcomes, indicating 

worsening disability, mental health and overall QoL. The authors also 

suggested that the results were less favourable because the participants were 

recruited from a specialist centre who may have already been receiving optimal 

care. As a result, there may have been a limited scope for improvement 

following the intervention. 
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Another potential reason for the contrast in findings between studies could be 

linked to the different physiotherapy interventions used in each study. In some 

studies the details of the physiotherapy techniques were limited, poorly reported 

or not individualised to the patient’s needs. A systematic review and meta-

analysis by Tomlinson et al (2012) found no evidence of any differences in the 

treatment effect between the different physiotherapy techniques. However, 

physiotherapy techniques should be individualised and optimised according to 

the stage of PD progression, the patient's preferred form of exercise, learning 

capacity and age (Morris et al. 2010). It is important the physiotherapist 

understands the specific experience of PD in each patient rather than adopting 

a “one size fits all” approach (Morris et al. 2010).  

In studies where both non-pharmacological and pharmacological interventions 

were present, the pharmacological interventions were carried out by specialist 

medical consultants or PDSNs. None of the MDT studies carried out used 

pharmacological interventions only; therefore, a comparison cannot be made 

between one intervention type and the other. The literature review showed that 

both pharmacological and non-pharmacological interventions also improve 

mobility (Carne et al. 2005a; Carne et al. 2005b; Eggers et al. 2018) and QoL 

(van der Marck et al. 2013a; van der Marck et al. 2013b; Eggers et al. 2018). 

MDT models 

In Chapter 1, the different MDT models: Unidisciplinary, Common Team, Core 

Team and Interdisciplinary were described. The MDT approaches taken by 

HCPs in the 17 studies reviewed, did not explicitly state which MDT model they 

had adopted. However, the MDT models can be classified using the 

descriptions of the study designs, interventions, discussions and conclusions.  

It is difficult to judge the fidelity to the models as prescribed by the NHS 

England: Multi-disciplinary Team Handbook (2014b). The Core Team Model 

was adopted by 13 studies and the IDT Model was adopted by 4 (see Table 7, 

page 29). The 17 studies were not all UK based and MDT practices in individual 

countries may vary. However, a good indicator as to whether the studies 

followed the NHS England (2014b) definition of Core Team or IDT, was if the 

HCPs reviewed the patients together, used collaborative care plans and shared 

records between one another. This method to determine the MDT model based 
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on the NHS England (2014b) definitions, was used to assess the models used 

in other MDT literature throughout the literature review. 

The 4 studies that appeared to use the IDT Model were: 2 European studies, 1 

by van der Marck et al (2013b) in Netherlands, the other by Eggers et al (2018) 

in Germany, and 2 US studies by White et al (2009) and Fleisher et al (2018). 

The 3 UK studies by Skelly et al (2014), Trend et al (2002) and Wade et al 

(2003) favoured the more traditional Core Team Model. 

Healthcare setting 

The PD MDT interventions were either in outpatient clinics (n=14), on hospital 

wards (n=2) or home visits (n=1), with well-defined inclusion and exclusion 

criteria in each setting. The authors of the studies in outpatient clinics found that 

an integrated MDT ‘broke down discipline-based demarcations’ (Trend et al. 

2002: 723) and a notable advantage included: a structured approach to patient 

care, standardised assessment and follow-up, and stringent adherence to 

guidelines (Carne et al. 2005a). Eggers et al (2018) also supports the use of 

integrated care showing potential to achieve improvements in QoL and a ‘co-

ordinated intervention that incorporates targeted advice from a range of 

professionals can provide immediate benefits’ (Trend et al. 2002: 723). 

Van der Marck et al (2013a) also observed significant improvements in the 

intervention group compared with the control group in QoL in PDQ-39 

(difference, 3.4; 95% CI: 0.5–6.2) in one study. Van der Marck et al (2013a) 

found the integrated MDT offered improved benefits in movement from baseline 

to 8 months in the intervention group but movement deteriorated in the 

controlled group. In another study, van der Marck et al (2013b) only noted small 

benefits after correction for baseline disease severity and cautioned against the 

‘overzealous implementation of multidisciplinary interventions, pending further 

evidence’  (van der Marck et al. 2013a: 954). The authors suggested that a 

collaborative assessment by HCPs with a patient-centred approach to care 

within one centre and one case manager would achieve more substantial and 

sustainable results. Wade et al (2003) also suggested a more inclusive MDT 

with more PD clinical support may give more favourable results. 
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This approach would be in line with the NICE PD in adults guidelines (2017) 

that suggest the PDSN should facilitate continuity of care and support for 

PwPD. Consequently, including the PDSN in the PD IDT clinic to lead on PD 

assessments and co-ordinate any follow-up care would be more beneficial to 

PwPD in the long-term and in line with national policies. Currently there is no 

evidence-based guidance in the UK and internationally on how to design an 

integrated care model for PwPD (Eggers et al. 2018). 

Inpatient ward-based studies (Skelly et al. 2014; Monticone et al. 2015) and 

those providing home visits (Fleisher et al. 2018) also noted benefits from PD 

MDTs. The benefits include improved HCP knowledge resulting in improved 

care (Skelly et al. 2014) and high patient satisfaction reported by patients 

(Fleisher et al. 2018). 

Patient type 

The patients in each study had similar baseline demographics in control and 

intervention groups, with attempts made to minimise selection bias and 

confounding variables where possible. The patients recruited in the studies had 

different stages of PD progression; the majority of studies (n=9) focused on 

patients with mild to moderate PD, and a smaller number (n=5) focused on 

patients with moderate to severe PD. Patients with moderate to severe PD 

appeared to benefit the most from PD MDT interventions (Trend et al. 2002; 

Ellis et al. 2008; van der Marck et al. 2013b; Monticone et al. 2015; Fleisher et 

al. 2018). Patients with mild to moderate functional disability responded better 

to non-pharmacological physiotherapy interventions than those with very little or 

mild functional disabilities. Researchers may have favoured participants that are 

early in their PD journey when conducting a longitudinal study as patients are 

more likely to remain within the study. However this selection process does not 

reflect the real-world patient demography that would benefit from PD MDT 

interventions. PD progression rating scales are used to categorise the severity 

of PD and will be discussed in the next section. 

PD rating scales and QoL questionnaires used in PD MDT studies 

The 17 peer-reviewed studies were used to identify the PD rating scales used in 

PD research. In the studies identified, the impact of the MDT intervention was 

measured using PD-specific and general QoL questionnaires. Both PD rating 
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scales and QoL questionnaires are discussed further in this section of the 

literature review. The findings from the peer-reviewed studies were used to 

inform the methodology of this research study. 

Assessment of PD progression  

The PD MDT studies utilised recognised PD rating scales to assess the severity 

of the disease by measuring motor function, ability to perform daily activities 

and response to medication. The scales were also used to inform their inclusion 

and exclusion criteria; which were Hoehn and Yahr Scale (HYS) (1967) and 

Unified Parkinson’s Disease Rating Scale (UPDRS) (Goetz et al. 2008).   
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Table 8 summarises the advantages and disadvantages that must be 

considered when rating scales are used for PD research. The HYS (1967) 

describes the stages of PD progression in simple stages of 1 (mild) to 5 

(severe). The five HYS stages are summarised in Table 9. 

The literature search identified 11 studies that primarily focused on non-

pharmacological rehabilitation interventions and utilised UPDRS Part 3 (motor 

examination) which is the appropriate part to use in order to measure patient 

outcomes (MDS 2003). The results from studies have shown an overall 

improvement in UPDRS in up to 75.5% (Carne et al. 2005b) of all patients 

recruited. Some of the studies have also shown a statistically significant 

difference in UPDRS Part 3 from controlled and intervention groups including 

Frazzitta et al (2015) p<0.0001, Monticone et al (2015) p<0.001 and Eggers et 

al (2018) p <0.001. Other studies have also found a significant improvement in 

UPDRS Part 3 following MDT intervention including Guo et al (2009), van der 

Marck et al (2013a) and Giardini et al (2017). However, a further RCT study by 

van der Marck et al (2013b) from the Netherlands found no difference in 

UPDRS Part 3 between groups. Van der Marck et al (2013b) attributed this to 

the usual care in Netherlands including an MDT approach and patients in the IG 

group not following their care plans.  
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Table 8: Summary of advantages and disadvantages of the different PD 
scales 
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loss… standardized scales of motor 

impairment, disability, and quality of 

life’ (Goetz et al. 2004: 1020). 

• Mixes impairment and disability 

(Goetz et al. 2004) 

• The scale is not linear (Perlmutter 

2009) 

• Provides no information on non-

motor symptoms (Goetz et al. 2004) 

M
o

d
if

ie
d

 H
Y

S
 • The original 1967 Hoehn and Yahr 

Scale was updated and called 

Modified Hoehn and Yahr Scale, 

which now includes the addition of 

stages 1.5 and 2.5 (Goetz et al. 2004) 

taking into account the intermediate 

course of PD. 

• No clinimetric testing of this 

modification has been done, and as a 

result, the original Hoehn and Yahr 

Scales (1967) is preferred in a 

research setting over the Modified 

HYS (Goetz et al. 2004). 
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• Commonly used for activities of daily 

living in PD studies. Provides a quick 

and easy single estimate of the 

patient’s ability to function (Martinez-

Martin et al. 2014). 

• The rating is done by a HCP or the 

patient (Martinez-Martin et al. 2014).  

• This rating varies from 0 to 100% 

using 10% increments (100% = 

completely independent and 0% = 

vegetative) (Martinez-Martin et al. 

2014) 

• Lack of standardisation of 

administration and limited information 

about its reliability (Martinez-Martin et 

al. 2014) 

• Not specifically developed for but 

widely applied in PD (Martinez-Martin 

et al. 2014) 
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Table 8 (continued): Summary of advantages and disadvantages of the 
different PD scales 

M
D

S
-U

P
D

R
S

 

• Original UPDRS critiqued by The 

Movement Disorder Society (MDS) 

and later released a revision of the 

UDPRS in 2009 addressing the 

weaknesses (updated version 

labelled the MDS-UDPRS (MDS 

2003)).  

• MDS-UDPRS had been used in PD 

clinical trials prior to its official 

release, involving multiple groups 

studying PD at varying severity 

• As a result it underwent extensive 

testing, with strong outcomes showing 

high internal consistency and 

correlated with the original UPDRS, 

and validity of the MDS-UPDRS for 

rating PD (Goetz et al. 2008). 

• Use of MDS-UDPRS in practice and 

research requires licensing fees 

(Martinez-Martin et al. 2014) 

• Lengthy assessment scale and 

responsiveness not tested (Martinez-

Martin et al. 2014) 

 

 Advantages Disadvantages 

U
n
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d
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n
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c
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 (
U

P
D

R
S

) 
• Widely used PD specific scale to 

assess impairment and disability in 

practice (Martinez-Martin et al. 2014). 

• Widely used for its application 

across the clinical spectrum of PD 

with tested reliability and validity in 

research (MDS 2003). 

• Largely comprehensive coverage of 

motor symptoms (MDS 2003). 

• Combines elements of several 

scales such as the HYS, to produce a 

comprehensive and flexible tool to 

monitor the progression of PD 

(Martinez-Martin et al. 2014).  

• Has four parts divided into sub-

sections. Each point is individually 

scored from 0, 1, 2, 3, 4 indicating no 

problems, minimal problems, mild 

problems, moderate problems and 

severe problems respectively. Total 

score indicates the severity of PD 

where 0 indicates no disability and 

199 points indicates severe disability 

(Martinez-Martin et al. 2014). 

• Lack of standardised instructions 

(Martinez-Martin et al. 2014) 

• Absence of screening questions on 

several important non-motor aspects 

of PD (MDS 2003) 

• Total UPDRS score and the UPDRS 

subscale scores are not interval 

scales (MDS 2003) 

• This means that there are not 

quantified equal distances between 

values e.g. a score of 4 is greater 

than 2 but does not necessarily 

indicate twice the severity of PD 

(Perlmutter 2009) 

• Each part of the rating is a rank 

order measure rather than a precise 

interval change (Perlmutter 2009) 

• Metric flaws must be considered 

when using these data for statistical 

analyses (Perlmutter 2009) 
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Table 9: Summary of the five HYS stages (Hoehn and Yahr 1967) 

Stage Involvement Disability 

1 Unilateral Minimal or no functional disability 

2 Bilateral or midline No impairment of balance 

3 Bilateral 
Mild to moderate disability with impaired postural 
reflexes but physically independent 

4 Bilateral 
Severely disabling disease but still able to walk 
and/or stand unassisted 

5 Bilateral Confined to wheelchair unless aided 

In this research study HYS will be used as part of the inclusion/exclusion criteria 

to identify patients who have moderate PD progression (HYS 3 to 4). In other 

PD studies, HYS is also used primarily to define inclusion/exclusion criteria due 

to the simplicity of its use and has ‘wide utilization and acceptance’ (Goetz et al. 

2004: 1020). The HYS is preferred in a research setting over the Modified HYS 

as no clinimetric testing has been done on the Modified HYS (Goetz et al. 

2004). 

The severity of all PwPD on the caseload of WINRS is unknown. Therefore, 

HYS is preferred over the other PD scales shown in Table 9, as HYS offers a 

simpler and quicker patient assessment compared to UPDRS, the Movement 

Disorder Society-UPDRS (MDS-UPDRS) or the Schwab and England Activities 

of Daily Living (ADL) Scale. The findings from the literature review on PD 

assessment scales were used to devise an adapted assessment template for 

this research study (discussed further in Chapter 3). 

 

Assessment of QoL 

Another measure used by the studies to assess the impact interventions is the 

QoL. Over half of the studies (n=9) used a QoL questionnaire, as it is 

recognised as one of the main factors in successful patient care (Eggers et al. 

2018). Measuring QoL is also an appropriate outcome measure following a new 

intervention.  

The most commonly used questionnaire in the studies is The Parkinson's 

Disease Questionnaire (PDQ-39) which is a PD specific questionnaire 
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developed in the UK by Peto et al (1995). The 39-item questionnaire was 

generated using in-depth interviews with people with PD. The PDQ-39 asks 

respondents to consider their health and general well-being, and how often in 

the last month they have experienced specific events. The PDQ-39 ‘proved to 

have satisfactory internal and test-retest reliability, and construct validity in 

relation to other measures, reported by respondents with PD’ (Peto et al. 1995: 

248). PDQ-39 is considered the most appropriate questionnaire to use in PD 

research as; the scale has been ‘tested most thoroughly, has adequate 

clinimetric characteristics, has been used in the largest number of studies’ 

(Marinus et al. 2002: 248). However, there are other QoL questionnaires 

available and Table 10 summarises the advantages and disadvantages of each.  

The results from PD MDT studies included in the literature search have shown 

that multidisciplinary interventions improved QoL significantly using PDQ-39. 

This was noted in studies by van der Mark et al (2013a) (improved by 3.4 

points; 95% Confidence Interval (CI): 0.5–6.2), Eggers et al (2018) (by 2.2 

points, 95% CI: 4.4-0.1; p=0.044) and Guo et al (2009) (by 16 points p<0.001). 

Studies by Tickle-Degnen et al (2010) and Monticone et al (2015) also reported 

statistically significant improvements in QoL using PDQ-39 scores. 

For the purposes of this research study, no QoL questionnaires were used as 

the numbers of patients recruited into the study were too small to show a 

statistically significant impact from the intervention. 
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Table 10: Summary of the strengths and limitations of different QoL 
questionnaires 

Type  Name Strengths Limitations 

G
e
n
e
ra

l 
Q

o
L
 q

u
e
s
ti
o

n
n
a
ir
e
s
 

EuroQol 
EQ-5D 
(EuroQol 
Research 
Foundation 
2015) 

• Commonly used in PD 
trials 
• Can be completed in 3 
minutes  
• The appropriate measure 
for economic evaluation 
and health technology 
assessment in conditions 
where it has demonstrated 
evidence of 
responsiveness 
(Payakachat et al. 2015) 

• In conditions with mixed 
evidence of 
responsiveness, 
researchers should 
consider using the EQ-5D 
with other condition-
specific measures to 
ensure appropriate 
estimates of effectiveness 
(Payakachat et al. 2015) 
• Reduced sensitive to 
QoL changes (Opara et al. 
2012). 

CDC 
HRQOL–14 
(CDC 2016) 

• Valid and useful 
measures of perceived 
physical and mental health 
in diverse groups and in 
several countries (Moriarty 
et al. 2003) 

• Not commonly used in 
PD studies 

Short-Form 
Health 
Survey (SF-
36) (RAND 
Corporation 
2018) 

• Used to evaluate 
individuals’ health status, 
the cost-effectiveness of a 
treatment, and to monitor 
and compare the burden 
of disease. 
• Many of the subscales of 
the modified SF-36 for 
repeated daily 
assessment were found to 
be reliable for use in 
repeated measurement 
designs (Kelly et al. 2015). 
• Can be completed in 
approximately 9 minutes 
(Opara et al. 2012) 
• Widely used 
internationally  

• Some flaws in feasibility 
and acceptability 
(Martinez-Martin et al. 
2014) 
• Two-domain structure 
not 
supported in PwPD 
(Martinez-Martin et al. 
2014) 
• Not widely used in PD 
research although 
validated for PD 
(Martinez-Martin et al. 
2014) 

AQoL-8D 
(AQoL 
2018) 

• Reliable and valid 
instrument (Richardson et 
al. 2014) 

• Not commonly used in 
PD trials  
• More suitable when 
psychosocial 
elements of health are of 
importance (Richardson et 
al. 2014) 
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Table 10: (continued): Summary of the strengths and limitations of 
different QoL questionnaires 

Type  Name Strengths Limitations 

C
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m
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Parkinson's 
disease 
questionnair
e-39 (PDQ-
39) (Peto et 
al. 1995) 

• Commonly used in PD 
trials as construct and 
content validity was good 
(Martinez-Martin et al. 
2014) 
• The scale has been 
formally validated in the 
United States English, 
United Kingdom English, 
German and Spanish 
(Martinez-Martin et al. 
2014). 

• The PDQ-39 lacks items 
on self-image, night-time 
sleep problems (Martinez-
Martin et al. 2011), social 
support subscale, sexual 
activity and transfers. 
• Requires a licensing fee 
to be paid to the 
developers Oxford 
University Innovation 
(waived for academic 
research)  
• May require the 
purchase of ‘PDQ User 
Manual’ for £150 
• In smaller studies, the 
difference in QoL may not 
be statistically significant 
after an intervention. 

Parkinson's 
disease 
quality of life 
questionnair
e (PDQL) 
(De Boer et 
al. 1996) 

• Commonly used in PD 
trials 
• The scale has been 
formally validated in 
Dutch, United Kingdom 
English, German, and 
French (Martinez-Martin et 
al. 2014). 
• Construct validity the 
PDQL was good 

• Test-retest reliability not 
evaluated 
• Some quality of life areas 
are covered in less depth 
than the PDQ-39 
(Martinez-Martin et al. 
2014) 
• Permission from the 
authors is required for its 
use (Martinez-Martin et al. 
2014) 

Parkinson 
Quality of 
Life 
questionnair
e; 
(PLQ) (Van 
den Berg 
1998) 

• Commonly used in PD 
trials 
• Internal consistency of all 
scale totals and of 
subscale totals of the 
PDQL  

• The scale is only 
available in Canadian 
English and Canadian 
French. 
• Content and construct 
validity insufficiently 
evaluated 
• Four subscales of the 
PLQ were inadequate 
measuring QoL. 

Parkinson's 
impact scale 
(PIMS) 
(Calne et al. 
1996) 

• Commonly used in PD 
trials 

• Scale only validated in 
German. 
• Construct validity 
insufficiently evaluated 
• Should be considered 
only as a means of 
identifying areas of 
potential problems. 
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2.3 Literature review of roles of pharmacists in a general MDTs 

Systematic reviews were used over original articles in this part of the literature 

review as they deliver a clear and comprehensive overview of available 

evidence. The systematic reviews were used to identify, evaluate and 

summarise the findings of multiple relevant individual MDT LTC studies.  

The literature search on the role of a pharmacist in any MDT identified 12 

systematic reviews (see Appendix 3 for full search criteria). Figure 5 shows a 

PRISMA diagram (Moher et al. 2009) of the literature search. Systematic review 

articles were excluded where a more recent systematic review had been 

identified in the same area or LTC. The systematic reviews brought together 

primary studies of pharmacist roles in specific clinical settings and in a variety of 

LTCs. The clinical areas where pharmacists were involved in the MDT were 

nursing homes (Nazir et al. 2013), intensive care units (Wang et al. 2015), GP 

surgeries (Tan et al. 2014) and on acute wards (Dawoud et al. 2018). The 

MDTs for LTCs that pharmacists were involved in were stroke (Basaraba et al. 

2018), heart failure (Koshman et al. 2008), hypertension (Santschi et al. 2014), 

COPD (Zhong et al. 2014), oncology (Gatwood et al. 2017), chronic kidney 

disease (Al Raiisi et al. 2019), diabetes (Antoine et al. 2014) and care of elderly 

(Clyne et al. 2016).  

Table 11 shows a summary of the findings from the systematic review. 

Appendix 4 details the findings of the systematic reviews of pharmacists’ 

involvement in general MDTs.  

Pharmacists have been involved in MDTs in other clinical and speciality areas 

such as mental health, paediatrics and urgent & emergency care; however no 

systematic reviews were identified. This could be due to the restrictive nature of 

the literature search or that there were no systematic reviews in these clinical 

areas. The systematic reviews indicate that the MDT models used were the 

more collaborative models either Core Team or Interdisciplinary Team. 
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Figure 5: PRISMA diagram of the literature search for pharmacists in a 
general MDT 
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practice or more 
recent systematic 
review identified in 
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(n = 28) 

Studies included in 
literature review  

(n = 12) 
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Table 11: Summary findings and recommendations from systematic 
reviews of pharmacist involvement in other MDTs 

Condition/clinical 
area 

Summary of findings 

Stroke  
(Basaraba et al. 
2018) 

Pharmacist interventions can have a positive impact on 
stroke patient outcomes. Pharmacists should be 
included in MDT. 

Heart failure (HF) 
(Koshman et al. 
2008) 

Pharmacist collaborative care led to greater reductions 
in the rate of HF hospitalisations.  

Hypertension 
(Santschi et al. 
2014) 

Pharmacist-led care or pharmacists involved in team-
based care with physician or nurse improves patient 
health outcomes 

COPD (Zhong et 
al. 2014) 

Pharmacist care resulted in improvements in medication 
compliance as well as reductions in hospital admissions 
and health-related costs. 

Oncology  
(Gatwood et al. 
2017) 

Oncology practices may benefit from integrating 
pharmacists into care models in order to more 
effectively, efficiently, and holistically address the needs 
of patients with cancer. 

Chronic kidney 
disease 
(Al Raiisi et al. 
2019) 

Existing evidence is in favour of pharmacists’ 
involvement in the multidisciplinary team providing care 
to patients with chronic kidney disease; more high-
quality research is warranted. 

Diabetes 
(Antoine et al. 
2014) 

Pharmacist interventions might potentially improve 
adherence to type 2 diabetes mellitus medication, high-
quality studies are needed to assess effectiveness. 

Care of the elderly  
(Clyne et al. 2016) 

Pharmacist interventions and multifaceted approaches 
appear beneficial in terms of reducing potentially 
inappropriate prescribing. 

Nursing homes 
(Nazir et al. 2013) 

Overall interdisciplinary interventions had a positive 
impact on resident outcomes in the nursing home. 
Including a pharmacist was a consistent feature of 
successful interventions. 

Intensive care 
units (Wang et al. 
2015) 

Results suggest that pharmacist intervention has no 
significant contribution to reducing general medication 
errors, although pharmacist intervention may 
significantly reduce preventable adverse drug events 
and prescribing errors. 

GP surgeries (Tan 
et al. 2014) 

Pharmacists co-located in primary care general practice 
clinics delivered a variety of interventions, with 
favourable results seen in the management long-term 
conditions. Interventions were most effective when they 
were a multifaceted and involved inter-professional 
collaboration with face-to-face communication. 

Acute wards 
(Dawoud et al. 
2018) 

Pharmacist inclusion in the ward multidisciplinary team 
improves patient safety and satisfaction and is cost-
effective when regularly provided throughout the ward 
stay. 
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The types of pharmacist interventions in MDTs 

The 12 systematic reviews identified in the literature search highlighted the 

types of interventions pharmacists made and these can be amalgamated into 

11 categories. These are: 1) medication reviews 2) medicines optimisation 3) 

medicines reconciliation 4) support decision-making at the point of prescribing 

5) identify, prevent and resolve drug-related problems 6) document 

interventions 7) follow up relevant interventions 8) provide advice to patients 9) 

support patient adherence 10) refer to appropriate HCPs and 11) increase staff 

knowledge. 

The different ranges of intervention are the same as those identified in other 

literature sources as key roles of pharmacists in general MDTs (da Silva 2012; 

Bajorek et al. 2015; Royal Pharmaceutical Society 2016b). Interventions by a 

pharmacist can improve medication use and medicine optimisation (Royal 

Pharmaceutical Society 2016b). 

The systematic reviews identified studies where pharmacists have been 

involved in primary and secondary care MDTs. Pharmacists are now more 

involved in MDT working due to PCNs; historically the integration of 

pharmacists into MDT has traditionally been limited to the secondary care 

settings (Royal Pharmaceutical Society 2019a). However, National guidelines 

recommend involving pharmacists in primary care to utilise their specialist 

knowledge in LTCs (NHS 2019; NHS England 2019). The literature search 

highlighted that pharmacists have shown benefits when working in MDTs for 

other LTCs. 

Although pharmacists have shown benefits working in MDTs in different LTCs, 

some of the primary studies in the systematic reviews were of poor quality and 

some authors also described the data as ‘relatively weak’ (Dawoud et al. 2018: 

11). There are a number of potential reasons for poor or weak data including 

inconsistent reporting of pharmacy interventions throughout all primary studies. 

Authors also noted the lack of reporting structures and interventions that lacked 

specific details. In some primary studies the only pharmacist interventions 

reported were related to identifying and resolving drug-related problems (DRPs) 

(Al Raiisi et al. 2019). Authors across all the systematic reviews recognised that 

pharmacists made more complex multifactorial interventions than single DRP 
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interventions. Pharmacist’s interventions were difficult to evaluate and identify 

the individual components that resulted in beneficial outcomes (Koshman et al. 

2008; Santschi et al. 2014; Clyne et al. 2016). The selection of appropriate 

outcome measures would allow for more comparison of pharmacist 

interventions across studies and would allow readers to consider the context for 

their own clinical practice (Wang et al. 2015; Clyne et al. 2016; Al Raiisi et al. 

2019). Reporting interventions in a clear systematic way would also make it 

clear to commissioners to consider the benefits that pharmacists can add to an 

MDT. The systematic reviews highlight the need for more published gold 

standard evidence such as RCTs supporting clinical pharmacists in MDTs and 

will support current literature (Wang et al. 2015; Gatwood et al. 2017; Al Raiisi 

et al. 2019). Throughout all the systematic reviews a number of the studies did 

not report on the clinical significance of pharmacist interventions or did not use 

validated scales. Despite the poor reporting and lack of studies involving 

pharmacists in MDTs, a number of the systematic reviews reported positive 

effects on at least one primary outcome measure. A comparison of the 

pharmacist interventions across the 12 systematic reviews showed that the 

types of interventions varied across different disease states and care settings. 

Some of the interventions were more traditional medicines management 

interventions and in contrast some interventions highlighted the expert 

knowledge of pharmacists in their clinical area. The difference in the type and 

level of expertise of the intervention could be related to the level of experience 

of the individual pharmacist. Pharmacists who are newly qualified or new to the 

role may primarily focus on the more traditional medicines management 

interventions that are relevant across all care settings. Across many of the 

primary studies in the systematic reviews the researchers did not state the level 

of experience and additional post-graduate education of the pharmacists being 

studied. 

Recording the experience level of the pharmacists in PD research would be 

beneficial to relate the findings into practice and evaluate the outcomes of the 

pharmacist’s interventions. In this research study the different types of 

pharmacist’s interventions will be recorded to allow readers to consider the 

context for their own clinical practice. The experience level of the pharmacist 
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involved in the PD IDT will also be included as this may impact the types of 

interventions made during the PD IDT clinic. 

 

Outcomes of pharmacist interventions 

Zhong et al (2014), Dawould et al (2018) and Al Raiisi et al (2019), found that 

pharmacist interventions such as medication reviews, identifying and resolving 

DRPs resulted in a reduction in the length of hospital stay and hospital 

admissions. One study on chronic kidney disease (CKD) and pharmacist 

interventions reported a reduction in the length of hospital stay in the 

intervention group by 1.3 days (p=<0.001) and reduced unplanned admission 

by 27% (p=0.047) (Al Raiisi et al. 2019). In contrast, Al Raiisi et al (2019) 

identified a study that showed no difference following the pharmacists’ 

intervention on hospital readmission for patients with CKD. The study 

intervention was a single home visit by the pharmacist within 7 days of hospital 

discharge. The pharmacist was able to resolve most of the problems identified 

but the study design included hospital readmissions relating to emergency 

department and urgent care visits which may not have been preventable. 

Dawould et al (2018) also identified a study that showed no difference of 

pharmacists’ intervention on hospital readmission as the evidence was weak 

due to imprecise recording of pharmacist interventions.  

Other positive outcomes of pharmacist interventions observed by Tan et al 

(2014), Clyne et al (2016) and Dawould et al (2018) were an improvement in 

potentially inappropriate prescribing. This included adhering to national 

guidelines, de-prescribing/discontinuation of drugs no longer indicated or 

minimising prescribing errors. Clyne et al (2016) reported on three studies that 

had significant improvement in potentially inappropriate prescribing following 

pharmacist intervention. Tan et al (2014) identified that positive effects were 

observed in studies, where the pharmacist delivered multifaceted interventions 

in conjunction with follow-up patient counselling, rather than delivering 

medication reviews, education or drug information alone. 

Interventions by the pharmacist resulted in measurable clinical benefits in 

patients in some of the systematic reviews e.g. achieving target BPs (Gatwood 

et al. 2017; Al Raiisi et al. 2019) and glycosylated haemoglobin (HbA1c) values 
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(Gatwood et al. 2017). However, it was also noted that pharmacist interventions 

targeting asthma and COPD had no significant effect on lung function (Zhong et 

al. 2014; Gatwood et al. 2017). Clyne et al (2016), reviewed studies relating to 

pharmacist interventions and inappropriate prescribing in elderly patients. The 

authors suggested that certain drug classes responded better to multifaceted 

interventions e.g. reducing tricyclic antidepressants and first-generation 

antihistamines as well as increasing appropriate prescribing of proton pump 

inhibitors (Clyne et al. 2016). In the elderly populations studied, tricyclic 

antidepressants and antihistamines were frequently prescribed and often 

inappropriately. These types of interventions could be related to the use of 

prescribing and de-prescribing clinical decision making tools that have become 

popular and used frequently in practice to aid appropriate prescribing. Clinical 

decision making tools such as the American Geriatrics Society Beers Criteria 

(2019) and Screening Tool for Older Peoples Prescriptions (STOPP/START) 

criteria (2013) are popular amongst clinicians, making it easier to reduce 

inappropriate prescribing in elderly patients. 

In contrast, the systematic review and meta-analysis by Wang et al (2015) on 

the role of critical care pharmacists did not demonstrate that pharmacist 

interventions were significantly associated with a decreased number of 

‘medication errors’. Wang et al (2015) defined ‘medication errors’ as any 

preventable event that may cause or lead to inappropriate medication use or 

patient harm. In an intensive care setting, the medical team including the 

pharmacist are usually experienced in working in a critical care setting. 

Therefore, have the experience in minimising harm caused by ‘medication 

errors’. However, the pooled analysis supported the role of pharmacists in 

reducing ‘preventable adverse drug events’ which was described as an injury 

resulting from administration of a medication due to ‘prescribing errors’ (Wang 

et al. 2015). These findings reflect what you would expect to find in practice, 

where pharmacists are able to support with general ‘medication errors’ which 

may be identified by other HCPs too. However the pharmacist’s expertise in 

identifying and resolving ‘adverse drug events’ is recognised as a crucial role in 

care settings such as intensive care units. 
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In this research study any medication review tools, tasks and actions completed 

by the pharmacist before, during and after the PD IDT clinic will be documented 

to allow readers to consider the context for their own clinical practice. 

 

Pharmacist interventions and patient adherence  

The terms ‘adherence’ and ‘compliance’ are often used interchangeably in 

healthcare practice although they have different definitions in medical literature. 

Compliance is defined as ‘the extent to which the patient’s behaviour matches 

the prescriber’s recommendations’ (NICE 2009: 3) and it implies that patients 

have a passive role in the decision-making process. Adherence is defined as 

“the extent to which a person's behaviour - taking medication, following a diet, 

and/or executing lifestyle changes, corresponds with agreed recommendations 

from a health care provider” (World Health 2003: 3). Adherence requires an 

agreement between the HCP and the patient on how they should follow 

recommendations and which recommendations should be implemented in the 

first place. Adherence is the preferred term used when discussing a patient’s 

medication as it implies the patient and the HCP have an equal relationship in 

decision making. 

Non-adherence may limit the benefit of medication which can result in a 

reduction in improvement of symptoms or in a deterioration in health (NICE 

2009). Non-adherence is further subdivided into ‘intentional’ where the patient 

decides not to follow the HCPs recommendations and ‘unintentional’ where the 

patient wants to follow recommendations but faces practical problems that 

hinder adherence (Royal Pharmaceutical Society 2021). Intentional non-

adherence could be based on the patient's knowledge, beliefs and concerns 

about medicines (NICE 2009). Unintentional non-adherence is usually an 

unconscious act that can include simply forgetting to take medication, difficulties 

in understanding instructions and problems with using treatments e.g. 

swallowing difficulties or difficulties with medication packaging (NICE 2009). 

Pharmacists can support patient adherence strategies by recommending the 

appropriate use of reminder charts and alarms, labels with large print, easy-to-

open bottles and multi-compartment adherence aids (Wang 2013).  
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A number of systematic reviews reported on the impact of the pharmacist’s 

intervention on patients’ adherence to medication regimes (Koshman et al. 

2008; Antoine et al. 2014; Santschi et al. 2014; Tan et al. 2014; Zhong et al. 

2014; Basaraba et al. 2018; Dawoud et al. 2018; Al Raiisi et al. 2019). The 

pharmacist interventions to support patient adherence consisted of structured 

patient education on the use of medication, lifestyle modifications, patient 

counselling, the use of compliance/adherence aids, telephone and web based 

reminder services or home visits by carers. Antoine et al (2014) reported that all 

studies relating to type 2 diabetes showed improvement in adherence to 

medication, however a statistically significant effect was only shown in two 

studies (p=0.003 and p=0.004). One study used a structured Diabetes Care 

Plans combined with weekly in-person and/or telephone meetings and monthly 

follow-up telephone calls. In the other study the pharmacist scheduled meetings 

with patients alongside their normal GP appointments. Al Raiisi et al (2019) 

found counselling by pharmacists significantly improved medication adherence 

in patients with CKD and Zhong et al (2014) found significant improvement in 

medication adherence for patients with COPD compared to their usual care. 

Similarly, Koshman et al (2008) found one study that showed significant 

differences following pharmacist intervention in patients with heart failure and 

Basaraba et al (2018) also found one study where adherence was significantly 

improved in patients taking blood pressure medication (p=≤0.001) and statins 

(p=0.01). 

A number of primary studies in the different MDT LTC systematic reviews 

primary outcome were to measure the impact of pharmacist intervention on 

patient adherence. The systematic reviews included good quality primary 

studies that used robust clear measures to assess patient adherence which can 

be reproduced. The interventions in the primary studies assessing patient 

adherence identified interventions pharmacist can use in practice and the 

results can potentially be reproduced in practice or other research studies. 

 

Impact of pharmacist interventions on QoL 

The systematic reviews evaluated the impact of pharmacist intervention on 

health related QoL (HRQoL). The primary studies used general validated QoL 
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questionnaires such as EuroQol EQ-5D or disease specific HRQoL 

questionnaires. Basaraba et al (2018) identified a study that evaluated HRQoL 

of patients with a transient ischaemic attack or stroke that were discharged 

home, using a HRQoL scale validated in stroke patients. In the intervention 

group the patient’s HRQoL remained stable (with only one of the HRQoL scales 

significantly decreased from baseline) whereas in the control group the study 

found seven of eight scales had decreased. Zhong et al (2014) and Al Raiisi et 

al (2019) also found studies that significantly improve patients HRQoL following 

pharmacist interventions, although the number of studies were limited. In the 

systematic review of CKD studies, Al Raiisi et al (2019) identified a cluster 

randomised study that significantly improved HRQoL in  haemodialysis patients 

receiving pharmacist intervention over a 6-month period compared to the 

controlled group. However, in contrast Tan et al (2014), reviewed studies of 

pharmacist co-located in general practice and Clyne et al (2016), who reviewed 

studies of pharmacists providing care to elderly patients found limited to no 

effect on QoL. The reason for this could be because general QoL scales are 

often not very sensitive to small changes but disease specific HRQoL measures 

tend to have high sensitivity (Hyland 1992; Wiebe et al. 2003; Lam 2010). 

 

Patient and carer satisfaction 

Zhong et al (2014), Gatwood et al (2017) and Al Raiisi et al (2019) reported on 

studies that found positive patient satisfaction following pharmacist’s 

intervention in COPD, oncology and CKD. Zhong et al (2014) found three 

COPD studies that reported on patient satisfaction, however the studies used 

different scales making their results difficult to analyse and compare. The mean 

scores for each item in the questionnaire for those in the intervention group 

indicated a significantly favourable response compared to the control group. In 

one study, patients reported greater satisfaction with their healthcare compared 

with the usual care at 6 months following pharmacist intervention (p=0.01), 

however this was not sustained at 12 months (p=0.14) (Zhong et al. 2014). Al 

Raiisi et al (2019) reported on two RCTs assessing patient satisfaction following 

pharmacist interventions in patients with CKD. In one study 92% of patients had 

positive feelings about pharmacists’ involvement in their care and felt that the 

pharmacist provided beneficial information. In the second study only 6 out of 14 
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patients (43%) recalled having contact with a pharmacist during the trial but all 

the patients were ‘very satisfied’ with the care received and were willing to 

receive future care from the pharmacist (Al Raiisi et al. 2019). 

 

Gatwood et al (2017) also found two oncology studies where patient satisfaction 

following pharmacists interventions was reported highly. One study designed 

their own patient satisfaction survey and the results showed 93.2% were 

satisfied or very satisfied with the services provided by the clinic’s pharmacist 

(Gatwood et al. 2017). The survey also indicated 86.4% of patients thought the 

services provided by the pharmacist were absolutely necessary (Gatwood et al. 

2017). Similarly, the second study identified by Gatwood et al (2017) indicated 

95% or higher satisfaction with pharmacist-delivered clinical services among 

patients whose views were assessed using a study-specific questionnaires. The 

study-specific questionnaire was not validated which may have resulted in a 

higher patient satisfaction due to agreement bias. Acquiescence response or 

agreement bias occurs when respondents agree to questionnaire statements 

regardless of the content or have a tendency to select positive responses more 

frequently (Brewer 2000). Acquiescence response bias could also impact 

comparisons between intervention and controlled groups. The impact of 

acquiescence response bias could explain the finding by Tan et al (2014) in 

general practice. Tan et al (2014) found that pharmacist interventions tended to 

have limited or no effect on outcomes related to patient satisfaction between GP 

and pharmacists or from baseline to intervention as patients scored positively in 

all groups, all the time. 

 

Within this research study a pre-existing validated patient satisfaction 

questionnaire will be used for all patients attending the PD IDT clinics and 

included in the patient focus group topic guide. 

 

Pharmacists in primary and secondary care MDTs 

Pharmacists worked in MDTs with a variety of different HCPs including doctors, 

nurses, dietitians and SLTs in both primary and secondary care. In hospitalised 

heart failure patients, Koshman et al (2008) found pharmacist collaborative care 

did appear to be more beneficial than pharmacist-directed care alone. The 
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value pharmacists can bring to outpatient clinics in LTC clinics has been 

highlighted by all 12 systematic reviews adding weight to the argument for 

incorporating pharmacists into different MDT care models. In primary care, 

when a pharmacist and GP worked together to develop pharmaceutical care 

plans for elderly patients, Clyne et al (2016) found this resulted in clinically 

significant appropriate prescribing compared to written feedback alone. The 

largest Absolute Risk Reduction in inappropriate prescribing was 25% in a study 

in which all participants had potentially inappropriate prescribing at baseline 

(Clyne et al. 2016). In a primary care general practice setting, Tan et al (2014) 

showed similar findings where one study that used GP and pharmacist 

collaborative approach resulted in significant improvements in blood pressure, 

HbA1C (patient’s average blood glucose) and cholesterol level. However, when 

pharmacists provided a single intervention (a medication review) with written or 

no communication to the GP, a positive effect was less likely to be observed 

compared to a collaborative MDT approach with the GP with good 

communication (Tan et al. 2014). Nazir et al (2013) summarised studies that 

used IDT interventions in nursing homes. The systematic review also 

established an association between pharmacist involvement in the IDT and 

positive primary outcomes in four studies.  

A medication review by a pharmacist and HCPs co-located together with face-

to-face verbal communication leads to favourable results in the management of 

CVD, diabetes and more appropriate prescribing (Nazir et al. 2013; Tan et al. 

2014; Clyne et al. 2016). Clyne et al (2016) reported on another study that 

showed no significant decrease in potentially inappropriate prescribing after a 

MDT case conference focussing on medication involving two GPs, a nurse and 

a pharmacist. Conversely, in hypertension a more substantial difference in 

effect on systolic and diastolic BP was observed with pharmacist-led care 

compared with collaborative care. The study evidence presented in the 

systematic review of pharmacist’s interventions in oncology by Gatwood et al 

(2017) also suggests that outpatient oncology clinics may benefit from 

integrating pharmacists into care models in order to be more effective, efficient, 

and deliver holistic care. 

In hospital wards, pharmacists have been included as part of the MDT where 

they can reduce errors and ensure appropriate prescribing in both the short and 
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long-term (Koshman et al. 2008; Dawoud et al. 2018). In the long-term, 

pharmacist interventions may lead to a reduction of hospital admissions, 

reduction of hospital bed-days in LTC such as COPD and heart failure 

(Koshman et al. 2008; Zhong et al. 2014). The systematic review by Koshman 

et al (2008) confirms the benefits of pharmacist interventions in reducing 

hospitalisation in patients with heart failure where some interventions reduced 

the rates of both all-cause hospitalisation and heart failure hospitalisation by 

almost one-third (Koshman et al. 2008). 

The systematic reviews highlight the benefits pharmacist can bring to a MDT 

working in primary and secondary care in a variety of different LTCs. 

Pharmacist interventions across all the systematic reviews include medication 

reviews, advice to patients, medicines optimisation, supporting patient 

adherence, identifying and resolving DRPs, and medicines reconciliation. 

Pharmacist interventions can also include referral to appropriate HCPs, 

documenting and following up relevant interventions, supporting staff 

knowledge and supporting decision making at the point of prescribing. 

Although pharmacists are involved in MDTs in other LTCs, a gap in the 

literature was identified regarding the role of the pharmacist in PD MDTs. 

Pharmacists have been involved in the care of PwPD in both primary and 

secondary care and a further literature search was conducted to identify the 

roles of pharmacists in PD care which is discussed in the next section. The 

findings of different types of pharmacist interventions in MDTs for other LTCs 

and any interventions identified PD MDTs may influence the pharmacist 

interventions in the PD IDT clinics in this research study. 

 

2.4 PD care delivered by pharmacists  

The literature search for pharmacist’s roles in PD care identified 25 articles for 

review. Figure 6 shows a PRISMA diagram (Moher et al. 2009) of the literature 

search on PD care delivered by pharmacists. The literature was pre-screened to 

remove articles where a pharmacist did not offer any form of PD care, and 

following this pre-screen, 9 articles were critically appraised using the CASP 

checklist (2017a) and reviewed. The search terms included pharmacist, 

pharmacy, Parkinson’s and other related terminology (see Appendix 5 for full 
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search criteria). Hand searching led to a further two studies being identified 

from The Pharmaceutical Journal and The BMJ, and finally a conference 

presentation (Coulson 2017) by a PD specialist pharmacist was also critically 

appraised using CASP (2017a) and included in the literature review. See 

Appendix 6 for further details of studies involving pharmacist’s roles in PD care. 

The 12 literature articles reviewed were from Germany (n=3), Netherlands 

(n=2), USA (n=2), Brazil (n=1), UK (n=3) and Malta (n=1). The majority of the 

studies (n=11) were peer-reviewed articles and one conference presentation 

(Coulson 2017) which was considered important (as discussed later). Six of the 

literature sources included the roles of pharmacists in PD care in primary care, 

and the remaining six in secondary care. The majority were quantitative studies 

(n=10) with the remaining being mixed methods (n=2). 

The role of the pharmacist in PD care varied in primary and secondary care. 

The amalgamated pharmacist interventions in MDTs for other LTCs as 

described earlier were used to assess what the roles of pharmacists were in 

PD. See Table 12 for a summary of all the interventions in both primary and 

secondary care. Figure 7 shows a visual comparison of the pharmacist’s 

interventions in both primary and secondary care. 
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Figure 6: PRISMA diagram of the literature search on PD care delivered by 
pharmacists 
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Table 12: Summary of pharmacist interventions as reported in PD literature 
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Primary care (1) or secondary care (2) 1 1 1 1 1 1 2 2 2 2 2 2 

Peer reviewed journal Y Y Y Y Y Y N Y Y Y Y Y 

Country UK UK DEU DEU BRA DEU UK USA MLT NLD NLD USA 

Number of patients  145 32 113 235 70 90 84 131 35 24 37 24 

Medication review Y Y Y Y Y Y Y Y Y Y Y Y 

Provided advice to patients Y Y Y Y Y Y Y Y Y Y Y Y 

Medicines optimisation Y Y N N Y Y Y Y Y Y Y Y 

Support patient adherence Y Y Y Y Y Y Y Y Y Y Y N 

Identify, prevent and resolve drug 
related problems 

Y Y Y Y Y Y Y Y Y N N Y 

Referrals to appropriate HCPs Y Y N N Y Y Y Y N N N Y 

Medicines reconciliation Y Y N N N N Y N Y N N Y 

Document relevant interventions Y Y Y N Y N Y N N N N Y 

Follow up relevant interventions N Y N N Y N Y N N N N Y 

Support decision making at the point of 
prescribing 

N N N N N N Y N N N N N 

Staff knowledge N N N N N N N N N N N N 

MDT model used 1 1 1 1 1 1 2 2 2 2 2 2 
Country Key: UK = United Kingdom, USA = United States of America, DEU = Germany, BRA = Brazil, MLT = Malta, NLD = Netherlands 
Answer Key: Y = Yes, N = No; MDT Model Key: 1 = Unidisciplinary Team, 2 = Common Team, 3 = Core Team and 4 = IDT. 
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Figure 7: Pharmacist Interventions in PD MDTs (Unidisciplinary and Common Team Models) in primary and secondary care 
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Role of pharmacist in PD in primary care 

Following an in-depth analysis of the relevant literature (see Appendix 6 for 

further details), the top 4 interventions identified from the literature by 

community and practice-based pharmacists working in primary care for PD 

were:  

1) medication reviews (100%),  

2) provision of advice to patients (100%),  

3) supporting patient adherence (100%), and  

4) identifying, preventing and resolving drug-related problems (100%).  

Primary care pharmacists used the Unidisciplinary Team Model approach in PD 

care in all studies (NHS England 2014b).The results showed that PwPD who 

were under the care of pharmacists thought that the pharmacist had appropriate 

PD knowledge. A pilot study by Mynors et al (2007) reported that 87.5% of 

patients thought pharmacists were knowledgeable about PD. The pilot study by 

Mynors et al (2007) was a good quality UK longitudinal study of patients 

registered in three Primary Care Trusts, which included 145 PwPD followed up 

after six months. The service intervention was delivered within community 

pharmacies and home visits for housebound patients. Patients also benefited 

from the advice from pharmacists as Mynors et al (2007) reported that 82% of 

patients found pharmacist advice helpful. This is supported by a recent pilot 

service by Bancroft (2016) who reported that 92% of PwPD would recommend 

pharmacist services to others. The pilot by Bancroft (2016) was published in 

grey literature as a report in a peer reviewed journal, where 8 pharmacist 

conducted 32 PD specific medication use reviews. The aim of the pilot service 

was to empower patients and increase their knowledge, achieve better 

integrated care, improve outcomes, and identify and resolve any problems. 

Although the sample size of the pilot service was small and not published as a 

research study, the findings by Bancroft (2016) highlight the accessibility that 

UK community pharmacist have with PwPD and the impact community 

pharmacist can have on PD care. Bancroft (2016) reported that 96% of patients 

found medicine use reviews helpful. The advice given by pharmacists primarily 

included advice on medicines optimisation and supporting with adherence. Both 
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Mynors et al (2007) and Bancroft (2016) reported positive patient outcomes 

related to adherence and knowledge. The majority of patients (70%) (Mynors et 

al. 2007) reported that they gained benefits from their medication and 86% 

(Bancroft 2016) felt that their knowledge of their medication improved. The 

findings presented by Mynors et al (2007) and Bancroft (2016) could be used to 

suggest hypotheses for future studies and service implementation.  

In the study by Mynors et al (2007), the patient outcome claims were supported 

with improvements in QoL, UPDRS or MDS-UPDRS. Mynors et al (2007) found 

the PDQ-39 (QoL) reported statistically significant improvement between 

baseline and follow up (p<0.01) following pharmacists intervention. The 

improvement in QoL was supported by other studies (Schröder et al. 2012; 

Foppa et al. 2016) following pharmacist interventions. The study by Schröder et 

al (2012) was a multicentre longitudinal, parallel-group study with 235 PwPD 

and 32 community pharmacists. The between-group analysis showed that the 

mean changes in the primary and secondary endpoints, in all 23-item 

Parkinson’s Scale sub-scores and the EuroQol 5-Dimension Questionnaire 

Index Score were significantly in favour of the intervention group after 8 months 

(p<0.05 to p<0.001) using a mixed model analysis.  

Foppa et al (2016) carried out a quasi-experimental uncontrolled before-and-

after study over 6 months in a community pharmacy in Brazil. Pharmacotherapy 

data was collected from medical prescriptions, patient diaries, medical charts 

and all the medicines brought in by the patients to the appointment with the 

pharmacist. The study showed a positive effect with a decrease in the medicine-

related problems after the interventions, especially improving adherence and 

QoL (p=0.012). Pharmacists identified and resolved non-PD health problems 

and made non-medicine related interventions. The findings highlight the ability 

of pharmacists to support patients with a wider range of care needs and more 

reflective of real-world practice where pharmacists would support patients with a 

number of concerns. 

Henrichsmann and Hempel (2016) found the UPDRS or MDS-UPDRS improved 

significantly (p<0.05) after the intervention by a pharmacist. During the 

intervention period over 4-months, pharmacists implemented medication 

therapy management with standardised pharmaceutical care. The most 
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common intervention was highlighting and recommending therapy for untreated 

comorbidities (Henrichsmann and Hempel 2016). Henrichsmann and Hempel 

(2016) also showed that pharmacists were able to support medication therapy 

management with PD and non-PD medication. 

Overall, the studies showed that the total number of pharmacist interventions in 

primary care were as high as 404 to 596 interventions; which is approximately 4 

to 6 per patient respectively over a 6 month period (Mynors et al. 2007; Foppa 

et al. 2016). The total interventions included interventions such as providing 

advice to patients in identifying, preventing and resolving DRPs. Foppa et al 

(2016) and Schröder et al (2011) reported 116 DRPs to 331 DRPs respectively, 

relating to both PD and non-PD medications. The acceptance and action of 

pharmacists identified that interventions were relatively high. Schröder et al 

(2011) categorised their pharmacist interventions as extremely important in 

4.5% of cases, major in 27.2%, moderate in 29.0% and minor in 39.3%. The 

studies also identified it was important to review both PD and non-PD related 

problems as patients may have other co-morbidities. A further study by 

Schröder et al (2012) reported a significant decrease (p<0.01) in the proportion 

of patients receiving inappropriate non-PD drugs following pharmacist 

interventions from 42.9% to 24.3%. The findings from these studies show that 

pharmacists make a variety of different interventions in the care of PwPD to 

supporting patients with adherence, DRPs and providing advice. The findings 

from the studies are similar to the types of interventions made by pharmacist in 

MDTs in other LTCs. The studies highlight that both patient’s and HCPs 

accepted the advice and changes made by pharmacists in primary care. 

 

Role of pharmacists in PD in secondary care 

The interventions by pharmacists in secondary care for PD patients were similar 

to those of primary care. The top 5 interventions by hospital-based pharmacists 

working in secondary care were:  

1) medication reviews (100%),  

2) provide advice to patients (100%),  

3) medicines optimisation (100%),  
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4) support patient adherence (71%), and  

5) identify, prevent and resolve drug-related problems (67%).  

The conference presentation by Coulson (2017) outlined an audit that was 

carried out in 2017 and described the interventions made by a pharmacist in PD 

MDT clinics. The literature and audit were unpublished and no other information 

available regarding audit design is available, but the audit shows a clear recent 

UK example of the positive impact pharmacists can have in PD. The audit 

showed that pharmacists identified 65 DRPs. This included a suggested 

increase to doses or changes in scheduling (38%) and reducing inappropriate 

polypharmacy by adding or stopping medicine (23%). Coulson (2017) also 

identified how pharmacists in a PD MDT supported patients with PD care by 

identifying medication timing issues (11%), adherence issues (9%) and any 

difficulty opening medication boxes, bottles or blisters (8%). The audit also 

included positive feedback from the specialist consultant who acknowledged 

that pharmacists can explain medication side-effects, highlight potential 

interactions and support with medicine reconciliations (Coulson 2017). A US 

study by Poon et al (2012) published in a peer-reviewed journal supports the 

audit findings by Coulson (2017). Poon et al (2012) retrospectively reviewed 

charts and pharmacist interventions over six months from 131 patients and 69 

drug therapy recommendations implemented by neurologists, clinical nurse 

specialists and other HCPs. Both Coulson (2017) and Poon et al (2012) utilised 

the Common Team MDT Model (NHS England 2014b). Poon et al (2012) 

reported that the most common recommendation was reducing problematic 

polypharmacy. Another intervention was improved symptom outcomes (such as 

decreased dyskinesia) or the resolution of medical problems (such as 

constipation). Poon et al (2012) also reported high patient and HCP satisfaction 

of including a pharmacist in a PD MDT. The findings from Poon et al (2012) 

concluded that pharmacists made important contributions in therapeutic 

problem solving and medication education for patients. Overall, the study by  

Poon et al (2012) clearly documents and evaluates the pharmacist’s role and 

interventions in an MDT. The study also describes in detail the knowledge and 

qualifications of the pharmacist involved in the clinic which adds integrity to the 

interventions made. In practice, understanding the PD experience of the 
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pharmacists involved could be used to support the understanding of the type 

interventions an experienced PD pharmacist can make. 

Other studies involving pharmacists in secondary care also used the Common 

Team MDT Model (NHS England 2014b). They were studies by Shueb (2012), 

Stuijt and van Laar (2016), Stuijt et al (2018) and Stefan et al (2018). Shueb 

(2012) found that statistically significant improvement was seen in patients’ 

adherence with treatment compared with baseline (p=<0.001). Shueb (2012) 

recruited 35 patients (19 men and 16 women) in to a Movement Disorders 

Outpatient Clinic with the pharmacist offering an intervention plan that included 

patient and carer advice, medication review and patient leaflets. After 8 weeks, 

the PDQ-39 questionnaire showed an overall improvement in the patients’ QoL 

(p=0.038). The study also reported statistically significant improvement 

following the pharmacist’s intervention in Activities of Daily Living (p=0.006) and 

social support (p=0.01). Shueb (2012) concluded that the inclusion of 

pharmacists in a PD MDT may significantly improve patient and caregiver well-

being through better medication adherence and improved health status. The 

study was conducted over a short period of 8 weeks and did not measure the 

long-term impact of the pharmacist’s interventions. It could have been 

conducted over a longer time period with more follow-up visits and more 

questions regarding the medications taken by patients. The study was 

conducted at one site; however the study could have been extended to other 

sites and hospitals in order to provide a larger sample of patients, resulting in 

more results that were also statistically significant. 

Stuijt and van Laar (2016) and Stuijt et al (2018) used pharmacist medication 

reviews and adherence aids, to support patient adherence in a single centre 

non-randomised pilot study. Stuijt and van Laar (2016) concluded that a 

pharmacist can be involved in PD clinic to support medication adherence to 

improve motor symptoms. Stuijt et al (2018) reported that their data did not 

support the use of adherence aids on their own as they found QoL only 

improved significantly (p=0.01) after medication was reviewed by a pharmacist. 

The studies by Shueb (2012), Stuijt and van Laar (2016), Stuijt et al (2018) 

supports the effectiveness of interventions by a clinical pharmacist for PD 

patients in an outpatient clinic. Stefan et al (2018) opted for a more unique 

approach to medication reviews over the telephone. Over the three-month trial 
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period, 20 DRPs were identified which included a reduction in problematic 

polypharmacy, dose adjustments and initiation of medication. The pharmacist 

was also able to support patient adherence and refer to other HCPs.  

The literature search shows that the pharmacist’s interventions did not vary 

noticeably depending on the type of MDT model used. However, none of the 

studies in secondary care involved the pharmacist in an IDT Model (NHS 

England 2014b). Interventions such as supporting decision-making at the point 

of prescribing, following up on relevant interventions and supporting staff 

knowledge, were not amongst the interventions frequently implemented by 

pharmacists. This could be attributed to the fact that pharmacists were not 

regularly included in the Core Team or IDT models. 

 

2.5 Literature review summary and conclusions 

The literature review of existing PD MDT or IDTs (Section 2.2) shows that 

pharmacists are not involved in either model. A number of different HCPs 

including, PDSN, OT, physiotherapist, SLTs, dietitians and consultants have 

defined roles in the Core Team and IDT Models. The literature suggests a more 

integrated MDT may be more beneficial model for patients with complex PD. 

The IDT model offers an integrated MDT model which has been used in 

different research studies with largely favourable results. However, current 

evidence does not support the role of a pharmacist in the care of PwPD in a 

Core Team or IDT Model, as it does with role of pharmacists in other LTC 

MDTs. The literature review of the role of pharmacists in any MDT (Section 2.3) 

showed that pharmacists have been involved in MDTs in other LTCs 

successfully. Pharmacists were able to bring their expertise in medication to 

support patients and the overall healthcare team. The value pharmacists can 

bring has been highlighted by all 12 systematic reviews and continues to add 

weight to the argument for incorporating pharmacists into different MDT care 

models. Pharmacists supported patients with medication reviews, adherence to 

medication, and correct use of medication, lifestyle modifications, and 

identifying and resolving DRPs. The literature review of pharmacist providing 

PD care (Section 2.4) strengthens the level of expertise that pharmacists can 

utilise to support PwPD in primary and secondary care working in 
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Unidisciplinary and Common Team MDT models. As discussed earlier in 

Chapter 1, in an IDT model pharmacists can make more holistic interventions 

focusing on PD and non-PD medication, as well as supporting decision-making 

with other HCPs and supporting their knowledge. Pharmacists can also 

continue to offer the traditional medication management roles that have 

benefited patients in other LTC MDTs in PD IDTs. 

 

NICE PD guidelines (NICE 2017) and NICE PD quality standards (National 

Institute for Health and Care Excellence 2018) also recommend MDT working, 

however, they do not state which HCPs should be included. The literature 

review (Section 2.3. and 2.4) highlight that pharmacists are the ideal HCPs to 

include in PD MDT or IDTs, bringing a wealth expertise. It is well recognised 

that pharmacists are the experts in the use of medicines and are aware of the 

health risks associated with all medicines. They ensure patients are getting the 

most from their medicines and they can also reduce adverse drug reactions 

(ADRs), avoidable harm and unplanned hospital admissions (Royal 

Pharmaceutical Society 2016b). The Parkinson's Audit (Parkinson's UK 2017) 

and NICE (2017) both highlight medication management as a major concern for 

PD care. Pharmacists can support PwPD in manging both their PD and non-PD 

medication. The aim if this research is to understand the role of a pharmacist in 

a PD IDT. 

 

2.6 The research question, aims and objectives of the study 

Research question 

As outlined in Chapter 1 and this Chapter, there is potential for pharmacists to 

bring their knowledge to benefit PwPD. The research undertaken is intended to 

answer the research question “What is the role of a pharmacist in a Parkinson’s 

disease interdisciplinary team?” 

Aims  

The overall aim of the study is to achieve an understanding of the role of a 

pharmacist in the newly redesigned IDT clinics for patients with severe 

Parkinson’s in Worcestershire Health and Care NHS Trust (WHCT). 
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Objectives 

Primary objectives 

• To determine the opinions on the involvement of a pharmacist in the IDT 

clinic for patients with severe Parkinson’s. These opinions are to be 

obtained from the healthcare professionals (HCPs) currently involved in 

IDT clinics and HCPs that are likely to be involved in IDT clinics in the 

future.  

• To understand whether patients and carers who attended the IDT clinics 

were satisfied with the new service compared to their normal care. 

• To understand whether patients and carers who attended the IDT clinics 

were satisfied with the involvement of a pharmacist in the IDT clinic. 

Secondary objective 

• To quantify the number of interventions made by the pharmacist and 

other HCPs in the IDT clinic. 
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Chapter 3: Methodology and methods 

3.1 Reflexive Statement 

Working as a ward-based pharmacist on an older adult rehabilitation ward, I 

have implemented a number of different ways to specifically support PwPD. 

This includes education for nurses to ensure PD medication is administered on 

time, medication reviews and supporting patients with self-administration of their 

medication. I have worked closely with PDSNs to ensure our Trust is supporting 

PwPD during their inpatient stay. My involvement with PDSNs developed into 

supporting the ‘New Patient Group’ outpatient clinic for patients recently 

diagnosed with PD. The ‘New Patient Group’ gave patients an opportunity to 

work closely with the physiotherapist, OT, pharmacist and Parkinson’s UK 

representatives. Working with the PDSN, OT and physiotherapist allowed me to 

develop a good working relationship and increased my involvement in PD 

services. My involvement further increased working closely with consultants 

specialising in PD in the form of monthly supervision meeting to discuss 

complex PD cases and the implementation of joint PD guidelines. Although I 

have been involved in different activities supporting PwPD, I recognised the 

clinical expertise of the pharmacist in PD was underutilised which led to my 

interest in conducting this research. 

During this research study I was involved in the PD IDT clinics as a pharmacist 

and involved in data generation, and as a researcher in analysis of the results. 

Overall, I believe as a clinical-researcher and practicing pharmacist that 

community, primary care and hospital pharmacists have an important role to 

play in supporting PwPD and this research is justified. This can potentially 

introduce bias into the research study but I was aware when interviewing other 

HCPs I would need to remain neutral and minimise bias by following the 

research design. The steps taken to minimise bias in data collection and 

analysis (discussed further in section 3.8 page 98 and section 3.9 page 100) 

include the use of the Trust Research team to minimise bias in favour of 

pharmacy. The Trust researcher was not a HCP and only involved in data 

collection when interviewing patients and HCPs involved in the PD IDT clinic. A 

potential point where bias could have been introduced was when I interviewed 

HCPs from other NHS Trusts who may be involved in similar future PD IDT 
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clinics. It was difficult to remain totally objective and not take into account my 

experience as a practicing pharmacist and my view of pharmacy whilst talking 

to these HCPs. To minimise bias interview, I followed the interview guides as 

closely as possible. The qualitative and quantitative data generated was 

reviewed, interpreted and reported in a structured way to minimise bias (as 

described in section 3.10). The findings and interpretations from the research 

have been reported openly and honestly with steps put in place to minimise bias 

where possible.  

3.2 Introduction to chapter 

The literature review in Chapter 2 identified that pharmacists were not involved 

in PD IDT clinics despite having the knowledge and skills to support PwPD. The 

literature review also identified that PD IDT clinics were run in different ways by 

healthcare providers. This chapter discusses the methodology considered for 

the research and the justification for the methods ultimately used for data 

collection and analysis. 

3.3 Summary of the study  

The study took place with the neurology services provided by WHCT and 

outpatient clinics were provided by the Worcestershire Integrated Neurological 

Rehabilitation Service (WINRS). The WINRS team included PDSNs, 

physiotherapists, OTs, and a pharmacist, not based in the WINRS team but 

usually working for WHCT. 

Figure 8 shows an overview of the proposed research design and how the study 

was divided into five parts, A to E: 

In Part A, outpatient PD IDT clinics were held once a month for 4 months. The 

clinics included up to 4 patients per half-day clinic and were a sample of PwPD 

with severe symptoms on the WINRS caseload. 

In Part B, patients and carers attended a patient focus group to provide in-

depth insights at the end of the study. The intention of the focus group was to 

gather the views of patients and carers on the new PD IDT clinics and the 

involvement of a pharmacist.  
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In Part C, the HCPs involved in the PD IDT clinics had the opportunity to 

participate in interviews at the end of the study to share their views of the PD 

IDT clinics. The interviews also determined the opinions of the HCPs on the 

involvement of a pharmacist in the clinics. 

In Part D, nine different HCPs from other NHS Trusts who may be involved in 

similar future PD IDT clinics were interviewed. The HCPs in Part D were three 

pharmacists, three PDSNs, one physiotherapist, one OT and one consultant. 

The HCPs shared their views on the involvement of pharmacists in PD IDT 

clinics and PD clinics in general.  

Finally, at the end of the study in Part E, the number of clinical 

recommendations (interventions) made by each HCP in the PD IDT clinics were 

collected from the patient's electronic medical records (Carenotes). 
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Figure 8: Overview of the research design 
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3.4 Methodology 

The research study was designed as a mixed methods feasibility study. 

Feasibility studies can be used to assess whether it is possible to perform a 

larger full-scale study based on findings, without having a plan for further work 

(Whitehead et al. 2014). The knowledge and understanding gained from this 

research may be useful for other research studies in this clinical area. 

In research, the terms pilot and feasibility are used interchangeably (Whitehead 

et al. 2014). National Institute for Health Research (NIHR 2019) defines a 

feasibility study as ‘pieces of research done before the main study in order to 

answer the question "Can this study be done?". The NIHR (2019) definition of a 

pilot study is ‘a smaller version of the main study used to test whether the 

components of the main study can all work together’. NICE (2019) provides 

some clarity around their definition of a pilot study which is a smaller-scale 

study ‘before the full-scale study begins’. Based on these definitions, the 

proposed research is a feasibility study. 

To answer the research question, qualitative or quantitative methodologies 

could have been used. Using either methodology would have produced different 

types of information resulting in open-ended (qualitative) or closed-ended 

(quantitative) data (Creswell 2014). Most healthcare research can be divided 

into a qualitative or quantitative methodology. The quantitative approach can be 

used to validate an existing theory, whereas in contrast, qualitative methodology 

allows for the development of an emerging theory. Mixed methods research, 

using both qualitative and quantitative methodologies has previously been used 

in health care research. Mixed methods research uses the positive points of 

each method to derive rich data (Creswell 2014; Babar 2015). Creswell 

describes three basic mixed method designs which are: 

1) Convergent design: where both qualitative and quantitative is collected 

and analysed separately, then the two data analyses are merged with the 

purpose of comparing results or validating each other (Creswell 2015). 

2) Explanatory sequential design: where the quantitative methods are used 

first, then the qualitative to help explain the quantitative results in further 

detail (Creswell 2015). 
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3) Exploratory sequential design: the opposite of explanatory sequential 

design where qualitative methods are used to explore the problem then 

the qualitative findings build into the second quantitative part of the 

research (Creswell 2015). 

To achieve the objectives of the research study, the study was designed using 

the convergent mixed methods design. The participant’s personal experience 

and views of the pharmacist in the PD IDT (qualitative data) were collected and 

combined with number of pharmacist (quantitative data) to gain an 

understanding of the research question. The qualitative data would provide a 

breadth of information to understand the pharmacist’s and other HCP’s role in 

the PD IDT, and the qualitative data would show the activity and 

recommendations. Both the qualitative and quantitative data collected would 

then be compared to validate or contrast with one another. 

 

Qualitative research methodologies considered  

Since the 1990s, the number and types of qualitative methodologies have 

developed, and are broadly divided into: Narrative Research, Phenomenology, 

Grounded Theory, Ethnographies and Case Studies (Creswell 2014). The 

qualitative methodologies aim to understand the reality and the significance of 

actions in each situation using descriptive data. Understanding the reality of a 

situation can be achieved through observations, ethnography, field research, 

case studies, focus groups and different types of interviews. 

 

Justification for the quantitative research method  

Experimental research designs were considered for Part A of the research 

study, as either a randomised controlled trial (RCT) or a randomised quasi-

experimental pre-test post-test (PPT) design. These experimental designs could 

determine whether a specific intervention influences an outcome by comparing 

the intervention to a control group (Creswell 2014). The quantitative tools that 

were considered were: the use of QoL questionnaires, the reduction of hospital 

admissions and the reduction of outpatient hospital appointments. 
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Using an RCT or PPT design to randomly assign participants to an intervention 

group (IG) or a controlled group (CG), can minimise confounding (uncontrolled) 

variables, which ‘can result in ambiguity in deciding what has caused the 

observed changes’ (Polgar and Thomas 2013: 54). The experimental designs 

could have enabled detection of any changes in IG or CG following an 

intervention.  

For this research study the PD specific QoL questionnaire (PDQ-39) could have 

been used. However, due to the small sample size of both the IG and CG the 

PDQ-39, the reduction of hospital admissions or appointments would not have 

resulted in a statistically significant outcome. Therefore, the experimental 

designs were not used in this research study due to the small number of 

participants that could be recruited. 

The small sample size may have resulted in the potential risk of missing an 

actual effect (Type II beta error) or a change within each group. The calculated 

sample size for the experimental designs were 36 patients for each group (total 

of 72 patients), ‘to achieve a power of 80% and a level of significance of 5% 

(two-sided), for detecting a true difference in means between the test and the 

reference group of 2 units’ (Dhand and Khatkar 2014). However, the actual 

sample size for the study was restricted by the number of patients that could 

have attended the PD IDT clinics; which were initially estimated to be 24 

patients, where monthly clinics with 4 patients would be held over a 6-month 

period. The restriction was due to the study population having severe PD and 

complicated care needs. The initial PD IDT clinics highlighted that the patient 

population was unstable due to the severity of their condition, and therefore the 

likelihood of cancelling their appointments was high. This was reinforced by 

both the PDSN and physiotherapist who expressed that this was a common 

occurrence amongst patients with severe PD. It was therefore felt that the small 

sample size could not be justified for an RCT or PPT design and it would be 

unethical to collect QoL data knowing it was unlikely to show a significant 

difference. As a result, the only quantitative data collected was the number of 

clinical interventions and recommendations by each HCP in Part E. 

The quantitative data aimed to show the involvement of each HCP in the PD 

IDT clinic. During the PD IDT clinic it was not possible to observe each 
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recommendation that was made to PwPD. The principal investigator (PI) was 

also involved in the PD IDT clinic as the pharmacist; if the HCPs were aware 

that they were being observed, it may have influenced the number of 

interventions made during the PD IDT clinic. To reduce the observer effect 

(discussed further in the next section), the number of clinical interventions and 

recommendations were counted retrospectively from the letters to the patient’s 

GP or consultant. 

 

Justification for the qualitative research method used 

For Parts B, C and D, selecting the appropriate qualitative research 

methodology was important to ensure the research question was answered with 

scientific rigour. As a gap had been identified in the published literature on the 

roles of pharmacist in PD clinics, using methodologies to allow broad data 

collection from field research were considered. These were Grounded Theory 

(GT), ethnographic interviews, questionnaires and observations. 

 

Grounded Theory 

GT usually requires a sample size between 5 to 350 interviewees to reach a 

saturation point of data collection (Glaser and Strauss 1968; Bryman 2012). In 

other literature, Creswell (2014) has suggested a sample size of 20 to 30 

interviewees before a saturation point is achieved. If the participant sample size 

is too small, then an emerging theory may not develop. 

As described earlier, it was recognised that the sample size of participants for 

Part C was three HCPs and for Part D was up to 9 HCPs. The small number of 

participants meant GT was not a sufficient methodology to answer the research 

question. 

 

Ethnographic interviews 

Ethnographic interviews were also considered as a research methodology 

where all participants would be observed in their natural setting followed by an 

interview with the PI (Allen 2017). Due to the time constraints of the study 

period and the nature of the patient participants, this was deemed inappropriate 
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as it would have added an extra burden to patient and carer participants. As 

mentioned earlier the other dilemma of using ethnographic interviews in this 

study was that the pharmacist involved in the PD IDT was also the PI. Although, 

ethnographic interviews may have allowed interventions and interactions to be 

observed and shown how meaningful they were to participants; after careful 

consideration, they were deemed inappropriate due to time constraints and 

participant burden. 

 

Focus Group 

The aim of focus groups is to have a deeper understanding of a research 

participant’s perspective on the research topic under investigation. Focus 

groups allow participants to provide in-depth insights from their experiences that 

may not be published in existing literature. As with all data collection methods 

focus groups also have advantages and disadvantages.  

Focus groups have an advantage over individual interviews as a number of 

participants can be interviewed at the same time (Matthews and Kostelis 2019). 

They are useful when the interaction between different participants provokes an 

exchange of opinions to produce data and insights that would not be accessible 

without the interaction of participants (Babar 2015). Participants can build on 

each other’s opinions through “piggybacking” (Leung and Savithiri 2009) or 

“ping-pong exchanges” (Babar 2015) that provide a clear understanding of the 

overall experience. Hearing the responses of other participants can be 

beneficial and assist with determining themes within research (Matthews and 

Kostelis 2019). 

However, hearing responses from other participants may make some 

participants feel uncomfortable in sharing opposing views (Matthews and 

Kostelis 2019), and outspoken participants can “hijack” and dominate focus 

group discussions. Therefore, the facilitation of a focus group is critical and the 

quality of the discussion depends on the skill of the moderator (Leung and 

Savithiri 2009).  

The focus group should ideally be moderated by an experienced researcher 

who allows all participants to share their views (Matthews and Kostelis 2019). 

Moderation of a focus group includes: setting the agenda, facilitating discussion 
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and keeping the conversations on track (Jacobsen 2016). To ensure that focus 

group participants are able to interact and exchange opinions, it is 

recommended that such groups should include between six to ten participants. 

The focus group moderator interviews the focus group participants using 

unstructured or semi-structured questions or topic guides (Babar 2015).  

 

Interviewing 

Interviewing participants is a frequently applied method to collect qualitative 

data using structured, semi-structured or unstructured interviews. Structured 

interviews are pre-formulated before the interview takes place and the 

researcher will only ask the prepared questions and follow-up questions 

(Matthews and Kostelis 2019). Structured interviews therefore offer very little 

freedom by limiting the researcher’s ability to only ask questions in the original 

transcript (Alshenqeeti 2014). Semi-structured interviews are a flexible version 

of structured interviews allowing the researcher to follow-up questions 

depending on the participant’s response.  

Finally, unstructured interviews include a very limited number of pre-formulated 

questions that the researcher may use for reference. Although, in this type of 

interview, the researcher relies on the participant’s responses to direct the 

interview; therefore the researcher must be knowledgeable on the subject and 

be very skilful throughout the interview process (Matthews and Kostelis 2019). 

Unstructured interviews allow the researcher to follow up interesting insights 

and responses allowing the participants to elaborate on different issues 

(Alshenqeeti 2014).  

Overall, interviews can give rich data by allowing researchers to probe answers 

in-depth compared to using questionnaires or surveys (Alshenqeeti 2014). 

However, it can be time-consuming to conduct, analyse and transcribe multiple 

audio recordings. Additionally, interviews are never 100% anonymous and have 

a potential for researcher bias depending on the phrasing of questions. 

Researcher bias can be minimised when designing pre-formulated questions by 

avoiding leading questions and giving the participant an opportunity to clarify 

the points they have made (Alshenqeeti 2014). In order to minimise researcher 

bias, prewritten questions can also be piloted with other participants.  
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Interviews are also useful compared to focus groups, as they avoid the issue of 

participants “piggybacking” off one another’s ideas. Additionally, participants in 

focus groups may not feel comfortable to contribute openly should they have 

opposing views. 

 

Questionnaires 

Questionnaires are a form of self-reported data that may be acquired in person, 

telephone, mail or through the internet (Babar 2015). The self-reporting element 

allows a single researcher to collect a large number of participant responses 

within a shorter period of time. As result, this form of data collection is generally 

more cost-effective compared to interviews, focus groups or observational data 

(Babar 2015).  

However, the use of questionnaires has some disadvantages and limitations of 

their use. Questionnaires require thoughtful design consideration to determine 

appropriate open-ended and closed questions which need appropriate 

sampling, testing and validation (Matthews and Kostelis 2019). As a result, 

researchers may use predesigned questionnaires which have been tested and 

validated. In healthcare research this may be QoL questionnaires as described 

in Chapter 2; however, questionnaires are more suited to participants who are 

fluent in spoken and written communications. 

A participant’s level of literacy can prevent them from reading the questions 

themselves and they may require help from their carers who may then influence 

their response (Martinez-Martin et al. 2011). Some LTCs can also impact a 

participant’s ability to complete a self-reporting questionnaire, for example 

PwPD. Mental capacity and mental deterioration, ‘particularly in the case of 

moderate and severe dementia, may make the assessment unreliable or 

impossible and evaluations by proxy may not be accurate’ (Martinez-Martin et 

al. 2011). PwPD may also have limited ability to write clearly due to PD 

symptoms, blindness and poor vision. 

 

Observational study 

Observational study is the observation and description of a participant’s 

behaviour in their natural environment (Matthews and Kostelis 2019). There are 
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different approaches to qualitative observations which can depend on whether 

the researcher takes part in the activities being observed or not. The researcher 

could be “non-participatory” where the researcher is fully covert or visible but 

does not participate in the actions being observed; allowing the researcher to 

capture the behaviours of participants in their natural environment, without 

exerting any influence (Babar 2015). The other form of observational study is 

“participatory observations” where the researcher is fully engaged in taking part 

in the actions to be investigated. However, observing and being fully engaged in 

tasks is challenging and requires extensive training and skills to be executed 

successfully (Babar 2015).  

Observational study data can be collected by the researcher or through the use 

of audio or video recording (Matthews and Kostelis 2019). However, if 

participants know they are being observed, in non-participatory or participatory 

observations, they may display behaviours to meet the researcher’s 

expectations (McCambridge et al. 2014). This is known as the Hawthorne effect 

or observer effect which can be reduced by participants spending time with the 

researcher to get accustomed to their presence (Roethlisberger and Dickson 

2003; Mayo 2004; McCarney et al. 2007). 

Using observations, questionnaires and structured interviews may not have 

provided the in-depth views of patients, carers and HCP participants. Therefore, 

a focus group for Part B was selected to delve deeper into the opinions of 

patient and carer participants, and obtain a broader understanding of their 

views.  

Semi-structured interviews were selected for Part C and D to gather the 

descriptive data needed to answer the research question. Both focus groups 

and semi-structured interviews allowed participants to provide detailed accounts 

and opinions. They were also less prescriptive and allowed the researcher to 

delve deeper in meaning behind data. To analyse the qualitative data generated 

from the semi-structured interviews and the focus group, both Thematic 

Analysis (Clarke and Braun 2017) and The Framework Method (Ritchie et al. 

2014) were considered. 
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3.5 The Framework Method 

The Framework Method is not aligned with any of the traditional research 

methods and can be adapted for use with many qualitative approaches for 

generating themes (Ritchie et al. 2014). It has been used successfully in 

research for over 25 years and has become more popular in health research 

(Ritchie et al. 2014).  

The Framework Method is a variation of content analysis described by Ritchie 

and Spence (2002). It can be used for thematic analysis of interview transcripts 

and other text data, where it is important to compare and contrast data by 

themes across cases (Ritchie et al. 2014). The Framework Method is ideal for 

single participant interviews and focus group interviews allowing a systematic 

yet flexible approach without relying on sample size. The Framework Method is 

also ideal for researchers of varying experience who can easily generate 

emerging themes (Gale et al. 2013). 

 

The Framework Method was selected as the appropriate qualitative 

methodology as it could be used to answer specific questions, in a limited 

timeframe and in a predetermined sample population (Srivastava and Thomson 

2009). The Framework Method can be used for the management and analysis 

of qualitative data (Ritchie et al. 2014). It can be used for defining concepts, 

mapping the range, nature and dynamics of phenomena, creating typologies, 

finding associations between experiences and attitudes, seeking explanation 

and developing a new idea, theories or strategies (Ritchie et al. 2014). The 

interview transcripts can be analysed systematically while allowing links to the 

original data to remain intact, unlike Thematic Analysis. Bryman and Burgess 

(2002) described the key benefits of The Framework Method as: 

• Grounded/generative: as they are based on the original accounts of the 

observed people 

• Dynamic: open to change, addition and amendment 

• Systematic: allows methodical treatment of data 

• Comprehensive: allows a full review of the data collected 

• Enables easy retrieval: access to the original data 

• Allows between and within-case analysis 
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• Accessible to others: to process, interpretations derived from data can be 

viewed and judged by others and not just the primary analyst. 

The challenges with using The Framework Method are that it is time-

consuming, and resource-intensive (Gale et al. 2013). To ensure familiarity with 

the method, the PI attended a NatCen course (in December 2018) and is 

familiar with the data analysis method. The Framework Method was followed 

closely to facilitate the systematic analysis of qualitative data after it had been 

transcribed verbatim. The stages of the systematic approach are listed below 

(Bryman and Burgess 2002; Gale et al. 2013; Ritchie et al. 2014): 

1. Familiarisation of the data e.g. reading and re-reading transcripts of the 

data 

2. Identifying a thematic framework  

3. Indexing (identifies codes and start codes) 

4. Charting (examine codes/start codes and themes) 

5. Mapping and interpretation (address the key objectives of the study – 

provide a description, create typologies (case-based), create categories 

(theme-based), mapping linkages and develop explanations. 

Gale et al (2013) recommends that at least two researchers should 

independently index or code transcripts, and then meet to compare the indexing 

or coding. However, in this research study, as the research was part of the 

doctoral research studies, all the data was analysed by the PI alone. To 

minimise misinterpretations of the qualitative data, the indexing and coding 

were discussed with the PI’s research supervisors. The themes and subthemes 

were reviewed and re-reviewed by the PI three times. Then the themes and 

sub-themes were presented to research peers and supervisors who helped 

narrow the themes and sub themes further. Finally, the themes and subthemes 

were then concluded by the PI following feedback from the research 

supervisors. Figure 9 shows how the themes and subthemes that were 

generated were reviewed over five stages. 
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Figure 9: How the themes and sub-themes generated were reviewed over 
five stages 

 

 

  

1

• Familiarisation of the data

• Indexing (open coding) by PI on using post-it notes then on 
NVivo 12 (see Appendix 7)

• Charting (examine codes and themes)

• Developed a working analytical framework

2

• Coding revised by PI for the second time

• Codes and themes grouped together into categories

• Applied analytical framework, charting data using NVivo 12 
to transcripts from Part C (n=2) and D (n=2).

• Coding revised for the third time and framework applied to 
all data

3

• Themes and sub-themes presented at University of 
Bradford Medicines Optimisation Research Group (UoB 
MORG)

• Sub-themes and themes interpreted, discussed, renamed 
and grouped by PI

• Further mapping and interpretation of data by PI

4

• Interpretation of data presented to research supervisors for 
feedback (see Appendix 8)

• PI revised themes and subthemes following feedback and 
discussion

5

• Further research supervisors feedback received (see 
Appendix 9)

• Themes and sub-themes finalised by PI
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3.6 Summary of data collection methods 

As described earlier, the research question was addressed using a convergent 

mixed methods design. The study involved conducting the PD IDT clinics 

followed by collecting the qualitative and quantitative data for the study. The 

data was then used to inform the feasibility of incorporating such PD IDT clinics 

into routine patient care in the future. 

The primary objectives were addressed using a patient focus group and 

interviews with HCPs. The Framework Method was then used to analyse the 

qualitative data generated from the focus group and interview transcripts.  

The secondary objective was a simple count of the number of interventions 

generating the quantitative data for the study. Figure 8 shows an overview of 

the proposed research design and shows how the study was divided into five 

parts. Each of the five parts, Parts A to E, are summarised below and will then 

be described in detail throughout this chapter. 

 

Summary of Part A: Patients selected to attend the PD IDT 

Patient participants were recruited to attend the PD IDT clinic at WHCT 

outpatient clinic at a single site. After the PD IDT clinic, the PwPD had the 

opportunity to provide “patient experience data”.  

Collecting patient experience data is in line with standard practice at WHCT and 

is usually shared with service providers and the Trust. This “patient experience 

data” was anonymised and then included in the research study. Collecting 

patient experience data in Part A addressed the objective, whether patients and 

carers who attended the IDT clinic were satisfied with the new service (primary 

objective number 2).  

However, the focus group (Part B) allowed patients to provide more in-depth 

insights on whether they were satisfied with the service and the involvement of 

a pharmacist. 
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Summary of Part B: Patient and carer focus group 

All patients and carers who attended the PD IDT clinic had the opportunity to 

attend a focus group at the end of the study. In total, 4 patients and 3 carers 

attended the patient and carer focus group and the information from this group 

helped address the objective of whether patients and carers were satisfied with 

the new service and with the involvement of a pharmacist in the IDT (primary 

objective number 2 and 3). 

The duration of the single patient and carer focus group held after the study was 

1 hour and 38 minutes. The focus group was facilitated by the Trust Research 

Lead and held off WHCT premises. 

 

Summary of Part C: Interviews with HCPs involved in the PD IDT clinics 

The HCPs involved in the PD IDT clinics had the opportunity to participate in a 

single individual interview at the end of the study. The interviews were facilitated 

by the Trust’s Research Lead and all three interviews were conducted in one 

day. The semi-structured interviews lasted between 22 and 25 minutes with the 

OT, physiotherapist and PDSN. This information was used to determine the 

opinions of HCPs in respect of the involvement of a pharmacist in a PD IDT 

clinic (primary objective number 1). 

 

Summary of Part D: Interviews with HCPs that may participate in PD IDT 

clinics in the future 

The HCPs from other NHS Trusts that were not involved in any PD IDT clinics, 

but who were likely to be involved in similar clinics in the future, were 

interviewed once at the end of the study. The telephone interviews were 

conducted by the PI with three pharmacists, three PDSNs, one OT, one 

physiotherapist and one specialist consultant. The semi-structured interviews 

lasted between 12 minutes and 29 minutes. The information was also used to 

determine the opinions of HCPs regarding the involvement of a pharmacist in a 

PD IDT clinic (primary objective number 1). 
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Summary of Part E: Quantify the number of interventions made by each 

HCP 

The number of clinical recommendations (interventions) made by each HCP 

were collected from the patient's electronic medical records (Carenotes) at the 

end of the study. The data was collected from the records of all the patients who 

attended the PD IDT clinics. Only the number and types of interventions were 

analysed, and all other patient data excluded.  

 

The analysis of the interventions formed the main part of the quantitative 

research. This information was used to address the secondary outcome, which 

was to quantify the number of interventions made by the pharmacist and the 

other HCPs in the IDT clinic. The number of interventions aimed to show the 

input of each HCP in the PD IDT clinic. 
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3.7 Part A: Setting up PD IDT clinics 

The setting for the feasibility study was outpatient PD IDT clinics within WHCT. 

The outpatient clinics were held at a single site at Princess of Wales Community 

Hospital (POWCH). WHCT is the main provider of community and mental health 

services to approximately 595,000 people. 

 

Identifying HCPs for the PD IDT clinics 

The outpatient clinics were provided by WINRS who usually provide PD 

specialist services for patients in a community setting for WHCT. Initially, the 

total numbers of PwPD were identified on the WINRS caseload using the 

Trust’s electronic patient medical record database ‘Carenotes’. The total 

numbers of patients were 1,178 based across three geographical areas in 

Worcestershire. A different PDSN and rehabilitation team provided care in each 

geographical area which was divided up based on the Clinical Commissioning 

Group (CCG) locality. The three CCGs were: 1) Redditch and Bromsgrove CCG 

2) NHS Wyre Forest CCG and 3) South Worcestershire CCG. 

The WINRS team that provide PD services to Redditch and Bromsgrove CCG 

agreed to take part in the study. Overall, this PD team had consistent team 

members and PD services compared to the other two CCG areas. The team 

included a PDSN, physiotherapist and OT that had worked together previously, 

sharing the same patient caseload and were all based at POWCH. In addition to 

this, the pharmacist that was not based in the WINRS team also worked on the 

inpatient wards at POWCH. The consistency of the service was an advantage 

to the study as the HCPs involved in the PD IDT clinics were likely to remain 

consistent throughout the study. Based on the WINRS team workload, the team 

was able to commit to one monthly PD IDT clinic for six months for up to 4 

patients per half-day clinic. However, in reality, the data collection period was 

shortened due to availability of HCPs from 6 months to 4 months. After the 

study and attendance to the PD IDT clinics, the patients reverted to their 

standard care with the same WINRS team. 
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The HCPs involved in the PD IDT clinics 

The four HCPs involved in the clinic were a physiotherapist, OT, PDSN and a 

pharmacist. The breadth of knowledge and skills provided by these HCPs 

covered the needs of PwPD as discussed in Chapter 2. The PDSN led the 

clinics with ancillary support from the pharmacist, physiotherapist and the OT. 

The PD NICE guidelines (2017) recommend that a PDSN is the main point of 

contact for patients and this was reflected in the PD IDT clinics. The PD IDT 

clinics were designed based on relevant findings from the literature, which 

included: 

• A comprehensive patient assessment by the PDSN using the UPDRS 

assessment tool which includes a shared care plan (Goetz et al. 2008; 

White et al. 2009; NHS England 2015b). 

• An assessment of the patient’s full medical and drug history by the PDSN 

and the pharmacist, any recommendations and treatments were 

evidence-based (van der Marck et al. 2013b; Fleisher et al. 2018). 

• Any HCPs in the PD IDT can initiate any assessment or treatment 

thought to be appropriate based on their clinical speciality (van der Marck 

et al. 2013b).  

• Measurement of the patient’s sitting and standing blood pressure (BP) by 

the PDSN (Fleisher et al. 2018). 

• Development of an individualised shared care plan created with a 

consensus of all HCPs with the agreement of patient and/or carer (van 

der Marck et al. 2013b; Eggers et al. 2018; Fleisher et al. 2018) 

• The individualised shared care plan was recorded on the patient’s 

electronic medical records (NHS England 2015b). 

• Recommendations to other HCPs were communicated via a single letter 

detailing the actions from the PD IDT clinic. The letter also detailed any 

patient or carer concerns, full medication history and any other 

necessary information regarding patient care (NHS England 2015b).  

• The individualised shared care plan was followed up in an agreed time 

frame and revised according to individual patient needs in 6 to 12 months 

(van der Marck et al. 2013b; NICE 2017; Eggers et al. 2018).  
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Adapted UPDRS and inclusion of a shared care plan 

To enable shared decision-making and allow for collaborative care planning for 

PwPD as described in the IDT model earlier; the UPDRS (Goetz et al. 2008) 

was adjusted to include a shared care plan (SCP) (Goetz et al. 2008; NHS 

England 2014b). In normal care, the PDSN would use the original UPDRS 

(Goetz et al. 2008) to assess impairment and disability in PwPD. The ‘UPDRS-

SCP’ offered the same single assessment process as the UPDRS but included 

a separate section to document the health and social care agreed between 

HCPs and the patient (Goodwin et al. 2012; NHS England 2015b). The UPDRS-

SCP allowed HCPs to write shared decisions and their own recommendations 

based on their specialism as a PDSN, pharmacist, OT and physiotherapist (see 

Appendix 10). 

 

The UPDRS-SCP had a multifunctional purpose to assess PD progression, 

document the shared care plan and to direct conversation with the patient 

during the PD IDT. The information from the UPDRS-SCP was used to inform 

other HCPs of the share care plan and any medication concerns in a single 

GP/consultant letter, which may include referrals to the PDSN, OT or 

physiotherapist’s own clinics or to those of other HCPs. 

 

Format of the PD IDT clinics 

Overall, the format of the PD IDT clinics was robust but not restrictive and 

allowed flexibility for the individual HCPs to have an input based on their 

professional judgement. The format of the clinics also allowed a dialogue 

between HCPs, and between HCPs and patients/carers. The length of the PD 

IDT clinics was set at 40 minutes for patient contact time and 20 minutes 

immediately afterwards for HCPs to discuss recommendations. Duration of the 

clinics was determined by HCPs based on their experience in caring for PwPD 

and patient involvement in research design (discussed later in this chapter). 

As there was no guidance on the role of the pharmacist in the PD IDT clinic 

based on the literature search in Chapter 2, the findings on pharmacist roles in 

other MDTs helped outline the tasks and actions for the pharmacist to 

undertake. Table 13 provides an overview of the tasks and actions the 
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pharmacist completed before, during and after the PD IDT clinic. The 

pharmacist tasks before the PD IDT clinic included reading the patient’s case 

notes including any consultant, PDSN or other referral letters from Carenotes. 

The pharmacist accessed Summary Care Records (NHS Digital 2020) which is 

an electronic record of the patient’s medication created from the patient’s up-to-

date GP medical records. The Summary Care Record was used to support 

medicines reconciliation and used to conduct a holistic medication review 

(HMR).  

The HMR was based on the ‘Levels of Medication Review’ described in Room 

for review (Shaw et al. 2002) a guide to medication reviews. Before the PD IDT 

clinic, either a Level 1 (prescription) review or Level 2 (treatment) review was 

carried out. A Level 1 review is a technical review of a list of medication 

whereas a Level 2 (treatment) review is more in-depth and possible if a patient’s 

full notes are available.  

The review level was entirely dependent on the information available from the 

patient’s Carenotes and Summary Care Records. The HMR before the clinic 

was used to identify any inappropriate polypharmacy or anything that may 

require discussion with the patient during the PD IDT clinic. The HMRs were 

conducted by the pharmacist using the Medication Appropriateness Index (MAI) 

(Samsa et al. 1994) which is a systematic approach to identifying medication 

that may be prescribed inappropriately. The HMRs before the PD IDT clinic 

would usually take between 15 to 30 minutes per patient. Any queries were 

noted by the pharmacist and then discussed in the PD IDT clinic with HCPs 

and/or the patient. 
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Table 13: Tasks and actions completed by the pharmacist before, during 
and after the PD IDT clinic 

Stage of 
PD IDT 
clinic 

Pharmacist tasks and actions 

B
e
fo

re
 • Obtain patient consent to access Summary Care Records 

• Conduct HMR either day before the PD IDT clinic or during 
the clinic before the patient arrives. 

D
u

ri
n

g
 

Before patient arrives (10 minutes) 

• Remind the PDSN to ask the patient about any over-the-
counter (OTC) medicines or vitamins the patient may be 
taking. 

• Remind the PDSN to check with patient why they are taking 
certain medication that may not be obvious from Carenotes/ 
Summary Care Records. 

When patient is in the clinic (40 minutes) 

• HMR during the clinic if no Summary Care Records 
available or consent was not obtained at the time (10 
minutes – Level 1 review) 

• Use the ‘Patient-Centred Approach to Managing 
Polypharmacy’ (Barnett et al. 2016). Listen to the patient 
concerns and identifying any potential side effects the 
patient may be experiencing. 

• Clarify with patient the side effects they are experiencing. 

• During clinic answer any questions the patient and HCPs 
may have 

• Suggest changes with agreement with patient and PDSN 

When patient leaves (10 minutes) 

• Discuss the plan with all HCPs 

• Clarify with HCPs why they made certain choices 

• Give and take feedback on approach in the PD IDT clinic 

A
ft

e
r 

• Write an accurate medicines history on the patient’s 
GP/consultant letter 

• Ensure the pharmaceutical action plan accurately reflects 
the agreed plan from the PD IDT clinic 

 

During the PD IDT, before the patient arrived the pharmacist discussed any 

concerns with PDSN and discussed queries to be addressed with the patient as 

the PDSN was leading the PD IDT clinic. This approach followed the IDT Model 

where professional roles within the MDT are deliberately blurred with HCPs 

taking on specific responsibilities and roles on behalf of each other (NHS 

England 2014b). 
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The pharmacist used the ‘Patient-Centred Approach to Managing 

Polypharmacy’ (Barnett et al. 2016) when discussing medication concerns with 

the patient. The pharmacist listened to the patient responses, noting any overall 

goals relating to medication use or problems with adherence when the patient 

discussed concerns with the PDSN leading the clinic. The pharmacist delved 

deeper to clarify concerns and address them, as well as supporting with patient 

adherence and medicine information. The pharmacist’s suggestions were 

discussed with the patient and the PDSN then an agreed action plan was 

recorded on the UPDRS-SCP and subsequently on to the patient’s 

GP/consultant letter. 

After the patient left the PD IDT clinic, the pharmacist was involved in 

discussions to support staff knowledge relating to medicines. The pharmacist 

was also involved in ensuring an accurate list of patient’s medication was listed 

on the patient’s GP/consultant letter. The pharmacist also ensured that the 

pharmaceutical action plan accurately reflected the agreed plan from the PD 

IDT clinic from the pharmacist’s point of view. 

Sampling and sample size 

Purposive sampling was used to select patient participants for the study using 

inclusion and exclusion criteria (outlined on page 95). All patients on the 

caseload in Redditch and Bromsgrove CCG were initially assessed by the 

PDSN to determine the patient's HYS score. In total, 302 patients were 

excluded based on the inclusion/exclusion criteria. 

Consent from patient participants 

All eligible patient participants were initially approached with an invitation letter 

to participate in the study and obtain consent. The initial Invitation Letters 

(Appendix 11), Participant Information Sheets (Appendix 12) and Consent 

Forms (Appendix 13) were sent by the PDSN. See Figure 10 outlining the study 

design and recruitment in Part A. 

Consent was obtained in writing from each eligible patient participant by the 

PDSN. Patients were given two weeks to ensure they understood the purpose 

and nature of the research, and also had the opportunity to speak to the PI to 

ask further questions where needed. 
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Figure 10: Part A of the study design 
 

 

 

 

 

 

 

 

 

 

 

Patient participants attending the PD IDT clinics 

The patient caseload in Redditch and Bromsgrove CCG was 334 patients who 

were assessed for eligibility based on inclusion and exclusion criteria (outlined 

below) by the PDSN. All eligible patients were sent an invitation letter to 

participate in the study and obtain consent. The recruited patient participants 

were then invited to attend a single PD IDT clinic and were reviewed by the IDT. 

The Trust’s Patient Experience Lead aimed to collect feedback from all patient 

participants before and after the PD IDT clinics using the NHS Friends and 

Family Test (FFT) (Cain 2013). 

Inclusion and exclusion criteria 

All 334 patients records were assessed manually using the HYS (1967) by the 

PDSN. All patients with a HYS score of 3 to 4 and who met the remaining 

inclusion and exclusion criteria (Table 14) were included in the study. All PwPD 

with a HYS of 1 to 2 (not complex) and those with a HYS of 5 (confined to bed 

or wheelchair) were excluded due to lack of OT and physiotherapy rehabilitation 

potential. 

The eligible patients were estimated to be approximately 100 patients based on 

WINRS estimates initially, but following a HYS assessment were in fact 32 

patients. There was no exclusion based on age, gender, ethnicity, social 
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Letter sent to 
patient’s GP/ 
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background, or the time the disease was diagnosed. Figure 10 shows the initial 

part of the study design where patients were selected to attend the PD IDT 

clinics. 

 

Table 14: Inclusion and exclusion criteria for Part A 

Inclusion criteria 

 

Exclusion criteria 

 

• Patients who are already known to 

the WINRS will be eligible for the 

study.  

• Patients with idiopathic PD 

• Patients from GPs based in 

Redditch and Bromsgrove CCG 

• Patients HYS score of 3 to 4  

• Patients aged 18 years or over 

(adults) 

 

• Patients who have other types of 

PD and parkinsonism  

• Patients from NHS South 

Worcestershire CCG, NHS Wyre 

Forest CCG 

• Patients achieving a HYS score of 

1 to 2 or 5 

• Patients with learning disabilities  

• Patients who do not have the 

capacity to consent 

• Patients who are unwilling to 

participate 

• Patients unable to communicate in 

English  

 

Clinical reviews, assessment and advice in the PD IDT clinics 

Patient participants attended the PD IDT clinic with the PDSN, physiotherapist, 

OT and pharmacist. Each clinic appointment was up to 60 minutes to review, 

assess and advise on the current PD treatment. The IDT collectively reviewed 

the patient’s current PD treatment and devised a single collaborative care plan 

using the UPDRS-SCP (Appendix 10). After the PD IDT clinic, the patient and 

their consultant/GP (or other relevant HCPs) received the single care plan 

outlined on a referral letter. All the actions on the care plan were agreed with 

the patient based on their individual needs. The HCPs in the PD IDT clinic 

made appointments with the patient as needed for a further follow-up, and these 

follow-up appointments were with the individual HCPs only. This included either 

attendance to rehabilitation clinics, home visits or follow-up phone calls. The 
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clinical interventions and letters were recorded on Carenotes and used later in 

Part E of the research study. 

Data collection and analysis of patient participant feedback  

Patient participants were given the opportunity to provide feedback to the 

Trust’s Patient Experience Lead using the NHS Friends and Family Test (FFT) 

(see Appendix 14) before and after the PD IDT clinics (Cain 2013). However, no 

patients provided feedback on the FFT before the PD IDT clinic. The NHS FFT 

was re-sent to seven patients that were unable to attend the patient/carer focus 

group (Part B) on 28th January 2020. Resending the NHS FFT allowed for an 

opportunity for all the patients that attended the PD IDT clinics to provide 

feedback. The NHS FFT data was collected between 24th January 2020 and 

14th February 2020. 

The FFT asked simple questions such as ‘How likely are you to recommend our 

service to friends and family if they needed similar care or treatment?’ They 

could then rank the service from "extremely likely" to "extremely unlikely". The 

patient participants also had the opportunity to explain their ranking by adding 

written feedback. However, FFT could be biased especially in retrospective 

evaluations as patient’s memory of the care received may be completely 

different to the actual care they received (Bahgat et al. 2015). Additionally, 

patient satisfaction with the service received does not necessarily correlate with 

the standard of treatment experienced (Bahgat et al. 2015). The effectiveness 

of the FFT on improving service quality is unclear and provides little additional 

insights into service delivery (Manacorda et al. 2017). However, as the FFT is 

the NHS and Trust preferred patient experience tool it was used in this research 

study. 

At the end of the study, the anonymised FFT data was used to ensure all 

patient participants had the opportunity to provide feedback. This information 

would partly address the objective; whether patients and carers who attended 

the IDT clinic were satisfied with the new service compared to their standard 

care. The focus group (Part B) allowed selected patients to provide further in-

depth insights into their experience of the PD IDT clinics, as discussed later in 

this chapter. The data from the FFT data was collated together and analysed at 

the end of the study using descriptive statistics. 
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3.8 Part B: Patient and carer focus group 

Patient participant selection, identification, recruitment and consent 

All of the patients recruited for Part A had the opportunity to attend the patient 

and carer focus group at the end of the study. Patients were given the choice to 

invite their carer who attended the PD IDT clinic to the focus group. The 

patient’s carers are usually family members who provide informal care such as 

physical and emotional support to PwPD (McLaughlin et al. 2010; Razali et al. 

2011). During the focus group, the carers provided support to patients but also 

had an important role in sharing their views on PD services from their 

perspective.  

The patient and carer focus group included at total of 7 participants (4 patients 

and 3 carers). Focus groups usually include 5 to 10 participants (Leung and 

Savithiri 2009; Krueger 2014). Consent to attend the focus group was obtained 

by the PDSN in Part A. Patients and carers who opted to attend the focus group 

were sent another letter detailing the time and place for the focus group 

(Appendix 15). Patients and their carers were contacted to attend the single 

focus group on 28th January 2020 at local hotel conference room (non-Trust 

premises) as recommended by HRA and HCRW Ethical Review Committee. 

Inclusion exclusion criteria 

The inclusion and exclusion criteria for the focus group are outlined in Table 15. 

 

Table 15: Inclusion and exclusion criteria for Part B 

Inclusion criteria Exclusion criteria 

• Must have attended the PD IDT 

clinics 

• Patients who have not attended 

the PD IDT clinic  

• Patients who cannot attend the 

focus group date 

 

Data collection and analysis 

The patient and carer focus group was audio-recorded then later transcribed 

verbatim by the PI. The focus group was moderated by an experienced WHCT 

Research Lead. Semi-structured questions and prompts (see Appendix 16) 

were used to ensure the discussion was constructive and to the depth that 
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provided sufficient insight. Semi-structured questions and prompts are routinely 

used in focus groups. The transcript from the focus group were later analysed 

by the PI using The Framework Method as described earlier. 

 

Pilot focus group 

The semi-structured interview questions (topic guide) outlined in Appendix 16 

was initially reviewed by WHCT Research Lead. To avoid contamination of the 

patient participants in the main focus group, a lay person was then used to 

review the topic guide, rather than a PD patient. Minor amendments were made 

to the wording of questions and the use of medical terminology and 

abbreviations was minimised. 
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3.9 Part C: Interviews with HCPs involved in the PD IDT clinics 

Sample size, participant selection, identification, recruitment and consent 

Purposeful sampling was used to select HCP participants for interviews in Part 

C. The HCP participants had already been identified as they were actively 

involved in the PD IDT clinics; all participants were invited for an interview. The 

Invitation Letters (Appendix 17), Participant Information Sheets (Appendix 18) 

and Consent Forms (Appendix 19) were sent by the PI. 

The interviews of HCPs involved in the PD IDT clinics were conducted by a 

WHCT researcher. This allowed the HCPs to talk openly and freely about the 

pharmacist’s role in the IDT clinic. If the PI, who was also the pharmacist in the 

PD IDT clinic, interviewed the HCPs, this could have introduced bias. Using the 

Trust researcher helped minimise bias as they were not involved in PD IDT 

clinics and were not pharmacists. 

 

Inclusion exclusion criteria 

The inclusion and exclusion criteria are outlined in Table 16. Only 3 of the HCPs 

involved in the PD IDT clinic were interviewed: the PDSN, the physiotherapist 

and the OT. The pharmacist involved in the PD IDT clinics was not interviewed. 

The pharmacist involved in the study is also the PI and so any data collected 

from the pharmacist had the potential of being biased. 

 

Table 16: Inclusion and exclusion criteria for Part C 

Inclusion criteria Exclusion criteria 

HCPs involved in the PD IDT clinics 

at WHCT: 

• PDSN (n =1) 

• Occupational Therapist (n =1) 

• Physiotherapist (n =1) 

• Pharmacist involved in the PD IDT 

clinics at WHCT 

• Any other HCPs not involved in 

the PD IDT clinics at WHCT 
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Data collection 

Each interview aimed to last between 30 and 40 minutes to facilitate completion 

of all interviews in a single day. Completing all the interviews in one day 

avoided any contamination of data i.e. this minimised the risk of HCPs speaking 

to one another and minimised bias. The interview duration also took into 

account time resources (for both conducting interviews and analysing interview 

data) (Rowley 2012). Interviewing for longer than 40 minutes could impact the 

ability of the interviewer and interviewee to sustain effectiveness (Rowley 2012). 

The aim of these interviews was to determine the HCPs opinions on the 

involvement of a pharmacist in the IDT clinic. The interviews were conducted by 

a WHCT researcher using semi-structured interview questions (see topic guide 

in Appendix 20). The interviews were audio-recorded then transcribed verbatim 

by the PI. 

 

Pilot interviews 

The semi-structured interview questions were not piloted before commencing 

the interviews with HCPs in Part C but were thoroughly reviewed by the PI and 

research supervisors for appropriateness and interpretation issues. If the topic 

guide were piloted on the HCPs involved in the study, then it could have 

potentially contaminated the data. If other HCPs, who were not involved in the 

PD IDT clinics, were used for the pilot, they would not have been able to answer 

the questions fully. 
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3.10 Part D: Interviews with HCPs that may participate in PD IDT clinics in 

the future 

Sample size, participant selection, identification, recruitment and consent 

The sampling of participants for these interviews was purposive of six different 

groups of HCPs. A purposeful sampling strategy ensured that HCPs who were 

likely to be involved in PD IDT clinics in the future were included. However, the 

participants sampled had not been involved in the PD IDT clinics at WHCT. 

The participants were identified from the ‘UK Parkinson’s Excellence Network’ 

(2018) which included HCPs from a number of disciplines. They were initially 

contacted by email once identified and received Invitation Letters (Appendix 

17), Participant Information Sheets (Appendix 18) and Consent Forms 

(Appendix 19) which were sent via email by the PI. The participants were 

broadly from 5 different groups of HCPs but it was essential to include 

pharmacists and PDSNs. 

No responses were received from any psychologists contacted through the ‘UK 

Parkinson’s Excellence Network’. In total, the sample size was 9 participants 

with three pharmacists, three PDSNs, one OT, one physiotherapist and one 

specialist consultant. The sample size and participants represented a broad 

view of the HCPs likely to be involved in PD IDT clinics. It was essential to 

include more pharmacists as they are ideally placed to identify what their roles 

would be in a PD IDT clinic. Including PDSNs was also essential as they would 

lead the PD IDT clinics and are the HCP that may benefit the most from the 

presence of a pharmacist. 

The PD IDT clinics had already started by the time the study had begun, so it 

was not possible to interview HCPs involved in the clinic at baseline. The HCPs 

involved in the PD IDT clinics already knew the pharmacist involved; therefore 

there may have been some biases about working with the pharmacist and it 

would not be appropriate to interview them at this point. Consequently, different 

HCPs, who had not been involved in the PD IDT clinics, were interviewed to 

determine their opinions on the involvement of a pharmacist in PD IDT clinics in 

the future.  
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Interviewing HCPs working in an NHS Trust (secondary care) that have some 

understanding of MDT/IDT clinics was deemed to be better than interviewing 

HCPs who work in other areas such as primary care.  

 

Inclusion exclusion criteria 

A breadth of different HCPs was needed to participate in the interviews in Part 

D. The aim of the interviews was to determine opinions on the involvement of a 

pharmacist in the IDT clinic in the future. Some HCPs were classed as essential 

(see Table 17) as they may have a different, unique or important perspective on 

the study question and their presence should be ensured (Robinson 2014). 

Table 17 outlines the inclusion and exclusion criteria for Part D interviews. 

 

Table 17: Inclusion and exclusion criteria for Part D 

Inclusion criteria Exclusion Criteria 

• Staff groups who are likely to be 

involved in PD MDT or IDT clinic 

in the future (number is the target 

number for inclusion) 

• Essential: 

o PDSN (n= 2 to 3) 

o Pharmacist (n= 2 to 3) 

• Non-essential: 

o OT (n=1) 

o Physiotherapist (n=1) 

o Psychologist (n=1) 

o Specialist Consultant (n=1) 

• Staff must work for an NHS Trust  

• Have some experience or 

knowledge of what is involved in 

an MDT clinic  

• Exclude staff currently involved in 

the PD IDT clinic at WHCT 

• Exclude HCP who do not work for 

NHS Trusts 

 

 

Data collection 

The semi-structured interviews were conducted via a telephone call at the end 

of the study in Part D. The interviews lasted between 12 and 29 minutes and 

were conducted between 14th January 2020 and 11th February 2020 at times 

convenient to the participants. The interviews were conducted by the PI using 
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semi-structured interview questions (see topic guide in Appendix 21). The 

interviews were audio-recorded then transcribed verbatim by the PI. 

 

Pilot interviews 

The semi-structured interview questions were piloted with two HCPs involved in 

MDTs in other LTCs before commencing the interviews and then reviewed by 

the PI. Minor amendments were made to the wording of questions to avoid 

misinterpretation. 
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3.11 Part E: Quantify the number of interventions made by each HCP 

Sample size, participant selection, identification, recruitment and consent 

The GP/consultant referral letters (see Appendix 22) which included a summary 

of the UPDRS-SCP of all patients who attended the PD MDT were screened. 

The patient records were easily identifiable as the patients had previously 

attended the PD IDT clinics (Part A of study). In total 11 letters were screened 

for interventions by HCPs in the PD IDT clinics. The GP/consultant referral 

letters were available on Carenotes. 

 

Method of data analysis 

The number of clinical interventions and recommendations made by each HCP 

was recorded. The number of interventions per HCP was represented in a 

simple table and graph. 

 

Patient and public involvement 

NHS NIHR INVOLVE defines public involvement in research as ‘being carried 

out ‘with’ or ‘by’ members of the public rather than ‘to’, ‘about’ or ‘for’ them’ 

(Hayes et al. 2012: 6). The term ‘public’ include patients, potential patients, 

carers and organisations that represent patients (Hayes et al. 2012). Patient 

and public involvement (PPI) is more effective when people with the lived 

experience of the condition being studied are involved as research partners 

(Boivin et al. 2018). Patients and the public are viewed as ‘experience based 

experts’ who contribute their knowledge that is complementary to that of HCPs 

and researchers (Boivin et al. 2018).  

PPI can improve the quality of the research by using language and content that 

patients can understand, and can also make the research more relevant by 

helping to reshape and clarify the research. In this research study, patients 

were actively involved in the initial design phase of the PD IDT clinics. Patients 

provided insights on what would benefit them the most from the clinics, how 

they should operate and the clinical areas that should be reviewed.  
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The PD IDT clinics were discussed with PwPD who attended other WINRS 

‘New Patient Group’ by the PI and the PDSN. Advice was sought from the local 

Parkinson’s UK representative to ensure the PD IDT clinics would meet the 

needs of PwPD. Letters, consent forms and information sheets were shared 

with the Trust Researchers, the Trust’s patient engagement lead and the 

patients to ensure they were suitable for patients to read. After obtaining 

feedback from public, they preferred the term “Complex Multi-Professional 

Review Clinic” over PD IDT Clinic or Parkinson’s Interdisciplinary Clinic. 

Patient’s felt that the wording was more understandable and thus the PD IDT 

clinic was referred to as the “Complex Multi-Professional Review Clinic” on 

initial patient correspondence. Advice and guidance were also provided by the 

reviewers during the Integrated Research Application System (IRAS) 

application on patient information leaflets and consent forms. 

 

3.12 Ethical considerations  

The research study aimed to minimise potential risks to research participants 

and researchers during the different stages of the study. Research studies 

usually take ethical considerations into account at all stages including planning, 

implementation, reporting and dissemination (Babar 2015). This research study 

aimed to ensure that all legal and ethical standards were met by gaining ethical 

approval through IRAS in addition to the University of Bradford. 

HRA & HCRW Approval was issued and the Research Ethics Committee issued 

a favourable opinion with conditions on 12 December 2019 (see Appendix 23 

and 24). See Appendix 25 for the University of Bradford Committee for Ethics in 

Research application form. 

During the planning phase of the research, patient intrusion and inconvenience 

was minimised by ensuring that the patients attending the PD IDT clinic, would 

only attend once for a single appointment up to 40 minutes. Patients had a 

choice of convenient dates and times for their appointment based on availability 

over the data collection period. Patient's carers were actively encouraged to 

attend the PD IDT clinics if patients needed any support. If the carers attended 

the PD IDT clinic they were also encouraged to attend the patient and carer 
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focus group. Intrusion or inconvenience for HCP participants was minimised by 

ensuring that HCPs who agreed to partake in the interviews had the choice of 

the time of day they wanted have their interview.  

The WHCT Research Lead was consulted early in the planning phase to ensure 

all the ethical considerations were taken before commencing the study. The 

interviews of HCPs involved in the PD IDT clinics were conducted by a WHCT 

researcher. This allowed the HCPs to talk openly and freely about the 

pharmacist’s role in the IDT clinic. The focus group was originally planned to 

take place on WHCT premises with the Trust research and the PI (also the 

pharmacist in the PD IDT clinic). However, HRA & HCRW recommended that 

the patient focus group should be conducted by WHCT researcher in non-Trust 

premises. HRA & HCRW committee felt that including any HCP who was 

involved in the PD IDT clinic may impact the relation between patients and 

HCPs. In a telephone meeting HRA & HCRW committee felt that a neutral 

location in a non-clinical setting would allow participants to talk more freely 

about the services they have received minimising bias. The changes suggested 

by HRA & HCRW were followed (see Appendix 26 and 27) and the study design 

changed. 

Patient’s electronic medical records held by WHCT on Carenotes were used to 

identify potential participants and were the only source of personal identifiable 

information. Carenotes was only accessed by the member of the patient's 

existing clinical care team to identify potential participants without explicit 

consent. The patient's existing PDSN identified suitable participants and made 

the initial approach to patients to participate in the research study. The WHCT’s 

guidance on General Data Protection Regulations (GDPR) was always followed 

to ensure safeguards were in place so that data was processed securely, 

accurately and in accordance with Data Protection Act principles. Additionally, 

NHS Code of Confidentiality was followed to ensure confidentiality of personal 

data. Patient data and medical records were only accessed on encrypted 

WHCT computers and permission was gained from study participants to access 

medical records from Summary Care Records. 

All physical data (tapes, hard drives, paper notes etc.) were stored on WHCT 

premises, in a locked secure cupboard with restricted access available to PI 
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only. Electronic data was stored on WHCT encrypted servers, only accessible 

by the researcher and clinicians via WHCT password protected desktop 

computers. The data for analysis was stored on NVivo 12 for Windows (QSR 

International 2020) and all data was anonymised before analysis.  

The data retention period was extended longer than 12 months to 3 years on 

the IRAS application. The extended time period for data storage to over 3 years, 

will enable data to be retained until completion of the thesis and corrections 

post-viva, plus time for publication of findings. However, the data will be stored 

no longer than 2 years past completion of the DPharm thesis. These plans are 

in line with GDPR and were subsequently approved by the Ethical Review 

Committees HRA and HCRW. 
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Chapter 4: Results 

4.1 Introduction to chapter 

The overall aim of the study was to achieve an understanding of the role of a 

pharmacist in a PD IDT clinic. To meet this aim data was collected from five 

different sources (Parts A to E). See Table 18 for a summary of the data 

collection points. 

The primary objective of the study was to understand the opinions of HCPs, 

patients and carers on the involvement of a pharmacist in a PD IDT clinic; and 

subsequently determine whether patients and carers were satisfied with the PD 

IDT clinic compared to their normal care. 

The secondary objective was to quantify the number of interventions made by 

the pharmacist and the other HCPs in the PD IDT clinic. 

 

Table 18: Summary of the five different data collection points (Part A to E) 
with the data type and number of participants 

Data 

collection 

point 

Summary of the data 

collection 

Data type Number of 

participants 

Part A NHS Friends and Family Test 

(FFT) after the PD IDT clinic 

 

 

Qualitative 

and 

quantitative 

3 

Part B Patient and carer focus group 

 

 

Qualitative 7 

Part C Interviews with HCPs involved in 

pilot PD IDT clinics 

 

Qualitative 3 

Part D Interviews with HCPs that may 

participate in PD IDT clinics in 

the future 

 

Qualitative 9 

Part E Number of interventions made by 

each HCP from the 

GP/consultant referral letters 

recorded on the electronic 

patient records during the PD 

IDT clinics 

Quantitative 11 
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4.2 Part A: NHS Friends and Family Test (FFT) 

The aim of the FFT was to give patients an opportunity to provide feedback on 

the PD IDT clinic; all 11 patients attending the PD IDT clinic were eligible to 

complete it. The Trust’s Patient Experience Lead aimed to collect feedback from 

all patients both before and after the PD IDT clinics; however the response rate 

of completing and returning the FFT was poor in both instances. The number of 

PwPD attending the PD IDT clinic was lower than expected (n=11) over the 

data collection period. The data collection period was also shortened from 6 

months to 4 months due to the availability of HCPs. 

The NHS FFT was resent to all patients following the initial poor response rate 

and data was collected between 24th January 2020 and 14th February 2020. 

During this period 3 out of 11 patients returned the NHS FFT and the results 

presented in Part A are from three patients. Transcription coding for Part A is as 

follows: ‘AyPx’ where, A = Part A, y = FFT open question, Px = patient 

participant number 1 to 3. 

The NHS FFT data showed that the demography of the patients were 1 female 

patient (33%) and 2 male patients (67%); all three patients were aged between 

75 and 84 years old and identified themselves as White (Caucasian).  

The patients were asked to review the service they had recently accessed using 

one closed question and three open questions (see Appendix 14 for FFT). 

Patients were asked “How likely are you to recommend the service (PD IDT 

clinics) to friends and family if the needed similar care or treatment?” and 

responded using a six point Likert scale ranging from ‘don’t know’ to ‘extremely 

likely’. All three patients rated that they were ‘Likely’ to recommend the PD IDT 

clinic.  

The three open questions on the NHS FFT to patients were: 

1. We would like you to think about your most recent experience of the 

service you have accessed. What was good about your visit? 

2. What would have made your visit better?  

3. After rating the service using the Likert scale (described above), patients 

were asked ‘Please tell us why you have given that answer’. 
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All three patients gave positive feedback of their experience from the PD IDT 

clinic and could see the value in the clinic. Patients appreciated the advice 

HCPs gave in the clinic and having the opportunity to voice their concerns.  

 

“The helpfulness of the staff” – A1P1 

 

“Good advice given and being listened to” – A3P2 

 

One patient thought the PD IDT clinic was an improvement from the current PD 

service as they had access to the wider MDT specialists in one clinic. 

 

“[A benefit was] the fact the specialist support groups were represented…It 

appeared to be a good idea, to have all the specialisms at the same 

appointment” – A1P3 

 

“It seemed to be an honest attempt to improve the value of these clinics” – 

A3P3 

 

However, some patients considered the practical aspects of attending the PD 

IDT clinic challenging. One patient felt his appointment could have been 

improved if he had better access to parking.  

 

“The access and space of car parking” – A2P1 

 

4.3 Part B: Patient and carer focus group 

The next element of the study aimed to understand whether patients and carers 

who attended the PD IDT clinics were satisfied with the new PD IDT clinic 

compared to their normal care. The focus group also aimed to understand 

whether patients and carers were satisfied with the involvement of a pharmacist 

in the new PD IDT clinic. 

Qualitative data was collected in a focus group (Part B) on 28th January 2020 

and the focus group lasted 1 hour and 38 minutes. The Trust’s Research Lead 

facilitated the patient focus group using a topic guide (see Appendix 16). The 
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focus group was attended by 4 patients and 3 carers, all of whom had 

previously attended the PD IDT clinics. Patients and carers discussed various 

aspects of care provided throughout their PD journey; however, key areas of 

importance were derived from the deliberations. The three key areas of focus 

were: 

1) Patient views of their current PD service 

2) The services patients would like in an optimal PD IDT clinic 

3) Patient views of the new PD IDT clinic they attended 

Figure 11 shows the key themes and sub-themes generated from the 

framework analysis of the focus group. Transcription coding for Part B is as 

follows: ‘BPx or BCx’ where, B = Part B, P = patient or C = Carer and x = 

participant number 1 to 4 e.g. ‘BC2’ = Part B, carer 2 and ‘BP2’ = Part B, patient 

2. Participant numbers we allocated based on the order of quotations. 
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Figure 11: Themes and sub-themes from Part B of the data collection 
schedule 

 

4.3.1 Views of their current PD service 

Patient and carers had concerns regarding the current PD services that were 

being provided by two different Trusts working together. Worcestershire Acute 

Trust provided all medical consultant services and WHCT provided access to all 

other allied HCPs. Patients found accessing the current PD services from both 

Trusts challenging and believed that they lacked involvement in their own care. 

Accessing current services 

The patients in the focus group found it challenging to book an appointment with 

a medical consultant and expressed how their medical consultants did not 

remain in post long-term; therefore resulting in appointments not being followed 

up due to frequently-changing consultants. Patients also found they had to 

Part B: Focus Group

Views of their current 
PD service

Accessing current 
services

Lack of patient 
involvement in their 

own care

An optimal PD IDT 
clinic

Access to specialist 
HCPs with 

knowledge of PD

Medication review 
and medication 

advice

Physiotherapy 
assessment and 

referral

Assessment of day-
to-day activities and 

provide adaptive 
technology

Views on the new PD 
IDT clinic

Liked the holistic 
review by HCPs

Improved patient 
involvement in their 

own care
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chase up appointments themselves and these were occasionally cancelled by 

the Trust. 

 

“They’ve swapped me over to another consultant... It’s supposed to be six 

months and I rang up once already, this was in September. March, I’m 

supposed to go back again and it’s now January, and I still haven’t heard 

anything.” – BP3 

 

“Well, I saw him in August and he wanted to see me in four months, and I 

haven’t heard a dicky bird since. The one before my August meeting was 18 

months, they cancelled it three times.” – BP2 

 

 “My next appointment was also put back seven months” – BP4 

 

When patients did manage to have an appointment with a consultant it was 

usually a short appointment for approximately 10 minutes.  

 

“I fully understand they’ve got ten minutes in six months….But it’s like gold dust, 

ten minutes with him, isn’t it?” – BP2 

 

Patients discussed how accessing their PDSN as part of their normal care from 

WHCT was challenging. The main concern focussed on accessing PD services 

by telephone, and patients found it frustrating when they were not able to speak 

to someone to discuss their problems and concerns. The patients also found 

the answering machine message options too confusing when the PDSN were 

not available. They discussed how they would prefer a simpler and easier to 

understand answering machine message. The patients in the focus group 

acknowledged that the availability of the PDSN was dependent upon their 

working days but expressed they would prefer if the PDSN was available 

throughout the week. 

 

 “…when [the answering machine] answers, you don’t really know which bit 

applies to you. There’s three choices, I think, isn’t there? Yes, and one says you 

can’t leave it between certain times, that’s frustrating. You look at the clock and 

its ten minutes past that certain time and then you’ve got to wait from 
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Wednesday to the following Tuesday to leave a message, but you get no reply.” 

– BP1 

 

And another patient said, 

 

 “It’s obviously stretched beyond sensibility and of course the Parkinson’s 

nurses are terribly overworked because trying to get hold of one of them, you’ve 

only got little window of [opportunity] and then you feel a bit of nuisance ringing 

up. It’s quite frustrating, especially when you ring up three or four times…The 

two-hour slots, what is it, Tuesday, Wednesday, and Thursday? I’m afraid 

Parkinson’s happens, Monday, Tuesday, Wednesday, Thursday, Friday, 

Saturday, and Sunday.” – BP2 

 

Patients further described the frustration of not being able to obtain advice and 

support when it was required. Patient BP1 also found accessing PD services by 

telephone challenging and tried a different approach by sending a letter but 

received no reply. 

 

 “It’s very frustrating when you can’t get hold of any of them, isn’t it? Because 

you wouldn’t do that unless you had a problem that you wanted dealt with and 

you can’t get a reply anywhere” – BP2 

 

 “……I give up actually phoning the Parkinson’s line. I actually wrote a letter, I’d 

forgotten that but I’ve never had a response from it at all, to the Parkinson’s 

nurse. I can’t even remember what it was about now, but I thought, well if I 

write, I might get a reply, whereas the phone, you just get nothing at all.” – BP1 

 

Lack of patient involvement in their own care 

The patients in the focus group expressed that they were not always involved in 

decision-making during their normal care, and that their involvement in their 

care varied between consultants with their concerns sometimes not being 

addressed. 
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“I had a situation a few months back where we kept telling the [Parkinson’s] 

nurse and the specialist that I was going on a downhill slope, and the answer 

was, well, no, you can’t be, because Parkinson’s doesn’t go that fast….When 

you say, well, I feel worse than I did before, there’s no answer. [The consultant] 

said, that’s what you’re getting, and that’s what you need…And there’s this, sort 

of air of superiority where… These [patients], they don’t know what they’re 

talking about…” – BP2 

 

 “I’ve had a wonderful consultant to start with…then I had one that didn’t look at 

me and never mentioned my name. Then the next one I’ve had, which I saw the 

last time, was lovely and he was very chatty. I felt that he cared but the previous 

one, I might as well have not been there.” – BP1 

 

Some patients attempted to be involved in their own care in various ways, 

including writing a ‘symptoms timesheet’ which helped them keep track of their 

condition. However, during consultant appointments the information was 

typically ignored resulting in the patient feeling alienated. 

 

“Every time I had an appointment with the consultant, I used to write out a 

timesheet, of all the things that had happened or was happening….. you go in 

and say, I hope you don’t mind, I’ve prepared that sheet, scan read and save 

you time. I know you’re under pressure. He put it to one side and then he’d 

leave it to one side without having read it. He might as well just say, you haven’t 

a clue what you’re talking about, shut up and do as you’re told.” – BP2 

 

Patient BP2 also discussed that on the occasions where he was involved in the 

decision-making of his own care with the PDSN, the consultant appeared 

unhappy with the adjustments made to his medication.  

  

“I’ve got the feeling the consultant wasn’t too impressed with the [Parkinson’s] 

nurse having made that change for me at my request. I get the feeling the 

consultant didn’t like anyone making changes or doing anything that might well 

be within their remit, because there is definitely a bit of bad feeling, wasn’t 

there, about that change she made” – BP2 
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Some of the patients also voiced their lack of involvement in their own care 

when they were admitted to an acute hospital. Patient BP2 and his carer BC1 

outlined the challenges they faced when patients expressed their desire to self-

administrator their own PD medication. The focus group participants believed 

that enabling PwPD to be involved in their own care would also enable patients 

to take their PD medication on time. 

 

“[The nurses] want to administer them. When do they start administering drugs? 

Nine o’clock in the morning I said, it’s no good. I take my first one at six o’clock 

in the morning. [The nurses said], “You can’t have that, you can’t self-administer 

drugs”. I said, god, I do it every day. [The nurses] just didn’t seem to understand 

the necessity of timing your doses. There’s no knowledge whatsoever.” – BP2 

 

However, another patient expressed how the nurses at the same acute hospital 

in fact allowed her to self-administrator all of her Parkinson’s medication. 

 

“I was kept in overnight once… and, the nurse said, have you got your pills with 

you, which I’ve always got. And she said, well, I’ll just let you take them when, 

you [need them] it’s fine.” – BP1 

 

4.3.2 An optimal PD IDT clinic 

The patients and carers were asked to describe their optimal or ideal PD IDT 

clinic, taking into consideration the HCPs they would like to include and the 

outcomes of the clinic. The focus group participants were not provided with any 

additional guidance on an ideal PD IDT clinic. Their views were based on their 

own personal experiences through both their normal care and the PD IDT clinic 

they attended.  

Patients took turns to describe aspects of their ideal clinic and these aspects 

were either confirmed by others patients who were in agreement, or challenged 

with opposing views from others. The four key areas reported back from the 

focus group were:  

1) Access to specialist HCPs with knowledge of PD 

2) Medication review and medication advice 
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3) Physiotherapy assessment and referral 

4) Assessment of day-to-day activities and provide adaptive technology 

Access to specialist HCPs with knowledge of PD 

Patients thought the HCPs included in the PD IDT needed to be knowledgeable 

about PD and PD medication. They discussed how HCPs in the PD IDT should 

know when to refer to other HCPs if they required support. 

 

“[Having] access to the knowledgeable staff i.e. the nurses probably…if you go 

to them with a problem, the Parkinson’s nurses, I don’t expect them to know 

everything. They’ve got wonderful knowledge… but there are times when I think 

they should say, I tell you what, I’ll pass this on, and we’ll get you in to see the 

consultant.” – BP2 

Medication review and medication advice 

All patients considered a medication review and providing patients with 

medication advice was an important part of the PD IDT clinic. Both patients and 

carers discussed that the pharmacist was well placed to conduct thorough 

medication reviews and provide medication advice. During the PD IDT clinics, 

some patients viewed the input of the pharmacist as highly valuable whereas 

others found they had no pharmacist input. Patient BP2 described the 

pharmacist’s role as working in the background “behind the scenes”. Patient 

BP3, found the medication review by the pharmacist very valuable in the PD 

IDT clinic. The pharmacist helped resolve an issue of a non-Parkinson’s 

medication that had not been picked up by her GP, consultant or PDSN. Patient 

BP3 described how the medication review by the pharmacist had a positive 

outcome. 

 

“[The pharmacist] did help with the multi-disciplinary [clinic] last time I went. He 

said you need to go and see your GP again to get my anti-depressants sorted 

out. He helped in that situation, there and then because I was going to self-

harm” – BP3 

 

However, patients expressed their desire for a more proactive medication 

review in their ideal PD IDT clinic. They believed that the pharmacist should 
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have more time to explain the medications they are taking. Patient BP1 

described how the pharmacist could support them in an ideal PD IDT. 

 

 “I’d like someone to tell me exactly what the medicines individually do to you 

and how they react with each other.” – BP2 

 

 “I think the pharmacists could play a big part in the multi-disciplinary [team 

clinic]. To explain your pills and discuss like we’re doing here. They could hear 

what’s going on what everybody’s worried about, and what everybody wants to 

know. Then to explain some of the drugs, it would be nice to have time to sit 

down at these meetings and say, you know, is there something else [you] can 

take at this moment. You know and then he might discuss it with you and then 

make a recommendation.” – BP1 

 

Patient BP1 and BP2 discussed how annual medication reviews by the 

pharmacist would be ideal and the other patients and carers also agreed this 

would be valuable. Patient BP2 described how this medication review would be 

beneficial. 

 

“An automatic review of the drugs you are taking, at least once a year, where 

completely out of their own knowledge and everything, the pharmacist looks at 

the drugs and goes well, I wouldn’t put that drug with that one, I’d try this one.” – 

BP2 

 

Patient BP1 suggested that the medication reviews in an ideal PD IDT clinic 

should be more frequent and how routine access to a pharmacist is important. 

 

“[I say] once every six months. But at least have access so, yes, if you’re having 

problems, you could ring up and say, I need a review. At least you’ve got 

someone to turn to and if everything’s going fine, then maybe you’d be all right 

for a year.” – BP1 

 

Patients and carers thought involving the consultant in the PD IDT clinic would 

allow the consultant to have an overview of their PD related concerns. However, 

there was no consensus amongst patients on the level of input the consultant 
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should have in the PD IDT clinic. Patient BP2 held the view that consultants 

currently do not offer all the advice on medication they require and this may be 

the same in the PD IDT clinic. 

 

“I don’t know if it would help if a consultant was able to spend [time] attending 

some of the multi-disciplinary [clinics], just to get a taste of what people’s 

problems are. Because obviously they’re busy, and they can’t go to every 

[clinic]” – BP1 

 

 “Are we expecting a consultant to sit there and say to me, well, the reason you 

have that pill is because of this one? The side effects from that… I’m taking pills 

at the moment that they won’t tell me what the side effects are.” – BP2 

 

Access to rehabilitation services or treatment  

All the patients considered access to rehabilitation support and treatment was 

an important part of their ongoing care; and should be included in an optimal PD 

IDT clinic. Patient BP1 described how during the PD IDT clinic, a referral was 

made to the physiotherapy clinic for further assessments and following this, a 

selection of ongoing physiotherapy clinics were offered which was a more 

convenient service compared to normal care. 

 

“The physiotherapist had me back in for an assessment. It’s the same exercises 

that [the physiotherapist] was showing us at the [physio clinic] and it suited me 

better to go on my own, because it was nearer [home].” – BP1 

 

Patient BP4 also described how the PD IDT clinic led to him attending a 

physiotherapy clinic with the physiotherapist. Patients believed that having the 

physiotherapy support in the PD IDT clinic helped them receive the appropriate 

referrals outside the clinic much more conveniently. 

 

“[The PD IDT clinic] led on to the, what’s-it-called, the rehabilitation unit running 

a course at the [Hospital] and I participated in that. It was followed through, and 

it worked. It went well. So the two parts joined harmoniously.” – BP4 
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All the patients also acknowledged the convenience of having an assessment of 

their day-to-day activities or a referral for adaptive technology in the PD IDT 

clinic by the OT. Patient BP1 described how the assessment enabled easier 

access to adaptive technologies compared to her normal care, and following the 

PD IDT clinic, patient BP1 was able to order more adaptive technology easily.  

 

“…the occupational therapist came out and arranged a bed-stick for me and 

asked if there was anything else that I needed. I didn’t think I need anything 

else. Well, I say that, I actually phoned them up the other day. I hadn’t decided, 

I wanted a raised toilet seat but that appeared the next day. Wonderful!” –BP1 

 

Patient BP4 also described how he was pleased to have input from the OT, 

which provided him with insight into the adaptive technologies available to 

support him day-to-day. 

 

“...the occupational therapist, who supplied me with a couple of items, one for 

getting out of the shower, and one for the bed, you know, a bed guard...And that 

clinic certainly gave me a new perspective...” – BP4 

 

 

4.3.3 Views on the new PD IDT clinic 

Patients and carers discussed their views on the new PD IDT clinic in detail, 

highlighting both the elements they were satisfied and dissatisfied with. The 

focus group attendees were also asked to rate their experience of the PD IDT 

clinic on a scale of 1 to 10, where 1 was the worst experience and 10 was the 

best experience. The average rating was 7.4, with 6 as the lowest rating and 9 

as the highest rating. The two key sub-themes that were noted in the focus 

group were: 1) patients and carers liked the holistic review by HCPs and 2) the 

PD IDT clinic improved patient involvement in their own care. 

Holistic by HCPs 

All patients and carers found the most valuable aspect of the PD IDT clinic was 

the holistic review by the HCPs. Carer BC2 found that the HCPs were taking a 
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holistic view of the patient’s condition rather than focusing on individual aspects. 

Carer BC2 also added that the PD IDT clinic gives patients assurance that their 

treatment and condition had been reviewed.  

 

“You’re treating the whole condition then, aren’t you? You’re getting the whole 

picture between you. I think it’s probably peace of mind really, that things are 

being looked at, like you just said, being reviewed every six months, or a year.” 

– BC2 

 

Patients highlighted the value of having HCPs from different backgrounds in the 

clinic all at the same time, and they had more time to discuss their care with 

HCPs compared to their normal care. Patient BP2 described how HCPs are 

able to provide optimal care in the clinic together which is seen as more 

valuable than an appointment with the consultant. 

 

“I think you get more value when you get the senior [HCPs] in the various 

places, you know, pharmacy and occupational [therapy], and all the rest of it, 

than you do from ten minutes with the consultant” – BP2 

 

Although patients agreed they had more time, there was no consensus as to 

whether the duration of the clinic was appropriate. The appropriate duration of 

the clinic was very much dependent on individual patient preference. Patient 

BP3 described the experience as overwhelming and the duration of the clinic 

was too long. Patient BP2 also agreed with patient BP3 that the clinic duration 

was a problem. 

 

 “It took me an hour, I think, I was in and I just felt bombarded with questions 

and I just said no, no, no, no to everything. I just wanted to get out. I don’t know 

it was just too much.” – BP3 

 

 “Yes, that’s true, because I can’t get the concentration. Half an hour and I’ve 

had my lot, you know.” – BP2 

 

In contrast, patient BP4 found that the duration of the PD IDT was appropriate 

and flowed well, praising the communication skills of the HCPs. Patient BP1 
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agreed duration of the PD IDT clinic allowed more time to discuss concerns and 

answer questions compared to normal care. 

 

“It wasn’t too long. It was probably the right length because they carried it on 

very well, the [HCPs] who was there. They were obviously very experienced, 

very hands-on. They were relaxed, which helps the patient to be relaxed as well 

and good humoured and useful.” – BP4 

 

“I think that’s where the multi-disciplinary [clinic] comes in, because you’ve got 

time to answer questions and discuss.” – BP1  

 

Improved patient involvement in their own care  

The main positive aspect from the patient’s perspective during the PD IDT clinic 

was that they were more involved in their own care. Patients found that the 

HCPs understood their concerns and they were taken seriously compared to 

normal care with the consultant. 

 

“Well, I always thought that the best person to speak to is the person it’s 

happened to…But I think, certainly the one [PD IDT clinic] that I’ve had, down at 

the hospital at [anonymised], it certainly appeared to be taken far more 

seriously” – BP2 

 

 “Well, we came to the multi-disciplinary meeting last year, didn’t we, and I 

found it very useful. I felt that everybody was listening to me.” – BP1 

 

Carers also found patients were able to voice their concerns in the PD IDT 

clinic, once rather than repeating their concerns in separate clinics. 

 

“I think, going to that [PD IDT clinic], I think, was a good idea because then 

[patients] can then voice these opinions to all, everybody that’s there, that’s 

knowledgeable about it, once.” – BC2 
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4.4 Part C: 1:1 interviews with HCPs involved in PD IDT clinics 

Qualitative data was collected in interviews with HCPs involved in the PD IDT 

clinic on 14th January 2020. In total, three individual interviews were conducted 

which lasted between 22 and 25 minutes with the OT, physiotherapist and 

Parkinson’s nurse. Transcription coding for Part C is based on the participant’s 

occupation. Figure 12 shows the key themes and sub-themes generated from 

the framework analysis. The four key themes were identified as:  

1) Benefits of PD IDT clinics 

2) Roles of the pharmacist 

3) Improving the PD IDT clinic 
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Figure 12: Themes and sub-themes from Part C of the data collection 
schedule 
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4.4.1 Benefits of PD IDT clinics 

The HCPs involved in the PD IDT clinics discussed their overall views of the PD 

IDT clinics. They highlighted the direct patient benefits as: 1) giving a holistic 

view of the patient’s condition, 2) Involving patients in their own care and self-

management and 3) improving joint decision-making between HCPs. The HCPs 

also discussed the key benefits of the PD IDT clinics for HCPs, being: 1) 

teamwork and collaboration, 2) designated team roles and responsibilities and 

3) HCPs learning from one another. 

 

Holistic view of the patient’s condition 

The HCPs discussed how the PD IDT clinics gave them a better opportunity to 

have a holistic view of the patient’s symptoms. The PDSN believed that patients 

would normally disclose more information to her compared to other HCPs in 

normal care. Working in an IDT allowed all the HCPs to take a more accurate 

patient history in real time, and the HCPs also believed that patient history 

taking was potentially more accurate and consistent. 

 

“Sometimes there will be variation on the history [taking] and the problem list 

dependent on the professional and what [the patient] chooses to disclose.” – 

PDSN 

 

“I think that's the beauty of having different professionals in the room because 

when you see somebody on an individual basis, we're only humans, you could 

miss something.” – Physiotherapist 

 

 “....we get patients tells us a different story, so they’ll tell me one story and then 

they’ll tell the nurse another story, but….when we are all there, we all know 

what’s been said to them and what they’ve said to us.” – OT 

 

Improves joint decision-making between HCPs 

According to the opinion of all the HCPs, the PD IDT clinics improved joint 

decision-making between HCPs which resulted in increased efficiency in patient 
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care. The primary function of the PD IDT clinics was to allow patients to see all 

the HCPs together in an efficient and timely manner. The clinics allowed 

problems to be solved immediately rather than causing delays with referrals. 

The HCPs found that this was an effective use of their time to manage patients 

in that complex stage of PD.  

The physiotherapist described how they would typically work at different sites 

on different days, which would delay the relaying of information back and forth. 

Being at the PD IDT clinic on that day meant that they could make decisions 

and have a plan in place. 

 

 “It’s an effective use of our time to manage our patients in that complex stage 

of that disease process. [Patients are] not then having to go back to the GP and 

say, can we have a physio referral? They're able to get that referral with me, but 

any immediate needs are dealt with straightaway” – Physiotherapist 

 

HCPs felt comfortable supporting each other to make joint decisions in the PD 

IDT clinics. The HCPs described how sharing their thoughts, views and ideas 

with each other allowed them to make informed decisions. 

 

“I would feel completely comfortable to talk things through with [the pharmacist], 

for him to rationalise his reasoning and I would take his counsel, as I would for 

[the physiotherapist] and [the occupational therapist]…You take on board the 

collective but I'm quite comfortable making decisions and I know when I'm not 

comfortable to make a decision…” – PDSN 

 

“[the PDSN] may say to [the pharmacist], for example, this is perhaps beyond 

my scope. What are your thoughts?” – Physiotherapist  

 

The physiotherapist outlined how decisions were discussed thoroughly from 

each HCPs perspective, and if a joint decision was not achieved, then a 

decision was made to follow up concerns after the clinic. Each HCP was also 

able to challenge decisions respectfully and talk through the decision-making 

process whilst maintaining professional respect for one another. The PDSN 

discussed how the joint decisions made in the PD IDT clinic rarely changed. 
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Changes were only made by HCPs in their own disciplines, in line with their 

normal professional practice. 

 

“There's discussion and somebody may say, oh, well, have you thought about 

this? No, that's a good idea. That's having the freedom to be able to know your 

limitations, but also open minded to new ideas…We always come to a decision 

but it might be that there might be ongoing needs, for that person. So we may 

not resolve the issue, but we certainly have a definite plan.” – Physiotherapist 

 

“In terms of us making any changes, if it were done, it would only be because 

on reflection or [new] information that came up…I might have made a decision 

about medication...something else might have come to light and then I would 

make that change…And if the guys made a change, I would trust their 

judgment. I wouldn't feel I needed to challenge it or question it.” – PDSN 

 

The HCPs described how their joint decisions were carefully documented in an 

action plan (the UDPRS-SCP); the action plan was summarised at the end of 

the clinic which allowed each HCP to contribute anything extra and remind the 

patient of the agreed decisions. 

 

“…we have a recap and plan that [the PDSN] outlines to the patients, right this 

is what we’ve decided, [the physiotherapist] will do this, [the OT] will do this, [the 

pharmacist] will do that, so the patients are told that before they leave and then 

get a copy of the report as well so they have the back up, we all get a copy of 

that. – OT 

 

“So when [the PDSN] sums up at the end, it's also an opportunity. If anything 

was missed, it's all consolidated for the benefit of the patient. So [patients] go 

away and they know exactly what your plan is and what's going to happen.” – 

Physiotherapist 
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Involving patients in their own care and self-management  

All HCPs discussed how the PD IDT clinics allowed PwPD to take an active role 

in their own PD care. The HCPs described that during the PD IDT clinic, 

patients were encouraged to direct the conversation so HCPs could understand 

their main concerns. The PDSN also described how addressing the patients 

concerns and listening to them involves them in their care. 

 

 “…usually we put the onus on them to start with and see what their main 

concerns are to open the process and discussion”. – Physiotherapist 

 

 “One of the comments we've had [from patients] actually is, it feels less 

fragmented and it feels like a team and that they're part of.” – PDSN 

 

The PDSN also described how patients were involved in decisions around their 

care and may occasionally disagree with the initial advice suggested by HCPs. 

The HCPs would then negotiate with the patient allowing them to have input on 

advice that suits their individual needs. 

 

“You've got to give them the space to explore their thoughts…And sometimes 

you will have people [that will] just not want to take your suggestions on 

board…It's very much a negotiation because if they're not going to come on 

board with this solution or your suggestion of a solution…. you’re not helping 

them. And sometimes it might be that you compromise...” – PDSN 

 

The physiotherapist discussed the benefits of involving patients in their own 

care and how it could empower patients to self-manage their condition. The 

PDSN gave an example of how patients would be reminded to self-manage 

their condition. 

 

 “…what we're also wanting to do is to help the patient self-manage their 

condition. We're trying to empower them to be able to live with the long-term 

condition they have.” – Physiotherapist 
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 “…we would be educating them or reminding them, about the benefits of 

having a good organised regime.” – PDSN 

 

HCPs outlined how the PD IDT clinics were tailored to the patient’s individual 

needs. The HCPs detailed that by tailoring clinics to the patients’ needs, it 

increased their involvement in managing their own care. The HCPs held the 

view that patients were given the opportunity to have input from the appropriate 

HCPs depending on their concerns.  

  

“There is no set time that each individual spends. It goes on the need-by-need 

basis within the clinic.” – Physiotherapist 

 

 “[The amount of time] is adjusted depending on what their actual problems are 

and [the PDSN] is very good. If there are no physical things or drug related then 

she would move on to the pharmacist, then moving it on to whoever.” – OT 

 

All three HCPs discussed how patients were made to feel more comfortable in 

the PD IDT clinic which may have helped increase patient engagement in the 

PD IDT clinics. The HCPs believed that patients would take an active role in 

their own care, if the setting of the clinics were more comfortable and less 

daunting. The room was arranged to ensure HCPs and patients were seated to 

allow patients to discuss their care with all HCPs. 

 

“So there was concern initially about if it may present like a bit of an interview 

panel and daunting for patients. But actually, the feedback we've got is they 

actually feel quite supported and nurtured by us all being together. And we've 

purposely done it so that we all sit round, we're not all behind one table, but we 

are around. So we wanted to make it as comfortable, as informal as we as we 

could get it. So patients feel they could be honest and have good rapport with 

the team.” – Physiotherapist 

 

The HCPs proactively ensured that patients were aware of the clinic setting so 

that they were comfortable when attending the PD IDT clinic. The patients 

would know at least two of the HCPs involved in the PD IDT clinic which would 

reduce their anxiety in attending the clinic. 
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“I’ll have tried to say to them say “You're going to be in a room with these 

people at the same time.” So they've got an awareness of that before they 

arrive.” – PDSN 

 

 “Most of the ones that come through they know us as therapists, so they see a 

smiley face, a friendly face that they recognise, I think that helps.” – OT 

 

HCPs also discussed how patients were made to feel at ease to discuss 

personal information related to their care. The HCPs described the alternative 

arrangements for patients who were not comfortable discussing personal 

information. Sensitive personal conversations were not ignored but addressed 

in a sensitive manner that suited the patient’s needs.  

 

 “…to give an example could be hyper-sexuality, which might not be appropriate 

to discuss in depth in a clinic with other health professionals. So we use our 

discretion and if conversations need to be had more privately then they can be 

arranged for that.” – Physiotherapist 

 

 “Often there's more going on, there's either cognitive issues going on, anxiety 

issues, depression, worry about the impacts at home, worry about them 

suddenly not being the individuals that they have always been. And so you 

wouldn't ignore that, you'd have to choose your moment and your method of 

exploring that with them.” – PDSN 

 

The PDSN and the physiotherapist both discussed how involving patients in 

their own care could potentially reduce the care burden. The HCPs considered 

how actively addressing patient concerns, could potentially improve the 

patient’s quality of life and prevent hospital admissions. 

 

“…you're potentially, hopefully preventing a deterioration of that patient, you're 

improving their quality of life. I mean, these sound very glib comments, but they 

are realities. You are preventing them from hopefully going into hospital either 

because of an escalation in their symptoms or because of carer stress.” – 

PDSN 
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 “If the patients are struggling, we want to prevent hospital admission.” – 

Physiotherapist 

 

All three HCPs held the view that the PD IDT clinic helped patients to have a 

clearer understanding of how they can manage their own condition compared to 

normal care. The HCPs discussed how repeating their symptom presentation to 

different HCPs is a major burden for PwPD. The HCPs thought the PD IDT 

clinic would allow PwPD to be involved in their own care in an easily accessible 

“one stop shop”. 

 

“So for the patients, it's bringing it together, reducing the burden of repeated 

presentations to different professionals, having to repeat the same story, that's 

stressful for them, it's stressful for the carer. And it just feels as if it rounds it up 

for them.” – PDSN 

 

“The patient isn't having to have an appointment with each member of the team, 

but it's a kind of a one stop shop” – Physiotherapist 

 

 “Patients don't have to go to multiple appointments; I think that is the main 

problem for them. Normally they would have to come here to see [the 

physiotherapist], maybe somewhere else to see the Parkinson's nurse, 

somewhere else to see somebody else, or they might not get to see the 

pharmacist at all.” – OT 

 

Increased teamwork and collaboration 

All three HCPs discussed their individual roles and how they collaborated as a 

team during the PD IDT clinic. The HCPs thought the PD IDT performed well 

because each HCP understood each other’s role from the outset, and felt that 

their skills and professional expertise supported and complemented each other 

in an effective way. The HCPs respected each other professionally allowing 

effective teamwork and collaboration. They found the team working aspect 

particularly beneficial during the PD IDT clinic. 
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“… we all understand each other’s' roles, and value each other’s expertise, and 

everybody in the group is very knowledgeable.” – Physiotherapist 

 

“The physiotherapist, her speciality is Parkinson’s so she knows so much about 

it, the nurse obviously is a Parkinson’s specialist, so she just knows so much 

about it. [The pharmacist] is more broad I think, he does a bit of everything. I 

think it works well that we all just come together from our different backgrounds, 

I’m not a Parkinson’s specialist OT, I’m a general OT” – OT 

 

The physiotherapist described how it was important to have preliminary 

meetings before starting the PD IDT clinic service. The HCPs believed they 

worked well together in the PD IDT clinic as they had pre-existing working 

relationships. The HCPs roles overlapped during the PD IDT clinic and it was 

crucial to understand each other’s skill mix to allow effective team collaboration. 

 

“You do see little overlaps of roles. I think everybody understands each other’s 

skill mix and that's the crucial thing. And we all have great respect for each 

other's experience…it's useful for the purpose of this clinic that initially you've 

had some contact or maybe that you've had some preliminary discussions” – 

Physiotherapist 

 

 “…based upon the fact that we had worked together for so long and trusted 

one another and all shared the enthusiasm for the same initiative…. we've all 

got a really good working relationship which is wonderful and that is born out of 

huge professional respect and working together and trusting each other.” – 

PDSN 

 

The pre-existing working relationships made problem solving and 

communication between the team easier. The PDSN and the physiotherapist 

both discussed how they were comfortable working in the PD IDT clinic and 

enjoyed working as a team. The physiotherapist described the atmosphere as 

both positive and comfortable. 
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“[The physiotherapist] and I, we work together really well anyway, we share an 

office, we share a department, we do joint working with other patients as well as 

the clinic patients so we are used to each other, sounding off on each other and 

knowing what the other one knows.” – OT  

 

“You've got to have a good team that bounces well off each other, that's happy 

to be honest, happy to understand the limits to their scope of practice. There's 

always a sense of positivity [in the PD IDT clinic]. I think that's really important 

for the clinic that we have…I feel quite comfortable working with other 

disciplines and I'm used to it because I work in a multidisciplinary unit.” – 

Physiotherapist 

 

Designated team roles and responsibilities 

The HCPs discussed how each HCP in the team had their designated role 

relating to their discipline. The HCPs also discussed their roles to ensure the 

clinic ran smoothly and on time. The HCPs decided that one HCP in the team 

would have a leadership role and the other HCPs would act as trouble shooters. 

Although one HCP would lead the clinic, all HCPs were involved in patient care. 

The physiotherapist described leadership during the clinic a collaborative 

approach. 

 

“No one person driving it, it's all everyone working together, really…Although 

[the PDSN] leads it in terms of the paperwork, there is a specific time allocated 

for everybody to have their say, to have discussion, to answer questions. I also 

think it's important that for this to work, you also give time to the patient.” – 

Physiotherapist 

 

In the PD IDT clinic, the PDSN led the clinics ensuring they ran smoothly and 

on time for the next patient. 

 

“I'll lead but that doesn't mean to say I would not absolutely take on board 

something the physiotherapist, the occupational therapist or the pharmacist 
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thought… we have to be focussed and we have to be clear on what it is that 

we're trying to do. And we do it, we're really good at time management””– PDSN 

 

“[The PDSN] was very good at keeping the timings going and very on the ball 

and it fitted into the time slot really nicely... She knew exactly what she wanted 

from [patients] and then she passed it over to us and her clinics have gone 

really quite smoothly” – OT 

 

The HCPs had devised a review template (UDPRS-SCP) to direct the clinic and 

conversation with the patient to support the PDSN whilst leading the PD IDT 

clinic. The review template had a dual role; to support with patient assessment 

and to identify any side-effects of medication or movement problems. The 

review template then formed the basis of the action plan which may include 

referrals to the PDSN, OT and physiotherapist’s own clinics or to those of other 

HCPs. 

 

“I'll fill in [UPDRS-SCP] then that will have identified what the problems are to 

the patient, what the side-effects are, where are these areas that we need to 

focus on. If it's a nursing issue, I will give my advice on that. And then the 

[pharmacist, OT and physiotherapist] will follow through with their expert 

opinion. And then collectively that would go on one [UPDRS-SCP] report 

document” – PDSN 

 

The HCPs discussed that another important factor in the PD IDT clinic was 

problem solving and resolving issues around patient medication. The HCPs 

considered a prescriber in the PD IDT clinic was a valuable asset. The PDSN 

was an independent prescriber and would make changes to the patient’s PD 

medication if needed. 

 

“[They] look to me to make the prescribing decisions around the Parkinson's 

drugs, which makes perfect sense because that's my area” – PDSN 

 

The physiotherapist and OT described their team roles as trouble shooters 

during the clinic. The physiotherapist and OT would identify any immediate 

problems that could be resolved in the clinic to reduce risk to the patient. If the 
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patient would benefit from a course of physiotherapy to address a particular 

need, then she would make a referral during the clinic. The OT would identify if 

a patient needed further assessment of their day-to-day activities and order any 

adaptive technology. 

 

“Any immediate needs are dealt with straightaway, for example it might be just 

some advice about posture or advice about general walking, or I might give 

them ‘The Exercise Framework for Parkinson's’ and they can go away and have 

a look at that whilst they're waiting for their physio appointment.” – 

Physiotherapist 

 

“You get a real picture if they are struggling with the toilet or something that is 

really crucial, you arrange an urgent home visit” – OT 

 

HCPs learning from one another 

The HCPs discussed how the PD IDT approach helped them to learn from each 

other. The learning comprised of listening to advice provided to patients from 

other colleagues and reviewing each other’s practice. This process allowed 

them to increase their clinical knowledge. 

 

“I’ll learn so much from listening to [the physiotherapist], listening to [the 

occupational therapist] and listening to [the pharmacist]. Obviously you learn so 

much from listening to patients and the carers, you know, they are the absolute 

expert” – PDSN 

 
 “I think actually from a learning curve for myself as a physiotherapist, we've 

learned a lot actually ourselves” – Physiotherapist 

 

 “I have learnt a lot in those four clinics just by listening to the others; from my 

point of view, that works well.” - OT 

And, 

 “Being able to kind of critique one another's practice, when the patient isn't 

there, to have that critique, to say, “Okay, why would you have asked that in 

that way or could you have asked that differently or what do you think about 
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how I handled that situation?” So, yeah, it is a really good learning opportunity.” 

– PDSN 

 

All three HCPs described how the pharmacist supported their knowledge of 

medication. The PDSN described how the pharmacist used some amazing 

resources which he shared with the staff and now they use them regularly. The 

one they found to be useful was one called ‘Medichec’, which calculates 

anticholinergic burden. The PDSN discussed how she used the tool to suggest 

changes to patient medications to the GP.  

 

 “He uses some amazing [tools] which he’s shared with us, I do use it…. What's 

it called, is it Medichec? It's like a little calculator online, you list the drugs and 

then it calculates the anticholinergic burden. And then you can suggest to the 

GP you may wish to consider this potential change…If there's been changes in, 

say, MHRA alerts or whatever, that you know, that’ve gone over my head, and 

they don't go over [the pharmacist’s] head” – PDSN 

 

“He seems to have a really good knowledge of pharmacy skills and I’d say I’ve 

learnt quite a lot just by sitting in the few clinics we have done from him.” – OT 

 

4.4.2 Roles of the Pharmacist  

The HCPs identified three key roles that pharmacist had in the PD IDT clinic: 1) 

conducting a holistic medication review, 2) support HCPs and improve service 

efficiency and 3) provide medicines advice to patients. 

Holistic medication review 

All three HCPs discussed how it was beneficial to have the pharmacist in the 

PD IDT to undertake a holistic medication review for PwPD who may have 

polypharmacy and other co-morbidities. The physiotherapist discussed how the 

pharmacist had the skills and knowledge to do a holistic medication review 

which was valued by patients and HCPs. 

 

“It's actually the pharmacist who can look at the whole person and so not just 

the Parkinson's medication, but all the other drugs that the patient's on. And 
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many patients coming into [the PD IDT clinic] are complex in their co-morbidities 

with, you know, lots of pre-existing conditions and large medication lists. So, 

they come in with side effects. And the question is, well, is that due to the 

Parkinson's med? Is it due to interaction between the Parkinson's med and 

existing med or is it an existing med they're on and they've been on for years 

and years? So, having the pharmacist to really break that down and look at that 

and be able to make recommendations, I think is very valued for the nurse, but 

also for the patient” – Physiotherapist 

 

The PDSN discussed the holistic medication review in the context of the effect 

the anticholinergic burden has on PwPD. In practice, the PDSN identified that 

PwPD are often prescribed medication that may impact their cognition 

especially if they have dementia. The PDSN found the pharmacist was able to 

highlight medication that may be increasing the anticholinergic burden more 

effectively than other HCPs.  

 

“If we are mindful and consider the anticholinergic burden you can really make a 

positive difference, but I wouldn't necessarily look at a long list of drugs and 

identify which one have an anticholinergic burden, whereas [the pharmacist] just 

does it.” – PDSN 

 

The physiotherapist believed that having a HCP that understands all prescribed 

medication in detail is absolutely crucial; and although physiotherapists have 

some background knowledge of medicines, a pharmacist can advise on PD and 

non-PD medication in detail. Reviewing medication was particularly important if 

PwPD were having motor fluctuations, postural hypertension and other side 

effects. 

 

“[The pharmacist is] highly experienced and has a huge wealth of 

knowledge…he's the expert in what he does so that's very useful for us. You 

know, I'm not involved in medical management we have obviously a 

background knowledge about drugs, but not in anywhere near the depth that he 

does….Having [the PD IDT] without the pharmacist there, we might get the 

Parkinson's meds sorted because the Parkinson's nurse is brilliant at that, but 
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the patient could have co-morbidities and there's other things going on.” – 

Physiotherapist 

Support HCPs and improve service efficiency 

Each HCP valued the pharmacist’s input into the PD IDT clinic in different ways. 

HCPs thought the pharmacist’s role in decision-making was beneficial to them 

and to patients. The physiotherapist described how the pharmacist was able to 

support to the PDSN in decision-making in the PD IDT clinic. The PDSN valued 

the pharmacist’s role in supporting medication review which felt more robust. 

 

“The nurse might well be looking at the Parkinson's medication and obviously, 

she's got great background knowledge anyway, being a nurse. But then there 

were decisions made relating to symptoms that patients are experiencing that 

she needs to have somebody to discuss that with, [the pharmacists] got greater 

knowledge depth, and they’re bouncing off each other.” – Physiotherapist 

 

“…in the context of the polypharmacy, there'll be stuff that he'll be aware of that 

I may not be. And then we can discuss that and that'll inform the way forward, 

and it just feels more robust.” – PDSN 

 

The PDSN described how the pharmacist supported her decision-making, 

knowledge and added value to her independent prescribing role. Often the 

PDSN would approach GPs who would say they do not understand PD 

medication and are not able to offer advice. She outlined that GPs never 

develop the expertise in the drugs, and the different drug regimens as they have 

few patients with PD in their practice. Having the pharmacist present in the 

clinic saved the PDSN time by not having to contact the GP for medication 

advice therefore increasing efficiency. This may be especially useful around 

complex medication queries where the pharmacist may have more knowledge. 

The pharmacist may be able to support the HCPs immediately, thereby 

reducing any delays in patient care. 

 

 “Obviously, I'm an independent prescriber, so I'm expected to have a degree of 

competence to have that skill. But I'm not a pharmacist. And so to have his 

important expertise is hugely valuable” – PDSN 
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“In a clinic without the pharmacist, the nurse would've had to have gone by the 

GP or gone via the consultant, and then the patient would have to go make an 

appointment with either of those or wait for an appointment…So more time 

spent by a nurse outside of the clinic, linking to ask those questions and 

potentially it would then delay a patient’s [care] plan or a change in 

meds….With the pharmacist it saves time” – Physiotherapist 

 

The PDSN and the physiotherapist described how the collaborative working 

with the pharmacists and PDSN was crucial. The HCPs observed the 

pharmacist supporting the PDSN to problem solve and make decisions relating 

to patient care in the clinic. The physiotherapist cited an example where the 

pharmacist supported the PDSN to make a change in the patient’s medication. 

 

 “The communication between those two is absolutely crucial… I remember a 

particular gentleman who had somnolence, excessive daytime sleepiness and 

actually it was thought that it was actually due to a different drug rather than the 

Parkinson’s med. And they’ve got that really good conversation going on 

between the patient and the nurse. And [the pharmacist] to discuss that through 

and changes were made. It has been positive in that respect.” – Physiotherapist 

 

 “Yeah, he’s good, he comes up with solutions when the nurse will say does this 

drug interact with that one? Or can you make a suggestion why he might be 

feeling drowsy, he has all the background knowledge there, he seems to be 

really on the ball with that.” – OT 

 

Provide medicines advice to patients  

The PDSN outlined how the pharmacist’s knowledge of medications was not 

only valuable to the HCPs but essential for patients at all stages of PD. The 

HCPs found that the pharmacist made himself a valued member of the team for 

the patients and they appreciated his role. 
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“For our patient’s right from the outset… they see the presence of the 

pharmacist as a significant professional in their ongoing journey. So, it's not a 

detached entity…the presence of the pharmacist is normalised...and so for our 

patient with Parkinson's, the pharmacist is essential” – PDSN 

 

“I think the patients really like [having the pharmacist there] as well. That's the 

other side of it. I think they're interested particularly if they've been on 

[medication] a long time and to be able to better understand symptoms, 

sometimes they're given things [and] they say I'm not really sure why I'm given 

that." – Physiotherapist 

 

All HCPs thought the pharmacist supported patients with advice on adherence 

with their medication. Both the PDSN and OT discussed how the pharmacist 

could also advise patients on adherence aids if they were needed. The 

physiotherapist described how the pharmacist supported patients with 

adherence and educating patients on why they need to take their medication. 

 

 “Parkinson’s patients who have tremors maybe or can’t get the drugs open, I 

hope [the pharmacist] would chip in. I don’t think it has ever come up that we 

needed his brains on that but I am sure he has all the knowledge about the 

different dosage [adherence aids] and the Pivotells [a adherence aid with a 

reminder alarm]” – OT  

 

“Adherence to medication as well, that's a huge one with Parkinson's meds, I 

guess with other meds as well. I think if patients you can educate them well and 

have those health professionals that are qualified and have the experience to 

do that, then in my experience, patients will adhere better to what they're taking 

because they have a better knowledge.” – Physiotherapist 

 

4.4.3 Improving the PD IDT Clinic 

The HCPs discussed the benefits of the PD IDT clinic and how they could be 

improved in the future. They were also asked to consider any additional HCPs 

that could be included in future PD IDT clinics. 
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Including more HCPs in the PD IDT clinic 

All HCPs described how adding more HCPs to the PD IDT clinic could 

potentially overwhelm the patient. The HCPs held the view that the HCPs 

currently included in the PD IDT were able to give the right level of support 

without overwhelming the patient. 

 

“Well, you've got to balance this against being overwhelming for the patient” – 

PDSN 

 

 “So it's about giving the patient the right support at the right time. We felt that 

we have that in what we're in what we're offering.” – Physiotherapist 

 

However, the team did feel that the inclusion of a clinical psychologist may have 

been beneficial for some of the patients. The physiotherapist described the 

reasons why some patients may benefit from psychology input in the PD IDT 

clinic. However, patients could be referred to the psychologist if needed. 

 

“It would be nice to have our clinical psychologist there a bit more. But in terms 

of what we have, it has been great value having each member…..I mentioned 

about clinical psychology just because many of our patients have significant 

non-motor symptoms. Cognition, anxiety, depression sometimes as well are 

quite key symptoms with this condition.…I think we manage that side of things 

very well as the team through our own experiences of the patients and also 

being able to access services that are available in Worcestershire for support.” 

– Physiotherapist 

 

The HCPs identified other HCPs and support workers that are valuable in the 

overall care of PwPD. However, they should not necessarily be included in the 

PD IDT clinic automatically. PwPD currently have good access to the additional 

HCPs and services through a referral process by the PDSN if needed. The 

PDSN can refer PwPD to additional services such as continence specialist 

nurse, SLT and a support worker for Parkinson’s UK. The HCPs described the 

role of SLT was crucial for some PwPD at the later stage of PD and SLT are 

easily accessible within the current service. 
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 “Speech and language therapy might obviously not be appropriate at the start, 

but there will be a crucial role for them at some point in the process”. – 

Physiotherapist 

 

 “If it’s an ongoing communication problem we would find out if the speech and 

language therapist could be involved. We’ve got them in the unit anyway, so we 

can get them referred on if we need to.” – OT  

 

Infrastructure and using technology to support the PD IDT clinic 

To improve the PD IDT clinic, the HCPs involved in the clinic highlighted issues 

around the infrastructure and the IT systems needed to support the clinics. All 

HCPs thought the PD IDT clinic should be appropriately commissioned then 

become a routine part of the PD care pathway. During the study, the PD IDT 

clinic was an additional service on top of the normal care and services the 

HCPs offered to PwPD. The HCPs thought no more than 3 patients should 

attend each clinic as this was more manageable compared to the first clinic 

where 4 patients attended. 

 

 “It's a time consuming exercise, for me to review somebody properly, it's going 

to take me an hour….Maybe the way forward is just to have two days of 

complex MDT [PD IDT clinic]” – PDSN 

 

 “It’s quite hard, especially in one clinic when we had four patients in there and 

we felt like, at the end of it, it was too many.” – OT 

 

The PDSN highlighted the need for a well-established triage system that allows 

patients to be referred by any HCP to the PD IDT clinic. This could allow 

patients to be triaged by the PDSN, pharmacists, OT and physiotherapist to 

determine whether they feel the patient is appropriate for the PD IDT clinic. For 

the study, the PDSN identified the patients who were suitable for the complex 

clinic manually using Carenotes and consultant letters, and then liaised with the 

physiotherapist to ensure both clinicians had an active referral for the patient. 

This was a time-consuming exercise for the physiotherapist and PDSN, and a 

more robust referral criteria and booking system is needed. 
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 “I think to have a better way of identifying the patients, a better booking system 

would be a really good investment of time” – PDSN 

 

Another way to improve the PD IDT clinic described by the HCPs that would 

benefit patients would be to give the patient a written or printed care plan. 

 

“In an ideal world, if the patient had the plan in front of them to take away with 

them, sometimes they forget and that's a big amount of information in clinic” – 

Physiotherapist 

 

“If I was attending a clinic and they gave me a copy of whatever was discussed 

at the time, produced in real-time, a document that I came away with that would 

be incredible and I would feel I was consulting with the most professional team” 

– PDSN 

 
As well as printing an action plan and letter for the patient, the PDSN discussed 

the need for reporting outcomes from a service point of view. Currently, they are 

looking at ways to make outcome reporting of the clinic more user friendly and 

easier.  

 

“When we're reviewing patients or assessing them there is so much content to 

make a really rounded clinical decision and in terms of it been 

contemporaneous and being able to prove your practice, it would be it would be 

great” – PDSN  
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4.5 Part D: Interviews with HCPs that may participate in PD IDT clinics in 

the future  

 

Qualitative data was collected in interviews with HCPs that may participate in 

PD IDT clinics in the future between 14th January 2020 and 11th February 2020. 

In total, 9 individual telephone interviews were conducted with: 

• 3 pharmacists, interviews lasting between 14 and 30 minutes. 

• 3 PDSNs, interview lasting between 17 and 27 minutes 

• 1 OT, interview lasting 12 minutes 

• 1 physiotherapist, interview lasting 14 minutes 

• 1 specialist consultant, interview lasting 16 minutes 

 

The two key themes identified were: 1) the role of pharmacist in a PD clinic and 

2) their general view of PD IDT clinics. Figure 13 shows the key themes and 

sub-themes generated from the framework analysis of these interviews. 

Transcription coding for Part D is as follows: participant’s profession followed by 

their participant number e.g. “PDSN 1, PDSN 2 or PDSN 3”. 
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Figure 13: Themes and sub-themes from Part D of the data collection 
schedule 
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4.5.1 Roles of the pharmacist  

HCPs stated the potential benefits of including the pharmacist in the PD IDT 

clinic which included direct benefits to patients, utilising pharmacist’s medicines 

expertise, conducting holistic medication reviews and working collaboratively 

with other HCPs. On the other hand, some HCPs had not worked with 

pharmacists so were unsure of the benefits they would bring to a PD IDT clinic. 

One HCP was unclear about role distinctions between hospital pharmacists and 

community pharmacists.  

 

Holistic medication review and patient education 

All HCPs believed that patients should have a comprehensive holistic 

medication review and pharmacists were well placed to undertake this role. 

They asserted that pharmacists had the appropriate medication knowledge to 

support a holistic approach to patient care that would be beneficial in the PD 

IDT clinic. One pharmacist who led a PD clinic outlined how she takes a holistic 

approach ensuring patients PD and non-PD medication is prescribed 

appropriately.  

 

“The benefits from the pharmacy is the holistic approach and the fact I am often 

sorting the diabetes out and the COPD, you know checking they’re not 

interacting with the Parkinson’s meds and timings…” – Pharmacist 1 

 

Another pharmacist outlined how pharmacists have a unique role with their 

knowledge of medication, adverse drug reactions, different formulations and 

interactions. She considered pharmacists to be quicker and better at this than 

most HCPs and that this is the real advantage that pharmacists have when they 

are undertaking medication reviews. 

 

“I think the pharmacist has got a unique role that they’ve got the knowledge 

about medicines in the first place, so they are able to identify adverse drug 

reactions perhaps a little quicker, better. They’ve got more knowledge of the 

formulations so they are in a unique position to offer choice to the patient that 

some nurses may not have necessarily. Interactions, I think our knowledge 
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base of the drugs is much wider, so I think that’s a real advantage.” – 

Pharmacist 2 

 

Other HCPs also held the opinion that pharmacists had the appropriate clinical 

knowledge to carryout thorough holistic medication reviews. The PDSN 

described how in their experience they focussed primarily on the PD medication 

whereas pharmacists reviewed all the patients’ medication holistically. The 

PDSN found that pharmacists had the medication knowledge to suggest any 

changes to the patient’s GP. 

 

“What I've seen of [the pharmacist I’ve previously worked with] I thought that 

was really beneficial because it's looking at the polypharmacy and the 

contraindications, just the whole global prescribing point, whereas we're looking 

at it from a Parkinson's point of view and mindful of interactions with others” – 

PDSN 3 

 

“…we would sort out Parkinson’s medications, and also the ones that commonly 

might interact, like some anti sickness medications, but [the pharmacists] were 

on it. So, we were always very impressed with their knowledge, and I think the 

GPs listened and corrected [medicines]. – PDSN 2 

 

One PDSN described how PwPD who have polypharmacy may request a 

medication review during her PD clinic. PwPD may ask about medication 

interactions and the PDSN may not know the answer but would have to refer 

patients to a pharmacist for a full medication review. The PDSN found when 

pharmacists were involved in PD clinics, patients valued their input. Another 

PDSN who has worked with a pharmacist in a GP surgery found that they were 

able to review medication holistically taking into account different issues relating 

to medicines. 

 

“I know my patients valued their input, because often patients are on huge 

amounts of medication. So, and they always ask, will this medication interact 

with my 17 other medicines that I take? And I don’t always know the answer to 

that. So, to be able to say, well, we could get you to have a pharmacy review, 

was wonderful” – PDSN 2 
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“working with the pharmacists is critical because I have from time to time gone 

along and just gone through a caseload per surgery with pharmacists, just to 

say, you know, if they're on anti-hypertensive and they don't need to be on them 

anymore, it's an older prescription or, you know, concordance of the patients not 

remembering to pick up the medication, all this kind of thing the pharmacists will 

flag up” – PDSN 3 

 

Another pharmacist described how HCPs and patients could potentially miss 

the opportunity to have a holistic medication review from the medicines expert. 

She had the impression that peoples’ views are now changing on this issue and 

they see the value pharmacist can bring in reducing side-effects, ensuring cost-

effective prescribing, and reducing risk to patients. 

 

“I think it's kind of a missed opportunity often. And I think that it's changing. I 

think the people are seeing really the good value of the pharmacist in terms of 

being the medicines expert. ..there's certainly a role there, ensuring sort of cost-

effective prescribing and looking at inappropriate prescribing, interactions and 

looking at reducing risks associated with medications. Some of these 

medications that we're dealing with have some serious side effects.” – 

Pharmacist 3 

 

All the HCPs discussed how patients should be empowered and educated to 

take their medication properly. One pharmacist described the primary role of the 

pharmacist as ensuring patients can take their medication safely and getting the 

best out of them. 

 

“The primary role of the pharmacist is to ensure that a patient can take their 

medication safely, that they can take their medications. You can’t assume that 

people are taking them. People sometimes have swallowing difficulties, or 

cognitive issues going on and they might not be managing things very well at 

home. They might not be getting the best out of their medications.” – 

Pharmacist 2 

 

Another pharmacist explained how supporting PwPD with adherence to their 

medication and helping them understand their medicines is critical in PD. 
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However, other HCPs may not have the time to explain the benefits and side-

effects of medication thoroughly to a patient during their routine appointments. 

The pharmacist found that in her clinic she was able to provide patients with 

information they could understand and the pharmacist’s input was valued. 

 

“…the consultant led clinics what, they’re in 10 minutes…they give [patients] a 

wad of information as they go but you know it’s not a very in-depth it’s kind of 

superficial really. [Patients] really value having time, with a one to one with a 

pharmacist being able to actually go through the medication at a speed they can 

understand… I do think and certainly all the feedback I’ve had is how important 

it is for all the patients to have a pharmacist there [in the PD clinic].” – 

Pharmacist 1 

 

Support HCPs in the PD IDT clinic 

HCPs discussed different ways that pharmacists can support them in PD IDT 

clinics which included traditional roles such as supporting their knowledge on 

new medication and identifying adverse drug reactions. HCPs also identified the 

advanced roles pharmacists can take including combing their clinical knowledge 

as independent prescribers and leadership skills to provide cost-effective 

clinical services. 

 

“I think it would be medication and also educating the rest of the team with any 

new medications or medications that shouldn’t be mixed. Quite often you get 

patients who have a continence problem who get put on an anticholinergic 

which isn’t a very good idea if you’ve got Parkinson’s…having someone 

keeping an eye on all of that is really important.” – Physiotherapist 1 

 

Other HCPs considered that pharmacists could combine their clinical 

knowledge and leadership skills to lead the PD IDT clinic. The HCPs felt 

pharmacists could easily follow the review templates (pro forma) used by the 

PDSNs after gaining some experience in PD IDT clinics. 
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“I mean running pharmacist-led clinics really, which I think [a pharmacist] could 

easily do in the future where they decide from their experience they’ve gained… 

so you know that’s the way forward.” – Pharmacist 1 

 

 “…in a pharmacist-led [clinic]..I think they would be reviewing the patient’s 

medication and we use a pro forma form so our nurses will be asking every 

patient the same questions. I think a pharmacist could do that as well. I think it 

would enable them to see patients in the clinic and particularly if it’s an MDT 

clinic, the whole team is able to say “well the mobility is not as good as it was, is 

there any adjustment we could make with medication to reduce freezing, for 

instance?” So, I think they could lead a clinic.” – Physiotherapist 1 

 

The HCPs also felt the pharmacist supported them in the PD IDT clinic by 

fulfilling the role of the independent prescriber. Usually the independent 

prescribing role is tasked to the PDSN. However, a pharmacist independent 

prescriber could also prescribe or change medication within their area of clinical 

expertise. The HCPs gave examples of independent prescribing pharmacists 

who would take the lead to change PD medication. The HCP also described 

how pharmacists need to move away from the more traditional roles of 

medication reviews and medicines reconciliations contributing to the advanced 

role of the pharmacist which can offer a cost-effective service.  

 

“The pharmacist that we worked closely with became a prescriber, and so he 

would regularly prescribe an alternate Parkinson’s medications, rather than just 

sort of, advise the GP to do it, he would actually take the lead.” – PDSN 2 

 

“I would say that [independent prescribing] is really important because that’s 

another massive cost saving if you cannot be having to send them back to the 

GP or back to the consultant and just get them started, that’s a big win! In these 

clinics, you’ve got the standard traditional pharmacist role, medicines 

reconciliation and med reviews but I think it’s so much more than that in the fact 

that they can push the boundaries forward and start new directions of treatment. 

I mean my personal view is that we need to get away from that traditional factor” 

– Pharmacist 1 
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Connect with other HCPs outside clinic 

HCPs thought that pharmacists in PD clinics were well placed to make links 

between care settings and enable collaborative working especially between 

GPs and community pharmacies. Pharmacists could ensure any medication 

changes after the PD IDT clinic were followed up. 

 

“They could make sure the medication changes are actually happening correctly 

and at a later date again ensure that medication is up to date” – PDSN 2 

 

A pharmacist outlined how her role after the PD clinic was to liaise with 

community pharmacy colleagues to ensure they were updated on any 

medication changes. The pharmacist thought this was particularly important if 

the patient was using a compliance or adherence aid. 

 “We try to speak to community pharmacies, particularly where we're doing dose 

changes for some of the medication changes, for reducing dopamine 

medication, we do that really slowly and carefully. Some of our patients have 

the medicine compliance devices, so we just need to be careful that what the 

patient is getting is what we're intending.” – Pharmacist 3 

 

HCPs discussed how pharmacists can make links between care settings by 

supporting PD patient education groups. The PDSN worked with pharmacists 

who were well placed to support patients outside PD clinics in educational 

groups. The HCPs considered that hospital pharmacists were well placed to 

support patients with the “Get It on Time Campaign” outside of the PD IDT 

clinics from their experience. 

 

“The pharmacist used to do a little bit of a, teaching side of things with patients 

[it] was really helpful” – PDSN 2 

 

 “I think the other role would be on an inpatient [ward], ensuring that people with 

Parkinson’s are on the right medication on the ward and are getting them on 

time.” – Physiotherapist 1 
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4.5.2 General view of PD IDT clinics 

The HCPs interviewed from other NHS Trusts discussed in detail their general 

views of PD IDT clinics. Five sub-themes were identified as: 1) the HCPs 

included in their current PD clinics, 2) importance of training and clinical 

experience, 3) importance of communication and team working 4) the benefits 

of PD IDT clinics and 5) the barriers of running PD IDT clinics. 

 

HCPs included in their current PD clinics 

All nine HCPs described a variety of different PD clinic models. Some were led 

by the PDSN, consultant or a pharmacist then referring patients to OTs, 

physiotherapist and other HCPs as needed.  

 

“..the clinics are led by pharmacy so really it is up to the pharmacists to decide 

do we need OT’s and sort that out at the beginning who is relevant and who is 

needed where” – Pharmacist 1 

 

 “I am a standalone practitioner covering a massive area... They now have an 

MDT team, so that’s slightly different than what I’m actually used to... I have to 

refer in to these services.” – PDSN 1 

 

In another clinic model, a consultant, PDSN, physiotherapist and pharmacist ran 

PD clinics simultaneously. Patient appointments were triaged allowing patients 

to see the most relevant HCP for their needs. 

 

“We don't kind of make patients see everybody; we don’t make them go around 

the room. We try and triage the clinic before we start, so we know who is 

coming and we know why they're coming...” – Pharmacist 3 

 

In another clinic model, the consultant and PDSN reviewed patients in the same 

clinic with referral to physiotherapist, OT and SLT as needed.  

 

“…we have the consultants actually at the clinic and the Parkinson’s nurse 

which they’re running clinics together. We have physiotherapy, occupational 
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therapy who will have seen the patient on the same day, but we also have 

access to a speech therapist and dietician.” – Physiotherapist 1 

 

All the HCPs identified different HCPs that are currently included in their clinics 

and who should be included in their optimal PD IDT clinic. These HCPs were 

identified as the PDSN, consultants, OTs, SLTs, physiotherapists, pharmacists, 

psychologists, and social services. However, there was no consensus on the 

HCPs to include in every PD IDT clinic by the HCPs interviewed in Part D. One 

of the HCPs thought it would be useful to involve all healthcare disciplines, as 

patients have different needs ranging from medical, mobility to social issues. 

 

“it would be useful to involve all healthcare professionals in these clinics 

because patients often have different problems that they need addressing such 

as physiotherapy issues, social issues, diagnosis issues that perhaps a 

consultant might be more useful for and also medication issues which a 

pharmacist may be more helpful at resolving…It is something that everybody 

could get involved with and the patient would benefit.” – Pharmacist 2 

 

Although a variety of different healthcare disciplines could be included in the PD 

IDT clinic, some HCPs and services would be more appropriate to refer to 

rather than include in the IDT itself. The HCPs outlined the professionals and 

services that PwPD could be referred to. This included dietitians, mental health 

services, palliative care, community practice nurses and community 

pharmacists. One of the HCPs described how this access to refer is readily 

available in the PD clinic that she is currently involved in. 

 

“We have the consultants actually at the clinic or the Parkinson’s nurse which 

they’re running clinics together. We have physiotherapy, occupational therapy 

who will have seen the patient on the same day, but we also have access to a 

speech therapist and dietitians.” – Physiotherapist 1 
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The importance of training and clinical experience 

Although there was no consensus on the exact HCPs to include in the PD IDT 

clinic, all HCPs agreed that those involved should have an understanding of PD. 

HCPs discussed that informal continuing professional development (CPD) 

training in PD and neurology was important rather than formal training and 

qualifications. They held the view that a HCPs professional qualification with 

CPD and experience was suitable for any HCP to be involved in a PD IDT clinic. 

One HCP thought that every HCP involved in PD IDT clinics should keep up to 

date with PD by completing annual CPD. 

 

 “…getting the correct skill mix is important…Different disciplines will require 

different training…you’ve got to have an understanding and the Parkinson’s 

Excellence are great at doing the foundation models and the masterclass. I 

think in-house training is excellent [for CPD]. I think conferences are excellent 

[for CPD].” – PDSN 1 

 

 “There should be access to CPD that is Parkinson’s related and that should be 

at least on an annual basis in order to keep people up to date because things 

are evolving all the time in the Parkinson’s world... – Physiotherapist 1 

 

One of the pharmacists discussed how PD training is probably more 

competency based and individual HCPs can decide what training they would 

need. The pharmacist also discussed the lack of well documented PD training 

available for pharmacists. 

 

“I think it’s competencies really you know you kind of know yourself don’t you if 

you need more knowledge in a certain area but I’m not sure, it’s difficult isn’t it 

you can’t really say you’ve got to have done X, Y and Z because [pharmacist 

PD training] isn’t really that well documented...” – Pharmacist 1 

 

Other HCPs considered clinical experience working with PwPD was just as 

important as training. They believed clinical experience could be gained quickly 

by HCPs who were interested in PD and their experience would increase 

overtime in a PD IDT clinic. 
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 “I think experience in Parkinson’s is a biggie, because no matter how much 

training that you give somebody, it is important that they… become 

experienced, and part of that is practical experience as well.” – PDSN 1 

 

“I think people can pick it up pretty quickly can’t they. If you’ve got an interest 

and a will and you are a pharmacist or a neuro physio then, a lot of it’s going to 

be stuff that you’ve come across before. And if you haven’t, you pick it up fairly 

quickly and a lot of it is the same thing over and over again. So, I don’t think 

you’d necessarily have to go and have specialist training but your input would 

increase and be more helpful as time goes by and your experience improves.” – 

Consultant 

 

Regularly partaking in the PD IDT clinic can offer HCPs the benefit of 

collaborative and mutual learning from each other. One HCP that currently 

works in a PD clinic described how they are able to learn from each other and 

do their jobs more effectively working with other HCPs. An OT with special 

interest in PD also found that working in a PD IDT clinic allows for a natural 

learning situation from other HCPs. 

 

 “I feel like we learn from each other and we all do our jobs better because it 

works together and it's good for the patients as well. Because they get to see 

who they need to see, at the time they need to see them.” – Pharmacist 3  

 

 “I think undoubtedly, you know, it’s a natural learning situation if you are doing 

an MDT clinic you learn from your peers in a way that I don’t just have the 

opportunity to do really.” – OT 1 

 

Importance of communication or collaborative team working 

As well as clinical experience and knowledge, HCPs thought those working in a 

PD IDT clinic should understand how to work as a team. One HCP explained 

that this can include looking for non-verbal cues, verbal cues and strategies to 

ensure that everyone is approaching the clinic in the same way. Another HCP 

believed that all HCPs should have good communication skills. Communication 
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between HCPs in the PD IDT clinic would be important to avoid duplication of 

patient assessments that may have been carried out in other clinic 

appointments. To ensure effective teamwork in the PD IDT clinic HCPs 

discussed how each HCP should value and understand each other’s role.  

 

 “…understanding things like cues and strategy, so everybody’s approaching 

things in the same way, so it’s not confusing for the patient and it enables the 

best experience for the patient, and gets the best outcome from clinics.” – OT 1 

 

 “I think communication, clear communication, clear good communication is 

vital. Then the whole team needs to be trained in Parkinson’s, so everybody 

knows what they’re doing, and they also know what their colleagues do, so 

there needs to be an understanding of other people’s roles…So, the team 

needs to be able to communicate really clearly and avoid any duplication.” – 

Physiotherapist 1 

  

“…as I said each profession valuing that [other] profession as being part of an 

MDT because if you’re going to have resistance within the team, you’re going to 

struggle…” – PDSN 1 

 

Benefits of the PD IDT clinic 

All HCPs discussed different potential benefits of working in a PD IDT clinic. 

The benefits included reducing waiting times, reducing the number of 

appointments and better recommendations between HCPs through 

collaboration. HCPs described how the PD IDT clinic would be a “one-stop-

shop” reducing the number of hospital appointments. PwPD often find it 

challenging to travel to multiple hospital appointments due to their conditions 

and reduced mobility. 

 

“… it would be of benefit, certainly for the patient, it’s a one-stop-shop, they are 

getting everything they need rather than multiple visits to the hospital, multiple 

logistics of you know, appointments going out and then having to travel and our 

hospital parking is disastrous, so patients do by definition have limited mobility, 
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have incredible difficulties getting in. So doing it once to see everybody I think 

would be fantastic.” – Consultant 

 

One PDSN thought the PD IDT clinic may be beneficial to reduce waiting times 

between HCPs. The PDSN gave an example of the time taken to refer patients 

for physiotherapy can be up to 18 weeks. This can become problematic as 

patients could potentially have a fall or their conditions deteriorate while they 

are waiting for their referral. However, the PDSN found that the PD IDT clinic 

may allow for patients to get advice quicker or to be referred sooner if needed. 

 

“So, at the moment, our waiting lists for physios… they triage it, but can be up 

to 18 weeks. By then, you know, they’ve moved on, they’ve probably fallen, and 

ended up in the Acute Hospital by then…The waiting lists are long, so whether 

that would bump people up the list, or whether they would be able to access 

some advice there and then. So, I’d see it as really good for the patient, 

because they would be able to get advice quicker.” – PDSN 2 

 

Several HCPs discussed the collaborative benefits of working with other HCPs 

in a PD IDT clinic. They had the impression that a collaborative MDT approach 

would reassure patients that they are being supported by the whole team. One 

HCP discussed how patients have co-morbidities which other members of the 

healthcare team can address more appropriately. 

 

“I think it’s really vital because the patient has access to different disciplines all 

at once because they have multiple symptoms, and they might have different 

problems which can be addressed more appropriately by different members of 

the team… I think it’s a much more it’s comprehensive and it’s more holistic... I 

think it’s a really vital way to approach Parkinson’s.” – Physiotherapist 1 

 

Barriers of running PD IDT clinics 

The main barriers that the HCPs outlined were the availability of HCPs, the 

logistics of arranging clinics and proving the cost effectiveness of PD IDT clinic 
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to NHS managers. HCPs tended to prioritise their own individual clinic needs 

first over attending an MDT PD clinic which impacted their availability. 

 

“Time I think is a massive barrier. I used to attend the [PD] MDT meetings 

regularly. I now struggle to attend them...”– Pharmacist 2 

 

“...healthcare professional’s demands within their own [PD clinic] specialism are 

such that when you try and collaborate [in a PD IDT], for some, it's difficult” – 

PDSN 3 

 

A number of HCPs discussed the economic implications of PD IDT clinics and 

proving their cost effectiveness to NHS commissioners. HCPs sense that NHS 

managers would prefer a PDSN involved rather than a pharmacist as it was 

more cost effective. Another HCP had the impression that proving cost 

effectiveness of the PD IDT clinic service was also a barrier. 

 

 “Maybe from a Parkinson’s point of view I think it is more accepted to have the 

Parkinson’s nurses [in the PD clinic and] less accepted to have a pharmacist 

involved. That’s probably got something to do with the cost of having a 

pharmacist involved.” – Pharmacist 2 

 

 “…convincing the managers that it is worth having you all there together, I find 

quite hard work. You know even though we do have quite good evidence I 

wouldn’t say they’ve sort of lapped it up…so it is proving your worth isn’t it 

really. I suppose you know is it better having you all together?” – Pharmacist 1 

 

Another potential barrier in setting up PD IDT clinic was the logistics of setting 

up the clinic. This included space to run the clinic and logistically arranging 

HCPs to attend especially if specialists were from different Trusts. 

 

“Although we are trying to work more closely with the big NHS Trust, sometimes 

it doesn’t always work. So, I think that’s probably a barrier.” – PDSN 2 

 

 “It’s the logistics of trying to have a clinic where everybody is there… Then from 

the point of ensuring that you get best value out of the time... Then actually to 
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be honest, the other major problem we would have is just the room. Just having 

enough space, but if you all go in one room then maybe that isn’t such an 

issue.” – Consultant 

 

4.6 Part E: The number and types of interventions made by each HCP at 

the PD IDT clinics 

Quantitative data was collected from the GP/consultant referral letters (see 

Appendix 22) recorded on the electronic patient records for patients who 

attended the PD IDT clinics between 09/04/2019 and 01/08/2019. The 

GP/consultant letters included the interventions and information from the 

UPDRS-SCP completed for each patient in the PD IDT clinic. In total, 11 referral 

letters were screened to identify the number of interventions made by each 

HCP at the PD IDT clinic. The HCPs included a pharmacist, OT, physiotherapist 

and a PDSN. 

Figure 14 shows a summary of the number of interventions made by each HCP 

individually and Table 19 shows examples of each type of interventions made 

by each HCP. The interventions were broadly based on the roles for each HCP 

identified in the literature review for the OT and physiotherapist (section 2.2, 

page 30), PDSN (section 2.2, page 32) and pharmacist (section 2.4, Figure 7). 

Additional roles and interventions were added for each HCP where these roles 

were identified in the GP/Consultant letters. For example, for the PDSN 

referring patients to the social worker was added as this was not identified in the 

literature, and the OT and physiotherapist roles were split to show clarity of the 

interventions for each discipline. Any roles that were not directly related to the 

outpatient clinics identified from the literature review were not included for any 

HCP. Figure 14 shows each intervention made and documented by each HCP 

from the GP/consultant referral letters recorded on the electronic patient records 

from the PD IDT clinic. 
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Figure 14: The number of interventions made by each HCP from the GP/Consultant referral letters recorded on the electronic 
patient records from the PD IDT clinic 
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Table 19: Examples of the types of interventions made by each HCP during the PD IDT clinics 

HCP Example of the intervention 

Pharmacist Medicines reconciliation: 

1. A recent referral letter from mental health services diagnosed the patient with Alzheimer’s disease and 

recommended to start donepezil 10mg tablets, however it was not on the patient’s GP medical records. The 

pharmacist discussed the reasons behind this with the patient and carer, they stated it was not started by their GP 

nor discussed with them. The pharmacist recommended this should be followed up by the GP via a letter. 

2. A patient had stopped taking amitriptyline 10mg tablets, yet this was still on their repeat medication list. The 

pharmacist recommended to the GP via letter that the patient’s medical record should be updated by removing 

amitriptyline from the current repeat medication list. 

3. Another patient was recommended Half Sinemet® CR 25 mg/100 mg tablets by their consultant but this did not 

appear on the patients repeat medication list. The pharmacist recommended to the GP via letter that the patient’s 

medical record should be updated. 

Medication review: 

1. The patient was prescribed an anti-depressant fluoxetine 20mg capsules one daily, the patient was taking one on 

alternate days which impacted the patient’s mood. The pharmacist requested the GP to review the patient’s anti-

depressant treatment.  

2. A patient was suffering from somnolence and also had polypharmacy. The medication review concluded that the 

medication prescribed is not likely to be contributing to this. 

3. Medication reviewed to minimise falls risk and the pharmacist recommended alternatives or stopping medication 

with high anticholinergic burden. 

4. A patient had low vitamin D results and recommended adding Adcal-D3® tablets for bone protection and vitamin D 

supplementation to the GP. 
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Table 19: Examples of the types of interventions made by each HCP during the PD IDT clinics (continued) 

HCP Example of the intervention 

Pharmacist Patient information/patient education: 

1. Patients asked a lot of different types of questions relating to their medication including when to take their 

PD medication and if they could be taken with their non-PD medication. Some patients were unsure what 

their non-PD medication was prescribed for. The pharmacist provided verbal information on the indication 

of the medication and when patients should take their medicines. 

2. The pharmacist recommended non-pharmacological interventions to a patient who wanted to know more 

about the different ways to prevent tiredness throughout the day and have regular sleep. The pharmacist 

sign-posted the patient to an NHS website and the information was provided in their referral letter to the 

patient. 

Supporting patient adherence: 

1. After reviewing a patient’s medication, adherence to PD medication was highlighted as a concern by the 

patient and carer. The patient’s medication concerns were partially addressed in the clinic. The patient 

was encouraged to take his medication on time and use an alarm on his phone as a reminder. The 

pharmacist advised the patient that some patients have found Pivotells® [an adherence aid with a 

reminder alarm] useful and this can be discussed with their local community pharmacist. 
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Table 19: Examples of the types of interventions made by each HCP during the PD IDT clinics (continued) 

HCP Example of the intervention 

Pharmacist Identify, prevent and resolve ADRs 

1. Patient was prescribed oxybutynin MR 5 mg tablets and appeared to have a number of anticholinergic 

side effects. The tablets were prescribed twice daily when the usual dose is once a day. The pharmacist 

recommended the GP to review the tablets as the dose had not been reviewed since it was initiated and 

they should be used in caution in patients with glaucoma, dementia and PD. The pharmacist 

recommended alternatives such as trospium or mirabegron tablets that may have less anticholinergic 

side-effects. 

Referral to appropriate HCPs 

1. Appropriate referrals made to GP as described above 

2. Pharmacist referred a patient for a manual BP check at the GP surgery for a patient rather than automatic 

BP machine in the clinic, as manual BP checks are more accurate when atrial fibrillation (AF) is present. 

3. Patient had unresolved pain in her wrist following a fall a couple of years ago, the pharmacist referred the 

patient for review to the GP and consider bone health medication. 

Medicines optimisation 

1. Pharmacist recommended deprescribing glycopyrronium bromide for hypersalivation as the patient’s carer 

stated that the patient suffers from confusion and short-term memory loss. The pharmacist suggested that 

the PDSN use topical atropine drops for hypersalivation to reduce the risk of cognitive adverse effects 

associated with oral glycopyrronium bromide as recommended in the PD NICE guidelines (2017). 

2. After reviewing another patient’s medication, the pharmacist recommended stopping lansoprazole 30mg 

as it was no longer indicated. The pharmacist discussed the recommendation with the patient, who could 

not recall when the medication was prescribed. The recommendation to deprescribe lansoprazole was 

referred to the patients GP. 
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Table 19: Examples of the types of interventions made by each HCP during the PD IDT clinics (continued) 

HCP Example of the intervention 

OT Referral for home rehabilitation assessment 

1. Full screening planned with a view to doing a home visit to look at other issues not resolved in the clinic. 

2. Patient referred for home assessment with a focus on bed transfers. 

Provide information/patient education 

1. Patients advised on individual equipment available for their needs e.g. raised toilet seats 

2. OT discussed how they can support and assess patients to meet their care needs at home and if they 

attend the 1:1 rehabilitation outpatient clinic. 

Assessment of rehabilitation in clinic 

1. After completing an assessment, the OT arranged an appropriate replacement shower seat. 

2. Identified the patient is still finding turning over and getting in/out of bed difficult although appropriate 

equipment was provided. 

3. Observed that the patient finds it difficult to get in and out of a chair during the clinic then identified this is 

also a problem at home.  

Referral to 1:1 rehabilitation outpatient clinics 

1. Patient referred to consider and trial car aids and a bed stick. 

2. Patient referred to try satin slide sheets to help with bed transfers. 

3. Patient referred to repeat the cognitive assessment. 
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Table 19: Examples of the types of interventions made by each HCP during the PD IDT clinics (continued) 

HCP Example of the intervention 

Physiotherapist Referral to 1:1 rehabilitation outpatient clinics 

1. Referred to assess neck pain and encourage engagement with community exercise opportunities. 

2. Patient referred for reassessment and referral to orthotics services if needed.  

3. To organise a session with patient and carer to discuss community exercise initiatives to aid transition 

from the group rehabilitation classes to self-management.  

Provide information/patient education 

1. Provided patient with advice to continue with the neck exercises. 

2. Discussed exercise opportunities with patient and encouraged him to re-start a weekly class. 

3. Reminded patient to follow exercise strategies and suggested trying Nordic walking poles. 

4. Suggested to a patient to utilise the “Home Exercise Plan” to improve sitting posture. 

Assessment of rehabilitation in clinic 

1. Identified patient need for strength and balance exercises. 

2. Assessed patient’s knee pain using a visual analogue scale. 

3. Measured falls risk and mobility concerns. 

Referral to group rehabilitation outpatient clinics 

1. Referred patient to work with him on dynamic exercise, balance and dual tasking.  

2. Advised patient to commence the PD exercise class for 10 sessions. 
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Table 19: Examples of the types of interventions made by each HCP during the PD IDT clinics (continued) 

HCP Example of the intervention 

PDSN Referral to other HCPs 

1. Referral to SLTs for their assessment of swallowing difficulties.   

2. Discussed carer concerns regarding short-term memory and referred patient for review by the mental 

health team. 

3. Identified patient is suffering from rapid eye movement sleep behaviour disorder, as patient is physically 

and verbally active in his sleep. Patient referred to medical consultant. 

Leading on PD Care 

1. Discussed dopaminergic side-effects and sudden onset of sleep with patient. 

2. Identified complex social care needs. 

3. Checked patients’ blood pressures during clinic. 

Provide information/patient education 

1. Discussed management of nausea, vomiting, impulse control concerns, hallucinations, dyskinesia, or 

on/off fluctuations with patients. 

2. Provided written information on foods to avoid for patient developing swallowing difficulties, swallowing 

exercises and voice exercises whilst waiting for a referral to SLT. 
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Table 19: Examples of the types of interventions made by each HCP during the PD IDT clinics (continued) 

HCP Example of the intervention 

PDSN 

(continued) 

Plan for follow up care 

1. Followed up all patient actions identified using UPDRS-SCP during the clinic with the patients’ GP, 

medical consultant, social services and other HCPs. 

Manage PD medications 

1. Reviewed patient’s PD treatment and prescribed a patient co-careldopa dispersible tablets. 

2. Prescribed patient generic co-careldopa 25mg/250mg tablets as patient could not obtain brand Sinemet® 

25mg/250mg from their local pharmacy. 

3. Reviewed and changed the timing of a patient’s PD medication rasagiline from lunchtime to morning as 

the patient forgets to take this during the day. 

Referral to social service 

1. Referred patient and carer to social services for support after discussing respite opportunities. 

Support patients via telephone hotline 

1. Offered all patients the opportunity to contact the Trust’s PD services if the patients had any concerns 

following the PD IDT clinic. 
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As a PD IDT, the HCPs agreed on the interventions and actions that must be 

carried out for each patient in the PD IDT clinic (see section 3.7, page 90). The 

11 GP/consultant referral letters were screened to identify the number of 

interventions based on this agreement. Table 20 shows the percentage and 

total number of interventions made by the HCPs in the PD IDT clinic as a team 

and Table 21 shows examples that required joint decisions between HCPs. 

 

Table 20: The percentage and total number of interventions made by the 
HCPs in the PD IDT based on the GP/consultant letter as a team 

Actions by the HCPs during and after the 
PD IDT clinic 

Action recorded on 
the  GP/ Consultant 
clinic letter (number, 

percentage) 

Assessment led using the UPDRS-SCP tool 11 (100%) 

Holistic medication review and drug history 
documented on the UPDRS-SCP 

11 (100%) 

Recommendations and treatments were 
evidence-based then documented on the 
UPDRS-SCP  

11 (100%) 

HCPs initiated additional appropriate 
assessments or treatments and documented 
on the UPDRS-SCP  

11 (100%) 

Sitting and standing BP checked and recorded 
on the UPDRS-SCP 

7 (64%) 

The UPDRS-SCP was individualised and 
agreed between HCPs and the patient 

11 (100%) 

UPDRS-SCP recorded on patient’s electronic 
medical records (Carenotes) 

11 (100%) 

UPDRS-SCP detailed all necessary 
information regarding patient care 

11 (100%) 

UPDRS-SCP recommendations 
communicated were added to the 
GP/consultant clinic letter 

11 (100%) 

Follow up appointment or actions to follow-up 
documented on UPDRS-SCP and added to 
the GP/consultant clinic letter. 

10 (91%) 
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Table 21: Examples of interventions that required joint decisions between HCPs during the PD IDT clinics 

Pharmacist and PDSN 

1. Patient’s GP had not updated directions on the patient’s co-careldopa regime as advised by the consultant with timings of 8 am, 

12 pm and 4 pm. PDSN and pharmacist suggested a pill-timer and/or pharmacy filled adherence aid. However the patient 

declined these suggestions. 

2. A patient was suffering from constipation and the medication was reviewed by the pharmacist to identify medicines that may be 

causing constipation. The PDSN advised the patient to increase fluids to ease help with constipation and pass softer stools. The 

patient was sent Parkinson’s UK information on bowels and bladder. 

3. The pharmacist, the PDSN and the patient discussed the potential of “fractionating” the total daily levodopa dose into smaller, 

more frequent doses to try and ease somnolence. However, after the discussion the pharmacist, PDSN and patient agreed the 

regime may be “sub therapeutic” and onerous for the patient to remember. 

4. Medication reviewed by the pharmacist and PDSN, they identified the patient was suffering from low mood but had not discussed 

this with their GP or consultant. The patient was advised to visit their GP for review and the PDSN will follow up with the GP too. 

The pharmacist identified the patient is taking amitriptyline 10mg tablets at night which had no clear indication and not used for 

pain. The PDSN recommended the GP stops amitriptyline and considers prescribing an anti-depressant such as sertraline. 

Pharmacist and Physiotherapist 

1. Physiotherapist reviewed the patient’s neck pain and encouraged patient to engage with the community exercise opportunities. 

Patient’s pain relief medication was reviewed by the pharmacist who agreed that a non-pharmacological treatment would be 

more beneficial rather than increasing pain relief medication which may lead to side-effects such as constipation and increased 

falls risk. 

OT and Physiotherapist  

1. Reviewed a patient and agreed the patient may benefit from a referral to the Rehabilitation Unit for physiotherapy objective 

assessment and provision of a concise Home Exercise Programme. On the same day the patient will also be able to attend a 1:1 

assessment with the OT to reduce the number of separate appointments for the patient. 
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Table 21: Examples of interventions that required joint decisions between HCPs during the PD IDT clinics (continued) 

PDSN and Physiotherapist 

1. Discussed the non-pharmacological methods for managing excess saliva, including lip seal and swallow with the patient and sent 

Parkinson’s UK information. Patient referred for voice exercises to improve voice quality and volume to SLT. 

2. PDSN and physiotherapist discussed with the patient the benefits of visual cueing techniques (to help with gait and posture) and 

Conductive Education techniques for rehabilitation. The physiotherapist agreed to follow this up with the patient. 

 

Pharmacist, PDSN, OT and Physiotherapist 

1. A patient had 2 to 3 falls since moving into an assisted living home. His most recent fall was 2 months ago in the bathroom and 

he was unable to describe what led him to fall. PD IDT agreed the patient requires a referral for a Level 1 Falls review by the falls 

team as no obvious causes were identified during the PD IDT clinic. 

2. A patient discussed her symptoms of “wearing off” and forgetting her complicated drug regime. The PD IDT agreed that the 

patient could be considered for apomorphine based on the duration of her diagnosis, complex drug regime, on/off fluctuations, 

previous dopamine response and dyskinesia. The patient was referred to the consultant for advice regarding an apomorphine 

response test. 

3. The PD IDT reviewed a complex patient with poor adherence to medication and a number of social factors. The PDSN and 

pharmacist agreed that changing medication is not the right approach at the moment as other non-pharmacological issues 

needed to be addressed first. The PD IDT agreed that the patient and carer would benefit from a referral to social services to 

reduce carer burden. Additional support could be provided at a later date from the rehabilitation unit outpatient clinic and the 

pharmacist to support adherence. 
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4.7 Summary of the chapter 

Data was collected from patients, HCPs and patient records at five different 

data collection points (Part A to Part E) to answer the research question. There 

were some reoccurring themes and subthemes from Parts A to D on the 

benefits of the PD IDT clinic and how it compared to current PD services. 

Patients and HCPs shared their views on the role of the pharmacist in the PD 

IDT clinic and how the pharmacist could support patients and HCPs in the 

clinics. The pharmacist’s role includes specific tasks such as medication 

reviews and supportive roles for patients including advice on medication 

adherence. HCPs felt that the pharmacist supported their roles in decision-

making around prescribing, which could lead to more efficient PD care.  

The results support the current roles pharmacists have in PD and other LTCs 

MDTs, and further identify new roles pharmacist can have in PD care. Overall, 

patients were satisfied with the PD IDT clinics and the HCPs identified both the 

benefits and barriers of the clinics. HCPs and patients both felt that the PD IDT 

clinics offered a holistic approach to patient care and each HCP added to the 

clinic based on their specialism. The next chapter aims to discuss the findings 

further and add context to the results. 
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Chapter 5: Discussion 

5.1 Introduction to chapter 

The aim of this study was to generate an understanding of the role of a 

pharmacist in a PD IDT clinic.  

The primary objectives were: 

1) To determine the opinions on the involvement of a pharmacist in the IDT 

clinic for patients with severe PD from HCPs involved in the IDT clinic 

currently, and HCPs likely to be involved in IDT clinics in the future.  

2) To understand whether patients and carers who attended the IDT clinic 

were satisfied with the new service compared to their normal care. 

3) To understand whether patients and carers who attended the IDT clinic 

were satisfied with the involvement of a pharmacist in the IDT clinic. 

 

The secondary objective was: 

4) To quantify the number of interventions made by the pharmacist and 

other HCPs in the IDT clinic. 

The study was designed using a convergent mixed-methods design and the 

findings will be discussed based on this design. In this chapter, the qualitative 

and quantitative data will be merged, then compared and contrasted to offer an 

interpretation of the merged data. This aspect of the convergent design aims to 

offer a complete understanding of the results and validate one set of data with 

the other (Creswell 2015).  

Figure 15 shows a diagram of how the qualitative and quantitative data is 

merged after the results have been collected and analysed (Creswell 2015). 

The merged results will be examined to identify, to what extent, they generate 

an understanding of the role of a pharmacist in a PD IDT clinic. Table 22 shows 

the merged qualitative and quantitative data set, and the merged data is further 

compared against the pharmacist roles identified in literature. 
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Figure 15: How qualitative and quantitative data is merged in a convergent 
design after results have been collected analysed and then interpreted 
(Creswell 2015) 
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Table 22: Qualitative data (Part B to D) compared with the quantitative data (Part E) and pharmacist roles identified in literature 

 

 

Pharmacist roles identified in 
qualitative data in PD IDT model 

Pharmacist roles 
identified in 

quantitative data 
in PD IDT model 

Pharmacist roles identified in 
literature in PD MDTs 
(Unidisciplinary and 

Common Team Models) 

Overview of 
pharmacist 

roles 

Detailed pharmacist 
roles 

Part B Part C Part D Part E 
Role done in 
primary care 

Role done in 
secondary 

care 

Holistic 
medication 

review 

Medication review Y Y Y Y Y Y 

Identify, prevent and 
resolve ADRs 

Y Y Y Y Y Y 

Medicines optimisation Y Y Y Y Y Y 

Medicines reconciliation N N N Y Y Y 

Patient 
adherence  

Provide information/ 
patient education 

Y Y Y Y Y Y 

Support patient 
adherence 

N Y Y Y Y Y 

Support 
HCPs in their 

roles 

Support prescribing 
decision-making 

N Y Y Y N Y 

Supporting staff 
knowledge** 

N Y Y N N N 

Leading the PD IDT 
clinic** 

N N Y N N N 

Independent 
prescribing 

Provide prescribing on 
PD and non-PD 
medication** 

N N Y N N N 

Key: Y = Yes, N = No, **New pharmacist roles identified in PD care from this research study 
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5.2. The perceived role of the pharmacist in the PD IDT clinic 

The literature review in Chapter 2 identified that pharmacists played a vital role 

in MDTs in variety of LTCs including hypertension, stroke and diabetes (Antoine 

et al. 2014; Santschi et al. 2014; Basaraba et al. 2018). The evidence 

generated from this study supports the involvement of the pharmacist in PD in 

IDT clinics and additionally identified three new roles: 1) independent 

prescribing, 2) supporting HCPS in their roles by supporting staff knowledge, 

and 3) leading the PD IDT clinics. 

Merging the qualitative data sets from Parts B to D and quantitative data sets 

from Part E in Table 22; showed that the pharmacist’s role in the PD IDT clinics 

differed from the patient’s (Part B) and HCP’s perspectives (Part C and D), and 

the findings from GP/consultant clinic letters (Part E).  

The assumed role of the pharmacist was directly dependent on how individual 

participants perceived their engagement with the pharmacist and their previous 

experiences. Perceived roles are dependent on an individual’s experience, 

previous knowledge, expectations and understanding of a role (Bratton 2015). 

Patients and HCPs may not have the knowledge of the ‘detailed roles’ of the 

pharmacist described in Table 22, however, they may have an overall 

understanding of the pharmacist’s role and use interchangeable terms to 

describe their role. Taking this into account, the ‘detailed roles’ have been 

amalgamated e.g. ‘holistic medication review’ encompasses ‘medication 

review’, ‘identify, prevent and resolve ADRs’, ‘medicines optimisation’ and 

‘medicines reconciliation’. 

Figure 16 summarises the amalgamated roles of the pharmacist in the PD IDT 

which are: 1) conducting holistic medication reviews, 2) supporting patients with 

adherence, 3) supporting HCPs in their roles and 4) independent prescribing. 

These roles will be discussed individually in detail throughout this chapter. 
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Figure 16: An overview of the perceived roles of the pharmacist in the PD 
IDT clinic 
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drug reactions (ADRs) (n=5, 45%) and supported patient adherence (n=5, 45%) 

as part of the HMR. Table 19 (page 162) shows some detailed examples of the 

interventions made by the pharmacist after conducting a HMR for each patient. 

The types of interventions did not focus solely on PD medication as the 

pharmacist also identified problems relating to non-PD medication. The 

pharmacist identified issues relating to donepezil for Alzheimer's dementia, 

amitriptyline for depression or neuropathic pain and fluoxetine for depression. 

Current literature supports the non-PD and PD medication review carried out by 

the pharmacist during the PD IDT clinic identifying DRPs and reducing 

polypharmacy. The NHS RightCare PD pathway recommends that pharmacists 

should conduct medication reviews but it does not specifically state in which 

MDT model this should occur (NHS RightCare 2019). In the Unidisciplinary 

Model utilised by Foppa et al (2016), Schröder et al (2011) and Henrichsmann 

and Hempel (2016) pharmacist medication reviews also identified DRPs relating 

to both PD and non-PD medications. Studies by Shueb (2012), Stuijt and van 

Laar (2016), Stuijt et al (2018) support the effectiveness of medication reviews 

by pharmacists in outpatient clinics in a Common Team Model. In an outpatient 

clinic using the Core Team Model, Poon et al (2012) reported that the most 

common recommendation from a medication review was reducing problematic 

polypharmacy. 

In PD care, HMRs are important but are not carried out enough. In a recent 

study by Schrag et al (2018), PwPD were surveyed in European countries 

including the UK, and the findings of the survey revealed that; 10% of patients 

had their medication reviewed every 3 months, 37% every 6 months, 40% once 

a year and 13% once every 2 years or more. Although pharmacists are 

recognised as the experts in medicines these HMRs were not conducted by 

pharmacists; the HMRs were conducted by consultant neurologists, PDSNs, 

GPs and hospital doctors (Royal Pharmaceutical Society 2016b; Schrag et al. 

2018). In one study by Fleisher et al (2018) the PDSN conducted a full HMR 

focussing on both PD, non-PD and OTC medication. However in the PD MDT 

studies by Trend et al (2002), Carne et al (2005a; 2005b), Ellis et al (2008), 

Tickle-Degnen et al (2010), van der Marck et al (2013b) Monticone et al (2015) 

and Eggers et al (2018) a medication review was conducted by either a medical 

consultant or PDSN but it is not clearly stated if this was a HMR or review of PD 
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medication only. Table 19 (page 162) shows examples of the medication-

related problems highlighted by the pharmacist alone and Table 21 (page 170) 

shows medication-related problems identified in collaboration with the PDSN. 

The pharmacist identified medication-related problems that were not identified 

by the PDSN in the PD IDT clinic. This shows the core role of the pharmacist is 

HMR in PD IDTs and further highlights that pharmacist are the experts in 

medicines supporting the current literature.  

As discussed in Chapter 2, pharmacists have been involved in conducting 

medication reviews, identifying and resolving ADRs, and carrying out medicines 

reconciliations in other LTCs such as stroke, oncology, COPD and CKD, which 

have resulted in a positive impact on patient outcomes (Zhong et al. 2014; 

Gatwood et al. 2017; Basaraba et al. 2018; Al Raiisi et al. 2019). In specific 

primary and secondary care settings such as GP surgeries, nursing homes, 

acute wards and intensive care; medication reviews and medicines 

reconciliation have also shown a beneficial and positive impact on patient care 

(Nazir et al. 2013; Tan et al. 2014; Clyne et al. 2016; Dawoud et al. 2018).  

However, the data collected in Part E does not rate or rank the pharmacist 

interventions or assess patient outcomes. This was also a notable problem 

identified in the systematic reviews in the literature review and there is no 

officially recognised classification system for the significance of DRPs (Schröder 

et al. 2011). Al Raiisi et al (2019) suggested a clinical pharmacy research tool 

called DEPICT (Descriptive Elements of Pharmacist Intervention 

Characterization Tool) (Correr et al. 2013) which is a validated instrument for 

accurately describing the details of pharmacist interventions performed as part 

of clinical pharmacy practice. In 2015, DEPICT was amended to improve the 

initial version to better describe the components of clinical pharmacy services in 

order to enhance the reproducibility of interventions by ensuring consistent 

reporting (Rotta et al. 2015). DEPICT could be used as a guidance to 

structurally describe the intervention of interest in pharmacy practice research, 

however the tool has not been updated or validated to take into account the 

new roles of pharmacists in CCGs, PCNs or outpatient clinics. 
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Patient adherence  

 

The pharmacist supporting patient adherence was registered as an important 

finding in this research study. The HCPs involved in the PD IDT and those who 

may be involved in the future, identified that the pharmacist has the medicines 

knowledge to support patient adherence and provide patient education. Table 

19 (page 162) shows detailed examples of the types of interventions the 

pharmacist made in the PD IDT relating to patient information, education and 

supporting patient adherence. The pharmacist was able to provide verbal and 

written information and advice to answer medication queries relating to PD and 

non-PD treatments. The pharmacist was also able to step in and answer 

questions relating to non-PD medication where the PDSN was not able to or 

support the PDSN with a reply to the patient. The pharmacist supported patient 

adherence by encouraging patients to take medication on time and use 

reminder alarms if needed. The pharmacist also advised patients of the different 

types of adherence aids that are available to buy or available from their local 

community pharmacy. 

The findings support the current literature in the other PD MDTs models where 

the role of the pharmacist was to support patient adherence (Mynors et al. 

2007; Poon et al. 2012; Shueb 2012).Supporting patient adherence and 

assessment is a role that pharmacists have been involved in, in both primary 

and secondary care (Tan et al. 2014; Dawoud et al. 2018). In cardiovascular 

LTCs, pharmacists have supported patient adherence further with structured 

patient education on heart failure, stroke and hypertension (Koshman et al. 

2008; Santschi et al. 2014; Basaraba et al. 2018). Pharmacists have also 

shown to support patient adherence with education in COPD, CKD and 

oncology which includes monitoring inhaler techniques, providing printed 

information in different languages and then continuing to monitor adherence to 

medication (Zhong et al. 2014; Gatwood et al. 2017; Al Raiisi et al. 2019). As 

detailed in Chapter 2, the systematic review of pharmacists’ condition specific 

interventions in other LTCs have made a significant impact to patient adherence 

(Koshman et al. 2008; Antoine et al. 2014; Santschi et al. 2014; Tan et al. 2014; 

Zhong et al. 2014; Basaraba et al. 2018; Dawoud et al. 2018; Al Raiisi et al. 

2019). 
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Support HCPs in their roles 

The HCPs involved in the PD IDT clinic found that the pharmacist supported 

their knowledge of medication, and supported decision-making and education 

around using resources. The presence of the pharmacist in the PD IDT clinic 

saved time for the PDSN; by not having to contact the GP for medication advice 

and was able to receive advice directly from the pharmacist. The pharmacist 

shared knowledge of clinical resources which the HCPs were able to use in 

other clinics outside the PD IDT clinic. These findings are similar to those 

described in other literature sources on inter-professional learning and 

education (IPL). 

The Centre for the Advancement of Interprofessional Education (CAIPE) 

defines IPL as ‘occasions when members or students of two or more 

professions learn with, from and about each other to improve collaboration and 

the quality of care and services’ (CAIPE 2016: 1). In the PD IDT clinics, the 

pharmacist and PDSN reviewed patients’ medication together and discussed 

concerns jointly which led to quicker decision-making and resolutions. These 

findings support the PD literature on the pharmacist’s role in other PD MDTs on 

supporting decision-making (Coulson 2017).  

A contemporary study by Bell et al (2017) on nurses and pharmacists 

conducting HMRs together on LTCs showed that both HCPs learnt from each 

other which improved their own practice and the quality of their medication 

reviews. In 2014, RPS and Royal College of Nursing (RCN) published a joint 

statement highlighting the benefits of IPL to help patients make the most of their 

medicines; which included recommendations for pharmacists and nurses to 

work in shared teams and shared education at undergraduate level and 

onwards (RPS and RCN 2014). The RPS/RCN joint statement is in line with 

professional standards for both professions; the Nursing and Midwifery Council 

(NMC) encourages inter-professional learning and team working, and the 

General Pharmaceutical Council (GPhC) working in partnership with other 

HCPs (General Pharmaceutical Council 2017; Nursing and Midwifery 2018). 

However, in PD literature the role of the pharmacist in supporting staff 

knowledge and IPL in any MDT model is not well documented. The findings 
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from this research identify this as new role for pharmacists in PD. However, in 

this research study, as with other literature, there is a lack of strong evidence 

supporting positive patient outcomes and further studies are needed (Brock and 

Boone 2015). 

The HCPs who may be involved in PD IDT clinics in the future, identified 

another new role that pharmacist could have to support HCPs in PD IDT clinics.  

The HCPs described how pharmacists have the leadership skills and clinical 

knowledge to lead PD IDT clinics and felt that pharmacists with PD experience 

and qualifications have the potential to lead the clinic. The Royal 

Pharmaceutical Society supports leadership in pharmacy and pharmacists can 

use the “Leadership competency framework for pharmacy professionals” (2011) 

or other leadership resources to map or improve their leadership qualities. This 

finding is new from the research and is not discussed in current literature. 

Current studies focus on the role of a pharmacist in medication management 

and additional benefits such as leading clinics for PD are not well documented. 

Therefore, pharmacists leading PD IDT clinics are a potential role that would 

require further research which is discussed later in Chapter 6. 

In other LTC MDTs pharmacists have also supported HCPs in MDTs in their 

roles by supporting decision-making at the point of prescribing in heart failure, 

intensive care units and care of the elderly (Koshman et al. 2008; Santschi et al. 

2014; Wang et al. 2015; Clyne et al. 2016). The systematic reviews supported 

the need for incorporating pharmacists into different MDT care models. The 

systematic reviews found collaborative face-to-face MDT working was more 

beneficial than pharmacist-directed care alone (Nazir et al. 2013; Tan et al. 

2014; Clyne et al. 2016). This finding is not surprising given that certain LTCs 

require MDT input from a variety of HCPs rather than a single intervention by a 

single HCP. In other LTCs pharmacists have further supported staff knowledge 

and IPL by providing educational sessions for HCPs in CKD and care of elderly 

on prescribing on reducing inappropriate polypharmacy (Nazir et al. 2013; Clyne 

et al. 2016; Dawoud et al. 2018; Al Raiisi et al. 2019). 
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Independent prescribing 

The findings from this study identified independent prescribing as a new 

potential role of the pharmacist in the PD IDT clinic. Independent prescribers 

are a range of non-medical HCPs including pharmacists that can prescribe 

medicines. Pharmacist independent prescribers can prescribe any medicine for 

any medical condition working within their own professional competency and 

expertise (BNF 2021). The HCPs who may be involved in PD IDT clinics in the 

future, discussed the benefits of pharmacist independent prescribers in PD IDT 

clinics based on their experience in other PD clinics. The HCPs described how 

pharmacists need to move away from the more traditional roles and be more 

proactive in prescribing treatments. As an independent prescriber, the 

pharmacist can take the lead and change medication within their competency 

during the PD IDT clinics.  

The Royal Pharmaceutical Society advocates pharmacists to train as 

independent prescribers and utilise their skills in an MDT to support patients 

with LTCs (Royal Pharmaceutical Society 2016a). Pharmacist independent 

prescribers could use their prescribing competency to support PwPD with their 

other co-morbidities in the PD IDT clinics. In MDTs in other LTCs identified in 

Chapter 2, pharmacists were involved in prescribing medicines and medication 

adjustments in secondary care. The pharmacist’s role included prescribing 

initiating and titrating medication in stroke, hypertension and CKD in inpatient 

wards and outpatient clinics (Santschi et al. 2014; Basaraba et al. 2018; Al 

Raiisi et al. 2019). Pharmacist have also been involved in prescribing, adjusting 

and administering therapy in other LTCs in primary care in GP surgeries 

including diabetes, mental health, asthma, pain clinics and COPD (Tan et al. 

2014). In other LTC MDTs identified in Chapter 2, very few reported on the 

experience level of the pharmacists involved in the studies. Those that did 

suggested that the experience of the pharmacist and their integration into the 

MDT are likely important factors in achieving positive outcomes (Dawoud et al. 

2018). There were no reports of pharmacist independent prescribing activities in 

the systematic reviews (Dawoud et al. 2018; Al Raiisi et al. 2019). 
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In PD care in the UK the role of an independent prescriber is usually taken by 

the PDSNs (Parkinson's UK 2019). However, it is unclear from literature if all 

PDSNs are independent prescribers and routinely prescribe. Currently 

Northumbria University is conducting research to identify the role and scope of 

PDSNs roles which may give an understanding of their independent prescribing 

roles (Hand and Brown 2019). In pharmacy, a small number of pharmacist 

independent prescribers have been involved in pharmacist-led (pharmacist 

only) PD clinics in primary care and secondary care clinics (Barnes 2019). 

However, the role of a pharmacist independent prescriber is not well 

documented in current PD studies either. Pharmacists have the qualifications 

and potential to support PwPD and HCPs in this role. However further research 

is needed and discussed further in Chapter 6. 

 

5.3 Patient and carer views on their normal care and PD IDT clinics 

One of the primary objectives was to understand whether patients and carers 

who attended the PD IDT clinic were satisfied with the new service compared to 

their normal care. There are limited studies that provide data on a PwPD’s 

experience of care and areas of unmet needs (Schrag et al. 2018). However, 

The Parkinson’s UK audit (2019) is the largest national patient questionnaire 

and service evaluation conducted bi-annually and will be used to contrast the 

views of participants in this study. Where possible research studies that report 

on patient experience will also be used to compare findings from this research 

study. 

 

Benefits of the PD IDT clinics for PwPD compared to normal care  

Patients found accessing their normal care frustrating but when they did have 

access and received care they were happy with the care received. One of the 

main findings on the patient’s normal care was their concerns around accessing 

the current services. The PD NICE guidelines (2017) recommend that PwPD 

should have an accessible point of contact with specialist services to have 

regular clinical monitoring, medicines adjustment, support, and a reliable source 

of information on clinical matters. 
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The challenge for patients accessing their normal care started from accessing 

care by telephone. They noted the services were stretched and the telephone 

answering machine options confusing. In WHCT there are three PDSNs 

working across Worcestershire who are not always available when PwPD call. 

The PDSN have other duties and roles such as their individual patient clinics, 

group clinics for newly diagnosed patients and home visits to patients with 

severe PD. As a result, PwPD who are phoning for advice may have to leave a 

message. Therefore, although patients had access to PD services, they were 

not readily accessible at the time to meet their care needs.  

This finding reflects the audit findings in the Parkinson’s UK Audit (2019) which 

showed that the majority of PwPD (97.8%) could access a Parkinson’s nurse 

(94.4%) or other HCPs (3.4%) as a point of contact with specialist services 

either in person or over the phone; however recognised that improvements 

must be made to ensure PwPD have access at the right time. Since 2019, 

WHCT have started to involve patients and carers in ‘Integrated neurology 

services - engagement events’ to understand how they would like to access and 

improve services for the future (WHCT 2019). This is a welcome development 

from WHCT as involving patients and carers in service design ensures they are 

focussed on patient needs (NHS England 2015a). 

In contrast, patients and carers found the PD IDT clinics were positive and they 

were more satisfied with the care received compared to their normal care. The 

findings fit with current literature on patient views on satisfaction of an IDT 

approach for PwPD. The IDT study by Fleisher et al (2018) showed the 

interdisciplinary structure with well-defined workflows and communication 

protocols resulted in a high-quality patient experience. Van der Marck et al 

(2013b) and Eggers et al (2018) also found overall patient satisfaction was 

higher with an IDT intervention compared to normal care.  

Patients and carers felt that the PD IDT clinic offered a more holistic view of the 

patient’s condition rather than focusing on the individual aspects. The PD IDT 

clinic gave patients assurance that their treatment and condition had been 

reviewed, with the patient’s views taken into consideration in a single clinic.  

The HCPs involved in the PD IDT clinic developed a review template known as 

the UPDRS-SCP (see Appendix 10) based on HYS (1967) and UPDRS (Goetz 
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et al. 2008). The UPDRS-SCP avoided duplication of assessment and 

questions allowing for a more holistic comprehensive clinic appointment. The 

findings from this research support the holistic approach utilised in other PDT 

IDT studies meeting physical, mental health and social care needs (White et al. 

2009; van der Marck et al. 2013b; Eggers et al. 2018; Fleisher et al. 2018). The 

study by Eggers et al (2018) used holistic care plans based on 

recommendations by a consultant, physiotherapist and PDSN. Fleisher et al 

(2018) developed holistic care plans, co-ordinated their assessments and 

referrals to avoid duplication (Fleisher et al. 2018). 

Another finding from this research was that patients were more involved in 

decision-making in the PD IDT clinic compared to their normal care. The HCPs 

gave patients an opportunity to discuss their concerns and negotiate a care 

plan. The PD NICE guidelines (2017) recommend that communication with 

PwPD should be aimed towards empowering them to participate in judgements 

and choices regarding their own care. The findings from the study show that this 

was achieved and that patients had an agreed action plan with HCPs in the PD 

IDT clinic. The NICE PD guidelines also advised that PwPD should have a 

comprehensive care plan agreed between the patient (and carers as 

appropriate) and HCPs. The information should be both oral and written 

communications that are individually tailored and reinforced as necessary 

(NICE 2017). NHS RightCare (2019) recommends that a system should be in 

place where shared decision-making is integral to all decisions about a patient’s 

health. This includes HCP expertise and patient preferences, personal 

circumstances, goals, values and beliefs. 

The findings from this research study support the current literature on patient 

involvement in decision-making in respect of their PD care. Fleisher et al (2018) 

reported that their comprehensive person-centred care plans were grounded in 

attention to participant preferences. Studies by van der Marck et al (2013b) and 

Eggers et al (2018) also used comprehensive care plans agreed with IDT and 

patients. However, the uptake of the PD NICE (2017) and NHS RightCare 

(2019) recommendations are unknown as the use of collaborative care plans is 

not directly audited in the Parkinson’s UK Audit (2019). 
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The NICE Quality Standard (2018) recommends that PwPD should be referred 

to physiotherapy, OT or SLT if they have problems with balance, motor function, 

activities of daily living, communication, swallowing or saliva. The 

recommendation is supported by both NHS RightCare (2019) and Parkinson’s 

UK (2019), that recommend PwPD should have access to an MDT. The 

Parkinson’s UK Audit (2019) highlights that the majority of PD services have 

access to an MDT, but that patients are not consistently being referred. Having 

different HCPs from a variety of disciplines in the PD IDT makes the referral 

process quicker. Patients reported in this research study that referrals for 

physiotherapy appointments were quicker than in normal PD care, although the 

research did not measure how quickly patients were referred to other HCPs 

after the PD IDT clinics. The current literature on PD IDTs and MDT clinics did 

not assess whether referrals between HCPs were quicker either. Therefore, in 

theory, the IDT approach may enable quicker referrals to other HCPs although 

according to the literature and research findings, this is currently unknown and 

further research would need to be undertaken to determine this. 

In theory using an MDT or IDT approach could also improve QoL and prevent 

deterioration leading to a reduction in hospital admissions for PwPD compared 

to normal care. Having the ability to make quicker referrals and addressing 

patient concerns sooner could potentially prevent patient symptoms from 

deteriorating. In this study QoL was not measured, however the IDT approach 

shows conflicting evidence in improving QoL as no large scale RCTs have been 

done. A study by van der Marck et al (2013b) found that compared with normal 

care, the IDT approach offered significant improvements in activities of daily 

living and QoL, but the effect sizes were small and unlikely to be clinically 

relevant. In contrast, the study by Eggers et al (2018) showed that an IDT 

approach compared to normal care significantly improves QoL (p=0.044). 

Similarly, no large scale RCTs have been done to show whether the IDT 

approach reduced hospital admissions compared to normal care. Data on 

hospital admissions was not collected following the PD IDT clinic. However, the 

potential for reduction in hospital admissions is supported by current literature. 

A study by Fleisher et al (2018) detected a small decrease in hospital and 

emergency visits before and during an IDT approach suggesting a potentially 

beneficial improvement in healthcare use. 
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Consultant appointments 

Patients also voiced concerns over the difficulties in making appointments with 

their medical consultants. Appointments were reportedly always changing and 

not frequently followed up, causing patients to feel unsettled by this experience. 

PwPD should be reviewed by a specialist consultant or PDSN at 6 to12 month 

intervals (NICE 2018; Parkinson's UK 2019). The findings from this research are 

similar to the findings from study by Schrag et al (2018) and the Parkinson’s UK 

Audit (2019). The Parkinson’s UK Audit (2019) revealed that there was a small 

reduction in the number of patients receiving a specialist review within 12 

months in 2019 (95.9%) compared to 2017 (98.1%). The study by Schrag et al 

(2018) surveyed the PD care experience of PwPD in European countries 

including the UK, which detected inconsistencies in waiting times for 

appointments, varying between less than 1 month, and 4 months and over. 

 

Some patient participants in this research study noted that their consultant 

appointments did not fully meet their care needs. Although the sample size of 

patient participants was small in this study, the findings support the Parkinson’s 

UK Audit (2019), where 79.4% of PwPD felt that their consultant appointments 

did not meet their needs compared with 82.5% in 2017. The Parkinson’s UK 

Audit suggested this could be due to ‘capacity, workforce and other issues’ 

(Parkinson's UK 2019: 14). Schrag et al (2018) reported patient satisfaction 

levels increased if the consultant was a PD specialist. Their study showed 

higher patient satisfaction for specialist PD neurologists (73%, n=819) 

compared with general neurologist (57%, n= 372). In Worcestershire there are 

currently two specialist full time neurology consultants, and previously there 

were four full time consultants. This may be the reason why patients are finding 

it challenging to book appointments or why the appointments are sometimes 

cancelled by the Trust. Due to the reduction in specialist consultants, 

appointment durations may also be shorter to ensure that consultants can 

review their whole caseload. 
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Patient medication concerns 

Another finding from the research was around patients concerns with 

medications. Patients stated they were not given enough information about their 

PD medication from consultants or the PDSN. The research findings support 

the findings in the Parkinson’s UK Audit (2019) where 31.3% of PwPD felt they 

were not given enough information, including potential ADRs related to their 

new medications. These findings are similar to other results in the published 

literature where Schrag et al (2018) reported 20% and Dorsey et al (2010) 

reported 44% overall satisfaction with the information PwPD received about 

their medication. The findings are similar in other LTCs such as mental health 

where a survey by the charity MIND found GPs were not providing enough 

information to patients about their new medicines in 50% of patients (MIND 

2019). In secondary care, an adult inpatient survey by CQC found that 43% of 

patients discharged from hospital were not told about side-effects of their new 

medication (CQC 2017). 

Patients in the focus group (Part B) also voiced concerns on not receiving their 

PD medication on time during hospital inpatient stays. The NICE PD Quality 

Standard (2018) recommends PwPD who are in hospital take levodopa within 

30 minutes of the time prescribed because if PwPD do not receive their 

medication at the time prescribed, their symptoms can become uncontrolled 

and increase their care needs considerably (Parkinson's UK 2019). PwPD have 

longer hospital stays compared to patients of similar age with other LTCs and 

urgent attention should be given to developing interventions to reduce the 

burden of hospitalisation (Low et al. 2015). Self-medication and timely 

administration of medication are two potential interventions to manage PwPD 

during hospitalisation to reduce length of stay (Low et al. 2015). Pharmacists 

can support PwPD to ensure medication is taken on time and self-

administration is offered during inpatient settings (discussed further in detail in 

section 5.9 page 206). 

The findings from the patient and carer focus group concur with the findings 

from the Parkinson’s UK Audit (2019), on patients receiving their medication on 

time during inpatient hospital admissions. The Parkinson’s UK Audit (2019) 
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found that 41% of PwPD incurred a negative or significantly negative effect due 

to delayed doses. In WHCT, the pharmacy department had a proactive 

approach to ensure all PD medication was administered on time which resulted 

in timely administration of PD medication (Care Quality Commission 2020). 

However, in other Trusts where participants may have stayed, further 

improvement can be made to ensure medication is given on time. 

The Parkinson’s UK Audit (2019) revealed that 57.3% of PwPD wanted to self-

medicate yet only 36.7% were able to. Self-medication in hospital is balanced 

between the benefit of the patient’s ability to take the medication safely and the 

potential risks introduced. The findings from this research support findings in 

literature on self-medication in hospital where patients are not always assessed 

or offered self-administration of their PD medication. Pharmacists can support 

PwPD to assess and encourage nurses to ensure all PwPD are assessed for 

self-administration of medication using local Trust policy. 

 

5.4 Patient and carer view on the role of the pharmacist in the PD IDT 

clinic 

The perception of the involvement of the pharmacist by patients and carers 

varies from the HCPs. The pharmacist completed a medication review for all the 

patients (n=11, 100%) and identified ADRs for almost half the patients (n=5, 

45%). The patients knew the pharmacist had a role in the clinic but could not 

identify the exact role the pharmacist played. 

 

The patient’s perception on the involvement of the pharmacist could be due to 

the way the PD IDT clinic was led. The PD IDT clinic was led by the PDSN and 

all HCPs discussed issues and concerns that needed to be raised in the clinic. 

As a result, it may have been difficult for patients to identify whether the issues 

were raised by the PDSN or the pharmacist. The pharmacist and the PDSN 

reviewed the patient’s medication independently before the IDT clinic, and then 

together in the PD IDT clinic. The PDSN focussed primarily on PD medication 

and the pharmacist conducted an HMR. Therefore, the PDSN and the 

pharmacist may have spotted medication problems together but from the 

patient’s perspective they may have attributed this to the PDSN. The patients 
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may have focussed on the pharmacist discussing and supporting their 

understanding of medication in the PD IDT clinic. However, during the PD IDT 

clinic each HCP had limited time to engage or interact with the patient. 

Therefore, the pharmacist may not have had time to talk about the medication 

with the patient in detail. 

In the PD IDT clinic, the pharmacist provided both pharmacological and non-

pharmacological interventions. However patients only directed the medication 

related queries to the pharmacist. This association meant pharmacists only 

documented medication related concerns or safety issues on the UPDRS-SPC 

and subsequently on the GP/consultant letters. The research findings add to the 

published literature on the public perception on the role of pharmacist. It is 

recognised that there is a poor understanding of the role of pharmacists 

amongst the general public (Royal Pharmaceutical Society 2016b). Although 

there is a high regard for pharmacists, there is a low awareness of the range 

and benefits of services that pharmacists can offer (Royal Pharmaceutical 

Society 2016b). This is a common problem in other parts of the world where the 

general public consider a pharmacist to be “a person qualified to sell medicines” 

or as “ordinary retailers” (Majchrowska et al. 2019). This is a similar problem in 

UK where “the major component of the pharmacist’s role has traditionally been 

to oversee the safe and effective dispensing of prescription medicines” (Royal 

Pharmaceutical Society 2016b: 13). This has resulted in the public recognising 

this as the traditional role of pharmacist with poor awareness of the newer 

services (Kember et al. 2018). 

The findings from the study show that the role of the pharmacist needs to be 

brought to the forefront in PD care, so that patients can also see the value the 

pharmacist can bring to their care. The Royal Pharmaceutical Society also 

suggest considerable work is needed “to ‘demystify’ pharmacy in the eyes of the 

public and of the importance of putting in place services that demonstrate to 

people the potential of medicines optimisation and direct patient care – and 

these need to be explained in much clearer lay terms” (Royal Pharmaceutical 

Society 2016b: 36). The Royal Pharmaceutical Society also suggests that there 

is a “need to build a strong and straightforward narrative about the role 

pharmacists can play…in particular in the management of long-term conditions” 

(Royal Pharmaceutical Society 2016b: 36). Currently Parkinson’s UK promotes 



193 
 

the role of community pharmacists to support with adherence aids, identify 

ADRs and supply medication. Parkinson’s UK could further support with 

patients and carers understanding of the additional clinical roles that 

pharmacists can perform in PD care. Related recommendations are discussed 

in more detail in Chapter 6. 

5.5 Roles of HCPs in the PD IDT clinic 

Each HCP had their own unique role linked to their specialism in the PD IDT 

clinics. The UPDRS-SCP ensured that each HCP had documented the 

interventions and assessment for each patient which were later transcribed onto 

a referral letter for the GP/consultant. Figure 14 (page 161) shows the number 

and types of interventions and Table 19 (page 162) shows examples of the 

detailed interventions made by each HCP recorded on the GP/consultant 

letters. All the HCPs made at least one type of intervention per patient in the PD 

IDT and played an active role. The individual roles of each HCP helped them to 

offer holistic care as shown in Figure 14 (page 161) and contribute to PD care 

as a team. In other PD literature studies, the UPDRS (Goetz et al. 2008) was 

used successfully to measure PD progression. In this research study the 

UPDRS-SCP was also used in the same way to assess PD progression with 

addition of a shared care plan for all HCPs to document their interventions. 

The PDSN and the pharmacist found it easier to fulfil their assessment and 

review roles during the PD IDT clinic. For example, the pharmacist carried out a 

medication review in all the patients and the PDSN assessed all the patients 

using the UPDRS-SCP (n=11, 100%) as detailed in Table 21 (page 170). In 

comparison, the OT and physiotherapist found it challenging to conduct a 

comprehensive rehabilitation assessment during the PD IDT clinic. The OT 

conducted an assessment on 27% (n=3) of the patients and the physiotherapist 

on 36% (n=4) in the PD IDT clinic. This was due to the limited time available 

during the clinic, and to compensate for this, the OT and physiotherapist 

referred patients for either a home or outpatient assessment as detailed in 

Table 19 (page 162) and Table 21 (page 170). In total the OT referred 73% 

(n=8) for assessments outside of the PD IDT clinic; 55% (n=6) for a home 

assessment and 18% (n=2) for and outpatient assessment. The physiotherapist 

referred 91% of patients for an assessment outside of the PD IDT clinic; 64% 
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(n=7) for an individual outpatient assessment and 27% (n=3) to a group 

outpatient assessment. In the literature this was not noted as a problem in any 

of the studies in PD MDTs. A number of the PD MDTs used the Core Team 

model where HCPs saw the patients in their own individual clinics. As a result 

OTs and physiotherapists were able to assess their patients more thoroughly as 

they had more time. In studies that utilised the IDT model it is unclear if the OT 

and physiotherapist had enough time to review patients, although this was not 

highlighted as a concern (Carne et al. 2005a; Carne et al. 2005b; Giardini et al. 

2017; Eggers et al. 2018). The short 40 minute duration of the PD IDT clinics in 

this research study do not allow ample time for a full rehabilitation clinic but do 

allow the physiotherapist and OT to refer patients and plan appropriate care.  

The role of the PDSN was to lead the PD IDT clinic and the other HCPs to 

support the clinic (see Table 19 page 162). The PD NICE guidelines (2017) 

recommend that the PDSN should act as a point of contact with specialist 

services and be involved in managing PD care overall. Therefore, by leading 

the PD IDT clinic the PDSN was also able to provide PD care and facilitate 

referrals to other HCPs as recommended in the PD NICE guidelines (2017). 

The PDSN was an independent prescriber and was able to adjust PD 

medication as needed. During the PD IDT clinic the PDSN prescribed a patient 

generic co-careldopa 25mg/250mg tablets as the patient could not obtain the 

brand Sinemet® 25mg/250mg from their local pharmacy. 

The PDSN roles also included providing information about clinical and social 

matters of concern to PwPD and their family members or carers (NICE 2017). 

As the role of the PDSN involves a number of different aspects of care, it 

increased the number of interventions. These interventions included referring 

patients to SLT to assess swallowing difficulties and referring a patient to the 

consultant who was suffering from rapid eye movement sleep behaviour 

disorder. The PDSN provided information and patient education to manage 

nausea, vomiting, impulse control and how to manage their on/off fluctuations. 

The findings on the roles of the PDSN described in Table 19 (page 162) and 

Table 21 (page 170) support the current literature as described in section 2.2, 

page 32 (Trend et al. 2002; Wade et al. 2003; Carne et al. 2005a; Carne et al. 

2005b; Guo et al. 2009; van der Marck et al. 2013a; Eggers et al. 2018). 
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The study design and the patients attending the PD IDT clinic meant all patients 

had rehabilitation potential and required input from both the physiotherapist and 

OT. The study design dictated the patients eligible to attend the PD IDT clinic, 

had a HYS (1967) level 3 to 4 based on the inclusion and exclusion. The HYS 

outlines the overall disease progression of motor symptoms in PwPD. Patients 

at HYS level 3 have mild to moderate disability with impaired postural reflexes 

but remain physically independent (Hoehn and Yahr 1967). They are therefore 

likely to have slowness of movements or loss of balance which can significantly 

impair their daily activities. As a result, the input from the physiotherapist and 

OT would be higher in patients at HYS level 3 to 4 compared to patients HYS 1, 

2 or 5. Equally, patients at HYS level 3 to 4, are still able to walk or stand 

unassisted but would need intervention from the physiotherapist and OT which 

may include balance exercises and/or walking aids (Hoehn and Yahr 1967). As 

a result the PD NICE guidelines (2017) recommend PD-specific physiotherapy 

and physical activity for PwPD who are experiencing balance or motor function 

problems. Therefore, physiotherapist interventions in the PD IDT clinic were 

evident for all patients. These findings support the current literature where the 

physiotherapists were able to offer PD specific physiotherapy interventions to 

patients in their care (Section 2.2 page 30). 

 

In the same way, the OT has a higher level of input for patients at HYS level 3 

to 4. The OT offered support and advice to all patients attending the PD IDT 

clinic that had difficulties with activities of daily living (NICE 2017). The findings 

and detailed examples in Table 19 page 162 and Table 21 page 170, support 

the current literature as described in section 2.2, page 30 on the roles of the 

physiotherapist and OT (Trend et al. 2002; Wade et al. 2003; Carne et al. 

2005a; Carne et al. 2005b; Ellis et al. 2008; Guo et al. 2009; White et al. 2009; 

Tickle-Degnen et al. 2010; van der Marck et al. 2013b; Monticone et al. 2015; 

Giardini et al. 2017; Eggers et al. 2018; Ferrazzoli et al. 2018). During the PD 

IDT clinic the OT offered home assessments, equipment to support daily living 

and 1:1 rehabilitation clinics. 
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The pharmacist made an intervention for all the patients attending the PD IDT 

clinic (see Figure 14 page 161, Table 19 page 162 and Table 21 page 170). 

Medication review and medicines reconciliation were the most frequent 

interventions (n=11, 100%). The pharmacist’s pharmacological interventions 

were identifying ADRs (n=5, 45%), medicines optimisation (n=5, 45%) and 

supporting patient adherence to medication (n=5, 45%). As with the other HCPs 

in the PD IDT clinic, not all of the recommendations that were recorded on the 

UPDRS-SCP by the pharmacist were recorded on the GP/consultant letter as 

some of these concerns were addressed directly during the PD IDT clinic. The 

interventions during the PD IDT clinic that were resolved were patient 

medication queries e.g. when to take medication or reinforcing the need to take 

medication on time or checking patient adherence. Any patient concerns with 

PD medication were discussed with the PDSN and pharmacist then the 

changes made by the PDSN. A number of joint interventions between the 

PDSN and pharmacist were recorded as PDSN interventions on the 

GP/consultant letter (see Table 21 page 170 for some examples). This included 

any ADRs related to PD medication that needed to be reviewed by the 

consultant. 

During the PD IDT clinic, the pharmacist made pharmacological interventions 

mainly on non-PD medication. This may be due to the pharmacist’s level of 

experience and knowledge working with PwPD. The PDSN and the pharmacist 

agreed to review patient’s medication together. Where the PDSN focussed 

primarily on the PD medication and the pharmacist reviewed the medication 

holistically. The PDSN was an independent prescriber whereas the pharmacist 

was not. Therefore the PDSN was able to make PD medication related 

interventions based on PD experience and knowledge. 

 

The HMRs were used to identify any problematic polypharmacy in PwPD. 

Problematic polypharmacy is ‘the prescribing of multiple medicines 

inappropriately, or where the intended benefits from the medicines are not 

realised’ (NICE 2017a: 3). PwPD are likely to have polypharmacy and higher 

levels of co-morbidities compared to non-PD patients (McLean et al. 2017). 

Problematic polypharmacy may be harmful to patients as it increases the risk of 

drug interactions and ADRs, impairing medication adherence and QoL for 
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patients (Duerden et al. 2013). A large study by McLean et al (2017) identified 

30.9% of PwPD had five or more conditions compared with 13.2% of non-PD 

patients (p < 0.001) with the biggest difference found for seven or more 

conditions 12.1% PwPD and 3.9% non-PD patients. The difference in 

polypharmacy between PwPD and non-PD patients reflects the treatment 

regimens of PD and the additional treatments for comorbidities. Therefore the 

pharmacist’s role in conducting HMRs was needed in the PD IDT clinic. 

 

Each HCP in the PD IDT clinic had a unique role related to their individual 

specialism. HCPs were either able to carry out assessments, reviews or refer 

patients for further assessments. The HCPs in the research decided on the 

individual roles for each HCP and ensured they were achieved using the 

UPDRS-SCP. Although the HCPs achieved their goals, it is unclear from the 

data collected in Part E whether the HCPs in the PD IDT are the optimal HCPs 

to include in the clinic. The NICE PD guidelines (2017) and NICE PD quality 

standards (2018) recommend MDT working. However, they do not state which 

MDT model to use and which HCPs should be included. 

 

5.6 Optimal PD IDT clinic 

In this research study the HCPs and patients felt that the PD IDT clinic was 

optimal with the right HCPs involved and the model worked well. Adding more 

HCPs to the PD IDT clinic may be valuable but may not necessarily improve the 

clinic, as the addition of more HCPs may potentially overwhelm patients. The 

findings suggest including the PDSN, physiotherapist, OT and pharmacist are 

the optimal HCPs to include in a PD IDT clinic. A psychologist or a specialist 

consultant could be included in the PD IDT clinic, however, it may be more 

appropriate to refer to PwPD to them along with referrals to the continence 

specialist nurse, SLT, support worker and other HCPs. 

 

The NHS RightCare (2019) state that PDSN should be an independent 

prescriber and the findings from this research support that. The findings also 

support the recommendation in NHS RightCare (2019) and NICE PD guidelines 

(2017) on referring to the wider specialist MDTs as needed. However, the 
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findings show that patients would also prefer if they can be referred to the 

pharmacist involved in the clinic, outside of the PD IDT clinic for a separate 

appointment.  

Based on the findings from this research and National guidelines, Table 23 

shows the HCPs to include in the PD IDT clinic and the HCPs patients should 

have the opportunity to be referred to. In this research the PDSN led the PD IDT 

clinic and was an independent prescriber. The findings in the study suggest the 

pharmacist could lead the PD IDT clinic and have more impact as an 

independent prescriber. However, more research is needed to identify whether 

a pharmacist leading or PDSN leading the PD IDT clinic is more optimal. 
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Table 23: The HCPs to include in an optimal PD IDT clinic and the HCPs 
patients can be referred using the findings from this research and national 
guidelines 

IDT team formation using findings 

from this research  

HCPs the PD IDT can refer patients 

to according to findings from this 

research and National guidelines. 

PDSN (independent prescriber) 

Pharmacist 

Physiotherapist 

OT 

PD IDT can refer to their own single-
clinician led clinics for further input as 
needed 
 

• PDSN (NICE 2017; NHS 
RightCare 2019; Parkinson's UK 
2019) 

• Pharmacist (based on findings 
from this research and NHS 
RightCare (2019)) 

• Physiotherapist (NICE 2017; 
NHS RightCare 2019; 
Parkinson's UK 2019) 

• OT (NICE 2017; NHS RightCare 
2019; Parkinson's UK 2019) 
 

PD IDT to refer to other HCPs for 
further review as needed  
 

• Specialist medical consultant 
(NHS RightCare 2019; 
Parkinson's UK 2019) 

• Speech and language therapists 
(NICE 2017; NHS RightCare 
2019; Parkinson's UK 2019) 

• Psychologist (NHS RightCare 
2019; Parkinson's UK 2019) 

• Social worker or SPLW 
(Parkinson's UK 2019; NHS 
England and NHS Improvement 
2020) 

• GP (Parkinson's UK 2019) 
 

 

 

The PD IDT clinic involved a number of different HCPs all working together 

collaboratively to provide patient care. However, the HCPs involved in the PD 

IDT clinic had not previously worked together in a clinic. The findings from the 

research support the characteristics of optimal interdisciplinary teamwork that 

are commonly observed in other IDTs in literature. A concept analysis by 

Xyrichis and Ream (2008) explored the fundamental concepts of teamwork 
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across a variety of disciplines including healthcare, academia, human resource 

management and organisational behaviour. They defined teamwork as “a 

dynamic process involving two or more health professionals with 

complementary backgrounds and skills, sharing common health goals and 

exercising concerted physical and mental effort in assessing, planning, or 

evaluating patient care. This is accomplished through interdependent 

collaboration, open communication and shared decision-making. This in turn 

generates value-added patient, organisational and staff outcomes” (Xyrichis and 

Ream 2008: 238). The PD IDT model meets this definition as there were four 

HCPs from different disciplines involved in care for PwPD, which involved 

shared decision-making through interdependent collaboration. 

 

The findings demonstrate that HCPs showed balanced leadership and 

contribution during the PD IDT clinic. This characteristic of teamwork is 

supported in the current literature where an IDT should have a clear leader of 

the team, with clear direction with shared power (Nancarrow et al. 2013). The 

HCPs stated that the PDSN led the PD IDT but equally allowed other HCPs to 

intervene as needed. The HCPs felt they had shared leadership and ability to 

contribute to patient care. In literature, “designated team leader and shared 

leadership have both been shown to be large contributors to interdisciplinary 

team effectiveness” (Lakhani et al. 2012: 262). 

 

Findings from Part C show that the HCPs supported balanced leadership by 

understanding each other’s roles and had a mutual agreement to allow the 

PDSN to lead the PD IDT clinic. Nancarrow et al (2013) identified respecting 

and understanding roles of team members are a characteristic of a good IDT. 

HCPs in the PD IDT had mutual respect and a clear understanding of the roles 

of each HCP. The HCPs discussed decisions from their perspectives based on 

their individual healthcare disciplines and incorporated them with multiple 

perspectives from other team members to make appropriate shared decisions. 

Nancarrow et al (2013) also suggest in a healthcare setting, ‘appropriate shared 

decision-making’ is likely to be combined or collective decisions between 

individual HCPs from their own scope of practice with all other HCPs in an IDT. 

The findings from the HCPs in the PD IDT support the literature on appropriate 
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shared decision-making in literature (Nancarrow et al. 2013; Mayo and Woolley 

2016) 

 

Another finding from Part C during the PD IDT clinic on teamwork was on free 

and open team communication. Nancarrow et al (2013) also identified good 

communication as a characteristic of a good IDT, where team members feel as 

though they could listen as well as speak out within the IDT. The HCPs in the 

PD IDT found they could speak freely in an open and honest way. Lakhani et al 

(2012) describes how openness and honesty in communication is dependent on 

trust between HCPs and “it increases the willingness of the members to share 

their expertise and skills” (Lakhani et al. 2012: 262). The findings from this 

research support literature on open and free communication in IDTs (Lakhani et 

al. 2012; Nancarrow et al. 2013; Mayo and Woolley 2016). 

 

The importance of CPD training in PD and neurology over formal training and 

qualifications was discussed by the HCPs in Part D. In general all HCPs need 

preparation and support to work in IDT for patients with LTCs and complex 

diseases (Thistlethwaite et al. 2014). However, findings from this research 

suggest there was a lack of well documented training available for pharmacists 

and other HCPs in PD. Usually pharmacists can demonstrate their competency 

to manage LTCs through engagement with national training programmes and 

assessments (Royal Pharmaceutical Society 2016a). Competency frameworks 

for pharmacist with special interests have been developed in other LTC such as 

diabetes and respiratory (Royal College of General Practitioners 2008; Ruszala 

2018). UK Clinical Pharmacist Association (UKCPA) launched the ‘Integrated 

career and competency framework for pharmacists in diabetes’ to support a 

career pathway for pharmacists that includes experiential learning and 

competence development focusing on the individual pharmacist’s needs and 

skills (Ruszala 2018). Similarly the respiratory ‘competency framework was 

designed to help practitioners understand and develop the extended knowledge 

and skills they will require to provide services beyond the scope of their 

generalist roles’ (Royal College of General Practitioners 2008: 5).  

 

Parkinson’s UK (2019) also recommends to enable good quality PD care to be 

delivered, HCPs need to be well informed and supported. The Parkinson’s UK 
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Audit (2019) highlighted that ‘induction and support’ should be available for all 

new therapists working with PwPD, and should be a key improvement area 

going forwards. However, the recommendation does not extend to pharmacists 

involved in PD. A recommendation based on the findings in this research study 

is the development of an ‘Integrated career and competency framework for 

pharmacists in Parkinson’s’ by appropriate groups such as Parkinson's Disease 

Specialist Pharmacy Network (2020) or UKCPA Neurosciences Group (2020). 

The development of a framework may fill the gap revealed in this research and 

current literature on competencies, experiential learning and teamwork. 

Pharmacists can map their competencies in PD and use the framework to 

develop their PD experience and knowledge. 

 

Although the findings from this research and literature show positive overall 

satisfaction with the IDT model for PwPD, the MDT models are not used 

nationally and the reason for this is unclear. The recommendations from NHS 

RightCare (2018) are to move towards the traditional Core Team Model, as 

described in studies by Skelly et al (2014), Trend et al (2002) and Wade et al 

(2003). The Parkinson’s UK Audit (2019) reported there are improvements that 

can be made in specialised multidisciplinary working. An MDT consisting of 

consultant, PDSN and therapists all seeing patients within the same clinic 

venue is available in 17.7% of 266 clinics in UK (Parkinson's UK 2019). The 

integrated clinic model described by Parkinson’s UK (2019) is equivalent to the 

Core Team Model as PwPD are seen in the same clinic venue but in separate 

clinics by consultants, PDSNs or other HCPs. The findings from this research 

add to the potential benefits of using an IDT model with an optimal PD IDT 

compared to Core Team Model. 

 

5.7 Different roles of pharmacists  

The findings from the research suggest that different pharmacists have different 

roles within PD care in different MDT models. The pharmacist in the PD IDT 

clinic in this research study was an experienced clinical pharmacist but did not 

have formal training or qualifications in neurology or PD and was not an 

independent prescriber. The pharmacist in the PD IDT clinic focussed primarily 
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on medication reviews and medicines reconciliation. The pharmacist also 

provided advice and support to patients and HCPs in the PD IDT as discussed 

earlier in this chapter. Although the pharmacist only had a general 

understanding of PD and was not a specialist in PD or neurology, the HCPs and 

patients still valued the pharmacist input in the PD IDT clinic. This shows that 

any clinical pharmacist with a general understanding of PD can support the PD 

IDT clinic. However, if the pharmacist had a formal qualification in PD or 

neurology and/or was an independent prescriber then the pharmacist can 

support PwPD and HCPs further in the PD IDT clinic. 

 

This was evident in Part D, when HCPs who may be involved in the PD IDT 

clinics in the future were interviewed. Two pharmacists interviewed were 

independent prescribers and had an excellent understanding of PD. The roles 

of the two pharmacists included conducting HMRs, supporting adherence and 

advising staff and conducting ‘pharmacist only’ PD clinics. However, the 

pharmacists were also able to make changes to PD and non-PD medication, 

acting as point of contact for PwPD to signpost to other HCPs. The pharmacists 

in Part D were more involved in PD care compared to the pharmacist in the PD 

IDT clinic in this research study. This was due to the level of experience the 

pharmacist had in PD and the addition of the independent prescribing 

qualification. The findings support current literature where pharmacists who are 

independent prescribers have an opportunity to assume a much more active 

role alongside other HCPs within integrated care pathways designed to manage 

LTCs (Royal Pharmaceutical Society 2016b). In the PD study by Poon et al 

(2012), the pharmacist had been practicing in the clinic for over four years and 

held postgraduate qualifications in geriatrics, a factor that likely contributed to 

the results indicating significantly more interventions and a more active role. 

 

The research findings suggest that pharmacists are at different levels in terms 

of their experience in PD and independent prescribing qualifications; however 

they are able to support the PD care in a variety of different ways. Each type of 

pharmacist could potentially make an impact in care for PwPD. In this research 

study, a pharmacist with no independent prescribing qualification or formal 

qualification in neurology was able to support the PD IDT clinic in bringing value 

to both patients and HCPs. The pharmacists interviewed in Part D had different 
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views as to what the pharmacist’s role could be based on their own experiences 

in PD care. The more PD experience and qualifications a pharmacist has the 

greater the scope of the role and potentially value the pharmacist can have 

during the PD MDTs (Poon et al. 2012). 

Figure 17 summarises the different roles pharmacists can have in a PD IDT 

clinic depending on their experience and qualifications. Pharmacists could map 

the level of support they are able to offer in the PD IDT clinic based on their PD 

experience and knowledge. This could be at a ‘foundation level’, ‘advanced 

level’ or ‘expert level’ depending on their experience and qualifications and 

could be used in both primary and secondary care. The support pharmacists 

can offer PwPD increases as the pharmacists gain more experience and 

additional independent prescribing or neurology qualifications. These findings 

have not been observed in literature relating to pharmacist involvement in PD 

care hence this is a novel finding of this research. 

 

The ‘Integrated career and competency framework for pharmacists in 

Parkinson’s’ as discussed earlier could support the development of 

pharmacists. The suggested competency framework and Figure 17 could 

incorporate existing frameworks from RPS where: ‘foundation level’ is mapped 

against the Foundation Pharmacy Framework (2019b), ‘advanced level’ with the 

Advanced Pharmacy Framework (2013) and the ‘expert level’ with the RPS 

Faculty programme (Duggan 2020), where pharmacists can demonstrate 

expertise with additional post-nominals credentials.  
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Figure 17: Summary of the different roles pharmacists can have 
depending on their experience and qualifications 

 

'Expert Level' Pharmacist with qualification in Neurology leading the PD IDT 
clinic

Qualifications and Experience:

Has excellent knowledge of PD and PD 
medication

Experience of involvement MDT or IDT 

Formal Qualification in PD: Neurolgy 
diploma (or similiar)

Independent Prescribing: Essential

Role in the PD IDT Clinic:

Leads on clinical decision making with support of 
PD IDT and carry out a HMR

Make changes to any medication and refer to GP 
to change non-PD medication dependent on 

experience

Support patient with compliance and adherence

Makes referrals to other HCPs

Ensures letter with action plan is sent to GP, 
consultant and patient

'Advanced Level' Pharmacist with experience in PD supporting the PD IDT 
clinic

Qualifications and Experience:

Has good understanding of PD and PD 
medication. 

Formal Qualification in PD: Not essential 

Independent Prescribing: Essential

Role in the PD IDT Clinic:

Carry out a HMR

Make changes to any medication, start 
new treatment or refer to GP based on 

prescribing competencies

Support PDSN with clinical decision 
making and patient with compliance and 

adherence

'Foundation Level' General Pharmacist supporting the PD IDT clinic

Qualifications and Experience:

Has a general understanding of PD and 
PD medication.

Has experience of conducting HMRs

Formal Qualification in PD: Not essential

Independent Prescribing: Not essential

Role in the PD IDT Clinic:

Carry out a HMR and advise PDSN

Support PDSN with clinical decision 
making

Advise patient's GP on any changes to 
non-PD medication

Support patient with compliance and 
adherence
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5.8 Pharmacist only PD clinics outside of the PD IDT clinic 

Patients and HCPs discussed how better access to the pharmacist outside of 

the PD IDT could have more impact in their PD care. The findings suggest a 

‘pharmacist only’, also known as pharmacist-led, clinic will allow more time to 

conduct a HMR and discuss patient medication concerns in more detail. The 

pharmacist could also follow up any suggested medication changes from the 

PD IDT clinic and continue to offer a HMR annually. 

 

Utilising pharmacists to conduct a HMR independently is recognised by the 

pharmacy professional body and in the NHS Long Term Plan (Royal 

Pharmaceutical Society 2016a; NHS 2019). The Royal Pharmaceutical Society 

(2016a) suggests utilising pharmacist-led care of people with LTCs will deliver 

cost-effective services bringing significant benefits to patients and the NHS. 

Nationally, there are already changes underway to supporting the delivery of the 

NHS Long Term Plan (NHS 2019) for pharmacists within Primary Care 

Networks (PCNs) to undertake enhanced Structured Medication Reviews 

(SMRs) which are the same as HMRs (NHS England 2019). Pharmacist-led 

clinics for LTCs could potentially reduce medicine waste and over prescribing 

and support patients to stay healthier for longer and potentially reduce hospital 

admissions (Royal Pharmaceutical Society 2016a). Pharmacist-led clinics are 

becoming more common both in primary and secondary care where 

pharmacological input is needed by patients to manage their condition daily 

(Royal Pharmaceutical Society 2016b). The examples of pharmacist-led clinics 

include hypertension, cardiovascular disease, chronic pain, rheumatoid arthritis 

and mental health (Royal Pharmaceutical Society 2016b). The literature search 

in Chapter 2 shows the benefits of pharmacist-led clinics in other LTCs; for 

patients with stroke, where Basaraba et al (2018) noted that outpatient 

pharmacist clinics resulted in reduced readmission and stroke recurrence rates. 

Santschi et al (2014) found that pharmacist interventions improve BP control in 

outpatients compared with usual care. In patients with COPD, Zhong et al 

(2014) pharmacist supported improvement in the medication adherence and 

reductions in hospital admissions. In PD pharmacist-led clinics were also 

beneficial to patients (Mynors et al. 2007; Schröder et al. 2011; Poon et al. 

2012; Schröder et al. 2012; Shueb 2012; Bancroft 2016; Foppa et al. 2016; 
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Henrichsmann and Hempel 2016; Stuijt and van Laar 2016; Stefan et al. 2018; 

Stuijt et al. 2018).  

 

5.9 Pharmacist’s role in PD throughout care for PwPD 

Although there is a general consensus on how pharmacists can support PwPD 

there are no guidelines on the types of activities pharmacists can do to support 

PwPD. During the study patients and HCPs felt that a pharmacist should take a 

more proactive and visible approach throughout the care of PwPD. Pharmacists 

working in other sectors of primary care e.g. community pharmacy, PCN and 

CCGs are likely to be more involved in MDT/IDT clinics under proposal of the 

Directed Enhanced Service contract (NHS England 2019). Pharmacists in 

primary care need to be aware of what is involved in PD care to support this 

patient group as they may be involved in taking on these roles in PD care (and 

other LTCs). 

 

The findings from the research mainly focus on how pharmacists in secondary 

care can support PwPD at different stages of their condition. In WHCT, the 

WINRS and Parkinson’s UK run a ‘New Patient Group’ for patients who have 

recently been diagnosed with PD. It is important that PwPD who are newly 

diagnosed and their carers know how to access the right information and 

support from HCPs, social services and support groups when they need it 

(Parkinson's UK 2020). Research shows that PwPD are not aware of the health 

and social care support is available including; accessing social care, accessing 

support from OTs and physiotherapists to maintain their independence, 

understanding their PD medication and the importance of taking medication on 

time (Tod et al. 2016). The ‘New Patient Group’ includes sessions from different 

HCPs signposting patients to the available services. To ensure PwPD and 

carers are aware of the role of pharmacists the ‘New Patient Group’ must 

include a pharmacist who can discuss PD medication, importance of taking their 

medication on time and their role in PD care. Pharmacists can signpost patients 

to information on PD medications and the common side effects. Pharmacists 

could also review patient’s medication in a pharmacist-led clinic as discussed 
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earlier or offer support over the phone. Then when care becomes more complex 

for PwPD, the pharmacist can support PwPD in PD IDT clinics. 

 

The findings from this research study and the Parkinson’s UK Audit have shown 

that PwPD are not always given the support to self-administer their medication 

in an inpatient setting (Parkinson's UK 2019). Pharmacists can support PwPD in 

acute care to ensure they are offered self-administration if the patient is able to 

do so. The PD NICE guidelines (2017) recommend PwPD who are admitted to 

hospital should have medicines administered at the appropriate times which 

may include self-medication by patients. Pharmacists can support the 

implementation of the PD NICE guidelines (2017) by supporting staff education, 

ensuring ‘self-administration of medication policies, protocols, information 

resources and equipment in place and ensure staff are aware of how to 

implement the policy’ (NHS RightCare 2019: 18). Pharmacists can also ensure 

PwPD are able to take their medication if they are acutely unwell by suggesting 

alternative formulations or routes in patients with swallowing difficulties or who 

are nil by mouth (Strike et al. 2018). The PD NICE guidelines (2017) 

recommend that PwPD can be referred to palliative care at any stage to discuss 

their care at the end of life. Pharmacists can further support PwPD in end of life 

care as suggested in current literature although this was not a finding in the 

research. The literature suggests that PwPD and their carers ‘should be offered 

oral and written information about disease progression, possible adverse 

effects, advance care planning, including advanced decisions to refuse 

treatment’ (Barnes 2019: 312). Pharmacists who are involved in PD IDT clinics 

or involved in their own pharmacist-led PD clinics could support patients with 

end of life planning. 

 

Figure 18 has been developed using findings from this research study and 

literature findings and outlines how a pharmacist in secondary care can support 

PwPD at different stages of care. This pathway can support the NHS Outcomes 

Framework (2018) for PwPD in Domain 2 ‘Enhancing QoL for people with LTCs’ 

and Domain 4 ‘Ensuring that people have a positive experience of care’ which 

includes experience of outpatient services, responsiveness to inpatients’ 

personal needs and improving the experience of care for people at the end of 

their lives. NHS RightCare (2018) describes an optimal and sub-optimal 
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pathway for PwPD; If PwPD are managed using the optimal pathway in 

‘secondary care management’, ‘prescribing and medicines optimisation’ and 

‘palliative and end of life care’ a saving £27K per patient can be made. 

Pharmacists can support the implementation of the optimal pathway (NHS 

RightCare 2018) and support potential savings and improve care for PwPD. 

 

Figure 18: How pharmacists in secondary care can support PwPD at 
different stages of care 

 

 

  

Newly 
diagnosed

•Involved in the PD ‘New Patient Group’ 

•Pharmacist-led clinics offering holistic medication review, supporting patient 
adherence and managing patient care with independent prescribing.

•Accessible to patients via telephone further supporting patients with any concerns 
and offering patient education and support with adherence. 

Ongoing 
Care

•Involved in PD IDT clinic offering holistic medication review, supporting patient 
adherence and managing patient care with independent prescribing.

•Pharmacist-led clinic (supporting patients as described earlier)

•Accessible to patients via telephone (supporting patients as described earlier)

Acute Care

•Support nurses to give PD medication on time and supporting HCPs in their roles

•Support patients to self-administer medicines and provide patient education

•Support prescribers to change medication if patient is nil by mouth

•Teach staff why PD medication must be administered on time

End of life 
care

•Support planning with end of life care offering holistic medication review and 
supporting prescribers with their roles.



210 
 

5.10 Strengths and limitations of the study 

A convergent mixed-methods design was used to gather and integrate 

qualitative and quantitative data to draw interpretation based on the findings 

from this study (Creswell 2015). There were a range of strengths and limitations 

with this study which will be discussed in further detail here.  

The main strength of the research process was the ability of the study to meet 

the research objectives. The study identified and addressed gaps in PD 

literature on the role of a pharmacist in PD IDT clinics. The main roles of the 

pharmacist were identified and supported with current literature. The study also 

identified the views of patients, carers and HCPs on the role of the pharmacist 

in the PD IDT clinic. Furthermore the research study identified the views of 

PwPD on the PD IDT clinics compared to their normal care. The study outputs 

outlined potential areas of interests that could be developed to support 

pharmacist’s roles in PD IDT clinics including a specific pharmacist PD 

competency framework. The study further identified the potential HCPs to 

include in an optimal PD IDT and how the IDT supports teamwork between 

HCPs. 

 

The study and PD IDT clinics were designed using inputs from patients, HCPs 

and stakeholders involved in PD in a real-world setting. Conducting the 

research in a real word setting identified all the additional support that is needed 

to implement PD IDT clinics and a larger scale study. This includes input from a 

PD administrative team to support with logistical challenges to book patient 

appointments, clinic rooms and co-ordinate the diaries of a variety of different 

HCPs from different departments. The PD administrative team were also 

involved in transcribing and writing letters to patient’s GPs and consultants 

following each clinic. Another advantage of conducting the research in a real 

world setting was that a pharmacist with no specialist training in PD added 

value to the PD IDT clinic as a generalist pharmacist. In reality, this would be a 

likely scenario as pharmacists are more likely to be generalists than specialists.  

 

In the study, the PI took a pragmatic approach and minimised bias with the 

convergent mixed-methods study design. The feasibility study shows that it can 

be done at a larger scale to collect more qualitative and quantitative data. The 
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qualitative data allowed in-depth understanding and insights on the patient’s 

views on a pharmacist and IDT role. The qualitative aspect of the study design 

allowed participants to share their views on a complex subject matter and to 

discuss aspects of PD care that were important from their point of view. The 

Framework Method was ideal for interview and focus group transcripts without 

relying on sample size although Thematic Analysis could also have been used 

(Ritchie et al. 2014; Clarke and Braun 2017). The sample size in Part B, C and 

D was sufficient for The Framework Method and maintained links to the original 

transcribed data. Steps were taken in the initial research design to reduce 

subjectivity and bias by utilising the Trust researcher in Part B (patient and carer 

focus group) and Part C (HCPs in the PD IDT). 

 

The limitations of the study were focussed around the sample size, recruitment 

of participants and the quantitative data collected from GP/consultant letters. 

The findings from the research are based on the opinions of participants from a 

small sample size. The overall number of PwPD recruited in Part A was smaller 

than original anticipated. The number of complex patients (HYS 3 to 4) on the 

caseload was not sufficient to have a control group and intervention group. The 

calculated sample size for a control group and intervention group were 36 

patients for each group with a total of 72 patients. However, it is likely that the 

number of complex patients was smaller as it was challenging to accurately 

identify patients who were HYS 3 to 4 because the patient medical records did 

not specify the severity of patients’ PD. Due to the small sample size the 

diversity of patients was limited all the participants were similar age and same 

ethnicity. 

 

In Part B, the participants did not contribute to the focus group equally. There 

were instances where one or two participants dominated the focus group 

discussion. A couple of participants set the tone for the focus group which may 

have resulted in the lack of contribution. The power dynamics within the focus 

group may lead to some individuals dominating the discussion and denying 

others the opportunity to express their views (Sim and Waterfield 2019). 

Therefore, the patient views may not include opposing views of participants, but 

this was taken into account when designing the study by using an experienced 

Trust Research in facilitating patient focus groups. 
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In Part C, the opinions of HCPs was only based on 3 participants and the 

findings may not be generalised to other teams. In Part D, although there were 

9 participants in total, some disciplines involved in PD care were 

underrepresented. For example, only a single physiotherapist, OT and medical 

consultant were interviewed. Including more HCPs from each discipline may 

have added different viewpoints or supported the views of those HCPs 

interviewed. The recruitment process of HCPs in Part D was challenging as 

initially it was believed the Parkinson’s Excellence Network database included a 

wide variety of HCPs actively involved in PD. However, in retrospect when 

HCPs were contacted via this method it became apparent some HCPs had no 

active involvement in PD and therefore did not meet the inclusion or exclusion 

criteria. A better way to recruit HCP participants would have been to contact the 

NHS Trusts directly and to recruit HCPs involved in PD care. 

 

In Part D the number of HCPs interviewed from outside the Trust involved in PD 

were sufficient as the information qualitative data reached saturation point 

where HCPs were discussing the same themes. The participants were aware 

the PI conducting the interview was a pharmacist, which may have had an 

impact on the findings. The HCPs may have expressed a positive view point on 

the role of the pharmacist as they were being interviewed by a pharmacist. To 

reduce this bias, it may be better for the Trust researcher to interview the HCPs 

in Part D. However, the study was designed to allow the PI to conduct the 

interviews in Part D to enable the PI to build on research skills and 

understanding as part of the Doctor of Pharmacy studies.  

 

Part E had a number of strengths and limitations on the way the intervention 

data were measured from the GP/consultant letters. In the research study, only 

a simple count of HCP interventions was recorded. Broadly speaking this does 

show the number of interventions by each HCP in the PD IDT clinic. The data 

showed the type of intervention made by each HCP; however, the interventions 

are not contextualised as there is limited meaningful information that can be 

derived from the numbers. Further research may support and strengthen the 

findings from this research which are discussed in the next chapter. 
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Chapter 6: Conclusion and recommendations 

6.1 Conclusion  

The aim of the study was to generate an understanding of the role of a 

pharmacist in a PD IDT clinic. The primary and secondary objectives of the 

study were met. The study identified the roles of the pharmacist in the PD IDT 

clinic as; conducting HMRs, supporting patient adherence, supporting HCPs in 

their roles with IPL and prescribing as independent prescribers. The study also 

identified patients’ views on the role of the pharmacist in the PD IDT clinic and 

the PD IDT clinic compared to their normal care. 

 

The utilisation of pharmacists’ specialist knowledge in LTC MDTs is highly 

recommended in national guidelines. Current literature identified that 

pharmacists were not involved in PD MDT clinics internationally. This search 

was conducted in 2018 using a range of healthcare databases, and it identified 

17 PD MDT peer-reviewed studies. The MDTs identified varied both in the 

number and the type of HCPs. Physiotherapists and OTs (n=16) were included 

most often and PDSNs (n=8) included sometimes. Pharmacists have shown 

benefits when working in MDTs for other LTCs; however, their role in PD MDT 

has been identified as a gap in the published literature. 

 

The research findings show that the HCPs in the PD IDT valued the input of the 

pharmacist. The HCPs recognised the pharmacist as an expert in medicines, 

acknowledging the experience and knowledge the pharmacist can bring to the 

PD IDT clinic. HCPs who may be involved in PD IDT clinics in the future also 

agreed the pharmacist is ideally placed in the clinic and can bring a holistic 

approach to patient care. The patients in the PD IDT clinic, however, could not 

pinpoint the exact role the pharmacist played in the PD IDT clinic. Although, 

they acknowledged the pharmacist’s ability to provide advice on medication and 

recognised the pharmacist’s role as important; this may sometimes have been 

“behind the scenes”. 

 

The Framework Method (Ritchie et al. 2014) was used for data analysis to 

achieve an understanding of the role of a pharmacist in the newly designed PD 

IDT clinics. Patients attended a PD IDT clinic with the PDSN, physiotherapist, 
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OT and pharmacist in one single clinic and formulated a collaborative care plan. 

The PDSN led the review using an agreed PD assessment tool and the HCPs 

developed the UPDRS-SCP with the aim of ensuring that a systematic review 

was conducted. Patients were given the opportunity to discuss their care needs 

and benefitted from the expert knowledge of each HCP. Qualitative data was 

collected from patients in a focus group and from HCPs in interviews. 

 

Patients attending the PD IDT clinics could see the benefits of the clinic 

compared to their normal care. Although views were based on a very small 

number of patients, the overall views of the PD IDT clinic were positive where 

patients were either ‘likely’ or ‘extremely likely’ to recommend the PD IDT clinic 

to friends and family. The benefits of the PD IDT clinic were a more holistic view 

of patient care; patient’s had more time and access to speak to a variety of 

different HCPs which enabled patients to be involved in shared decision-making 

with HCPs in their own care. 

 

Other outputs from the research are that pharmacists with all levels of 

experience and qualifications can contribute to PD care and PD IDT clinics in 

different ways (see Figure 18). The findings support different ways a pharmacist 

can be involved in PD care outside PD IDT clinics, including delivering 

‘pharmacist only’ clinics and supporting PwPD at different stages in secondary 

care.   

 

The findings from the research also support current literature on IPL where 

HCPs working in a team learn from each other. Furthermore, the research 

identified that for pharmacists, the training or competencies that are needed to 

be involved in PD care are currently unclear. Likewise, further development and 

adaptations to the UPDRS-SCP is needed.  See also section 6.4 below, where 

this is discussed further. 
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6.2 Summary dissemination and publication strategy 

The objective of the dissemination and publication strategy is to raise 

awareness and understanding of the research results when exploring “What is 

the role of a pharmacist in a Parkinson’s disease interdisciplinary team?” This 

includes the advantages and disadvantages of PD IDT from patients and HCPs 

perspective. 

 

The aim and primary target audience is to disseminate the findings locally and 

nationally to commissioners and HCPs. An abstract and full study report will be 

available at the University of Bradford Library and each participant will be 

offered a written copy of the research findings. The findings will be sent to all 

relevant committees in WHCT, the lead for WINRS and CCG commissioners. 

The finding will be also be shared with pharmacy professional bodies including 

RPS (2020), UKCPA (2020), PDSPN (2020), NHS Specialist Pharmacy Service 

(NHS SPS) (2020) and Primary Care Pharmacy Association (PCPA) (2020). 

The findings will be shared in writing as a summary document for patients, and 

via conferences and webinars for HCPs. Finally, to ensure the findings are 

disseminated to patients and other HCPs involved in PD care, the findings will 

be shared with Parkinson’s UK (2020) as an executive report. 

 

The secondary dissemination target audience includes individual HCPs 

nationally comprising of pharmacists, nurses, consultants, OTs and 

physiotherapists. This includes publication of the completed findings in 

healthcare journals including the Pharmaceutical Journal and BMJ Neurology 

Open. The preliminary findings were published and shared to a variety of 

different HCPs in the BMJ Leader Journal (Dhap et al. 2019). The findings will 

also be cascaded via conferences, webinars, and social media in the future. 

This includes poster presentations at national healthcare conferences such as 

Clinical Congress and Best Practice Show and international conferences such 

as International Pharmaceutical Federation conference (FIP) in 2021. Social 

media platforms such as Twitter and Facebook will be used to further 

disseminate findings, journal publications and conference abstracts. 
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6.3 Implications of findings for local practice  

The findings have highlighted several areas where Worcestershire Health and 

Care Trust can improve their care for PwPD. The findings suggest that the 

areas for service development include: 

1) Integrate the PD IDT clinic into standard PD care 

Patients and HCPs valued the PD IDT clinic which has several potential 

benefits for patients with complex PD. Overall, the PD IDT clinic was well 

received by patients, carers and the HCPs involved. The PD IDT clinic could be 

considered for standard PD care for patients with complex PD. If the PD IDT 

clinic was included as part of standard care, the HCPs involved in these clinics 

should include a pharmacist, PDSN, physiotherapist and OT. The pharmacist 

adds value to the PD IDT clinic and brings expert knowledge in medicines 

management and HMRs. Pharmacists are able to conduct HMRs to identify 

ADRs and support patient adherence.  

2) Improving access to current PD service 

Patients expressed that they found the answering machine options confusing 

and the staff availability over the phone challenging. To address this, WHCT 

have started to involve patients and carers in ‘integrated neurology services - 

engagement events’ to understand how they would like to access and improve 

services in the future (WHCT 2019).  

 

One option for improvement would be for WHCT to co-design access channels 

such as telephone and answering machine options to be more simplified. The 

Trust could also consider using alternative methods to facilitate patient and staff 

communication such as email, drop-in clinics or virtual remote access.  

 

Patients also found access to appointments with the consultant challenging, and 

this is a recognised national problem (Parkinson's UK 2019). The PD IDT clinic 

may be able to support patients with a specialist PD review every 6 to 12 

months. 
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6.4 Implications of findings for national practice and HCP education 

This study can inform areas of national practice including recommendations to 

key stakeholders who have the responsibility for ensuring the best care for 

PwPD. Postgraduate education and training could also be influenced for 

pharmacists in line with Centre for Pharmacy Postgraduate Education (CPPE) 

training (2020) and RPS frameworks (Royal Pharmaceutical Society 2013; 

Royal Pharmaceutical Society 2019b; Duggan 2020). Moreover, undergraduate 

training can also be influenced to show the expanding roles and value 

pharmacists can bring to MDTs and IDTs in PD. 

 

The recommendations from the research findings are: 

1) Service evaluation for PwPD 

Trusts could consider the research findings to support a service evaluation of 

their own PD services. The use of a PD IDT clinic may meet the needs for their 

patients who have complex PD. The Trust can evaluate the findings to justify 

the need to have a pharmacist supporting PD IDT clinics. 

2) Development of an ‘integrated career and competency framework for 

pharmacists in Parkinson’s’ 

The findings from the research have identified that there is no clear competency 

framework for pharmacists working in PD. Parkinson's Disease Specialist 

Pharmacy Network (PDSPN) (2020) or The UKCPA Neurosciences Group 

(2020) could use the findings to develop an ‘integrated career and competency 

framework for pharmacists in Parkinson’s’ to support experiential learning, 

knowledge development and teamwork. Pharmacists could then map their PD 

competency level and use the framework as part of a career development 

pathway. Current RPS frameworks can be modified to shape a competency 

framework in PD (Royal Pharmaceutical Society 2013; Royal Pharmaceutical 

Society 2019b; Duggan 2020).  

3) Helping patients and carers understand the roles of pharmacists  

Parkinson’s UK could support with the development of patients and carers 

understanding of the additional clinical roles that pharmacists have in PD care. 

This study showed that there is a limited understanding of the role pharmacists 
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can play in the care of PwPD. National pharmacy organisations such as RPS 

(2020), UKCPA (2020), PDSPN (2020), NHS SPS (2020) and PCPA (2020) 

could proactively highlight to patients how pharmacists can support PwPD in 

their care. This could include a campaign highlighting the roles of a pharmacist 

which could be emailed or sent via their usual mailings to patients. 

 

6.5 Implications for future research  

The PD NICE guidelines (2017) include a ‘Recommendations for research’ 

section that highlights areas of PD research interest. Recently, Barnes (2019) 

suggested that the NICE guidelines can add ‘scoping questions to review the 

role of the pharmacist in the management of PwPD’. The findings from this 

research could be included in the NICE recommendations for research or by 

other researchers in the following areas: 

1) Profiling HCPs involvement in PD IDT clinics 

In this research, the PD IDT consisted of a pharmacist, PDSN, physiotherapist 

and OT. Further research could identify the most effective and efficient team 

which could include other HCPs without increasing the overall number of HCPs 

in the PD IDT clinic. Alternatively, the research could focus on decreasing or 

increasing the number of HCPs to identify the most effective, efficient, and cost-

effective PD IDT clinic.  

 

Cost-effectiveness of interventions can be measured by rating and ranking 

individual HCP interventions during the PD IDT clinic. Valuation of healthcare 

interventions can support decisions on investment, resource allocation, and 

whether they are likely to be actioned (Marsh et al. 2014). However, the 

valuation of interventions is challenging as there are disagreements between 

stakeholders on whether interventions are beneficial, adverse or add no value, 

and some interventions give greater value for different diseases (Marsh et al. 

2014). In future research, the number and types of interventions can be 

assessed or valued by other HCPs involved in PD care. This may add more 

depth to each HCP intervention.  
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2) An extended longitudinal study to assess the impact of PD IDTs in the 

intervention group as compared to a control group in normal care. 

Further research is needed to understand the long-term benefit of PD IDT 

clinics over an extended period. A longitudinal study using continuous or 

repeated measures in the same individuals over prolonged periods of time may 

be able to evaluate the effectiveness of the PD IDT clinic intervention (Caruana 

et al. 2015). The measures could include an assessment of the number of clinic 

appointments, the number of hospital admissions, QoL and the effectiveness of 

medication.  

 

In this research the IG was not compared with a CG. Comparing the IG to the 

CG would allow for a more accurate understanding of the impact of reducing 

appointments, reducing deterioration of PD, reducing hospital admissions and 

the impact on consultant appointments. Therefore, further research is needed to 

identify the exact benefits for PwPD that are attending PD IDT clinics and the 

potential improvements in their QoL. 

3) Comparison between a PDSN-led and pharmacist-led PD IDT clinic 

In this research the PD IDT clinic was led by a PDSN, however the research 

findings suggest that a pharmacist may be able to lead the PD IDT clinic. 

Patients could see the value of pharmacist-led PD clinics as they have shown 

benefit in practice based on literature. Pharmacists can support PwPD in 

different ways depending on their level of experience in PD and if they are 

independent prescribers. This includes support for PwPD when they are newly 

diagnosed, complex care, acute care to end of life care. Further research may 

identify the advantages and disadvantages between different HCPs leading the 

PD IDT clinic. 

 

4) Implementation, development and adaptations to the UPDRS-SCP to 

use in PD IDTs 

The HCPs involved in the PD IDT clinic developed the UPDRS-SCP to assess 

PD progression and record a shared care plan between HCPs and patients. 

The assessment tool used in this research study was a variation on the original 

UPDRS (Goetz et al. 2008) with additional sections added for the pharmacist, 
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physiotherapist and OT assessment. The UPDRS-SCP could be adapted and 

developed further with input from specialist PD groups including the Parkinson's 

Disease Nurse Specialist Association (PDNSA) (2020), PDSPN (2020), UKCPA 

Neurosciences Group (2020) and Parkinson’s UK (2020). The UPDRS-SCP 

could be compared to other assessment tools used in the PD IDT clinics which 

may have different outcomes for PwPD. 

5) Consider the use of IDT model in other LTCs 

This research utilised the IDT approach for PwPD, however the literature search 

showed the IDT approach is not used across all LTCs that may benefit from the 

model. The literature search also showed that pharmacists are underutilised in 

other LTCs including stroke (Basaraba et al. 2018), hypertension (Santschi et 

al. 2014) and diabetes (Antoine et al. 2014). Further research may show the 

benefit of the involvement of pharmacist in other IDTs. 

 

6.6 Final research summary 

Current care of PwPD involves input from a number of different HCPs 

supporting patients with motor and non-motor symptoms. Pharmacological and 

non-pharmacological care is provided by different HCPs in primary and 

secondary care. A convergent mixed methods design was used to collect both 

qualitative and quantitative data. The qualitative data collected from patients 

and HCPs was analysed using The Framework Method (Ritchie et al. 2014). 

The quantitative data was a simple count of HCP interventions from 

GP/consultant letters after the PD IDT clinics.  

 

The research identifies that pharmacist can support PwPD in PD IDT clinics as 

they have in other LTC MDTs including hypertension, stroke and diabetes 

(Antoine et al. 2014; Santschi et al. 2014; Basaraba et al. 2018). The evidence 

generated identifies three new roles for a pharmacist in PD IDT clinics that have 

not been identified in previous literature. These are 1) independent prescribing 

and supporting HCPs in their roles by 2) supporting staff knowledge with IPL 

and 3) leading the PD IDT clinics. HCPs identified different ways the pharmacist 

can add value to PD care and recognised the importance of the pharmacist’s 

input in PD IDT clinics.   
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Patients and carers were more satisfied with the care received in the PD IDT 

compared to their standard care. The PD IDT clinic offered a more holistic 

approach and patients a greater opportunity to be more involved in their care 

with shared decision-making with HCPs. Overall, patients and carers were 

satisfied with involvement of the pharmacist in the PD IDT clinic although they 

were unable to identify the exact roles of the pharmacist. However, patients and 

carers identified how the pharmacist could support their care by developing their 

understanding of their medication and offering a HMR. 

 

The recommendations from the research are for commissioners to evaluate 

their current PD services and consider the value of PD IDT clinics with 

involvement of a pharmacist. National pharmacy organisations such as RPS 

(2020), UKCPA (2020) and PDSPN (2020) can support the development of 

pharmacists with the development of an ‘integrated career and competency 

framework for pharmacists in Parkinson’s’ and support patients to understand 

the roles of pharmacist in PD. 

 

Further research is needed to support the findings on PD IDT clinics and the 

roles of a pharmacist in PD. The implications for future research are; to profile 

the involvement of HCPs in the PD IDT to identify the most effective and optimal 

PD IDT, and measure the long-term impact of the PD IDT clinics on patient care 

to identify if the number of hospital admissions, QoL and the effectiveness of 

medication is improved. PDSN-led and pharmacist-led clinics could be 

compared to identify the advantages and disadvantages between different 

HCPs leading the PD IDT clinic. The HCPs in the research study developed the 

UPDRS-SCP, although further research may validate the tool or identify other 

tools to benefit IDT PD care. Finally, further research may identify the 

advantages and disadvantages of the IDT approach on MDTs in other LTCs.  
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6.7 Reflection of the DPharm journey 

My DPharm journey has helped me to develop my clinical knowledge, teaching 

skills and research ability over the last seven years. Practice Unit 2 and 3 

helped me build a good foundation for Stage 2 of the DPharm. The Advanced 

and Consultant Level Framework (ACLF) for pharmacists (see Appendix 28) 

has helped me to map my development throughout the DPharm journey. The 

ACLF has helped me identify my strengths and prioritise my weaknesses where 

I can further develop and improve in the future. 

My research project goal was to focus on research that involved service review, 

service development and service improvement. At the same time, I also wanted 

to focus on improving standards of pharmaceutical care for patients with LTCs. I 

built on the qualitative and quantitative research modules from Stage 1 in Stage 

2. Furthermore, I was able to utilise the leadership, management and 

presentation skills I had gained from Stage 1 to support with Stage 2.  

During Stage 2, I took part in presentations at the University of Bradford 

Medicines Optimisation Research Group as well as presentations at WHCT 

where I was frequently shared updates with Trust researchers and 

stakeholders. I also presented my initial research findings at the Faculty of 

Medical Leadership and Management ‘Leaders in Healthcare conference’ and 

my abstract was published in the BMJ Leader journal (Dhap et al. 2019). 

In my current role as a hospital pharmacist, I have never been involved in 

patient clinics or IDT clinics and I wanted to push myself out of my comfort 

zone. This was particularly challenging and an exciting opportunity to be 

involved in patient care in a new way. I found engaging and interacting with 

patients the most interesting aspect of the PD IDT clinics. Understanding the 

point of view PwPD, spending time talking to them and learning how they would 

prefer their care to be delivered by HCPs at all stages of PD helped with my 

research. Understanding the burden faced by carers of PwPD was both a 

challenging and emotional experience. However, learning how the PDSN 

supports patients was a new experience. I gained valuable insights into how I 

can support both patients and carers in my practice.  

I am currently involved in writing a joint policy on the ‘Clinical guidelines for the 

management of inpatients with Parkinson’s disease’. Initially my role was to 
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review the PD pharmacological recommendations, however the consultant who 

was writing the policy left the Trust and I am now the co-author for the policy. 

While planning the research project and writing the thesis in Stage 2, I learnt 

valuable lessons about the way I currently work and the way I should work in 

the future. I found ‘time management’ challenging although I adopted 

techniques to manage my time including using an electronic diary and Gantt 

Charts. The time management techniques identified that I have a lot of clinical 

work, extracurricular activities, and university studies to fit into the time I have. 

Over Stage 2, I learnt to say “No” to extra work from my Trust and focussed on 

my research. However, this was not always easy to balance with my other 

patient care and professional responsibilities. Managing my time effectively 

helped me to facilitate my own learning and focus on areas that I needed to 

improve on. This included shadowing other pharmacists and PDSNs who run 

PD clinics in other Trusts. I also learnt how time management and planning is 

crucial to manage a long-term research project especially when working with 

others.  

Another challenging aspect of Stage 2 was managing the emotional highs and 

lows related to the research. I ensured that I used my downtime appropriately 

which helped minimise stressful days and continued to help throughout my 

career. At times I found Stage 2 emotionally demanding but despite this I was 

resilient and persevered. I learnt the value of asking for help from my 

colleagues and supervisors to stay enthusiastic and motivated to complete my 

research.  

Overall, I believe the DPharm has made me feel more confident in my career 

and more confident as a researcher. I learnt of the benefits of working with 

likeminded positive HCPs, PhD students and other researchers. I networked 

and met with several researchers from different disciplines via various 

conferences, workshops and events. At University of Bradford Medicines 

Optimisation Research Group sessions, I was able to further network and gain 

feedback from fellow researchers. I found the feedback I gained from my 

supervisors and other researchers useful as it helped me gain a better 

understanding of research in other areas. 
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The DPharm has developed my interest in teaching and education and as a 

result I am an Associate Fellow of the Higher Education Academy. During my 

research I learnt more about the value of IPL and the benefits for all HCPs 

involved. Consequently, I recently set up a monthly multi-professional CPD 

evening for different HCPs in Worcestershire. The CPD evenings involve IPL 

between GPs, hospital doctors, pharmacists, physiotherapists, OTs and 

advanced nurse prescribers (ANPs) in both primary and secondary care. My 

understanding of HMRs and the roles of pharmacists from my research has also 

enabled me to share good practice with colleagues. More recently, I have 

developed and delivered training via webinars on structured medication reviews 

(SMRs) for PCNs, care homes and CCG pharmacists. 

The ACLF helped identify and plan my development throughout the DPharm 

and I plan to use the ACLF to further develop in the future. The areas where I 

can develop on are primarily focussed on leadership at a national level and 

research at a higher level. I plan to develop my leadership skills from 

‘Excellence’ to ‘Mastery’ in implementing national priorities and setting 

standards of practice at a higher level in PD. I can achieve this by being 

involved with specialist groups such as UKCPA (2020), PDSPN (2020) and 

NHS SPS (2020). My involvement can include sharing my research findings, 

presenting at their event, and being more actively involved in their committees 

to set the national direction for PD care and undergraduate pharmacy 

education. Additionally, I can refresh my leadership and management skills 

pathways offered by CPPE (2020). 

I believe there is room for me to develop my research and evaluation skills 

further by evaluating research protocols for other studies and supervising others 

undertaking research. I have currently demonstrated an understanding of the 

principles of research governance in my research project, however there is 

scope for me to build on this more in the future. Going forwards, I hope to 

contribute to research supervision in collaboration with experienced research 

supervisors for postgraduate students. In my current role I aim to maintain my 

partnership with Trust researchers and to continue to deliver the research 

events I helped to set-up. 
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Overall, the DPharm has set the stage for my future career and I am more 

inclined to support research within my Trust. I would proactively encourage 

pharmacists to be involved in research as I have found the DPharm beneficial. 

Although I have completed my research and presented my research findings, I 

will continue to further share the outcomes of my research with other HCPs. I 

would encourage HCPs to take my research findings on board and further 

research the role of pharmacist in PD IDT clinics. To further disseminate my 

research findings, I aim to publish an article in a peer reviewed research journal 

and look forward to presenting my findings at healthcare and research events. 
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Appendix 

Appendix 1: Literature Search strategies for PD MDTs 

AMED - The Allied and Complementary Medicine Database (1985 to 
present) 

No. Search Term Results 

1 (Parkinson's).ti,ab 1564 

2 (Parkinson's disease).ti,ab 1508 

3 exp "PARKINSON DISEASE"/ 1758 

4 1 or 2 or 3 1982 

5 (multidisciplinary).ti,ab 2009 

6 (MDT).ti,ab 39 

7 exp "MULTIDISCIPLINARY CARE"/ 0 

8 exp "INTERDISCIPLINARY CARE"/ 0 

9 exp "PATIENT CARE MANAGEMENT"/ 4345 

10 5 or 6 or 7 or 8 or 9 5987 

11 4 and 10 [DT 2000-2020] [Languages 
English] 

27 

 

Medline - Medical Literature Analysis & Retrieval System Online (1946 to 
present) 

No. Search Term Results 

1 (Parkinson's).ti,ab 83899 

2 (Parkinson's disease).ti,ab 81165 

3 exp "PARKINSON DISEASE"/ 53829 

4 1 or 2 or 3 96157 

5 (multidisciplinary).ti,ab 80841 

6 (mdt).ti,ab 2669 

7 (INTERDISCIPLINARY).ti,ab 34352 

8 exp *"PATIENT CARE MANAGEMENT"/ 1082938 

9 exp *"PATIENT CARE TEAM"/ 28848 

10 5 or 6 or 7 or 8 or 9 1176651 

11 4 and 10 6499 

12 [DT 2000-2020] [Peer reviewed] [Human 
age groups Adult] [Languages English] 

211 
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CINAHL - Cumulative Index to Nursing and Allied Health Literature (1937 
to present) 

No. Search Term Results 

1 (Parkinson's).ti,ab 23133 

2 (PARKINSON DISEASE).ti,ab 17294 

3 exp *"PARKINSONIAN DISORDERS"/ 19474 

4 1 or 2 or 3 27259 

5 (Multidisciplinary).ti,ab 36707 

6 (MDT).ti,ab 938 

7 exp *"PATIENT CARE"/ 494336 

8 (interdisciplinary).ti,ab 17151 

9 5 or 6 or 7 or 8 645633 

10 3 and 8 856 

11 3 and 8 [DT 2010-2020] [Peer reviewed] [Human age 
groups All Adult] [Languages eng] 

237 

PubMed 

No. Search Term Results 

1 (Parkinson's).ti,ab 113435 

2 (Parkinson's Disease).ti,ab 111271 

3 1 or 2  113458 

4 (multidisciplinary).ti,ab 116122 

5 (multi disciplinary).ti,ab 6462 

6 (MDT).ti,ab 2825 

7 (INTERDISCIPLINARY).ti,ab 95940 

8 (INTER DISCIPLINARY).ti,ab 883 

9 4 or 5 or 6 or 7 or 8 189894 

10 3 and 9 1089 

11 Filters activated: Publication date from 2000/01/01 to 
2020/03/19, Humans, Adult: 19+ years. 

254 
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Appendix 2: A summary of the critical literature review for PD MDTs   

Study title 
and Author 
 

Methodology and study 
population 

Intervention MDT involved  Outcomes assessed Results 

Does a 
specialist 
unit improve 
outcomes for 
hospitalized 
patients with 
Parkinson's 
disease? 
(Skelly et al. 
2014) 
 
Peer 
Reviewed 
Journal  

•A single-centre 
prospective pilot study. 
•Compared patient 
outcomes before and after 
the introduction of the 
specialist Parkinson's unit. 
•Control and intervention 
groups had similar baseline 
characteristics. 
•HYS all stages (majority 
stage 3) 
 

•Medication Management 
•Mandatory staff training 
•Care led by a geriatrician with 
specialist training in Parkinson's 
•Enhanced stock of Parkinson's 
drugs on the ward 
•Use of Parkinson's 
management guidelines 
•Regular multidisciplinary 
meetings 
•Enhanced access to specialist 
PD therapists, PD nurse and 
movement disorder neurologist 
•Encouragement of self-
medicating when appropriate. 
 

•Geriatrician  
•Nurses on ward  
•Other ward based  
healthcare staff 
•Specialist PD 
therapists 
•PD nurse 
•Movement disorder 
neurologist 

•Missed doses 
•Timing of medication  
•Length of hospital stay 
•Patient experience  
•Secondary objectives were 
to explore the feasibility of 
planning a multi-centre 
randomized controlled trial, 
and to evaluate and 
improve the intervention; 
the staff training program 
and SPDU processes 

•On the specialist unit: less 
Parkinson's medication was 
omitted (13% vs 20%, p < 0.001) 
•Of the medication that was given, 
more was given on time (64% vs 
50%, p <0.001);  
•median length of stay was 
shorter (9 days vs 13 days, p ¼ 
0.043)  
•Patients' experience of care was 
better (p ¼ 0.01). 

Short-term 
effectiveness 
of intensive 
multidisciplin
ary 
rehabilitation 
for people 
with PD and 
their 
caregivers 
(Trend et al. 
2002) 
 
Peer 
Reviewed 
Journal 
 

•Observational, with 
assessments before and 
after intervention. 
•An elderly care day unit in 
a district general hospital in 
south-east 
England. 
•Patients with Parkinson’s 
disease and no cognitive 
impairment, and their 
carers. 
•HYS all stages (majority 
stage 3) 
 

•Participants attended the day in 
hospital in an intensive 
multidisciplinary rehabilitation 
clinic, in groups of six patients 
with their carers for one day per 
week over six consecutive 
weeks.  
•After assessment, they 
received individual treatment 
from a specialist team.  
•Weekly group activities 
included relaxation and talks 
from experts. 
 

•PD nurse 
•Consultant 
neurologist 
•Physiotherapist 
•Occupational 
therapist 
•Speech and 
language therapist. 

•Patients and carers were 
assessed for: health-related 
quality of life, psychological 
well-being, social services 
need, perceptions of the 
programme. 
•Patients were additionally 
assessed for mobility, gait 
and speech. 
•Carers were assessed for 
strain. 

•Significant improvements were 
recorded in patients’ mobility and 
gait (p < 0.05), speech (p < 
0.001), depression (p=0.029), 
health related quality of life 
(p=0.001). 
•People with more advanced 
disease at baseline gained 
significantly more from treatment 
(p <0.04). 
•Carers were less depressed and 
had higher health-related quality 
of life than patients at baseline (p 
< 0.001) and no improvements in 
these indicators were recorded 
after treatment. 
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Study title 
and Author 
 

Methodology and study 
population 

Intervention MDT involved  Outcomes assessed Results 

Multidisciplin
ary 
rehabilitation 
for people 
with PD: a 
randomized 
controlled 
study.(Wade 
et al. 2003) 
 
Peer 
Reviewed 
Journal 

•Randomized, single-blind, 
controlled crossover study. 
•Six weeks of active 
intervention compared to 
no active intervention. 
•Patients with PD, without 
severe cognitive loss,  
recruited from a neurology 
clinic 
•HYS 1 to 3 although not 
explicitly stated 
 

•Intervention group received  
group educational activities and 
individual rehabilitation from a 
multidisciplinary team, over 5 
weeks 
 •Received individualised 
programme of one to one 
treatment, to run over five weeks 
from a specialist team 
•Each week the patient then 
received two hours of individual 
treatment in the morning, 
followed by group activities (for 
example, talks from experts and 
relaxation) in the afternoon. 

•PD nurse 
•Physiotherapist 
•Speech and 
language therapist 
•Occupational 
therapist. 
 

• Patients: disability (PD 
disability questionnaire); 
HRQoL (PDQ-39, SF-36, 
EQ-5D) 
•The stand-walk-sit test 
•The nine hole peg test of 
manual dexterity 
•Anxiety/depression 
(HADS) 
•Selected items concerning 
speech from the UPDRS. 
•Caregivers: carer strain 
index; EQ-5D  
•Outcomes assessed at 
baseline and after 24 
weeks. 
 

•Those receiving rehabilitation 
had a trend towards better stand-
walk-sit score (p=0.093) 
•Worse general and mental health 
(p=0.002, p=0.019) in 

intervention group. 

•Carers of treated patients had a 
trend towards more strain 
(p=0.086). 
•Analysis comparing patients 
before and six months after 
treatment showed worsening in 
disability, quality of life, and carer 
strain.  

Efficacy of a 
multidisciplin
ary 
treatment 
program on 
1-year 
outcomes of 
individuals 
with 
PD.(Carne et 
al. 2005a) 
 
Peer 
Reviewed 
Journal 

•Retrospective cohort study 
evaluating the impact of 
active management within 
a coordinated, 
multidisciplinary PD centre 
on disease progression of 
individuals with established 
PD 
•Veterans (all male) with 
PD received a follow-up 
evaluation between 8 and 
16 months after their initial 
assessment. 
•Patients who had 
DBS/thalamotomy were 
excluded 
•HYS all stages although 
not explicitly stated 
 
 
 

•Management of PD 
medications 
•Physician visits (neurologist, 
physiatrist) 
•Neuropsychological 
Evaluation 
•Nursing visits 
•Functional diagnostic testing 
(i.e., gait laboratory, 
computerized posturography) 
•Rehabilitation therapy (physical 
therapy, occupational therapy, 
kinesiotherapy, speech and 
language pathology) 
•A home exercise program, a 
support group, and health and 
wellness education. 

•Physician 
neurologist 
•Physiatrist 
•Neuropsychologist  
•PDSN 
•Physiotherapist 
•OT 
•SLT   

•Change in UPDRS motor 
examination from initial 
assessment to 1-year 
follow-up examination. 

•Overall mean improvement of –
5.4 UPDRS Part III points over 
mean follow-up of 12.2 months. 
• Thirty patients (69.8%) had 
improved, (4.7%) were 
unchanged and 11 patients 
(25.6%) had worsened. 
•In this study, nearly three-
quarters of all subjects with PD 
demonstrated maintenance and 
even improvement in motoric 
functioning for the first year of 
follow-up. Thus, it appears that 
this multidisciplinary team 
approach to clinical care 
effectively managed the 
symptoms and maintained the 
functioning of individuals with PD. 
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Study title 
and Author 
 

Methodology and study 
population 

Intervention MDT involved  Outcomes assessed Results 

Efficacy of 
multidisciplin
ary 
treatment 
program on 
long-term 
outcomes of 
individuals 
with 
PD.(Carne et 
al. 2005b) 
 
Peer 
Reviewed 
Journal 

• Long-term extension of  
“Efficacy of a 
multidisciplinary treatment 
program on 1-year 
outcomes of individuals 
with PD (Carne et al. 
2005a) with a 3-year follow-
up 
•HYS all stages although 
not explicitly stated 
 

•Management of PD 
medications 
•Physician visits (neurologist, 
physiatrist) 
•Neuropsychological 
Evaluation 
•Nursing visits 
•Functional diagnostic testing 
(i.e., gait laboratory, 
computerized posturography) 
•Rehabilitation therapy (physical 
therapy, occupational therapy, 
kinesiotherapy, speech and 
language pathology) 
•A home exercise program, a 
support group, and health and 
wellness education. 
 

•Physician 
neurologist 
•Physiatrist 
•Neuropsychologist  
•PDSN 
•Physiotherapist 
•OT 
•SLT   

• Change in UPDRS motor 
examination from initial 
assessment to 1- to 3-year 
follow-up examinations. 

•Overall, 37 (75.5%) of the 
49 patients demonstrated stable 
or improved UPDRS motor scores 
at 1- to 3-year follow-up  
• 1-year follow-up (n=28): 78.6% 
(n=22) patients improved; 21.4% 
(n=6) worsened. 
• 2-year follow-up (n=15): 66.7% 
(n=10) patients improved; 33.3% 
(n=5) patients worsened. 
• 3-year follow-up (n=6): 83.3% 
(n=5) patients improved; 16.7% 
(n=1) worsened. 

Effectivenes
s of 
multidisciplin
ary care for 
PD: a 
randomized, 
controlled 
trial (van der 
Marck et al. 
2013a) 
 
Peer 
Reviewed 
Journal 

•Single-blind RCT 
comparing two arms: an 
intervention group, with 
care delivered by a 
multidisciplinary/specialist 
team and a control group, 
with care delivered by a 
general neurologist. 
• PD patients Exclusion 
criteria included dementia 
(Mini–Mental State 
Examination <24) and 
current treatment by a 
movement disorders 
specialist. 
•HYS 1 to 2 although not 
explicitly stated 
 

Intervention:  
•Patients seen by neurologist at 
the centre; included ongoing 
individually tailored care from 
the movement disorders 
specialist, supported by PD 
nurse and social worker within 
the same physical location. 
Visits scheduled at baseline, 4 
and 8 months. •Additionally, 
patients were offered to see the 
social worker for psychosocial 
issues and homecare issues 
and the PD nurse 
for changes in symptoms, 
medication issues, or other 
PD-related questions.  
 
 
 

•Movement disorders 
specialist 
•Neurologist  
•PDSN 
•Social worker 

•The primary outcome was 
change from baseline to 8 
months in QoL, assessed 
with the PDQ-39  
•The secondary outcome 
was change from baseline 
to 8 months in the UPDRS 
part III (motor section).  
•Tertiary outcomes included 
UPDRS total score, 
depression, psychosocial 
functioning and caregiver 
strain 
 

•Intervention group improved 
significantly on PDQ-39 
(difference, 3.4; 95% CI: 0.5–6.2) 
•The secondary outcome (UPDRS 
III) improved from baseline to 8 
months in the IG, but deteriorated 
in the CG. 
These changes differed 
significantly between both groups 
(4.1; 95% CI: 0.8–7.3).  
•Tertiary outcomes that improved 
significantly in the IG included 
UPDRS total scores (5.6; 95% CI: 
0.9–10.3), SCOPA-PS (2.1; 95% 
CI: 0.5–3.7), and MADRS (3.7; 
95% CI: 1.4–5.9) CSI scores did 
not differ between IG and CG 
(1.5; 95% CI: 1.2–4.2). 
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Study title 
and Author 
 

Methodology and study 
population 

Intervention MDT involved  Outcomes assessed Results 

Integrated 
multidisciplin
ary care in 
PD: a non-
randomized, 
controlled 
trial(van der 
Marck et al. 
2013b) 
 
Peer 
Reviewed 
Journal 

•Non-randomised, 
controlled trial to compare 
an integrated 
multidisciplinary approach 
for the management of PD 
vs normal care. 
•301 patients (150 patients 
in the intervention group 
and 151 in the control 
group) between August, 
2007, and December, 
2009, of whom 285 
completed follow-up (last 
follow-up was July, 2010).  
•101 (67%) patients in the 
intervention group visited 
the expert centre; 49 (33%) 
opted not to visit the expert 
centre 
Eligible patients were those 
with Parkinson’s disease, 
aged 20–80 years, and 
without severe cognitive 
impairment or comorbidity. 
•HYS 1 to 4 (majority stage 
2) 
 

•Patients in the intervention 
group visited the expert centre 
they received an individually 
tailored 3-day assessment by a 
multidisciplinary team of medical 
and allied health-care 
professionals.  
•These consultations were 
followed by an integrated face-
to- face meeting of all team 
members and a treatment plan, 
created on the basis of 
consensus building between all 
of the medical and allied health-
care professionals, was 
discussed subsequently with the 
patient and caregiver. This plan 
included medical advice for the 
referring neurologist plus 
referrals to allied health 
professionals 
•Participants in control regions 
received their usual care.  

•Neurologist 
•PDSN 
•Physiotherapists 
•OT 
•SLT 
•Access to other 
HCPs by referral  

The primary outcomes 
•Activities of daily living and 
quality of life; differences 
between groups over 4, 6, 
and 8 months were 
analysed. 
•Assessed with the 
Academic Medical Centre 
linear disability score 
(ALDS) 
 
Secondary health 
outcomes  
•Changes in motor 
functioning—measured by 
the UPDRS III  
 
Tertiary endpoints included 
•Changes in QoL 
•Depression and anxiety 
•Fear of falling 
•Freezing of gait 
•Ability to undertake 
activities of daily living 
•Overall wellbeing 

• Both primary endpoints showed 
small improvements in favour of 
the intervention. At 4–8 months, 
average ALDS score was 1·3 
points greater (95% CI−2·1 to 2·8; 
corresponding raw logit score 
difference 0·1, 0·003 to 0·2) in the 
intervention group than in the 
control group (p=0·045), and 
PDQL score was 3·0 points (0·4 
to 5·6) greater in the intervention 
group than in the control group 
(p=0·03) 
 
•UPDRS III did not differ between 
groups  
 
•Noted significant improvements 
in the intervention group 
compared with the control group 
in: anxiety and depression, 
activities of daily living; non-motor 
symptoms, limitations due to 
physical health, role limitations 
due to emotional problems, and 
vitality; and perceived general 
health. 
 
•Quality-of-care scores were 
better in the intervention group, 
but overall satisfaction was not 
different from the control group. 
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Study title 
and Author 
 

Methodology and study 
population 

Intervention MDT involved  Outcomes assessed Results 

Patient-
centred 
integrated 
healthcare 
improves 
quality of life 
in 
Parkinson's 
disease 
patients: a 
randomized 
controlled 
trial (Eggers 
et al. 2018) 
 
Peer 
Reviewed 
Journal 

•This study was designed 
as a randomized controlled 
clinical study with two 
treatment arms and a 
follow-up period of 6 
months in the greater area 
of Cologne, Germany. 
•HYS 1 to 3 (majority stage 
2) 
 

•The IG treatment included the 
development of an individual 
treatment plan, regular home 
visits of a PD nurse (every 3 
months or, whenever necessary, 
on short notice) and a telephone 
hotline. 
 
•This resulted in dynamic and 
highly individualized therapies. 
 
•Individual treatment plans were 
reviewed every 4 weeks and 
adapted according to individual 
patients’ needs. 
 
•In both groups, alterations of 
drug therapy were implemented 
according to the guidelines of 
the German Society of 
Neurology.  
 
•The PD nurse coordinated the 
therapeutic pharmacological 
intervention with the program of 
speech therapists or 
physiotherapists. This allowed 
rapid therapeutic modifications 
to be made, as needed. 
 
 
 
 
 
 
 
 
 

•Community 
neurologists 
•PD nurse 
•Movement disorder 
expert 
•Access to other 
HCPs by referral  

Primary 
•The comparative change 
of the PDQ-39 as a 
measure for 
QoL, from baseline to 6-
month follow-up between 
CG 
and IG 
 
Secondary 
•Changes in mood 
•Changes in UPDRS-III 
•Changes in non-motor 
functioning 
•Changes in cognition  
between baseline and 6-
month follow-up 

• PDQ-39 improved more in IG 
compared to CG [2.2 points (95% 
CI− 4.4 to 0.1); p=0.044]. 
•Likewise, change scores 
between IG and CG favoured IG 
for UPDRS III (p <0.001, mean 
change 3.3, 95% CI − 4.9 to − 
1.7) 
•PD-NMS (p < 0.001, mean 
change 11.3, 95% CI − 17.1 to − 
5.5) 
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Study title 
and Author 
 

Methodology and study 
population 

Intervention MDT involved  Outcomes assessed Results 

Interdisciplin
ary Home 
Visits for 
Individuals 
with 
Advanced 
Parkinson’s 
Disease and 
Related 
Disorders 
(Fleisher et 
al. 2018) 
 
Peer 
Reviewed 
Journal 

•272 visits were conducted 
with 85 individuals who 
represent one of the oldest, 
most disabled PD 
populations reported. 
•Visits conducted over 2 
years 
•HYS 3 to 5 (majority stage 
4) 
 

•A comprehensive, person-
centred plan is agreed upon, 
referrals to community 
resources are made, 
standardized documentation is 
shared, and follow-up 
communicated to other HCPs if 
needed. 

•Neurologist 
•Social worker 
•PDSN 

•Participants satisfaction 
•Number of medication 
changes 
•Referrals to other HCPs 

•Preliminary evidence supports 
the need for such programs in 
vulnerable populations. 
•Median satisfaction score was 
96.3 (IQR 88.9–100) for 
participants and 98.1 (IQR 94.4–
100) for caregivers. 
•Medication changes were 
recommended at 41.9% of all 
visits. 
•Nonpharmacological treatment 
changes were recommended at 
45.2%, including specific 
recommendations for dietary or 
behavioural changes, fall 
precautions, or assistive devices. 
Moreover, therapy or service 
referrals were made at 92.7% of 
all visits 

Effectivenes
s of an 
inpatient 
multidisciplin
ary 
rehabilitation 
program for 
people with 
PD (Ellis et 
al. 2008) 
 
Peer 
Reviewed 
Journal 

•A pretest-posttest design 
•Investigating the 
effectiveness of an 
inpatient rehabilitation 
program 
•68 patients with a 
diagnosis of PD 
•HYS 2 to 5 (majority stage 
4) 
 

•Patients participated in a 
rehabilitation program consisting 
of a combination of physical 
therapy, occupational therapy, 
and speech therapy for a total of 
3 hours per day, 5 to 7 days per 
week, in addition to 
pharmacological adjustments 
based on data collected daily. 

•Consultant 
neurologist 
(movement 
disorders) 
•Neurologist 
(neurorehabilitation), 
•Movement disorders 
fellow 
•Physical Therapist 
•Occupational 
Therapist  
•Speech and 
Language Therapist 
•Nurse 
 
 
 

Primary outcome 
•Functional Independence 
Measure(FIM) total score  
 
Secondary outcome 
•FIM motor score 
•FIM cognitive score 
•2-Minute Walk Test (TMW) 
•Timed “Up & Go” Test 
(TUG) 
•Finger Tapping Test 

•Statistically significant 
improvements across all outcome 
measures 
•The FIM total score improved by 
a mean of 31.5 
•Mean improvement of 27.7on the 
motor section of the FIM 
•4.1 on the cognitive section of 
the FIM  
•21.0 m (69ft) on the TMW 
•19.8 seconds on the TUG 
•19.2 finger taps on the left, and 
20.1 finger taps on the right.  
•The mean length of stay was 
20.8 days, with 47 (70%) of the 
patients discharged home. 
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Study title 
and Author 
 

Methodology and study 
population 

Intervention MDT involved  Outcomes assessed Results 

Changes in 
walking 
activity and 
endurance 
following 
rehabilitation 
for people 
with PD 
(White et al. 
2009) 
 
Peer 
Reviewed 
Journal 

•RCT 
 
•Investigating changes in 
walking activity and 
endurance after 
interdisciplinary 
rehabilitation in PD patients 
vs no active rehabilitation. 
 
Inclusion criteria 
•Diagnosed idiopathic PD  
•40 years of age or older  
•No severe cognitive 
impairment 
•No substantial depression  
•Stable on antiparkinsonian 
medications for 2 weeks 
•Received no other form of 
physical, speech, or OT for 
2 months prior 
•Able to walk unassisted 
•Able to communicate 
•Able to travel to treatment 
site 
•No severe neurologic, 
cardiopulmonary, or 
orthopaedic disorders that 
interfered with mobility. 
•HYS 2 or 3 
 
 
 
 
 
 
 
 
 

•6 week MDT rehabilitation 
•0, 3 or 4.5 hours rehab weekly 
•Group-based sessions 
•Patients receiving 4.5 hours 
rehab also had an individualised 
rehab at home from a 
physiotherapist or OT 

•Physical therapist 
•OT 
•Speech therapist 
 

•Outcomes were assessed 
at baseline and after 6 
weeks 
•Activity monitor to record 
the time spent walking and 
the number of walking 
periods lasting at least 10 
seconds over the course of 
24 hours in the home and 
community settings 
• 2-Minute walk test 
(2MWT) 

•The analysis across all 
participants revealed no 
statistically significant differences 
in time spent walking or number 
of walking periods or the 2MWT. 
•Higher doses of rehabilitation 
resulted significant improvements 
in the 2MWT (P.001) for subjects 
with low baseline walking 
endurance. 
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Study title 
and Author 
 

Methodology and study 
population 

Intervention MDT involved  Outcomes assessed Results 

Group 
education 
with 
personal 
rehabilitation 
for idiopathic 
PD (Guo et 
al. 2009) 
 
Peer 
Reviewed 
Journal 

•Single-blind RCT, with 
pretest/posttest quasi-
experimental design 
 
Inclusion criteria  
•Idiopathic PD patients 
•No significant cognitive 
impairment 
•HYS 1–3 
 

•Patients randomized to 
intervention received three 
group lectures covering nutrition 
(by a dietitian), mood (by a 
psychologist), and movement. 
• Patients also attended a 
personalized rehabilitation 
program (24 × 30-minute 
sessions over 8 weeks) 
conducted by a physical and 
occupational therapist. 

•Neurologists 
•Physical Therapist 
•OT 
•Dietitian 
•Psychologist  
•Nurse   
 

•Outcomes assessed at 
baseline, and after 4 and 8 
weeks of intervention. 
 
• PDQ-39 
•UPDRS Part III 
•UPDRS Part I 
•Daily Living (Schwab and 
England Activities of Daily 
Living) 
•Depression (Zung Self-
Rating Depression Scale) 
•Patient mood (Global 
patient’s mood status) 
•Caregiver’s mood status 

After 8 weeks of intervention: 
 
•37% improvement in PDQ-39, 
improved from 43 (40±4.3) to 27 
(25.4 ±4.0)variation was 
significant (p<0.001) 
•UPDRS Part II and III scores 
improved 
•Significant improvement in 
patients’ mood (median changed 
from 38.1 to 58.4) in the 
intervention group compared with 
the control group (39.1 to 39.3). 
•Significant improvement in 
caregivers’ mood   

Self-
management 
rehabilitation 
and health-
related QoL 
in PD: a 
randomized 
controlled 
trial (Tickle-
Degnen et 
al. 2010) 
 
Peer 
Reviewed 
Journal 

•RCT to assess the benefits 
of a self-management 
rehabilitation program on 
health-related quality of life. 
•Participants (n=117) 
randomly allocated to one 
of the three intensity of 
rehabilitation conditions. 
 
Inclusion Criteria  
•Idiopathic PD 
•Modified Hoehn and Yahr 
stage 2, 2.5 or 3 when “on;” 
•Age ≥ 40 years 
•Mini-Mental Status Exam 
score > 26 
•Geriatric Depression Scale 
score ≤ 20 
•No surgical interventions 
such as deep brain 
stimulation 
 
 

Participants randomized to one 
of three groups for six weeks 
intervention: 
 
•0 hrs of rehabilitation 
•18 hrs of clinic group 
rehabilitation plus 9 hrs of 
attention control social sessions 
•27 hrs of rehabilitation, with 18 
in clinic group rehabilitation and 
9 hrs of rehabilitation designed 
to transfer clinic training into 
home and community routines.   
 

•Physical therapist 
•OT 
•Speech therapist 

Primary objective 
•Determine if self-
management rehabilitation 
promoted health-related 
quality of life (PDQ-39) 
beyond best medical 
therapy 

•Results (n=116) showed that at 
six weeks there was a beneficial 
effect of increased rehabilitation 
hours on  health-related quality of 
life (PDQ-39) 
•Clinically relevant improvement 
occurred at a greater rate for 18 
and 27 hrs (54% improved) than 
for 0 hrs (18% improved), a 
significant 36% difference in rates 
(95% CI= 20% to 52% difference). 
•Effects were largest in two 
targeted domains: communication 
and mobility. More concerns with 
mobility and activities of daily 
living at baseline predicted more 
benefit from rehabilitation. 
•The difference between 18 and 
27hrs was not significant. 



250 
 

Study title 
and Author 
 

Methodology and study 
population 

Intervention MDT involved  Outcomes assessed Results 

In patient 
multidisciplin
ary 
rehabilitation 
for PD: a 
randomized 
controlled 
trial 
(Monticone 
et al. 2015) 
 
Peer 
Reviewed 
Journal 

•Parallel group, single-
blinded RCT 
•Compared multidisciplinary 
rehabilitative care vs 
general physiotherapy 
 
•n=64 patients with PD 
•46 females 
•Mean age 74 ± 7 years 
•Mean disease 
duration,15 ± 3 years 
•Modified Hoehn & Yahr 
stage, 2.5-4 
•Experimental = 32 
•Control = 32 

•Experimental group received 
multidisciplinary rehab care 
including tasks, balance, gait 
and  cognitive training as well as 
ergonomic education 
 
• Control group received neuro-
motor techniques, mobilization, 
strengthening, stretching and 
resistance and velocity training. 

•Physiotherapist 
•Occupation therapist 
•Physiatrists 
•Psychologist 

Primary 
 
•MDS-UPDRS, Part III 
•Berg Balance Scale (BBS) 
•Functional Independence 
Measure 
•PDQ-39 

•Both groups significantly 
improved their motor impairment 
(MDS-UPDRS-Part III score) 
•Significant between-group 
difference in favour of the 
experimental group of 25 points 
•BBS scores), significant effects 
of time (P<0.001), group 
(P<0.001), and time by 
group interaction (P<0.001) were 
found, with the two groups 
showing a (mean difference of 9 
points) 
•FIM scores, 19 control and 25 
experimental 
•More significant improvement in 
QoL in the experimental group 

Multidisciplin
ary intensive 
rehabilitation 
treatment 
improves 
sleep quality 
in PD 
(Frazzitta et 
al. 2015)  
 
Peer 
Reviewed 
Journal 

•Retrospectively analysed 
data from a database of 
patients with PD (n=138) 
 
Inclusion Criteria 
•Idiopathic PD 
•HYS 2 or 3 
•Mini-Mental State 
Examination score > 26 
•Subjective complaints of 
sleep disturbances 
•Ability to walk without 
physical assistance 
•Ability to perceive visual 
and auditory cues  
•No neurological conditions, 
postural hypotension, 
cardiovascular disorders, 
musculoskeletal disorders. 
 
 

•Control group (n=49) did not 
receive rehabilitation 
 
•Treatment group (n=89) had a 
28-day multidisciplinary 
intensive rehabilitation program, 
consisting of three one-hour 
daily sessions comprising 
cardiovascular warm-up, 
relaxation, muscle-stretching, 
balance and gait training, 
occupational therapy to improve 
daily living activities. 

•Neurologist 
•Physiotherapist 
•OT 

•UPDRS III and II 
•Sleep complaints were 
assessed with an Italian 
translation of the PD Sleep 
Scale (PDSS) 

•At enrolment, control and treated 
groups had similar UPDRS and 
PDSS scores.  
•At re-test, 28 days later, UPDRS 
and total PDSS scores improved 
in the treated (p < 0.0001) but not 
in the control group.  
•Treated group showed significant 
improvement in PDSS scores for 
sleep quality, motor symptoms 
and daytime somnolence. 
•The control group did not show 
improvement for any item 
•These results suggest that 
multidisciplinary intensive 
rehabilitation treatment may have 
a positive impact on many 
aspects of sleep in PD. 
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Study title 
and Author 
 

Methodology and study 
population 

Intervention MDT involved  Outcomes assessed Results 

Towards 
proactive 
active living: 
patients with 
Parkinson's 
disease 
experience 
of a 
multidisciplin
ary intensive 
rehabilitation 
treatment 
(Giardini et 
al. 2017)  
 
Peer 
Reviewed 
Journal 
 

•Verbatim transcriptions of 
27 semi-structured 
interviews were analysed 
using the Grounded Theory 
methodology 
• The semi-structured 
interview was performed 
during inpatients’ 4-week 
rehabilitation program, a 
few days before discharge. 
•Convenient sample of 27 
PD patients (13 male, 14 
female) 
•Mean age 70 
•Mean disease duration 8 
years 
•HYS 3 
•Hospitalized for 4 weeks 

•MDT rehabilitation of Parkinson 
Disease patients taking part in a 
multidisciplinary intensive 
rehabilitation treatment (MIRT) 
consisting of four weeks of 
physical therapy and exercise, 
with three daily sessions, five 
days a week. 
 
 

•Neurologist 
•Physiotherapist 

•UPDRS total 
•UPDRS-III 
• Berg Balance Scale 
(BBS). 
• Timed Up and Go Test 
(TUG) 
•6 Minute Walk Test 
(6MWT) 

•After the four week intensive 
rehabilitation protocol all patients 
significantly improved in 
functionality at discharge 
compared to admission as 
measured by UPDRS-Tot, 
UPDRS-III, 6MWT, TUG and BBS 

Efficacy of 
intensive 
multidisciplin
ary 
rehabilitation 
in 
Parkinson’s 
disease: a 
randomised 
controlled 
study 
(Ferrazzoli et 
al. 2018) 
 
Peer 
Reviewed 
Journal 

•Prospective, parallel-
group, single centre, 
single-blind RCT  (n=186) 
 
Eligibility criteria 
•Idiopathic PD 
•HYS 2–4 
•Stable pharmacological 
treatment in the last 6 
weeks 

•Experimental group, underwent  
4-week motor-cognitive and 
intensive rehabilitation treatment 
(MIRT) 
•Control group, no rehabilitation. 
 

•Physical therapist 
•OT 
•Speech therapy  

Primary measure 
•PDQ-39 
 
Secondary measures 
•UPDRS 
•PD Disability Scale 
(PDDS) 
•Timed Up and Go Test 
(TUG) 
•Berg Balance Scale (BBS) 

•No between-group differences in 
the Global Index Score (GBI) 
were observed at start (T0)  
•T1, no significant changes in 
controls (delta score: 1.2±9.9, 
P=0.23) 
•Improvement in GBI in the 
experimental group (delta score: 
−8.3±18.0, P<0.0001), significant 
also between subjects (P<0.0001)  
•Comparing T2 versus T0 in the 
experimental group, the GBI 
maintained a significant 
improvement (delta score: 
−4.8±17.5, P<0.0001)  
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Appendix 3: Literature Search strategies for Pharmacist in MDTs 

AMED - The Allied and Complementary Medicine Database (1985 to 
present) 

No. Search Term Results 

1 (pharmacist).ti,ab 110 

2 (pharmacy).ti,ab 258 

3 (1 OR 2) 345 

4 (multidisciplinary).ti,ab 2009 

5 (MDT).ti,ab 39 

6 "PATIENT CARE MANAGEMENT"/ 600 

7 "INTERDISCIPLINARY CARE"/ 0 

8 "MULTIDISCIPLINARY CARE"/ 0 

9 (4 OR 5 OR 6 OR 7 OR 8) 2621 

10 (3 AND 9) 17 

 

Medline - Medical Literature Analysis & Retrieval System Online (1946 to 
present) 

No. Search Term Results 

1 (pharmacist).ti,ab 15537 

2 PHARMACISTS/ 16276 

3 (pharmacy).ti,ab 39427 

4 "COMMUNITY PHARMACY SERVICES"/ 4464 

5 "PHARMACY SERVICE, HOSPITAL"/ 11539 

6 (1 OR 2 OR 3 OR 4 OR 5) 60507 

7 (MDT).ti,ab 2670 

8 (multi disciplinary).ti,ab 6339 

9 (multidisciplinary).ti,ab 80877 

10 (interdisciplinary).ti,ab 34363 

11 (7 OR 8 OR 9 OR 10) 120437 

12 (6 AND 11) 1860 

13 (6 AND 11) [DT 2009-2019] [Languages 

English] 

1150 

14 (6 AND 11) [DT 2009-2019] [Peer 

reviewed] [Languages English] 

201 
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CINAHL - Cumulative Index to Nursing and Allied Health Literature (1937 
to present) 

 

PubMed 

 
 

  

No. Search Term Results 

1 (pharmacist).ti,ab 16589 

2 (pharmacists).ti,ab 17547 

3 (pharmacy).ti,ab 24652 

4 (1 OR 2 OR 3) 37181 

5 (multidisciplinary).ti,ab 36724 

6 (interdisciplinary).ti,ab 17154 

7 (MDT).ti,ab 938 

8 (multi disciplinary).ti,ab 3284 

9 "MULTIDISCIPLINARY CARE TEAM"/ 47317 

10 (5 OR 6 OR 7 OR 8 OR 9 89307 

11 (4 AND 10) 2486 

14 (4 AND 10) [DT 2009-2019] [Peer reviewed] [Publication 

types Systematic Review] [Languages eng] 

56 

No. Search Term Results 

1 (pharmacist).ti,ab 37582 

2 (pharmacists).ti,ab 31282 

3 (pharmacy).ti,ab 435489 

4 (1 OR 2 OR 3) 448135 

5 (multidisciplinary).ti,ab 116149 

6 (interdisciplinary).ti,ab 95972 

7 (MDT).ti,ab 2826 

8 (multi disciplinary).ti,ab 6465 

9 "MULTIDISCIPLINARY CARE TEAM"/ 0 

10 (5 OR 6 OR 7 OR 8 OR 9) 189214 

11 (4 AND 10) 6559 

12 (Systematic Review).ti,ab 171645 

13 (11 AND 12) 151 
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Appendix 4: A summary of systematic review for Pharmacist in MDTs 

Systematic 
Review Title 
Author 

Methodology and Study 
Population 

Results Pharmacists Interventions Discussion and Implications of 
the Review 

Pharmacists as 
Care Providers for 
Stroke Patients: A 
Systematic 
Review 
 
(Basaraba et al. 
2018)  
 
The Canadian 
journal of 
neurological 
sciences. 
 
Peer Reviewed 
Journal 

Study abstracts and full-text 
articles evaluating 
the impact of a pharmacist 
intervention on outcomes in 
patients with an acute 
stroke/transient ischemic 
attack (TIA) or a history of an 
acute stroke/TIA were 
identified and a qualitative 
analysis performed. 

•A total of 20 abstracts and full-text 
studies were included. 
 
•The included studies provided evidence 
supporting pharmacist interventions in 
multiple settings, including emergency 
departments, inpatient, outpatient, and 
community pharmacy settings. 
 
•In a significant proportion of the studies, 
pharmacist care was collaborative with 
other healthcare professionals. 
 
•Pharmacist involvement was 
associated with increased use of 
evidence-based therapies, medication 
adherence, risk-factor target 
achievement, and maintenance of 
health-related quality of life. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

•Part of MDT 
•Calculated/verified of doses 
•Prepared intravenous medication 
•Involved in clinical/patient 
assessments 
•Provided patient/family 
medication education 
•Patient consultation 
•Identified and resolved drug-
related problems 
•Medication history and/or 
reconciliation 
•Monitoring of drug therapy 
•Medication management review 
•Follow-up clinics/telephone calls 
•Care plan development 
•Communication with HCP 
•Risk-factor reduction 
•Provided lifestyle advice 
•Monitored blood pressure and 
LDL level 
•Initiated or titrated therapy 

•Available evidence suggests that 
a variety of pharmacist 
interventions can have a positive 
impact on stroke patient 
outcomes. 
 
•Pharmacists should be 
considered an integral member of 
the stroke patient care team. 
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Systematic 
Review Title 
Author 

Methodology and Study 
Population 

Results Pharmacists Interventions Discussion and Implications of 
the Review 

Pharmacist care 
of patients with 
heart failure: a 
systematic review 
of randomized 
trials 
 
(Koshman et al. 
2008)  
Archives of 
internal medicine 
 
Peer Reviewed 
Journal 

Healthcare databases 
PubMed, MEDLINE, 
EMBASE, International 
Pharmaceutical Abstracts, 
Web of Science, Scopus, 
Dissertation Abstracts, 
CINAHL, Pascal, and 
Cochrane Central Register of 
Controlled Trials for 
controlled studies from 
database inception to August 
2007. We included 
randomized controlled trials 
that evaluated the impact of 
pharmacist care activities on 
patients with HF (in both 
inpatient and outpatient 
settings). 

• A total of 12 randomized controlled 
trials (2060 patients) were identified. 
• Extent of pharmacist involvement 
varied among studies, and each study 
intervention was categorized as 
pharmacist-directed care or pharmacist 
collaborative care using definitions and 
feedback from primary study authors. 
•Pharmacist care was associated with 
significant reductions in: 
1) The rate of all-cause 

hospitalizations     (11 studies [2026 
patients]) (odds ratios (OR), 0.71; 
95% CI, 0.54-0.94) 

2) HF hospitalizations (11 studies 
[1977 patients]) (OR, 0.69; 95% CI, 
0.51-0.94) 

3) Nonsignificant reduction in mortality 
(12 studies [2060 patients])(OR, 
0.84; 95% CI, 0.61-1.15). 

 
Pharmacist collaborative care led to 
greater reductions in the rate of HF 
hospitalizations (OR, 0.42; 95%CI, 0.24-
0.74) than pharmacist-directed care 
(OR, 0.89; 95% CI, 0.68-1.17). 
 
 
 
 
 
 
 
 
 
 
 
 

•Medication and HF education for 
patient 
•Advising patient on self-
monitoring 
•Making recommendations to 
physicians 
•Advising on compliance, 
compliance assessment and 
consider use of adherence aids 
•Directly involved in the MDT 
•Liaise directly with community 
pharmacist and/or GP 
•Provide written information to 
HCPs and patients 
•Carry out home visits to patients 
•Make medication 
recommendations to wider HCPs 
including medics, nurses, 
physiotherapist, nutritionists, and 
social care providers 

•Pharmacist care in the treatment 
of patients with HF greatly reduces 
the risk of all cause and HF 
hospitalizations. 
•Since hospitalizations associated 
with HF are a major public health 
problem, the incorporation of 
pharmacists into HF care teams 
should be strongly considered. 
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Systematic 
Review Title 
Author 

Methodology and Study 
Population 

Results Pharmacists Interventions Discussion and Implications of 
the Review 

Improving blood 
pressure control 
through 
pharmacist 
interventions: a 
meta-analysis of 
randomized 
controlled trials 
 
(Santschi et al. 
2014)  
Journal of the 
American Heart 
Association 
 
Peer Reviewed 
Journal 

Randomized controlled trials 
(RCTs) assessing the effect 
of pharmacist interventions 
on BP among outpatients 
with or without diabetes were 
identified from MEDLINE, 
EMBASE, CINAHL, and 
CENTRAL databases. 
Weighted mean differences in 
BP were estimated using 
random effect models. 
Prediction intervals (PI) were 
computed to better express 
uncertainties in the effect 
estimates.  
Thirty-nine RCTs were 
included with 14 224 patients. 

•Compared with usual care, pharmacist 
interventions showed greater reduction 
in systolic BP (7.6 mm Hg, 95% CI: 9.0 
to 6.3; I2=67%) and diastolic BP (3.9 
mm Hg, 95% CI: 5.1 to 2.8; I2=83%). 
•The 95% PI ranged from 13.9 to 1.4 
mm Hg for systolic BP and from 9.9 to 
+2.0 mm Hg for diastolic BP. 
•The effect tended to be larger if the 
intervention was led by the pharmacist 
and was done at least monthly. 

•Patient education and 
counselling about lifestyle, 
medication and medication 
adherence (N=35 studies) 
•Feedback to healthcare 
professional (including drug-
related problems identification; 
recommendation to physician for 
medication change; team meeting, 
development of treatment plan) 
(N=35) 
•Medication management 
(including drug monitoring with 
adjustment or change in 
medication) (N=34) 
•Measurement of BP, 
hypertension staging and risk of 
stratification, and reviewing of 
home BP measurements (N=13) 
•Reminder system (including 
telephone contact, web services, 
home visits, or drug adherence 
aid) (N=12) 
•Healthcare professional 
education (including training 
program) (N=2). 
 
 
 
 
 
 
 
 
 
 
 
 

•Pharmacist interventions, alone or 
in collaboration with other HCPs 
improved patients BP 
management. •Pharmacist 
interventions had differential 
effects on BP, from very large to 
modest or no effect; and 
determinants of heterogeneity 
could not be identified. 
•Determining the most efficient, 
cost-effective and least time-
consuming intervention should be 
addressed with further research. 
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Systematic 
Review Title 
Author 

Methodology and Study 
Population 

Results Pharmacists Interventions Discussion and Implications of 
the Review 

Evaluation of 
pharmacist care 
for patients with 
chronic 
obstructive 
pulmonary 
disease: a 
systematic review 
and meta-analysis 
 
(Zhong et al. 
2014) 
 
International 
journal of clinical 
pharmacy 
 
Peer Reviewed 
Journal 

PubMed, EMBASE, CINAHL, 
CBMdisc, and Cochrane 
Central Register of Controlled 
Trials databases were 
searched for randomized 
controlled trials that involved 
pharmacist-care interventions 
among outpatients with 
COPD.  
 
The reference lists were also 
screened for any additional 
relevant studies not identified 
through the electronic 
database searching. 
 
Two reviewers independently 
assessed each paper for 
methodological quality and 
extracted the data. 

•Fourteen articles were included. 
•Articles described eight randomized 
controlled trials (1,327 patients) that 
pharmacist care was compared with 
usual care.  
•The pharmacist interventions included 
those exclusively conducted by 
pharmacists and those conducted in 
collaboration with a multidisciplinary 
team. •Although the current evidences 
failed to illustrate significant 
improvement in the health-related 
quality of life in intervention patients, 
results indicated that pharmacist care 
was associated with a significant 
reduction in the risk of hospital 
admissions [six studies (684 patients); 
risk ratio 0.50 (95 % CI 0.39–0.64)].  
•However, no significant effect was 
found either in emergency department 
visits or in lung function.  
•In addition, pharmacist care improved 
medication compliance of patients [four 
studies (743 patients); risk ratio 1.23 (95 
% CI 1.11–1.36)] while reduced health 
related cost [three studies (318 
patients); standardized mean difference 
-0.37 (95 % CI -0.59 to -0.15)]. 
 
 
 
 
 
 
 
 
 
 

•Management of drug therapy  
•Customized COPD therapy 
•Patient education and 
counselling on disease and 
therapy 
•Patient assessment and care 
through clinic visits and telephone 
follow-up 
•Documentation of medications 
•Showing inhaler techniques 
•Smoking cessation program 
action for acute exacerbations 
•Review of therapeutic data 
monitoring 
• Lifestyle advice (diet and 
nutrition) 
• Structured education on disease 
state, medications 
•Compliance 
•Self-care, and self-management 
plans 
•Referring patients physician, 
nurse, and physiotherapist 
•Medication review 
•Identify and resolve medication 
related problems 
•Document changes on 
symptoms, signs, and pulmonary 
functions 

•Pharmacist care resulted in 
improvements in the medication 
compliance as well as reductions 
in hospital admissions and health-
related costs. It is therefore a 
potent strategy for management of 
outpatients with COPD. 
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Systematic 
Review Title 
Author 

Methodology and Study 
Population 

Results Pharmacists Interventions Discussion and Implications of 
the Review 

Impact of clinical 
pharmacists in 
outpatient 
oncology 
practices: A 
review 

(Gatwood et al. 
2017) 
 
American Journal 
of Health-System 
Pharmacy 
 
Peer Reviewed 
Journal 

Peer-reviewed articles on 
studies evaluating the 
provision of outpatient 
oncology services by licensed 
clinical pharmacists in the 
United States were identified 
and screened according to a 
study-specific protocol. 
 
Only research publications 
focused on the care of 
oncology patients and 
indicating the evaluation of 
measurable services and 
outcomes were selected for 
review.  
 
Data from eligible studies 
were extracted using a 
standardized tool, and 
agreement by a majority of 
the investigators was 
required for inclusion of 
articles in the final review. 

•Eight publications were included in the 
review; nearly all were published since 
2010. 
•All of the included articles reported on 
results of observational studies in which 
data sourced from surveys, existing 
medical or prescription records, or 
medical cost information were analysed 
to measure patient or provider 
satisfaction (or both) or patient-reported 
health outcomes. 
•The evaluated evidence indicated that 
pharmacists were effective in identifying 
treatment issues and medication 
misuse, delivering satisfactory and 
valued services, and finding 
mechanisms to reduce medical costs or 
generate revenue to justify continuation 
or support expansion of clinical 
pharmacy services. •Moreover, in two 
instances, pharmacists’ services were 
associated with improvements in 
symptoms reported by oncology 
patients. 

• Interventions in treatment 
procedures 
•Clinical consultations 
•Clinical trial enrolment 
•Medication and patient 
counselling 
•Tailored treatment information 
•Adverse event monitoring and 
management 
•Pre-transplant admission and 
comprehensive discharge 
counselling 
•Stem cell mobilization education 
•Medication management 
•Supportive care management 
•Coordination of prescription 
transmission; processing of 
prior-authorization requests 
•Medication review 
•Drug-specific education 
•Treatment plan overview 
•Conducting cognitive assessment 
and detailed medication history 
taking 
•Regular follow-up focusing on 
adherence, adverse effects, drug 
interactions, laboratory 
monitoring, and symptom 
management 
•Medication reconciliation 
•Review for polypharmacy and 
potentially inappropriate 
medication using established tools 
•Documentation of pain 
scores, and pharmacotherapy 
assessment and modification 
 
 

•Available evidence suggests that 
outpatient oncology practices may 
benefit from integrating 
pharmacists into care models in 
order to more effectively, 
efficiently, and holistically address 
the needs of patients with cancer. 
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Systematic 
Review Title 
Author 

Methodology and Study 
Population 

Results Pharmacists Interventions Discussion and Implications of 
the Review 

Clinical pharmacy 
practice in the 
care of Chronic 
Kidney Disease 
patients: a 
systematic review  
 
(Al Raiisi et al. 
2019) 
 
International 
journal of clinical 
pharmacy 
 
Peer Reviewed 
Journal 
 

PubMed, International 
Pharmaceutical Abstracts 
(IPA), CINAHL, Medline and 
Scopus were searched for 
peer reviewed papers. 
 
Included studies were quality 
assessed using Downs and 
Black tool for controlled 
studies and the mixed 
methods appraisal tool for all 
controlled and non-controlled 
studies. 
 
Data were extracted and 
synthesised using a narrative 
approach. Screening, quality 
assessment and data 
extraction were performed by 
two independent researchers. 

• Forty-seven studies were identified 
from a variety of countries, with 31 
based in a hospital setting. 
•Controlled study designs were 
employed in 20, with only ten of them 
using randomisation. 
•Resources available for service 
provision were poorly reported in all 
papers. •Positive impact on clinical 
outcomes included significant 
improvement in parathyroid hormone, 
blood pressure, haemoglobin and 
creatinine clearance. •Pharmacists 
identified 5302 drug related problems in 
2933 patients and made 3160 
recommendations with acceptance rates 
up to 95%.  
•Impact on humanistic outcomes was 
shown through improvement in health 
related quality of life and patient 
satisfaction. 
•Economic benefits arose from 
significant cost savings through 
pharmaceutical care provision 

•Pharmacist led clinic for 
treatment optimisation, checking 
of BP, renal function, HbA1c, 
ACR, FBC, calcium and 
phosphate. 
•Medical history taking 
•Documentation of all clinical 
pharmacy interventions 
•Reviewed medication orders 
•Clinical and medication  review  
•Recommendation were reported 
to the health care team 
•Providing drug information on 
renal anaemia 
•Medications adjusted based on 
laboratory results 
•Checked for drug-drug 
interactions 
•Identified medication used in self-
care (over-the-counter) 
•Identification and resolution of 
drug-related problems 
•Provided patient education, with 
a focus on adherence 
•Provide educational sessions to 
doctors 
•Patient counselling via telephone 
•Patient BP monitoring at home 
•Provide structured patient 
education including printed 
information leaflets and written 
information on dialysis (in different 
languages. 
•Directly involved with the MDT 
which includes nephrologists, 
diabetologist, nurses, diabetes 
educator and dietitians. 
 

•While there is some evidence of 
positive impact on clinical, 
humanistic and economic 
outcomes, this evidence is 
generally of low quality and 
insufficient volume. 
 
•While the existing evidence is in 
favour of pharmacists’ involvement 
in the multidisciplinary team 
providing care to patients with 
chronic kidney disease, more high-
quality research is warranted. 
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Systematic 
Review Title 
Author 

Methodology and Study 
Population 

Results Pharmacists Interventions Discussion and Implications of 
the Review 

Improving the 
adherence of type 
2 diabetes mellitus 
patients with 
pharmacy care: a 
systematic review 
of randomized 
controlled trials  
 
(Antoine et al. 
2014) 
 
BMC endocrine 
disorders 
 
Peer Reviewed 
Journal 
 

A systematic review of 
randomized controlled trials. 
 
The study quality was 
assessed with the Cochrane 
risk of bias tool. 

•Of 491 hits, six publications were 
included. Two studies mainly examining 
educational interventions showed a 
significant improvement in adherence.  
 
•Moreover, the quality of the included 
studies was deficient. 

Education interventions to 
enhance adherence in a variety of 
formats including: 
 
•Education (Baseline, every 30 
days for a period of 3 months) 
•Educational telephone interview 
+ social services/nutrition 
consultation (Baseline, 3 months) 
•Education & Reminders about 
annual eye and foot examinations 
(Baseline, at each prescription 
refill visit for a period of 6 months) 
•Usual care + individual 
follow-up attendances & educative 
group activities (every 6 months 
for period of 36 months) 
•Diabetes care plan & Weekly in 
person/telephone meetings & 
monthly follow-up phone calls (6-
month intervention, follow-up at 
month 6 and 12) 
•Usual care & 4 scheduled 
meetings 
with a pharmacist (every 2 
months) & education 
 
 
 
 
 
 
 
 
 
 
 
 

•Although pharmacist interventions 
might potentially improve 
adherence to type 2 diabetes 
mellitus medication, high-quality 
studies are needed to assess 
effectiveness. 
•In all studies a tendency of the 
pharmacist intervention 
for improving adherence to type 2 
diabetes mellitus medication was 
reported, however, a statistically 
significant (p=0.003 and p=0.004) 
effect was shown in only two 
studies  
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Systematic 
Review Title 
Author 

Methodology and Study 
Population 

Results Pharmacists Interventions Discussion and Implications of 
the Review 

Interventions to 
Address 
Potentially 
Inappropriate 
Prescribing in 
Community-
Dwelling Older 
Adults: A 
Systematic 
Review of 
Randomized 
Controlled Trials 
 
(Clyne et al. 2016) 
 
Journal of the 
American 
Geriatrics Society 
 
Peer Reviewed 
Journal 

•Systematic review and 
narrative synthesis. 
•Primary and community 
care. 
•Community-dwelling older 
adults. 
•The primary outcome was 
change in potentially 
inappropriate prescribing 
(PIP) measured using implicit 
or explicit tools. Studies were 
grouped into organizational, 
professional, financial, 
regulatory, and multifaceted 
interventions 

•Twelve randomized controlled trials 
were identified with baseline PIP 
prevalence of 18% to 100%. 
•Four of six organizational interventions 
reported a reduction in PIP, particularly 
through pharmacists conducting 
medication reviews. 
•Evidence of the effectiveness of 
multidisciplinary teams was weak. 
•Both of the two professional (targeting 
prescriber’s directly) interventions were 
computerized clinical decision support 
interventions and were effective in 
decreasing new PIP but not existing 
PIP.  
•Three of four multifaceted approaches 
were effective in reducing PIP. 
•The risk of bias was often high, 
particularly in reporting selection bias. 

•Pharmacist part of MDT 
•Medication review and met with 
patients GP to discuss 
recommendations 
•Patient counselling patient  at 
each clinic visit 
•Provided patient education 
•Developed pharmaceutical care 
plan for patient 
•Provided advise to HCPs at the 
point of prescribing 
•Identified medication-related 
problems such as drug–disease 
interactions, drug–drug 
interactions, drug–age interactions 
and drug duplication 
•Interactive educational meeting 
with feedback for HCPs 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

•Interventions including 
organizational (pharmacist 
interventions), professional 
(computerized clinical decision 
support systems), and 
multifaceted approaches appear 
beneficial in terms of reducing PIP, 
but the range of effect sizes 
reported was modest, and it is 
unclear whether such  
interventions can result in clinically 
significant improvements in patient 
outcomes.  
•Ongoing assessment of 
interventions to reduce PIP is 
needed in community-dwelling 
older adults, particularly in relation 
to preventing initiation of PIP. 
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Systematic 
Review Title 
Author 

Methodology and Study 
Population 

Results Pharmacists Interventions Discussion and Implications of 
the Review 

Systematic review 
of interdisciplinary 
interventions in 
nursing homes 
 
Nursing homes 
(Nazir et al. 2013) 
 
Journal of the 
American Medical 
Directors 
Association 
 
Peer Reviewed 
Journal 
 

Medline was searched from 
January 1990 to August 
2011. Search terms included 
residential facilities, long-term 
care, clinical trial, 
epidemiologic studies, 
epidemiologic research 
design, comparative study, 
evaluation studies, meta-
analysis and guideline. 
 
RCTs evaluating the efficacy 
of interdisciplinary 
interventions conducted in 
the nursing homes setting 
were included.  Cochrane 
Collaboration tools were used 
to appraise each RCT, and 
an RCT was considered 
positive if its selected 
intervention had a significant 
positive effect on the primary 
outcome regardless of its 
effect on any secondary 
outcome. Data was extracted 
from each trial regarding the 
participating disciplines; for 
trials that used teams, they 
studied the reporting of 
various team elements, 
including leadership, 
communication, coordination, 
and conflict resolution. 
 
 
 
 
 

• 27 RCTs were identified: 7 had no 
statistically significant effect on the 
targeted primary outcome, 2 had a 
statistically negative effect, and 18 
demonstrated a statistically positive 
effect. •Participation of residents’ own 
primary physicians (all 6 trials were 
positive) and/or a pharmacist (all 4 trials 
were positive) in the intervention were 
common elements of successful trials. 
•For interventions that used formal team 
meetings, presence of communication 
and coordination among team members 
were the most commonly observed 
elements. 

•Pharmacist involved in the MDT 
•Pharmacist-educated physicians, 
nursing and nurse aides. 
•Pharmacist led team meetings 
focusing on antipsychotic 
prescribing. 
•Pharmacist reviewed medications 
with geriatrician; 
recommendations to physicians. 

Overall interdisciplinary 
interventions had a positive impact 
on resident outcomes in the 
nursing home setting. 
• Participation of the residents’ 
primary physician and/or a 
pharmacist in the intervention, as 
well as team communication and 
coordination, were consistent 
features of successful 
interventions. 
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Systematic 
Review Title 
Author 

Methodology and Study 
Population 

Results Pharmacists Interventions Discussion and Implications of 
the Review 

Effect of critical 
care pharmacist's 
intervention on 
medication errors: 
A systematic 
review and meta-
analysis of 
observational 
studies 
 
(Wang et al. 2015) 
 
Journal of critical 
care 
 
Peer Reviewed 
Journal 
 

Systematic review focused on 
controlled clinical trials 
evaluating the effect of 
pharmacist intervention on 
medication errors (MEs) in 
ICU settings.  
 
Two independent reviewers 
searched Medline, Embase, 
and Cochrane databases. 
 
The inclusion criteria were 
nonrandomized controlled 
studies that evaluated the 
effect of pharmacist services 
vs no intervention on  
medication errors rates in 
ICU settings. 
 
Four studies were included in 
the meta-analysis. 

•Results suggest that pharmacist 
intervention has no significant 
contribution to reducing general 
medication errors. 
 
•Pharmacist intervention may 
significantly reduce preventable adverse 
drug events and prescribing errors. 

•Pharmacists participated in 
physician ward rounds. 
•Provided physicians with timely 
information and advice on adverse 
drug events (ADEs); drug 
interactions; and appropriate 
dosages, dose intervals, and 
routes of administration. 
 
• Pharmacist participated in the 
collaborative therapeutic 
management of patients during 
ICU interdisciplinary medicine 
rounds, performed chart reviews, 
made recommendations. 

•The present systematic review 
and meta-analysis did not 
demonstrate a significant 
beneficial effect of the intervention 
on general medication errors. 
•However, the pooled analysis 
supported the role of pharmacists 
in reducing preventable ADEs and 
prescribing errors. 
•Future high-quality studies that 
examine the effect of a critical care 
pharmacist are warranted. 
•Specifically, carefully designed 
and conducted observational 
studies that clearly define the 
study population and total number 
of medication orders, accurately 
collect information regarding 
monitored patient days and 
confounding factors, completely 
collect number of  medication 
errors, and adequately adjust for 
the influence of confounders are 
needed. 
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Systematic 
Review Title 
Author 

Methodology and Study 
Population 

Results Pharmacists Interventions Discussion and Implications of 
the Review 

Pharmacist 
services provided 
in general practice 
clinics: a 
systematic review 
and meta-analysis 
 
(Tan et al. 2014) 
 
Research in social 
& administrative 
pharmacy : RSAP 
 
Peer Reviewed 
Journal 
 

•Systematic review of English 
language randomized 
controlled trials cited in the 
Cochrane Central Register of 
Controlled Trials, MEDLINE, 
EMBASE and International 
Pharmaceutical Abstracts 
was conducted. 
•Studies were included if 
pharmacists had a regular 
and ongoing relationship with 
the clinic; delivered an 
intervention aimed at 
optimizing prescribing for, 
and/or medication use by, 
clinic patients; and were 
physically present within the 
clinic for all or part of the 
intervention, or for 
communication with staff.  
•The search generated 1484 
articles. After removal of 
duplicates and screening of 
titles and abstracts against 
inclusion criteria, 131 articles 
remained. 
•A total of 38 studies were 
included in the review and 
assessed for quality.  
•Seventeen studies had 
common endpoints (blood 
pressure, glycosylated 
hemoglobin, cholesterol 
and/or Framingham risk 
score) and were included in 
meta-analyses. 
 
 

•Twenty-nine of the 38 studies recruited 
patients with specific medical conditions, 
most commonly cardiovascular disease 
(15 studies) and/or diabetes (9 studies). 
•The remaining 9 studies recruited 
patients at general risk of medication 
misadventure. 
•Pharmacist interventions usually 
involved medication review (86.8%), 
with or without other activities delivered 
collaboratively with the general 
practitioner (family physician). 
•Positive effects on primary outcomes 
related to medication use or clinical 
outcomes were reported in 19 studies, 
mixed effects in six studies, and no 
effect in 13 studies. 
•The results of meta-analyses favoured 
the pharmacist intervention, with 
significant improvements in blood 
pressure, glycosylated haemoglobin, 
cholesterol and Framingham risk score 
in intervention patients compared to 
control patients. 

•Medication review 
• Patient education 
•Adherence assessment 
•Health/lifestyle advice 
•Physical assessment (e.g. BP) 
•Monitoring prescribing, adjusting 
or administering therapy 
•Communication with GP either 
face to face, telephone or written 

•Pharmacists co-located in general 
practice clinics delivered a range 
of interventions, with favourable 
results in various areas of chronic 
disease management and quality 
use of medicines. 
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Systematic 
Review Title 
Author 

Methodology and Study 
Population 

Results Pharmacists Interventions Discussion and Implications of 
the Review 

Effectiveness and 
cost effectiveness 
of pharmacist 
input at the ward 
level: a systematic 
review and meta-
analysis  
 
(Dawoud et al. 
2018) 
 
Research in social 
& administrative 
pharmacy 
 
Peer Reviewed 
Journal 
 

• Medline, EMBASE, Centre 
for Reviews and 
Dissemination, The Cochrane 
Library, NHS Economic 
Evaluations, Health 
Technology Assessment and 
Health Economic Evaluations 
databases were searched. 
•Inclusion criteria specified 
the population as adults and 
young people (age>16 years) 
who are admitted to hospital 
with suspected or confirmed 
acute or emergent illness. 
•Only randomised controlled 
trials (RCTs) published in 
English were eligible for 
inclusion in the effectiveness 
review. 
•Economic studies were 
limited to full economic 
evaluations and comparative 
cost analysis. Included 
studies were quality-
assessed. Data were 
extracted, summarised and 
meta-analysed, where 
appropriate. 

•Eighteen RCTs and 7 economic studies 
were included. 
•The RCTs were from USA (n=3), 
Sweden (n=2), Belgium (n=2), China 
(n=2), Australia (n=2), Denmark (n=2), 
Northern Ireland, Norway, 
Canada, UK and Netherlands. 
•The economic studies were from UK 
(n=2), Sweden (n=2), Belgium and 
Netherlands. 
•The results showed that regular 
pharmacist input was most cost 
effective. 
•It reduced length-of-stay (mean=−1.74 
days [95% CI: 2.76, −0.72], and 
increased patient and/or carer 
satisfaction (Relative Risk (RR)=1.49 
[1.09, 2.03] at discharge). •At £20,000 
per quality-adjusted life-year (QALY)-
gained cost-effectiveness threshold, it 
was either cost-saving or cost-effective 
(Incremental Cost Effectiveness Ratio 
(ICER)=£632/QALY-gained). 
•No evidence was found for 7-day 
pharmacist presence. 

•Pharmacist routinely present on 
the ward 
•Duties included medication 
reconciliation, ward visits and 
discharge service. 
•Taking part in the MDT ward 
round 
•Documenting medication history 
•Discharge counselling 
•Advising prescribers on 
potentially inappropriate antibiotic 
use (indication, choice, dosage, 
dosing schedule, duration, 
conversion) 
•In-patient monitoring 
•Education of medical staff 
•Patient education on lifestyle 
changes 
•Psychological interventions such 
as stress reduction for patients 
•Monthly follow up telephone calls 
post-discharge 
•Medication reconciliation 
•Medication review 
•Individualised pharmaceutical 
care plan 
•Seamless care pharmacist at 
discharge 
•Identification of potential 
problems and communication to 
community pharmacy, hospital 
staff and GP on discharge 
•Compliance assessment 

•Pharmacist inclusion in the ward 
multidisciplinary team improves 
patient safety and satisfaction and 
is cost-effective when regularly 
provided throughout the ward stay. 
•Research is needed to determine 
whether the provision of 7-day 
service is cost-effective. 
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Appendix 5: Literature Search strategies for Pharmacists role in PD 

AMED - The Allied and Complementary Medicine Database (1985 to 
present) 

No. Search Term Results 

1 (pharmacist).ti,ab 110 

2 (pharmacy).ti,ab 258 

3 (1 OR 2) 345 

4 (parkinson).ti,ab 382 

5 (parkinson's).ti,ab 1564 

6 (4 OR 5) 1861 

7 (3 AND 6) 0 

 

Medline - Medical Literature Analysis & Retrieval System Online (1946 to 
present) 

No. Search Term Results 

1 (pharmacist).ti,ab 15537 

2 PHARMACISTS/ 16276 

3 (pharmacy).ti,ab 39427 

4 "COMMUNITY PHARMACY SERVICES"/ 4464 

5 "PHARMACY SERVICE, HOSPITAL"/ 11539 

6 (1 OR 2 OR 3 OR 4 OR 5) 60507 

7 "PARKINSON DISEASE"/ 64710 

8 "PARKINSONIAN DISORDERS"/ 7721 

9 (parkinson's).ti,ab 83933 

10 (7 OR 8 OR 9) 99282 

11 (6 AND 10) 73 
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CINAHL - Cumulative Index to Nursing and Allied Health Literature (1937 
to present) 

 

 

 

PubMed 

 

 

 

 

 

 

 

 

 

No. Search Term Results 

1 (pharmacist).ti,ab 16589 

2 (pharmacists).ti,ab 17547 

3 (pharmacy).ti,ab 24652 

4 (1 OR 2 OR 3) 37181 

5 "PARKINSON DISEASE"/ 21919 

6 "PARKINSONIAN DISORDERS"/ 1071 

7 (parkinson's).ti,ab 23139 

8 (5 OR 6 OR 7) 29009 

9 (4 AND 8) 76 

No. Search Term Results 

1 (pharmacist).ti,ab 37582 

2 (pharmacists).ti,ab 31282 

3 (pharmacy).ti,ab 435489 

4 (1 OR 2 OR 3) 448135 

5 (parkinson's).ti,ab 113456 

6 (parkinson's disease).ti,ab 111290 

7 (5 OR 6) 113479 

8 (4 AND 7) 2772 

9 (1 OR 2) 37582 

10 (7 AND 9) 62 
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Appendix 6: A summary of studies for Pharmacists interventions in PD 

Study Title 
Author 

Methodology and 
Study Population 

Pharmacists 
Interventions 

Results Discussion and Implications 
of the Study 

A pilot 
evaluation of 
specialist 
community 
pharmacy 
services for 
patients with 
Parkinson’s 
disease 
(Mynors et al. 
2007) 
 
Pharmaceutical 
Journal 
 
Peer reviewed 
journal 
 
UK 

Community 
Pharmacist 
(Primary Care) 
 
Longitudinal survey 
of patients 
registered in three 
primary care trusts 
 
145 patients with 
PD recruited into 
the study at 
baseline and 
followed up six 
months later.  
 
The service was 
delivered within 
community 
pharmacy premises 
and through home 
visits in three 
primary care trust 
locations. 

• Medicines 
optimisation 
 
• Identify, prevent 
and resolve drug 
related problems 
 
• Medicines 
reconciliation 
 
• Medication review 
 
• Document 
relevant 
interventions 
 
• Follow up 
relevant 
interventions 
 
• Provided advice 
to patients 
• Support patient 
compliance  
 
• Referrals to 
appropriate HCPs 

Patients’ attitude to the initiative 
• 61% said they knew more about their disease 
after involvement in the project 
• 63% claimed they knew more about their 
treatment 
• 82% claimed that the advice of the pharmacist 
was helpful 
• 70% claimed to have gained greater benefits from 
their drugs since taking part 
• 87.55 said the pharmacist was knowledgeable 
about Parkinson’s disease 
• 90% said the pharmacist listened to their 
concerns 
• 87.5% said they would recommend the service to 
others 
 
• Pharmacists reported 596 interventions to 
address the problems identified, 74% (n=443) 
actioned in the pharmacy, via verbal or written 
advice or information. The remaining 26 % (n=153) 
required the involvement of the patient’s GP, nurse 
specialist or other health care professional 
• The results of the PDQ-39 (physical mobility) 
indicated statistically significant improvement 
between baseline and follow up (t=2.80, df=116, 
P<0.01) with a mean change of 3.87 (SD 14.97, 
95% CI 1.12–6.62). 
 
 
 
 

• First, the sample size is 
relatively small, and a larger 
controlled trial is needed to 
prove beyond reasonable doubt 
that interventions such as the 
one described in this paper are 
beneficial. 
 
• Second, the study was short. 
 
• The results suggest 
improvements in patient 
satisfaction and potential effects 
on quality of life in terms of self-
reported physical function, 
possibly as a result of the 
specialist pharmaceutical 
services. 
 
• The data presented here could 
be used to suggest hypotheses 
for future studies and provide 
material for power and hence 
sample size calculations. 
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Study Title 
Author 

Methodology and 
Study Population 

Pharmacists 
Interventions 

Results Discussion and Implications 
of the Study 

Parkinson’s 
disease-
specific 
medicines use 
review 
(Bancroft 2016) 
 
Grey Literature 
– Report 
published by 
branch of a 
Royal 
Pharmaceutical 
Society in 
correspondenc
e section of 
peer reviewed 
journal  
 
UK 

Community 
Pharmacist 
(Primary Care) 
 
Aim was to develop 
a PD-specific 
medicines use 
review (MUR) by 
designing and 
trialling it in an initial 
and follow-up trial. 
From March to April 
2015 the 8 
pharmacists 
conducted 32 
MURs at different 
pharmacies 
 
The MUR would be 
to empower 
patients and 
increase their 
knowledge, achieve 
better integrated 
care, improve 
outcomes, 
potentially reduce 
costs to the NHS, 
identify and resolve 
problems where 
possible. 
 
 
 
 

•Medicines 
optimisation 
 
•Identify, prevent 
and resolve drug 
related problems 
 
•Medicines 
reconciliation 
 
•Medication review 
 
•Document 
relevant 
interventions 
 
•Follow up relevant 
interventions 
 
•Provided advice to 
patients 
 
•Support patient 
compliance 
  
•Referrals to 
appropriate HCPs 
 

Patient reported outcomes 
• Around 96% found the MUR useful 
• 86% felt their understanding of their medicines 
had improved 
• 92% thought other people with PD would benefit 
from this service. 
 
Pharmacist reported outcomes 
• 50% of  pharmacists identified cases of avoidable 
harm 
• 75% of pharmacists reported improved 
compliance 
• 62.5% of pharmacists saw an improvement in 
patient care 
• 25% of pharmacists reported better integrated 
care with improved communication with GPs 
 
 

• The positive feedback has 
prompted a second trial phase 
with at least 150 MURs being 
undertaken by 50 pharmacists 
 
• Findings were presented at the 
Pharmaceutical Services 
Negotiating Committee and NHS 
England, with a view to a 
national PD-specific MUR 
service being launched in 2018. 
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Study Title 
Author 

Methodology and 
Study Population 

Pharmacists 
Interventions 

Results Discussion and Implications 
of the Study 

Presentation at 
UKCPA 
Neurosciences 
Masterclass 
 
(Coulson 2017) 
 
Grey Literature 
– UKCPA 
neurology 
conference in 
2017 
 
UK 

Hospital Pharmacist 
(Secondary Care) 
 
Snap shot of 84 
patients over 14 
clinics in a MDT at 
NHS Tayside 
 
No other 
information 
available regarding 
audit design.  

•Medication review 
 
•Medicines 
optimisation 
 
•Support decision-
making at the point 
of prescribing 
 
•Support patient 
compliance  
 
•Provided advice to 
patients 
 
•Identify, prevent 
and resolve drug 
related problems 
 
•Document 
relevant 
interventions 
•Follow up relevant 
interventions 
 
•Referrals to 
appropriate HCPs 
 
•Medicines 
reconciliation 
 
 
 
 
 

Total of 65 medication interventions 
 
• Increase dose or change in schedule (38%) 
• Polypharmacy – add/stop medicine (23%) 
• Medication timing issues (11%) 
• Compliance issues (9%) 
• Difficulty opening medicines (8%) 
• Medication supply issues (4%) 
 
Medical consultant feedback 
• I can spend less time explaining medications so 
that gives me time to really delve into other 
problems. 
• I am assured that medicine side effects are 
explained 
• I am assured that even if I am caught up with 
other problems, we will meet the standards of 
monitoring dopamine dysregulation 
• I am assured that suggested medicine changes 
will be carried out in a timely fashion 
• Any potential interactions that I have not noticed 
are flagged up 
• Pharmacists print out medicines list which helps 
to speed up consultation 
• Pharmacists highlight any potential problems with 
medicine not being requested on repeat 
prescription suggesting non-concordance. This 
helps with 
discussion, potential support to aid concordance 
 
 

• This snapshot audit was 
included in literature review as it 
is the only clear recent example 
of PD care in secondary care 
from UK identified in literature 
search. 
 
• The audit shows the potential 
for pharmacist involvement in a 
MDT with feedback from another 
HCP and outcomes of 
interventions. 
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Study Title 
Author 

Methodology and 
Study Population 

Pharmacists 
Interventions 

Results Discussion and Implications 
of the Study 

Pharmacist 
intervention in 
the 
management of 
Parkinson’s 
disease: 
evaluating the 
pharmacist’s 
intervention at 
a movement 
disorders 
outpatient clinic 
(Shueb 2012) 
 
European 
Journal of 
Hospital 
Pharmacy: 
Science and 
Practice 
 
Peer reviewed 
journal 
 
Malta 

Hospital Pharmacist 
(Secondary Care) 
 
35 patients (19 
men, 16 women) 
with PD were 
recruited from a 
Movement 
Disorders 
Outpatient Clinic.  
 
An intervention plan 
was carried out at 
baseline followed 
by an evaluation 
after 8 weeks. 
 
Intervention tools 
included a 
treatment 
medication chart, 2 
patient leaflets and 
a pharmacist-run 
discussion with 
patients and their 
caregivers.  
 
 
 
 
 
 
 
 
 

•Medication review 
 
•Medicines 
reconciliation 
 
•Medicines 
optimisation 
 
•Provided advice to 
patients 
 
•Identify, prevent 
and resolve drug 
related problems 
 
•Support patient 
compliance 
 

• After 8 weeks, a statistically significant 
improvement was seen in patients’ compliance with 
treatment compared with baseline (p=<0.001) 
 
• The average domain dimension scores of the 
PDQ-39 questionnaire showed an overall 
improvement in the patients’ quality of life with 
Mobility (p=0.038) 
 
• Activities of Daily Living (p=0.006) and Social 
Support (p=0.01) showing a statistically significant 
improvement following the pharmacist’s 
intervention 
 
• Fifteen patients were in favour of always having a 
pharmacist intervening 

• The inclusion of the hospital 
pharmacist in the 
multidisciplinary team of 
healthcare professionals 
significantly improves patient 
and caregiver well-being through 
better medication compliance 
and improved health status. 
 
• Recommended that this study 
should be extended to other 
clinics and hospitals in order to 
provide a larger sample of 
patients, yielding more 
statistically significant results. 
 
The study could be conducted 
over a longer time period with 
more follow-up visits, and more 
questions regarding the 
medications taken by patients 
should be introduced to attain 
more holistic results. 
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Study Title 
Author 

Methodology and 
Study Population 

Pharmacists 
Interventions 

Results Discussion and Implications 
of the Study 

Effect of 
pharmacist-led 
interventions 
on motor 
symptoms In 
Parkinson’s 
patients: a pilot 
study (Stuijt 
and van Laar 
2016) 
 
(Abstract only) 
 
Parkinsonism & 
Related 
Disorders 
 
Peer-reviewed 
Journal  
 
 
 
Netherlands 
 

Hospital 
Pharmacists 
(Secondary care) 
 
A cohort study 
single centre, 
prospective, non-
randomized, 
sequenced pilot 
study 
 
Pharmacist-led 
medication review 
with focus on non-
adherence and 
introduction of 
automatic 
dispensed unit dose 
system (Baxter 
system) 
(compliance aids 
with and without 
alarms) 
 
 
 
 
 
 
 
 
 
 
 
 

• Support patient 
compliance 
 
• Medicines 
optimisation 
 
• Medication review 
 
• Provided advice 
to patients 

• Significant improvement of % time ON and OFF 
was reached on intention-to-treat analysis in the 
intervention phase 
 
• No significance was reached in either Baxter 
phase (with or without alarm) 
 
• Analysis on the fifteen patients having been 
through all 4 intervention phases revealed 
significance for % time OFF only 

• These preliminary results 
support the introduction of a 
clinical pharmacist on an 
outpatient movement disorder 
clinic for the improvement of 
motor symptoms 
 
•The introduction of automatic 
dispensed unit-dose per time 
with or without alert does not 
improve on or off time 
significantly, although the alert 
had a positive effect on both 
time types.  
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Study Title 
Author 

Methodology and 
Study Population 

Pharmacists 
Interventions 

Results Discussion and Implications 
of the Study 

Effect of 
Pharmacist-
Led 
Interventions 
on (Non)Motor 
Symptoms, 
Medication-
Related 
Problems, and 
Quality of Life 
in Parkinson 
Disease 
Patients: A 
Pilot Study 
(Stuijt et al. 
2018) 
 
(Abstract only) 
 
Clinical 
neuropharmac
ology 
 
Peer-reviewed 
Journal  
 
Netherlands 
 

Hospital 
Pharmacists 
(Secondary care) 
 
A cohort study-
single centre, 
prospective, non-
randomized, 
sequenced pilot 
study 
 
Study performed in 
an outpatient PD 
clinic, where usual 
care was compared 
with stepwise 
introduction of 3 
interventions: unit 
dose packaging 
(UDP), Parkinson 
KinetiGraph (PKG), 
and pharmacist-led 
medication review 
(MR). 
 
 
 
 
 
 
 
 
 
 
 

• Support patient 
compliance 
 
• Medicines 
optimisation 
 
• Medication review 
 
• Provided advice 
to patients 

The study analysed endpoints at 6 weeks (stage 1, 
usual care), 10 weeks (stage 2, UDP), 14 weeks 
(stage 3, UDP + PKG), and 26 weeks (UDP + PKG 
+ MR) on motor symptoms, medication adherence, 
and QoL 
 
• Medication adherence improved significantly after 
the combined unit dose packaging UDP, PKG, and 
MR intervention in non-adherent patients 
 
•On time significantly increased from 56% (±30) at 
stage 1, to 64% (±25) at stage 3, and to 68% (±27) 
at stage 4, which correlated with an increase of 1.4 
and 2.2 hours in stage 3 and 4, respectively. 
  
•Quality of life only improved significantly after MR 
(Parkinson's Disease Questionnaire with 8 
domains, 21.0 ± 3.5 in stage 3 vs 19.5 ± 5.3 in 
stage 4, p=0.01).  

• Data did not support the added 
value of UDP alone or in 
combination with PKG. 
 
• Only the combined intervention 
of UDP, PKG, and MR showed 
significant improvements in 
medication adherence, on time, 
and QoL. 
 
•This supports the effectiveness 
of MR by a clinical pharmacist 
for PD patients in an outpatient 
setting. 
 
•Therefore, this small scale 
study should be followed by 
larger-scale trials on this topic. 
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Study Title 
Author 

Methodology and 
Study Population 

Pharmacists 
Interventions 

Results Discussion and Implications 
of the Study 

Drug-related 
problems in 
Parkinson's 
disease: the 
role of 
community 
pharmacists in 
primary care 
(Schröder et al. 
2011) 
 
International 
journal of 
clinical 
pharmacy 
 
Peer-reviewed 
Journal 
 
Germany 
 
 

Community 
Pharmacists 
(primary care) 
 
A cohort study - 
longitudinal study  
 
 
32 community 
pharmacists 
recruited 113 
outpatients with 
idiopathic PD who 
were receiving anti-
Parkinsonian 
Medication from 
their pharmacies. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

• Identify, prevent 
and resolve drug 
related problems 
 
• Provided advice 
to patients 
 
• Support patient 
compliance 
 
• Document 
relevant 
interventions 
 
• Referrals to 
appropriate HCPs 
 
• Medication review 

• A total of 331 drug-related problems (DRPs) 
(approximately 2.9/patient) were identified by the 
pharmacists over the 8-month period. 
 
• Common categories included symptoms of an 
adverse drug reaction (ADR) (12.4%), unsuitable 
time of intake (10.0%), under-dosage (9.7%) and 
drug interactions (9.4%). 
 
• Of the 331 DRPs, 159 (48.0%) were related to 
anti-Parkinsonian agents (33 to dopamine agonists, 
92 to L-dopa and 34 to other agents). 
 
•The clinical significance of the DRPs were 
categorised as extremely important in 4.5% of 
cases, major in 27.2%, moderate in 29.0% and 
minor in 39.3%. 
 
•The most common intervention was giving the 
patient special treatment advice (19.6%), followed 
by interventions associated with compliance 
problems (15.6%) and ADRs (11.6%). 

• The results from this study 
show that community 
pharmacists identified a wide 
array of DRPs within the primary 
care of Parkinsonian patients. 
 
• The findings indicate that 
structured pharmaceutical care 
processes by community 
pharmacists have a high 
potential to provide a valuable 
contribution to the health care of 
these patients. 
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Study Title 
Author 

Methodology and 
Study Population 

Pharmacists 
Interventions 

Results Discussion and Implications 
of the Study 

Impact of 
community 
pharmaceutical 
care on patient 
health and 
quality of drug 
treatment in 
Parkinson’s 
disease 
(Schröder et al. 
2012) 
 
(Abstract only) 
 
International 
journal of 
clinical 
pharmacy 
 
Peer reviewed 
journal 
 
Germany  
 
 

Community 
Pharmacists 
(primary care) 
 
An open-label, 
multicentre, 
longitudinal, 
parallel-group study 
 
Patients (n=235) 
with idiopathic PD 
receiving anti-
parkinsonian 
medication 
recruited by 32 
community 
pharmacists 
(intervention group 
(IG) n=113) and 
local offices of the 
German PD 
patients’ 
association 
(controlled group 
(CG) n=122). All 
patients assessed 
at baseline & at 8 
months’ follow-up. 
IG received 
standardised 
pharmaceutical 
care from 
pharmacist. 
 
 

• Identify, prevent 
and resolve drug 
related problems 
 
• Medication review 
 
• Provided advice 
to patients 
 
• Support patient 
compliance 

• Between-group analysis showed that the mean 
changes in the primary and secondary endpoints, 
all 23-item Parkinson’s Scale sub-scores and the 
EuroQol 5-Dimension Questionnaire Index Score 
were significantly in favour of the intervention group 
after 8 months (p < 0.05 to p < 0.001), using a 
mixed model analysis.  
 
• No significant changes were observed in 
prescribers’ guideline adherence, but there was a 
significant decrease in the proportion of patients 
receiving inappropriate drugs according to the 
Beers List in the pharmacy group (p < 0.01). 

• This study shows that 
significant benefits in patient 
health outcomes and age-related 
quality of drug treatment were 
gained when patients with 
Parkinson’s disease were 
provided with standardised 
pharmaceutical care in 
community pharmacies. 
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Study Title 
Author 

Methodology and 
Study Population 

Pharmacists 
Interventions 

Results Discussion and Implications 
of the Study 

Impact of 
medication 
therapy 
management in 
patients with 
Parkinson's 
disease.(Henric
hsmann and 
Hempel 2016) 
 
(Abstract only) 
 
International 
journal of 
clinical 
pharmacy 
 
Peer reviewed 
journal 
 
Germany 

Community 
Pharmacist 
(Primary Care) 
 
Patients (n=90) 
were recruited in 
cooperation with the 
Deutsche Parkinson 
Vereinigung e.V. 
(dPV) in Germany.  
 
All patients were 
evaluated at 
baseline and after a 
follow-up of 4 
months. During the 
intervention period, 
the pharmacists 
implemented 
medication therapy 
management with 
standardised 
pharmaceutical 
care. 
 
 
 
 
 
 
  
 
 
 
 

• Medicines 
optimisation 
 
• Medication review 
 
• Identify, prevent 
and resolve drug 
related problems 
 
• Referrals to 
appropriate HCPs 
 
• Provided advice 
to patients 

• The most common intervention was to find a 
therapy for untreated comorbidities. 
 
• The Unified Parkinson Disease Rating Scale 
(UPDRS) or Movement Disorder Society Unified 
Parkinson Disease Rating Scale (MDS-UPDRS) 
improved significantly after the intervention period 
by a median change rate of 1 (p < 0.05) or rather 2 
(p < 0.05) compared to the baseline. 
 

• The study shows that the 
quality of life in Parkinson's 
disease patients improved 
significantly through medication 
therapy management with 
standardised pharmaceutical 
care. 
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Study Title 
Author 

Methodology and 
Study Population 

Pharmacists 
Interventions 

Results Discussion and Implications 
of the Study 

Implementation 
and evaluation 
of Parkinson 
disease 
management 
in an outpatient 
clinical 
pharmacist–run 
neurology 
telephone clinic 
(Stefan et al. 
2018) 
 
The mental 
health clinician 
 
Peer reviewed 
journal 
 
USA 
 

Practice based 
Pharmacist 
(Primary Care) 
 
Prospective, 
quality-
improvement 
project to develop a 
clinical pharmacist–
run neurology 
telephone clinic and 
evaluate 
pharmacological 
and non-
pharmacological 
interventions. 
 
Medication 
management was 
performed via 
telephone. Patients 
and carers (n=24) 
attended education 
groups to with 
pharmacist if 
needed. 
 
 
 
 
 
 
 
 
 

• Medication review 
 
• Medicines 
optimisation 
 
• Provided advice 
to patients 
 
• Support patient 
compliance 
 
• Referrals to 
appropriate HCPs 
 
• Identify, prevent 
and resolve drug 
related problems 

Over the 3-month pilot period 
 
• 20 (41%) total pharmacological interventions 
made during the 16 encounters, which included 
psychotropic medication dose adjustments and 
initiation or discontinuation of a medication. 
 
• Eight (50%) of the pharmacological interventions 
in the clinic included a psychotropic medication.  
 
• There were a total of 29 (59%) non-
pharmacological interventions, these included order 
of medication pill box (25%) and coordination of 
care was facilitated (25%) with other HCPs. 
 
• All participants found the medication education 
groups beneficial and would recommend them to 
other patients.  

• Prior to this clinic, there was no 
involvement of a clinical 
pharmacy 
specialist (CPS) in the outpatient 
neurology clinic at the West 
Palm Beach Veterans Affairs 
Medical Centre. 
 
• The study successfully 
implemented and evaluated a 
clinical pharmacist–run 
neurology telephone clinic for 
patients with PD.  
 
• Expansion of this clinic to 
patients with various 
neurological disorders may 
improve access to care using an 
innovative method of medication 
management expertise by a 
CPS. 
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Study Title 
Author 

Methodology and 
Study Population 

Pharmacists 
Interventions 

Results Discussion and Implications 
of the Study 

Pharmacist’s 
role in a 
Parkinson’s 
disease and 
movement 
disorders clinic 
(Poon et al. 
2012) 
 
American 
journal of 
health-system 
pharmacy : 
AJHP : official 
journal of the 
American 
Society of 
Health-System 
Pharmacists 
 
Peer reviewed 
journal 
 
USA 

Practice Based 
Pharmacist 
(Primary Care)  
 
Retrospective 
review of charts and 
pharmacist 
interventions over 
six months from 
131 patients and 69 
drug therapy 
recommendations 
implemented by 
neurologists, clinical 
nurse specialists 
and other HCPs. 
 
  
 

• Identify, prevent 
and resolve drug 
related problems 
 
• Provided advice 
to patients 
 
• Medicines 
optimisation 
 
• Medication review 
 
• Medicines 
reconciliation 
 
• Document 
relevant 
interventions 
 
• Follow up 
relevant 
interventions 
 
• Referrals to 
appropriate HCPs 

• Of the 69 recommendations, 28 were directly 
related to the management of motor symptoms and 
20 were aimed at optimising the management of 
non-motor symptoms. 
 
• Most common recommendation was 
discontinuation of unnecessary medication 
(reducing polypharmacy) and medication 
reconciliation. 
 
Clinical outcomes were determined for 53 of the 69 
recommendations: 
• 21% were associated with an improved outcome 
(e.g., decreased dyskinesia pursuant to a decrease 
in levodopa dosage) or resolution of a medical 
problem (e.g., resolution of constipation after 
initiation of a corrective bowel regimen).  
 
• Overall satisfaction of HCPs using a 5-point Likert 
scale (1 = not satisfied and 5 = very satisfied), 
showed pharmacist received a mean score of 4.76 
(range, 4.40–4.90).  
• HCPs indicated that they were comfortable 
referring their patients to the pharmacist (mean 
score, 4.88; range, 4–5)  
 
Patients (n=20) surveyed indicated a strong 
preference for having the pharmacist continue to 
participate in the weekly clinic sessions (unanimous 
score, 5) 
 
 
 
 
 

• A clinical pharmacist’s regular 
involvement in an outpatient PD 
and movement disorders clinic 
has been well received by 
patients and HCPs. 
 
• The study results suggest that 
the pharmacist has made 
important contributions in areas 
such as therapeutic problem 
solving and medication 
education while freeing up 
providers for other 
responsibilities. 
 
• The results of a retrospective 
chart review suggested 
pharmacist’s recommendations 
contributed to an improved 
medical outcome or the 
resolution of a medical problem 
in 21% of interventions. 
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Study Title 
Author 

Methodology and 
Study Population 

Pharmacists 
Interventions 

Results Discussion and Implications 
of the Study 

Medication 
Therapy 
Management 
Service for 
Patients with 
Parkinson’s 
Disease: A 
Before-and-
After Study 
(Foppa et al. 
2016) 
 
Neurology and 
therapy 
 
Peer reviewed 
journal 
 
Brazil 

Community 
Pharmacist 
(Primary Care) 
 
Quasi-experimental 
uncontrolled before-
and-after study 
carried out over 6 
months in a 
community 
pharmacy. 
 
Pharmacotherapy 
data were collected 
from medical 
prescriptions, 
patient diaries, 
medical charts and 
all the medicines 
(over-the counter 
and prescription) 
brought by the 
patients to the 
appointment with 
the pharmacist. 
 
Intervention was 
medication therapy 
management 
(similar to a 
medicines use 
review)  

• Medicines 
optimisation 
 
• Medication review 
 
• Identify, prevent 
and resolve drug 
related problems 
 
• Support patient 
compliance 
 
• Provided advice 
to patients 
 
• Referrals to 
appropriate HCPs 
 
• Document 
relevant 
interventions 
 
• Follow up 
relevant 
interventions 

70 patients were followed up: 
• Showing a decrease in medicine-related problems 
(1.67 ± 1.34 to 0.8 ± 0.9 (p=0.001) 
• Positive impact on adherence (from 37 to 10 
non-adherent patients, p=0.001) 
• QoL improvement related to emotional wellbeing 
(p=0.012) and autonomic disorder.  
• Most interventions were performed directly with 
the patients (73.8%), including non-
pharmacological guidance (28.5%), 
pharmacological guidance (24.3%) and 
rescheduling (13.6%). 
 
• 116 drug related problems (DRPs) were identified 
(mean 1.7 ± 1.3 per patient).  
• Of the patients, 87.1% presented at least one 
DRP in the first appointment.  
• 7.8% patients did not present DRP. 
• The most frequent DRP types were non-
adherence (37.1%) followed by safety (31.0%), 
ineffectiveness (16.4%), and indication (15.5%).  
• Of the ineffectiveness type, 84.2% were related to 
under dose and in 88.9% of the indication type an 
additional medicine was needed. 
 
• A total of 404 interventions were performed 
(mean 5.8 ± 3.1 interventions/patient). A number of 
279 interventions (69.1%) were accepted and 
73.5% of accepted interventions aimed to resolve 
PD-related problems. 

• To carry out medication 
therapy management with PD 
patients, the pharmacist’s 
expertise needs to transcend the 
technical knowledge about the 
PD pharmacological treatment. 
 
• The study showed a positive 
effect with a decrease in the 
medicine-related problems after 
the interventions, especially 
improving adherence and 
patients’ QoL. 
 
• Even though most of the 
identified health problems were 
not medicine-related, they could 
be resolved by pharmacist 
intervention. 
 
• This finding highlights the 
importance of HCPs following up 
the patient’s medication use in 
order to investigate if the 
symptoms are a consequence of 
non-adherence or of the 
disease’s progression. 
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Appendix 7: An example of qualitative data coding (anonymised) 

Key 

Holistic medication review  

Support HCPs and improve service efficiency  

Provide medicines advice to patients  

 
Interviewer: So coming to the end of it now, we just talked about, the role of the 
pharmacist and about the involvement from [the pharmacist]. What do you think 
of the opinions of the pharmacist involved with the clinic? 
 

Physiotherapist: Extremely valid, yes! He's highly experienced and has a huge 
wealth of knowledge. So we yes, we very much respect his thoughts and his 
views because he's the expert in what he does so that's very useful for us. You 
know I'm not involved in medical management. You know we have obviously a 
background knowledge about drugs but not in anywhere near the depth that he 
does.  
 

Interviewer: It is frightening, isn’t it? 
 
Physiotherapist: So that's really, really helpful.  
 
Interviewer: Necessary?  
 
Physiotherapist: Yes, absolutely necessary, particularly for these patients. You 
know you're not looking at a drug list of one drug on that. You know, some of 
them have got pages and pages and, you know, of hand on heart. I don't know 
what all the drugs are. Sometimes I need to ask the patient or you know look it 
up myself but having somebody that who understands them is absolutely crucial 
and it has made a difference because he's involved every clinic we've done. He 
has been so involved. I think the patients really like it as well and that's the 
other side of it. I think they're interested, particularly if they've been on things a 
long time and to be able to better understand symptoms, sometimes they're 
given things. And that isn't unusual in the practice they say "I'm not really sure 
why I'm given that."  
 
Interviewer: They've been on that five, ten years.  
 
Physiotherapist: Yes. "When was the last time you had a medical review?" 
"Well, I don't know." So having that medical review that drug review at that time 
I think is just, you know, is great. I couldn't see the clinic running without it.  
 
Interviewer: So you think that's the primary role of [the pharmacist]?  
 
Physiotherapist: So like I said medical management, education of the patient, 
adherence of medication and highlighting potential drug interactions and side 
effects. And looking at dosages as well, that's important and his, you know, 
knowledge obviously on a more physiological basis, in relation to that specific 
condition because it's a condition obviously that has so many symptoms, so 
many that it's really useful to have the expert.  
 
Interviewer: And you think that contributes to the overall decision making? 
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Physiotherapist: Absolutely! Because [the Parkinson's disease specialist nurse] 
or the nurse might well be looking at the Parkinson's medication and obviously, 
she's got great background knowledge anyway, being a nurse. But then there 
were decisions made relating to symptoms that patients are experiencing that 
she needs to have somebody to discuss that with. [The pharmacists] got greater 
knowledge depth, and the bouncing off each other. The communication 
between those two is absolutely crucial.  
 
Interviewer: Sounds really important and sort of essential.  
 
Physiotherapist: Yes.  
 
Interviewer: So if you didn't have [the pharmacist], if we remove him. What 
difference do you think that would make?  
 
Physiotherapist: I think a big difference because the nurse would have to link 
more with the GP or consultant.  
 
Interviewer: So more time?  
 
Physiotherapist: Yes, so more time [spent], would be a big one. That’d be 
important, so more time for patient waiting but also time spent by a nurse 
outside of the clinic, linking to ask those questions. And potentially it would then 
delay a patient's plan, a change in meds, for example. Because we'll identify 
issues, it might well be that we can't resolve it in clinic whereas having [the 
pharmacist] there, we resolve it. So the clinic would finish, we'd still be able to 
make obviously other plans, the rest of the team, but there's the balance where, 
you know, you want that optimal medical management because that allows 
everybody else to come in and you've got that kind of that baseline. When the 
meds are all up the spout, you know it's really hard. It's really hard from a 
physio point of view for us to be able available to have a true baseline 
assessment. If you're getting motor fluctuations and other complications, 
postural hypertension and you know all sorts of side effects to be able to fulfil 
what you want to do as well. So the two very much are parallel with each other. 
The exercise for me is just as important as the meds, we want both optimal. So 
having that without the pharmacist there we might get the Parkinson's meds 
sorted because the Parkinson's nurse is brilliant at that but the patient could 
have co-morbidities and there's other things going on. So it again, comes back 
to kind of looking at it holistically.  
 
Interviewer: So could [the pharmacist] alter the medication dosage? Or does it 
have to go back to the consultant? 
 
Physiotherapist: So he will be able to obviously provide advice. Good advice.  
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Appendix 8: Interpretation of data presented to research supervisors for 

feedback 

  

  

Part B

Focus Group

Views of their 
normal PD 

service

Accessing 
current services

Consultant 
appointments

Clarity of MDT 
working

General patient 
concerns

Medication 
concerns

Primary care

Secondary care

Views of HCPs 
to include in PD 

IDT

Parkinson’s 
nurse

Physiotherapist

Occupational 
therapist

Pharmacist

Consultant

Views on the 
new PD IDT 

clinic

Overall view

Duration

Number of HCPs 
in PD IDT clinic

Joint up care

Patient 
involvement

Views on service 
improvement

Easier access to 
PDSN

OOH calls and 
appointments

Individual 
pharmacists 

follow up

Regular 
consultant 

appointments 
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Part C: HCPs in 
PD MDT Clinics

Infrastructure 
and IT

Regular 
dedicated clinic 

time

Triage and 
referral system

Access to 
patient notes

Instant printout 
of action plan

Note taking 
during clinic

Reporting 
outcomes

Overall view of 
PD IDT clinic

Benefits to HCPs

Clear picture of 
patient 

symptoms

Decision making

Increased 
efficiency

Increased 
knowledge

Individual roles 
of HCPs

PDSN

Physiotherapist

Occupational 
Therapist

Process

One HCP leads  
clinic

Review 
template

Time keeping

Summary of 
action plan

After clinic

Additional HCPs

Teamwork

Balanced 
contribution 

Balanced 
leadership 

Collaboration 
with challenge 

Feedback and 
review

Full and free 
communication

Positive team 
atmosphere 

Role clarity 

Shared goals

Style diversity 

Role of the 
pharmacist

Pharmacist 

general role

HCPs value 
pharmacist

Patients value 
pharmacist

Time saving for 
HCPs

Working 

with PDSN

Support staff 
knowledge

Pharmacist 

specific roles

Adherence and 
compliance

Adverse drug 
reactions

Full medication 
review

Support 
decision making

Patient 
experience

Patient 
concerns

Listen to patient

Patient 
education and 

self-care

Prevent 
deterioration

Reduce 
appointments

Tailored care
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Part D 

HCPs in the future

General view of 
PD IDT clinics

Current models 
used in practice

Joint decision 
making

Benefits of the PD 
IDT clinic

Barriers of 

PD IDT Clinic

HCPs to include in 
PD IDT clinic

HCPs to have 
access to refer to 

as needed

Role of 
pharmacist

Pharmacist 

General Role

Primary Role

Benefit of 
Pharmacist

Lead the PD IDT 
clinic

Pharmacist 

Specific Roles

Medication 
review

Impact on patient 
care after the 

clinic

Independent 
prescribing

Training and 
experience  

CPD training

Hands on 
experience
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Appendix 9: Further interpretation of data presented to research 

supervisors for feedback 

 

  

Part B: Focus Group

Views of their 
current  PD 

service

Accessing current 
services

Lack of patient 
involvement in their 

own care

An ideal PD IDT 
clinic

Access to specialist 
HCPs with 

knowledge of PD

Medication review 
and medication 

advice

Physiotherapy 
assessment and 

referral

Assessment of day-
to-day activities and 

provide adaptive 
technology

Views on the new 
PD IDT clinic

Liked the holistic 
review by HCPs

Adjust the service 
delivery to meet 
patient needs

Improved patient 
involvement in their 

own care
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Part C: HCPs in PD MDT Clinics

Benefits of PD 
IDT clinics

Holistic view of 
the patient’s 

condition

involving patients 
in their own care

Improves joint 
decision making 
between HCPs

Teamwork and 
collaboration in 

the PD IDT clinic

Designated team 
roles and 

responsibilities

Role of the 
Pharmacist

Full medication 
review

Provide 
medicines advice 

to patients

Support HCPs

Improving the 
PD IDT Clinic

Including more 
HCPs in the PD 

IDT clinic

Using technology 
to support the PD 

IDT clinic
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Part D: HCPs in future PD IDT 
clinics

Role of 
pharmacist

Holistic medication 
review

Support patient 
adherence and 

knowledge

Support HCPs in 
PD IDT clinic

Connect with other 
HCPs outside clinic 

General view of 
PD IDT clinics

HCPs included in 
their current PD 

clinics 

Clinical experience 
and people with the 

skills

Benefits of PD IDT 
clinics

Barriers of running 
PD IDT clinics
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Appendix 10: The UPDRS-SCP review and assessment template used in 

PD IDT clinics 

Parkinson’s IDT Complex Disease Review Template 

Patient details 

Name: Gender: DOB: NHS Number: 

 

Address: 

 

Consultant 

Name 

GP 

Name: 

PDSN Name: 

Telephone Number: 
 

PD IDT clinic details 

Date of IDT clinic: PD IDT review requested 

by: Patient or HCP 

referral  

Next 

appointment: 

Clinicians in attendance 

Parkinson’s disease nurse 

specialist name: 
 

Pharmacist name: Other HCP 

(please state 

role and name) OT name: 

 

Physiotherapist name: 

PD IDT review 

Year of PD Diagnosis: Hoehn and Yahr Stage:  

Please select – 1  2  3  4  5   

 

Medical conditions: 

 

 

Symptoms of concern to patient: 

 

 

Blood pressure sitting: Pulse 

sitting:  

Blood pressure 

after standing for 3 

minutes: 

Pulse standing 

after standing for 

3 minutes: 

 

Complete patient drug history 

 Current PD medication regime: 
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Drug Form Strength Dose 

    

    

    

Dopaminergic side effects reported by patient: 

 

Other (non-PD) current medication: 

Drug Form Strength Dose 

    

    

    

    

Side effects reported by patient: 

 

Assessments and observations by clinicians in attendance 

UPDRS - Part 2 - activities of daily living 

Speech: 

 

Falling: 

Salivation: 

 

Freezing: 

Swallowing: Walking: 

 

Handwriting: 

 

Tremor: 

Cutting food: Pain: 

 

Dressing: Transfers from bed, chair, toilet and 

car: 

Hygiene: Bowels and bladder: 

 

Turning in bed: 

 

 

Parkinson’s disease nurse specialist 

Motor   
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examination 

Social history and 

concerns 

 

Other  

 

 

Physiotherapist 

Physiotherapy 

assessments 

 

Physiotherapy 

observations 

 

Other  

 

 

Occupational Therapist 

OT assessments 

 

 

OT observations 

 

 

Other  

 

 

Pharmacist 

Recommendations 

from pharmacist 

medication review 

 

Additional 

pharmacist 

recommendations 

 

Other  

 

 

Plan          

Referral to occupational therapist:  Please select - Yes No 
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Referral to physiotherapist: Please select - Yes No 

Referral to speech and language 

therapist:  

Please select - Yes No 

Referral to falls prevention team:  Please select - Yes No 

Referral to clinical psychologist:  Please select - Yes No 

Referral to pharmacist Please select - Yes No 

Other HCP  Please specify 

PD information leaflets provided to the patient 

Staying steady leaflet Please select – Yes No 

please send 

Parkinson’s exercise framework Please select – Yes No 

Please send 

Parkinson’s UK impulsive and compulsive 

behaviour leaflet 

Please select – Yes No 

Please send 

Other please specify Please select – Yes No 

Please send 

Other please specify Please select – Yes No 

Please send 

Agreed care plan 

1 

 

2 

 

3 

 

4 

 

5 
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Appendix 11: Part A and B: Invitation Letter: Patient Participants 

(Form to be on headed paper) 

 

Ref: CMP Review Clinic 
NHS No:  
 
Date:  

Princess Of Wales Community 
Hospital 

Stourbridge Road 
Bromsgrove 

Worcestershire 
B61 0BB 

 
Direct line:  01527 488172 

PARKINSON’S DISEASE NURSE 

SPECIALISTS 

 
 
 
Dear  

 
The Parkinson’s Specialist Team at Worcestershire Integrated Neurological 

Rehabilitation Service (WINRS) are reviewing the way we care for our patients. 

We want to provide a service that meets the need of our patients and would like 

to invite you to take part in our research study. The study includes the review of 

a new Complex Multi-Professional Review Clinic for people with Parkinson’s. 

Selected patients will have the opportunity to meet with: 

• XXXXXX - Parkinson's Specialist Nurse 

• XXXXXX - Physiotherapist 

• XXXXXX - Occupational Therapist 

• Jaswinder Dhap - Specialist Clinical Pharmacist 

 
Before you decide if you would like to be involved please read the Participant 

Information Sheet included with this letter, that explains why the research is 

being done and what it may involve. If you decide to participate in the study 

please complete the consent form and return it in the envelope provided within 

two weeks from the date of this letter. 

 

Yours sincerely  
Parkinson’s Disease Nurse Specialists 
 
Version 1.0 (02/04/2019) 
IRAS Project ID: 261089 
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Appendix 12: Part A and B: Participant Information Sheet (PIS) 

 

Study of “What is the Role of a Pharmacist in a Parkinson’s 

Interdisciplinary Team?” 

 

We invite you to take part in a research study 

Before you decide whether to take part, it is important for you to understand 

why the research is being done and what it will involve. Please take time to read 

the following information carefully.  

You are free to decide whether or not to take part in this study. If you choose 

not to take part, this will not affect the care you receive from your healthcare 

team. Please ask us if there is anything that is not clear or if you would like 

more information (see contact details on the next page). 

 

Important things that you need to know 

We are researching the role of a pharmacist in a Parkinson’s disease 

interdisciplinary team clinic. The new clinic is also known as the Complex Multi-

Professional Review Clinic will include a pharmacist, physiotherapist, 

occupational therapist and a Parkinson’s nurse. The clinics will take place at 

Princess of Wales Community Hospital in Bromsgrove. 

The information collected from the study will be used to support a postgraduate 

thesis (Doctor of Pharmacy) for submission to the University of Bradford. 

Information will be collected from both patients and healthcare professionals 

and will be fully anonymised to maintain privacy. The thesis and an abstract will 

be available at the University of Bradford Library and the findings may also be 

published in healthcare literature. Each participant will be offered a written copy 

of the research findings if they wish to receive it.  

Your participation is voluntary and you are free to withdraw at any time without 

giving any reason. This will not affect the standard of care you currently receive. 

The researcher will destroy all other data (including consent forms) that are not 

related directly to your care once the contents have been analysed and the 

study completed. 

 

What would taking part in the clinic involve? 
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You will have a review of your current treatment and condition lasting around 40 

minutes and receive an action plan. The action plan may include further support 

from the Parkinson’s team and may include an invitation to the rehab clinic or a 

home visit. If you decide to take part in the study you will complete an NHS 

Friends and Family Test before and after the clinic.  

We will access your GP records and Summary Care Records for your current 

medication list. All my medical information will be stored securely on your 

regular Worcestershire Health and Care NHS Trust electronic medical record. 

Only members of the research team and those taking part in your care will have 

access to the information. Your clinical notes will be reviewed by the researcher 

at the end of the study. 

If you agree to take part, we will then ask you to sign the consent form. You 

may be selected to take part in a focus group to help us explore some of the 

issues on a separate day if you wish to attend. 

 

What would taking part in the patient and carer focus group involve? 

You may be selected to attend a patient and carer focus group to provide 

further feedback on the Complex Multi-Professional Review Clinic. The aim of 

the focus group is to gather views and opinions on the role of a pharmacist in 

the clinic. The focus group will take place at Princess of Wales Community 

Hospital in Bromsgrove. The in-depth focus group discussion may last up to 90 

minutes. As part of the focus group, you will be asked to participate in a group 

with other patients and carers to answer structured and open-ended questions. 

You have the right to refuse to answer questions or discuss topics that you do 

not want to talk about. What you say in the interview will be kept strictly 

confidential. The focus group discussion will be audio-recorded by the 

researchers. The audio recording will then be transcribed by the chief 

investigator. The audio-recording will be destroyed at the end of the study and 

the transcript archived. 

 

Further information and contact details  

The University of Bradford is the sponsor for this study based in the United 

Kingdom. We will be using information from you and/or your medical records in 

order to undertake this study and will act as the data controller for this study. 

This means that we are responsible for looking after your information and using 
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it properly. As part of our commitment to research integrity, we follow the 

General Data Protection Regulation (GDPR), the UK Data Protection Act 2018 

(DPA) and in the case of health and care research, the UK Policy Framework 

for Health and Social Care Research. University of Bradford will keep 

identifiable information about you for 2 years after the study has finished. 

Your rights to access, change or move your information are limited, as we need 

to manage your information in specific ways in order for the research to be 

reliable and accurate. If you withdraw from the study, we will keep the 

information about you that we have already obtained. To safeguard your rights, 

we will use the minimum personally-identifiable information possible.  Once 

permission has been granted to access your notes, the data will be 

anonymised, and your name will not be linked to the analysis or to the final 

report. Your clinical care team will not be aware of whether or not you will be 

taking part in the focus group. All data from the focus group will be fully 

anonymised. 

 

Who can I contact if I have a complaint? 

If you want to complain about how researchers have handled your information, 

you should contact the research team. If you are not happy after that, you can 

contact the Data Protection Officer. The research team can give you details of 

the right Data Protection Officer. You can also contact the Trust’s Patient 

Relations Team using the details below: 

 

Telephone: 01905 681517 

Email: WHCNHS.PALS@nhs.net  

Address: Worcestershire Health and Care NHS Trust, 2 Kings Court, Charles 

Hastings Way, Worcester, WR5 1JR 

 

The Patient Relations Team will contact you within two working days of 

receiving your contact and are available Monday to Friday, 8:30am to 4:30pm, 

with the exclusion of bank holidays. 
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What happens next? 

If you would like to take part in the research then please thoroughly read and 

sign the consent form enclosed. Sign both copies and return one to the 

researcher in the envelope provided. Once we have received your consent form 

your Parkinson’s nurse will call you to arrange a date for you to attend the 

Complex Multi-Professional Review Clinic. You will also receive a letter to 

confirm the date and time of your clinic appointment. Unfortunately, we are not 

able to offer you travel expenses for taking part in the research study. 

After your clinic appointment, you will be sent a letter to invite you to the patient 

and carer focus group. 

If you have any questions about this study, you can talk to or contact: 

Researcher (Chief Investigator)  Supervisor at University of Bradford 

Jaswinder Dhap 
Pharmacy Team  
Worcestershire Health and Care Trust 
First Floor, 1 Kings Court, Charles 
Hastings Way, Worcester, WR5 1JR. 
 
07796446314 
Jaswinder.Dhap@nhs.net 

Julie Morgan 

University of Bradford 

 

 

 

 

01274 234766 

j.d.morgan1@bradford.ac.uk 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Version 1.3 (26/11/2019)  
IRAS Project ID: 261089 

  

mailto:j.d.morgan1@bradford.ac.uk


297 
 

Appendix 13: Part A and B: Consent Form: Patient Participants 

CONSENT FORM 

Study: What is the Role of a Pharmacist in a Parkinson’s Interdisciplinary 
Team? 

Name of Researcher: Jaswinder Dhap 

IRAS Project ID: 261089 Study Number: 001 Centre Number: 001 

Participant Identification Number for this trial: B/ 

  
 

  
  

1. I confirm that I have read the information sheet dated 26/11/2019 

(version 1.3) for the above study. I have had the opportunity to 

consider the information, ask questions and have had these 

answered satisfactorily. 

 

 

2. I understand that my participation is voluntary and that I am free to 

withdraw at any time without giving any reason, without my medical 

care or legal rights being affected. 

 

 

3. I understand that relevant sections of my medical notes and data 

collected during the study may be looked at by individuals from the 

University of Bradford or from the NHS Trust, where it is relevant to 

my taking part in this research. I give permission for these 

individuals to have access to my records. 

 

 

4. If I choose to take part in the patient focus group, I give permission 

to be audio recorded and to be directly quoted from the interview. 

All data from the focus group will be fully anonymised. 

 

 

5. I understand that the information held and maintained by the NHS 

Trust and the University of Bradford may be used to help contact 

me or provide information about my health status. 

 

 

6. I agree to take part in the above study. 

 

 

 

            

Name of Participant  Date    Signature 

            

Name of Person  Date    Signature 

taking consent 

 
When completed: 1 for participant; 1 for researcher site file; 1 to be kept in medical notes. 
Version 1.2 (26/11/2019) 
IRAS Project ID: 261089 

  

Please 
initial 
box 
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Appendix 14: NHS Friends and Family Test (FFT) 
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Appendix 15: Part B: Covering Letter: Patient Participants in Focus 

Group 

 

Ref: Patient Focus Group Invite 
NHS No:  
 
Date:  

Princess Of Wales Community 
Hospital 

Stourbridge Road 
Bromsgrove 

Worcestershire 
B61 0BB 

 
Direct line:  01527 488172 

Specialist Clinical Pharmacist  

Dear 

Thank you for attending the Parkinson’s Complex Multi-Professional Review 

Clinic last year with the Parkinson’s Nurse, Physiotherapist, Occupational 

Therapist and Pharmacist. I would like to invite you and your carer to a focus 

group as part of this research study. 

 

As outlined previously at the clinic, I am conducting research as part of my 

studies at University of Bradford. The focus group will investigate your views 

on the role of a pharmacist in the Complex Multi-Professional Review Clinic. 

As part of the focus group you will be asked to participate in a group to 

answer structured and open-ended questions. The focus group will take 

approximately 60 to 90 minutes and take place at XXXX Hotel, XXXXX, 

XXXX on Tuesday 28th January 2020 at XX:XX. 

 

Before you decide if you would like to be involved please read the Participant 

Information Sheet included with this letter, that explains why the research is 

being done and what it may involve. If you decide to participate in the study 

please complete the consent forms (one for you and one for your carer) and 

return it in the envelope provided within two weeks from the date of this letter. 

Details: 

Date:   Tuesday 28th January 2020 
Time:   10:15 am up to 12:15 pm 
Venue:  XXXXXX Hotel 

XXXXXXXXXXX XXXXXXX 
XXX XXXXX 

 
Yours sincerely  
Jaswinder Dhap 
 
Chief Investigator /Specialist Clinical Pharmacist 
 
Version 1.0 (02/04/2019) IRAS Project ID: 261089 
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Appendix 16: Part B: Topic Guide: Patient Focus Group 

Introduction for patients  

Good morning/afternoon/evening! Thank you all for coming. My name is 

(NAME), and I am a (POSITION) at (TRUST NAME). My colleague is 

(NAME), and s/he works as a (POSITION) here at (TRUST NAME). We’ve 

invited you here today to find out about your experiences here attending the 

new Parkinson’s clinic which is part of a research study. There will be three 

sections to the interview. First, we’d like to hear about your experience of your 

care so far. Then we’ll move on to how satisfied you were with the new 

Parkinson’s clinic you attended and more about the involvement on new 

members of the interdisciplinary team. Finally, we’ll discuss how the new 

Parkinson’s clinic can be improved. We are interested in improving the quality 

of patient experience, so we’d like to hear about what you find to be good or 

not so good about the new Parkinson’s clinic.  

 

(Verbal reminder for patients based on consent forms they would have 

signed) 

We will not ask about your private health information during the focus group 

and you should not disclose or discuss such personal information unless you 

are comfortable with the other members of the group knowing it. We wish to 

reassure you that you do not have to answer any question you feel 

uncomfortable with and you can stop the interview at any time. This will in no 

way affect your care. Quotes from the interviews may be used in our findings, 

which we may seek to publish in medical journals, but it will not be possible to 

identify you. The focus group will be audio recorded, can we ask that only one 

person speaks at one time and as clearly as possible.  

 

 This meeting should take about an hour to an hour and a half. Before we 

begin, are there any questions?  

 

Warm up 

1. Take a minute to imagine the ideal Parkinson’s clinic for your care. Can you 

describe what it might be like? (if necessary, prompt with categories of 

healthcare professionals involved, communication, quality care, length of 

clinic, outcomes on care plan)  

Patient satisfaction 

2a. If you had to rate the new Parkinson’s clinic that you attended on a scale 

of 1 to 10, 10 being the best patient experience possible, how would you rate 

it?  

2b. Based on your rating of the new Parkinson’s clinic. How satisfied (or 
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dissatisfied) were you with the new service compared to their normal care. (if 

necessary, prompt for specific examples of care from the whole IDT and 

advise from individual HCPs that benefited them) 

2c. How satisfied (or dissatisfied) were you with the involvement of a 

pharmacist in the new Parkinson’s clinic. (if necessary, prompt for specific 

examples that benefited them) 

Service improvement 

3a. What are the things that the new Parkinson’s clinic can improve on? (if 

necessary, ask for specific suggestions for improvement) 

3b. What are the things that the new Parkinson’s clinic does well? 

3c. Of the topics we’ve discussed so far, what is or are the most important 

aspects of your experience as a patient here? 

3d. Would you recommend the new Parkinson’s clinic to other people? (Probe 

with, Why or why not?) 

 

4. Do you have any additional thoughts to add or questions you’d like to ask? 

 

Probing Questions 1. Could you please tell me more? 2. Could you give me 

an example of what you mean? 3. Does anyone else here feel the same way? 

4. Does anyone else here feel differently? 

Closing statements  

Version 1.1 (27/11/19) 
IRAS Project ID: 261089 
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Appendix 17: Part C and Part D: Covering Letter: HCP Participants 

(Form to be on headed paper) 

 

Ref: HCP 1:1 Interviews 
NHS No:  
 
Date:  

Princess Of Wales Community 
Hospital 

Stourbridge Road 
Bromsgrove 

Worcestershire 
B61 0BB 

 
Direct line:  01527 488172 

Specialist Clinical Pharmacist  

 
 
Dear **Health Care Professional** 

I would like to invite you to a 1:1 interview as part of a research study that I 

am conducting as part of my DPharm studies at University of Bradford. The 

study will investigate healthcare professionals’ views on the role of a 

pharmacist in a Parkinson’s interdisciplinary team. As part of the interview 

you will be asked to answer structured and open-ended questions. The 

interview will take approximately 40 minutes and take place at (*agreed site 

or telephone call*) on xx/xx/xx at xx:xx. 

Before you decide if you would like to be involved please read the Participant 

Information Sheet included with this letter, that explains why the research is 

being done and what it may involve. If you decide to participate in the study 

please complete the consent form and return it in the envelope provided 

within two weeks from the date of this letter. 

 

Yours sincerely  
Jaswinder Dhap 
Chief Investigator /Specialist Clinical Pharmacist 
 

 
Version 1.1 (11/08/2019) 
IRAS Project ID: 261089 
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Appendix 18: Part C and Part D: Participant Information Sheet: HCP 

Participants 

Study of “What is the Role of a Pharmacist in a Parkinson’s 

Interdisciplinary Team?” 

 

We invite you to take part in a research study 

Before you decide whether to take part, it is important for you to understand 

why the research is being done and what it will involve. Please take time to 

read the following information carefully.  

You are free to decide whether or not to take part in this study. Your 

participation is voluntary and you are free to withdraw at any time without 

giving any reason. Please ask us if there is anything that is not clear or if you 

would like more information (see contact details on the next page). 

We are inviting you to take part in a 1:1 interview to gain your views on the 

role of a pharmacist in a Parkinson’s Interdisciplinary Team. Recently the 

Worcestershire Integrated Neurological Rehabilitation Service (WINRS) 

reviewed and piloted a new Complex Multi-Professional Review Clinic 

service that included the addition of a pharmacist.  

 

Important things that you need to know 

The information collected from the study will be used to support a 

postgraduate thesis (Doctor of Pharmacy) for submission to the University of 

Bradford. Information will be collected from both patients and healthcare 

professionals and will be fully anonymised to maintain privacy. The thesis 

and an abstract will be available at the University of Bradford Library and the 

findings may also be published in healthcare literature. Each participant will 

be offered a written copy of the research findings if they wish to receive it. 

 

What would taking part in the study involve? 

The study involves a 30 to 40 minute semi-structured interviews either face-

to-face or remotely (e.g. via a telephone). The interview will aim to determine 

your opinions on the involvement of a pharmacist in a Parkinson’s 

interdisciplinary team clinic. You have the right to refuse to answer questions 

or discuss topics that you do not want to talk about. What you say in the 

interview will be kept strictly confidential. The interview will be audio-recorded 
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by the researchers. The audio recording will then be transcribed by the chief 

investigator. The audio-recording will be destroyed at the end of the study 

and the transcript archived. 

 

If you are employed by Worcestershire Health and Care Trust your interview 

will be with the Trust researcher. If you are employed by another NHS Trust 

then your interview will be with the Chief Investigator. The face-to-face 

interviews will take place at Princess of Wales Community Hospital in 

Bromsgrove or another Trust site if that is more convenient for you. 

Interviews conducted remotely (e.g. via a telephone) will be arranged for a 

convenient time and date for you. If you agree to take part, we will ask you to 

sign the consent form. 

 

Further information and contact details  

The University of Bradford is the sponsor for this study based in the United 

Kingdom. We will be using information from you in order to undertake this 

study and will act as the data controller for this study. This means that we are 

responsible for looking after your information and using it properly. As part of 

our commitment to research integrity, we follow the General Data Protection 

Regulation (GDPR), the UK Data Protection Act 2018 (DPA) and in the case 

of health and care research, the UK Policy Framework for Health and Social 

Care Research. University of Bradford will keep identifiable information about 

you for 2 years after the study has finished. 

Your rights to access, change or move your information are limited, as we 

need to manage your information in specific ways in order for the research to 

be reliable and accurate. If you withdraw from the study, we will keep the 

information about you that we have already obtained. To safeguard your 

rights, we will use the minimum personally-identifiable information possible. 

All data from the interview will be fully anonymised. 

 

Who can I contact if I have a complaint? 

If you want to complain about how researchers have handled your 

information, you should contact the research team. If you are not happy after 

that, you can contact the Data Protection Officer. The research team can give 

you details of the right Data Protection Officer. 
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What happens next? 

If you would like to take part in the research then please thoroughly read and 

sign the consent form enclosed. Sign both copies and return one to the 

researcher in the envelope provided. Once we have received your consent 

form the Chief Investigator will contact you to arrange the 1:1 interview. You 

will also receive a letter or email to confirm the date and time of your 

interview.  

If you have any questions about this study, you can talk to or contact: 

Researcher (Chief Investigator)  Supervisor at University of 

Bradford 

Jaswinder Dhap 
Pharmacy Team  
Worcestershire Health and Care 
Trust First Floor, 1 Kings Court, 
Charles Hastings Way, Worcester, 
WR5 1JR. 
 
07796446314 
Jaswinder.Dhap@nhs.net 

Julie Morgan 

University of Bradford 

 

 

 

 

01274 234766 

j.d.morgan1@bradford.ac.uk 

 

Version 1.2 (26/11/2019) 
IRAS Project ID: 261089 
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Appendix 19: Part C and Part D: Consent Form: HCP Participants 

CONSENT FORM 

Study: What is the Role of a Pharmacist in a Parkinson’s Interdisciplinary 
Team? 

Name of Researcher: Jaswinder Dhap 

IRAS Project ID: 261089 Study Number: 001 Centre Number: 001 

Participant Identification Number for this trial: C/ 

  
  
  
  

1. I confirm that I have read the information sheet dated 26/11//2019 

(version 1.2) for the above study. I have had the opportunity to 

consider the information, ask questions and have had these 

answered satisfactorily. 

 

 

2. I understand that my participation is voluntary and that I am free 

to withdraw at any time without giving any reason. 

 

 

3. I understand that data collected during the study may be looked at 

by individuals from the University of Bradford where it is relevant 

to my taking part in this research. 

 

 

4. I give permission to be audio recorded and to be directly quoted 

from the interview. All data from the interview will be fully 

anonymised. 

 

 

5. I agree to take part in the above study.  

 

            

Name of Participant  Date    Signature 

            

Name of Person  Date    Signature 

taking consent 

 

When completed: 1 for participant; 1 for researcher site file 
Version 1.2 (26/11/2019) 
IRAS Project ID: 261089 
  

Please 
initial 
box 
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Appendix 20: Part C: Topic Guide: HCPs involved in the PD clinic 

INTRODUCTION FOR PARTICIPANTS 

 

The purpose of this interview is to explore your view on the Parkinson’s 

interdisciplinary team clinic that you attended. 

 

The questions will be flexible and open-ended; to allow you the chance to 

raise issues that you feel are important. Your responses will be confidential, 

and anonymised in any findings we publish e.g. in health journals. They will 

not be shared with your team. There are no ‘right’ or ‘wrong’ answers. There 

is conflicting evidence in the literature about whether Parkinson’s 

Interdisciplinary clinics (PD IDT) are effective or not with or without the 

involvement on a pharmacist, and this is what we would like to explore. 

 

Warm Up 

1. This interview is about your experience of the PD IDT clinic, in general, 

how do you find working in this way? 

o What do you think works well about your PD IDT clinic? 

o Is there anything you would change about your PD IDT clinic? 

o If there was no PD IDT clinic, what difference would it make? 

o Is the PD IDT clinic a good use of your time? What is most/least 

valuable? 

o What would you describe as the primary role of the PD IDT 

clinic? Does it have any other functions?     

2. What factors are most important to the success of a PD IDT clinic? 

 

Team Processes – I’d like to focus now on the wider team 

1. How do you find working with other healthcare professionals in the PD 

IDT? 

o What would make it better? 

o Do you think people are able to speak freely during the PD IDT 

clinic? Why? 

o How do different professionals interact in the team? 

o Are some professionals more or less relevant to the PD IDT 
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clinic than others? 

o What do you see as your role in the PD IDT clinic? 

o What kind of issues do you bring to the meeting? Do you think 

the PD IDT clinic is the best way to do this? 

2. What happens when people disagree? 

o Can you give example of time you disagreed with another 

healthcare professional in the PD IDT?  

Decision-making: can I get you to think about decision-making in the PD IDT 

clinic? 

1. How does the IDT come to a decision about a case/patient? 

o What information do you need to make a decision? 

o Probe re barriers to accessing information? 

o Are there times when the IDT doesn’t come to a decision? Why 

is this? 

2. Can you talk a bit about patient preferences in relation to decision-

making in the PD IDT clinic? 

o How much do you tend to know about patient’s preferences? To 

what extent do they influence decision-making? 

o How could patient preferences be incorporated into decision-

making? 

o What about other factors, for example, other illnesses or 

conditions: how do these influence decision-making? 

3. Is there anything you think doesn’t get discussed enough during the 

PD IDT clinic? 

o Is there anything you think less time should be spent on? 

o Can changes happen (realistically) to improve it?  

4. How do PD IDT clinic affect the quality of clinical decisions? 

o Prompt for a specific example 

o Are there times when poor/sub-optimal decisions are made? 

Why do you think this happens? 

o Prompt for a specific example  

5. Can you describe a time when a decision made at the meeting was 

changed after the PD IDT clinic? Why did this happen? 

6. How much of decision-making happens outside the meeting? How 

does the quality of these decisions compare? 
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7. To conclude this section, could you reflect on what could be improved 

about the way decisions are made? 

 

 

Role of the pharmacist: focusing on the involvement of the pharmacist 

 

1. What were your opinions of a pharmacist’s involvement in the PD IDT 

clinic? 

o Do you think it is necessary to include a pharmacist in this clinic 

team? 

o What would you describe as the primary role of the pharmacist 

in the PD IDT clinic? Did they have any other roles?     

o Do you think role of the pharmacist was beneficial to your role in 

the PD IDT clinic? 

o What information did the pharmacist provided you that you 

needed to make clinical decisions?  

o If there was no pharmacist involvement in the PD IDT clinic, 

what difference would it make? 

2. Considering the specific roles of the pharmacist in the PD IDT clinic 

what were your opinions on 

o Pharmacist completing the medicines reconciliation 

o Pharmacist input with regards to medication and supporting your 

knowledge of all medicines prescribed to the patient  

o Pharmacists impact on patient care during the clinic  

o Pharmacists impact on patient care after the clinic 

 

Closing statements 

 

1. Finally, what could be improved about the way the IDT clinic is run?  

 

 

Version 1.2 (27/11/2019) 
IRAS Project ID: 261089 
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Appendix 21: Part D: Topic Guide: HCPs who may be involved in the PD 

clinics in the future 

INTRODUCTION FOR PARTICIPANTS 

 

The purpose of this interview is to explore your view on the Parkinson’s 

interdisciplinary team clinic that you attended. 

 

The questions will be flexible and open-ended; to allow you the chance to 

raise issues that you feel are important. Your responses will be confidential, 

and anonymised in any findings we publish e.g. in health journals. They will 

not be shared with your team or Trust. There are no ‘right’ or ‘wrong’ answers. 

There is conflicting evidence in the literature about whether interdisciplinary 

clinics are effective or not with or without the involvement on a pharmacist, 

and this is what we would like to explore. 

 

Warm Up 

1. This interview is about your thoughts of a Parkinson’s Interdisciplinary 

clinic, in general 

o Which healthcare professionals do you think should be involved 

in a Parkinson’s Interdisciplinary clinic? 

o Are there any healthcare professionals that should not be 

involved in a Parkinson’s Interdisciplinary clinic? 

o What do you perceive as the benefits of a Parkinson’s 

Interdisciplinary clinic? 

o What do you perceive as the barriers of a Parkinson’s 

Interdisciplinary clinic? 

2. What factors are most important factors for a successful of Parkinson’s 

Interdisciplinary clinic? 

o What if any additional training would you need to take part in a 

Parkinson’s Interdisciplinary clinic? 
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Role of the pharmacist: focusing on the involvement of the pharmacist 

 

1. What are your opinions of a pharmacist’s involvement in the 

Parkinson’s Interdisciplinary clinic? 

o What would you describe as the primary role of the pharmacist 

in Parkinson’s Interdisciplinary clinic? Would they have any 

other roles?     

o Do you think the involvement of a pharmacist would be 

beneficial in a Parkinson’s Interdisciplinary clinic? 

o What information can a pharmacist provide that will help you 

make clinical decisions?  

o If there was no pharmacist involvement in the Parkinson’s 

Interdisciplinary clinic, what difference would it make? 

2. Considering the specific roles of the pharmacist in the Parkinson’s 

Interdisciplinary clinic what are you opinions on   

o Pharmacist completing the medicines reconciliation 

o Pharmacist input with regards to medication and supporting your 

knowledge of all medicines prescribed to the patient  

o Pharmacists impact on patient care during the clinic  

o Pharmacists impact on patient care after the clinic 

 

Closing statements 

 

1. Finally, is there anything else you think is relevant? 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
Version 1.2 (27/11/19) 
IRAS Project ID: 261089 



313 
 

Appendix 22: The GP/consultant referral letters  

 
 
 
 
 

CCN Parkinson’s Disease Specialist Nursing Team 
Princess of Wales Community Hospital 

Stourbridge Road 
Bromsgrove 

Worcestershire 
B61 0BB 

 
Tel: 01527 488172 

  
<DATE> 
 
PRIVATE AND CONFIDENTIAL 
Dr xxxxxxxxx  
xxxxxxxx Surgery 
xxxxxxxx 
xxxxxxxxx 
Worcestershire 
xxxxxxxxx 
 

Dear Dr XXXXXXX 
 
RE:    xxxxxxx xxxxxxxxxxx 
NHS No:  xxxxxxxxxxxxxxxxxxx 
Address: xxxxxxxxxxxxxxxxxxx 
DoB:   xxxxxxxxxxxxxxxxxxx 
 
Summary of Actions: 

• Please would you be kind enough to review XXXXXXXXXX and 
<main concerns>. <main HCP recommendations> 

• <PDSN Other HCPs recommendations>. 

• <OT recommendations> 

• <Physiotherapist recommendations> 

• <PDSN recommendation relating to local Parkinson’s UK groups 
and accessing peer support through Parkinson’s UK> 

• <Next review date>. 
 
It was a pleasure to see <patient> and <Carer> at our PD IDT clinic on <date 
of appointment>. 
 
Clinicians in Attendance: 

• xxxxxxxx - Parkinson’s Specialist Nurse  

• Jaswinder Dhap - Specialist Clinical Pharmacist 

• xxxxxxxx - Neuro Physiotherapist 

• xxxxxxxx - Occupational Therapist 
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A brief patient medical and social history, name of consultant the patient is 
under and date of last consultant and date of next appointment.  
 
PD Drug Regime: 
<PD Drug name, formulation and strength>, <dose, frequency/exact time 
taken patient takes medication> 
 
Additional medication: 
<non-PD Drug name, formulation and strength>, <dose, frequency, exact time 
taken patient takes medication> 
 
Dopaminergic Side Effects: 
Patient reported side effects. PD Nurse Specialist, Occupational therapist and 
physiotherapist observations and assessment findings. Patient reported 
concerns around daily living.  
 
Patient’s Symptoms of Concern: 

• Main concerns 

• Concern 1 

• Concern 2 

• Non-PD related concerns 

• Social concerns, or any other patient concerns 
 
Parkinson’s Specialist Nurse Recommendations: 

• Parkinson’s Specialist Nurse recommendation 1 

• Parkinson’s Specialist Nurse recommendation 2 
 
Pharmacist Recommendations: 

• Pharmacist recommendation 1 

• Pharmacist recommendation 2 
 
Physiotherapist Recommendations: 

• Physiotherapist recommendation 1 

• Physiotherapist recommendation 2 
 
Occupational Therapist Recommendations: 

• Occupational therapist recommendation 1 

• Occupational therapist recommendation 2 
 

Yours sincerely 

xxxxxxxxxx 
Parkinson’s Specialist Nurse  
Cc: Patient’s Consultant, Patient,  

Electronic copy stored on patient notes 
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Appendix 23: HRA and HCRW Letter of Approval 
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Appendix 24: Letter of acknowledgement received following a REC 

favourable opinion with conditions. 
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Appendix 25: University of Bradford Ethics Application 

 

 

Research Ethics Application Form 

 

This form has been approved by the Committee for Ethics in Research 
A1.  Title of Research Project:  

What is the Role of a Pharmacist in a Parkinson’s Interdisciplinary Team? 

A2. Contact person (PI, in the case of a staff-led research project, or the Principal 

Supervisor in the case of a student research project): 

Title: Dr First Name/Initials: Julie Last Name: Morgan 

Post: Senior Lecturer in Pharmacy Practice   
School/Department: School of Pharmacy and Medical Sciences 

Email:   J.D.Morgan1@bradford.ac.uk                  Telephone: 01274 234766 

A2.1.    Is this a student research project? 
 If yes, please provide the student’s contact details and course: 

Title: Mr First Name/Initials: Jaswinder Last Name: Dhap 

Post: Student           School/Department: School of Pharmacy and Medical 
Sciences 

Email:   Jaswinder.Dhap@nhs.net                     Telephone: 07751693967 

A2.2. Other key investigators/co-applicants (within/outside University), where 

applicable: 

Please list all (add more rows if necessary) 

Title Full 
Name 

Post Responsibility 
in project 

Organisation Department 

Dr Liz 
Breen 

Reader in 
Health 
Service 
Operations 

Supervisor  University of 
Bradford  

School of 
Pharmacy 
and Medical 
Sciences 

 
A2.3 Name of body funding the project (if appropriate) and any other declarations of 

interest: (NOTE:  Only projects with the funding confirmed need approval) 
 N/A 
A3. Proposed Project Duration: 

 
Start date: 04.02.2019 

 
End date: 30.04.2020 

  

 
Complete this form if you are a member of staff or a student who plans to undertake a 
research project which will not involve the NHS but which will involve people participating in 
research either directly (e.g. interviews, questionnaires and/or clinical studies not involving 
NHS patients) and/or indirectly (e.g. people permitting access to data and/or tissue).  Ultimate 
responsibility for gaining ethical approval lies with the PI or Principal Supervisor of the 
project. 
 
Documents to enclose with this form, where appropriate: 
This form should be accompanied, where appropriate, by an Information Sheet / Covering 
Letter / Written Script which informs the prospective participants about the proposed research, 
and by a Consent Form.  Applicants should also attach any unvalidated Questionnaires, 
Interview Guides and the full research proposal. 
 

mailto:J.D.Morgan1@bradford.ac.uk


325 
 

Further guidance on how to complete this application form is available in the document 
Guidelines for Completing the Research Ethics Application form and this can be found at 
: http://www.bradford.ac.uk/rkts/research-support/ethics/processes/  
 
It is essential that this form is completed with reference to the information in the application 
form guidance document.  Please pay particular attention to completing the form in sufficient 
detail to allow reviewers to judge ethical issues raised by this study.  The form is intended to 
expand to allow as much space as is needed. 
 

For University staff and students working with NHS patients or staff, or working on NHS 
premises, research ethics applications should be made through an NHS Research Ethics 
Committee:  NHS Research Ethics Committee (REC) 

Travel Overseas to High Risk Areas:  if you are planning to travel overseas to high risk 
areas, as advised by the Government’s Foreign and Commonwealth Office,  you should read 
the guidelines and complete the Risk Assessment form to be submitted to Finance.  A signed 
copy of the Risk Assessment form should also accompany this form when applying for 
Research Ethics Approval.  The Risk Assessment form  is available at 
http://www.bradford.ac.uk/finance/finance-teams-contacts-and-services/insurance/travel-
insurance/  (Please scroll down to bullet point 4 under the heading Prior to Travel.) 

  
Once you have completed this research ethics application form in full, and other documents 
where appropriate, check that your name, the title of your research project and the date 
appears on the first page and email it to the Research Support Unit Ethics Administrator.   
Please keep a copy and note that the original signed and dated version of ‘Part B – the Signed 
Declaration’ of the application form should also be provided to the Research Support Unit 
Ethics Administrator in hard copy. 
Attachments 
 
Please confirm that you have included the following documentation with your 
submission: 
 

Information Sheet 

 

Yes☒ No  

Consent Form 

 

Yes☒ No  

Research Proposal 

 

Yes☒ No  

Unvalidated Questionnaires 

 

Yes☒ No  

Interview Guidelines 

 

Yes☒ No  

Risk Assessment Form 

(only required when involving travel to 

high risk areas) 

 

Yes  No☒ 

 

Part A 

A4. Mark ‘X’ in one or more of the following boxes if your research: 

  involves children or young people aged under 18 years 
  involves using samples of human biological material collected before for 

another purpose* 

 

*Please contact the University’s HTA Designated Individual, Professor Diana 
Anderson, Ethical Tissue, [D.Anderson1@bradford.ac.uk or ext. 5897] for 
advice;  http://www.bradford.ac.uk/business/ethical-tissue/ 

 

http://www.bradford.ac.uk/rkts/research-support/ethics/processes/
https://www.myresearchproject.org.uk/
https://www.gov.uk/foreign-travel-advice
http://www.bradford.ac.uk/finance/finance-teams-contacts-and-services/insurance/travel-insurance/
http://www.bradford.ac.uk/finance/finance-teams-contacts-and-services/insurance/travel-insurance/
mailto:D.Anderson1@bradford.ac.uk
http://www.bradford.ac.uk/business/ethical-tissue/
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A5. Briefly summarise the project’s aims, objectives and methodology 

Background 

There are a number of Parkinson’s disease (PD) studies that have been done using a 

multidisciplinary team (MDT) approach and none of the studies utilised a pharmacist. 

A pharmacist is a key part of a MDT in hospital; however pharmacists were not 

included in PD MDT research studies published to date. There is potential for a 

pharmacist to bring their knowledge to benefit patient care and medicines optimisation 

in PD (Poon et al. 2012). Pharmacists are the experts in medicines, their use and are 

aware of the health risks associated with them by ensuring people get the most from 

their medicines they can reduce adverse drug reactions, reduce avoidable harm and 

unplanned hospital admissions (Royal Pharmaceutical Society 2016b). There are a 

small handful of examples of PD clinics nationally that include a pharmacists in PD 

MDT. These are 1) ‘Derby Parkinson's Disease Services’ 2) ‘Parkinson's Advanced 

Symptom Unit’ at South Tees Hospitals NHS Foundation Trust and 3) ‘Parkinson's 

Disease Specialist Service’ at Cardiff & Vale University Health Board. However, their 

inclusion in the PD MDT is limited and their role relatively unknown. The aim of this 

study is to achieve an understanding of the role of a pharmacist in the newly 

redesigned Interdisciplinary Team (IDT) clinics for patients with severe Parkinson’s in 

Worcestershire Health and Care NHS Trust (WHCT). An IDT is another form of MDT 

which may be more beneficial for complicated PD patients with severe symptoms. The 

key features of an IDT are described as breaking down barriers between different 

healthcare disciplines and ‘roles within the team are redesigned to make the optimum 

use of team skills and knowledge’ (NHS England 2014b). Overall, the IDT are able to 

work to achieve a more comprehensive care plan for patients without duplicating 

workload compared to standard care. 

National guidelines from NICE (2018), NHS RightCare (2018) and Five Year Forward 

View (2014a) recommend working as a MDT to provide care for PD patients and there 

is room for improvement in PD care.  Parkinson's UK, a research and support charity 

highlighted areas of improvement in their biennial UK Parkinson's Audit. One of the 

key areas that required improvement throughout UK included was specialised MDT 

working. 

A literature search identified a small number of PD MDT studies worldwide, that varied 

both in the number of health care professionals (HCP) involved and the type of HCPs. 

A recent Italian study by Giardini et al (2017) only included two HCPs and in contrast  

UK/US studies by Skelly et al (2014), Carne et al (2005a; 2005b) and Ellis et al (2008) 

included six or more HCPs. The types of HCPs in the PD MDT varied amongst the 17 

studies identified. However some HCPs were included in the MDT more often than 

others i.e. physiotherapists (n=16), Occupational Therapists (OT) (n=16), specialist 

consultants (n=11), PD specialist nurses (n=11), speech and language therapists 

(SLT) (n=9) social workers (n=2) and dietitians (n=1). The actual MDT intervention 
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varied across studies but can be broadly divided in to non-pharmacological 

(rehabilitation) (n=9) and a mixture of non-pharmacological and pharmacological 

(medicine) interventions (n=8). Majority of the non-pharmacological interventions were 

a rehabilitation treatment provided by physiotherapist, OT and SLT with PD specialist 

nurse and/or specialist medical consultant facilitating care, therefore are well 

represented in the studies. None of the studies identified involved a pharmacist as 

part of PD MDT and more research is needed to establish the relative importance of 

additional HCPs that can be included in PD MDT/IDT. Similar research has not been 

published before in PD MDT/IDTs and the research study aims to provide new 

information on what is the role of a pharmacist in a PD IDT. 

Aims and Objectives 

Primary Objectives 

• To determine opinions on the involvement of a pharmacist in the Interdisciplinary 

Team (IDT) clinic for patients with severe Parkinson’s from the healthcare 

professionals (HCPs) involved in the IDT clinic currently and HCPs likely to be 

involved in IDT clinics in the future.  

• To understand whether patients and carers who attended the IDT clinic were 

satisfied with the new service compared to their standard care. 

• To understand whether patients and carers who attended the IDT clinic were 

satisfied with the involvement of a pharmacist in the IDT clinic 

Secondary Objectives 

• To quantify the number interventions made by the pharmacist and the other HCPs 

in the IDT clinic. 

 

Methodology 

The proposed study will be a mixed methods design, including elements of both 

qualitative and quantitative research methodology. Using a mixed method design can 

address broad and complex research questions more comprehensively than using 

either qualitative or quantitative method alone; resulting in enriched understanding of 

complex health research problems. The research study is designed as a feasibility 

study using both qualitative and quantitative approaches. Feasibility studies can be 

used to assess whether it is possible to perform a larger full-scale study based on 

findings, without having a plan for further work (Whitehead et al. 2014). The 

knowledge and understanding gained from this research may be useful for other 

research studies in this clinical area. The qualitative methodology is The Framework 

Method and quantitative is a simple count of the interventions by each HCP. The 

study will take place as part of the neurology services provided by Worcestershire 

Health and Care NHS Trust (WHCT). The study is based on patient and HCPs views 

and opinions of a pilot PD IDT outpatient clinic and the role of a pharmacist within the 

clinic. The format of the outpatient clinics was piloted prior to commencing the study 
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with service users to ensure they meet the needs of patients. The study is divided into 

five parts (Part A to Part E) for clarity. 

Part A 

Recruited patient participants will attend the pilot PD IDT clinic at WHCT outpatient 

clinics at a single site. Patients with PD will be reviewed by a PD specialist nurse, 

physiotherapist, occupational therapist and pharmacist in a single clinic. A single care 

plan will be produced in collaboration with the patient then shared with their 

GP/consultant. The patient will have the opportunity to speak to the IDT to answer any 

questions or concerns. The IDT will follow up the recommendations with appropriate 

advice, referral to other outpatient clinics or to other HCPs. 

The pilot PD IDT clinics were developed with patient feedback provided by WHCT’s 

Patient Experience Lead. Patients had the opportunity to attend the pilot clinics and 

feedback was collected before and after attendance. Collecting service user (patient) 

experience data is in line with standard practice at WHCT and within the NHS. 

WHCT’s Patient Experience Lead will continue to collect feedback using the NHS 

Friends and Family Test (FFT). The FFT asks service users simple questions such as 

"How likely are you to recommend our service to friends and family if they needed 

similar care or treatment?" They can rank the service from "extremely likely" to 

"extremely unlikely". Service users also have the opportunity to explain their ranking 

by adding written or verbal feedback. The FFT data is usually shared with service 

providers and the Trust. At the end of the research study the FFT data will be used in 

the research study, to ensure all patients had the opportunity to provide feedback.  

This information will partly address the objective, whether patients and carers who 

attended the IDT clinic were satisfied with the new service compared to their standard 

care. The focus group (Part B) will allow selected patients to provide further more in-

depth insights in to their experience of the pilot PD IDT clinics. 

Ethical approval is sought via IRAS and University of Bradford ethics committee for 

patient involvement. 

Part B 

Up to 10 selected patients and carers who attended the IDT will have an opportunity 

to attend a focus group at the end of the study on a Trust site. The focus group will 

include a minimum of 6 people up to a maximum of 10. 

This information will address the objective whether patients and carers were satisfied 

with the new service (pilot PD IDT clinics) and with the involvement of a pharmacist in 

the clinics. The patient focus group will take place once after the study and last up to 

60 to 90 minutes. 

Ethical approval is sought via IRAS and University of Bradford ethics committee for 

patient involvement. 

Part C 

The healthcare professionals (HCPs) involved in the pilot PD IDT clinics will have the 

opportunity to participate in a single 1:1 interview at end of the study. The semi-

structured interviews lasted approximately 30 to 40 minutes. This information will in 
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part be used to determine opinions of HCPs in the involvement of a pharmacist in a 

PD IDT clinic. 

Ethical approval sought via University of Bradford ethics committee for HCP 

involvement only. Part C will be removed from the IRAS form following initial feedback 

from UoB ethics.  

Part D 

HCPs not involved in any PD IDT clinics but are likely to be involved in the future will 

have the opportunity to have single 1:1 interviews at the end of the study. Their semi-

structured interviews will last approximately 30 to 40 minutes. This information was 

also be used to determine opinions of HCPs in the involvement of a pharmacist in a 

PD IDT clinic. 

Ethical approval sought via University of Bradford ethics committee for HCP 

involvement only. Part D will be removed from the IRAS form following initial feedback 

from UoB ethics. 

Part E 

The number of clinical recommendations (interventions) made by each HCPs will be 

collected from the patients electronic medical records (Carenotes) at the end of the 

study. The data will be collected from the records from all patients who attended the 

pilot PD IDT clinics. Only the number of interventions will be analysed and all other 

patient data excluded. The analysis of the interventions will form the main part of the 

quantitative research. This information will be used to address the secondary 

outcome, which is to quantify the number interventions made by the pharmacist and 

the other HCPs in the IDT clinic. 

Ethical approval is sought via IRAS and University of Bradford ethics committee for 

accessing patient records at the end of the study. 

A6. Is there any potential for physical and/or psychological harm / distress to 
participants? 

Potential risks 

• Intrusion and inconvenience – patients attending the pilot PD IDT clinic will have 

to make an outpatient appointment that will last up to 40 minutes. This will be 

minimised by offering patients an alternative appointment time. There is no 

perceived intrusion or inconvenience for HCP participants. HCPs that agree to 

partake in the 1:1 interview have the choice of the time of day they will have their 

interview. 

 

• Travel cost burden – Patient may have to pay for travel or parking when attending 

the outpatient appointment. This will usually apply if the patients were receiving 

standard care. 
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Potential Benefits: 

• Evidence suggests patients attending an IDT clinic may experience an improved co-

ordinated seamless service which is centred on their choices and involves them in 

decision-making (Giladi et al. 2014). 

• Patients will receive a comprehensive care plan and may receive additional support 

from healthcare professionals (HCP). 

• No risk to confidentiality 

• No change of relationship with HCP 

 

 
A7. Does your research raise any issues of personal safety for you or other         

researchers involved in the project and, if yes, explain how these issues will be 
managed? [especially if  taking place outside working hours, off University premises 
or outside the UK] 
No perceived risks to researcher or healthcare professionals involved in IDT clinic, 

focus group or 1:1 interviews. IDT clinic, focus group and 1:1 interviews will take place 

on Worcestershire Health and Care NHS Trust (WHCT) premises.  

A8.1 Explain how the potential participants in the project will be: 
  
(i) Identified: 

 

Part A 

The patient participants will be identified from a sample of patients who are known to 

the Worcestershire Integrated Neurological Rehabilitation Service (WINRS) team. The 

Trusts electronic medical records (Carenotes) will be used to identify patients who are 

under the care of WINRS. The patients will be identified by a PD specialist nurse who 

is part of WINRS. The PD specialist nurse is employed by WHCT and the patient's 

existing clinical care team. Participants will be identified using inclusion/exclusion 

criteria (see protocol for full details). In summary the patients attending the clinic will 

have complex idiopathic PD (Hoehn and Yahr Scale (1967) score of 3 and 4), must be 

known to WINRS and must have capacity to consent to partake in the study.  

 

 
 

Part B 

Patients for the focus group will be identified by the PD specialist nurse following their 

attendance to the pilot PD IDT clinic. Participants will be identified using 

inclusion/exclusion criteria (see protocol for full details). In summary, the patients 

included will only be those who have attended the pilot PD IDT clinic and patients 

excluded will be those who have difficulty with speech. 

 

Part C 

HCPs will be identified from WINRS team that participated in the pilot PD IDT clinics. 

Participants will be identified using inclusion/exclusion criteria (see protocol for full 
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details). In summary, this will only include HCPs that were involved in the PD IDT 

clinics at WHCT and all other HCPs will be excluded. 

 
Part D 
Healthcare professional participants will be identified from the Parkinson’s Excellence 

Network (Network of healthcare professionals with an interest in Parkinson's) by the 

chief investigator. This will ensure that HCPs that were likely to be involved in PD IDT 

clinics will be included. Participants will be identified using inclusion/exclusion criteria 

(see protocol for full details). In summary, the participants will be broadly from 5 

different groups of HCPs but it is essential to include pharmacists and PD specialist 

nurses. 

Part E 
Patient records from Part A will be used. 
 
(ii) Approached:  

Part A 

Initial approach to potential patient participants will be made via a phone call by the 

patient’s PD specialist nurse. Potential patient participants will receive an invitation 

letter and additional telephone call based on patient needs (as identified by the PD 

specialist nurse and previous patient records). 

Part B 

Participants for the focus group will be approached by the PD specialist nurse who is 

involved in their current care. Potential participants will receive an invitation letter and 

a telephone call based on patient needs (as identified by the PD specialist nurse). 

Part C 

Healthcare professional participants involved in the PD IDT clinic will be approached 

by email by the chief investigator.  

Part D 
Healthcare professional participants in the Parkinson’s Excellence Network will be 

approached by email by the chief investigator. 

Part E 
Patient records from Part A will be used 

 
(iii) Recruited:  
Part A 

Patients will be recruited by the PD specialist nurse and consent obtained (see A9.1 

for more details). 

Part B 

Patients who attended the pilot PD IDT clinics will be recruited by PD specialist nurse. 

Recruited patients will receive an additional participant information sheet detailing the 

purpose of the research focus group. 

Part C 

Healthcare professionals will be recruited from the pilot PD IDT clinic and treated as 

vulnerable participants (see A9.1 for more details). 
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Part D 

Healthcare professionals will be recruited via specialist UK Parkinson’s Excellence 

Network  

Part E 
Patient records from Part A will be used 

 

A8.2 Please give rationale for sample size (as appropriate): 
Total UK sample size: up to 37 (up to 24 patients and up to 13 healthcare 

professionals). 

Part A 

The maximum number of patients attending the pilot IDT clinic is up to 24. This is due 

to the restricted number of clinics that can be run each month. The HCPs involved in 

the IDT clinic can only commit to one clinic per month for a maximum of 4 hours. In 

order to complete the study within the allocated time for DPharm data can only be 

collected for 6 months. 

Part B 

The patient focus group will include 8 to 10 participants which is the usual size for a 

single focus group lasting 60 to 90 minutes.  A focus group larger than 10 people may 

be difficult to control and limit the opportunity for people to share insights and 

observations (Krueger 2014). A group smaller than 6 will not be considered as the 

range of insights and observations may be limited due to the number of people 

attending (Krueger 2014).  The intention of the focus group is to provide in-depth 

insights from both the patients and carers.  

Part C and Part D 

The 1:1 interviews with healthcare professionals were calculated formally and will 

include up to 13 participants that is expected to provide broad views and opinions. 

This includes up to 3 HCPs that took part in the pilot PD IDT clinics and up to 10 

HCPs that may be involved in PD IDT clinics in the future (from the Parkinson’s 

Excellence Network). 

Part E 
 
Patient records from Part A will be used 
 

A9. Will informed consent be obtained from the participants?     Yes  X No  
If informed consent or consent is not to be obtained please explain why: 
 

A9.1.   If you are planning to obtain informed consent, please explain the proposed 
process: 

 
Part A, Part B and Part E 

Informed consent will be obtained from patient participants. The consent will be 

obtained by the PD specialist nurse who is involved in their current care. The patient 

will be provided with a participant information sheet and consent form detailing the 

purpose and what the research involves. The participant information sheet will also list 

the contact details of the chief investigator who will be able to provide further 

information on the study and exclusive reliance on the participant information sheet 
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will be avoided. The chief investigator will be able to explain the study clearly to the 

potential participants both verbally and in writing if needed.  

 

Part C and Part D 

Healthcare professionals (HCPs) employed by WHCT will be treated as vulnerable 

participants, as they may feel under an obligation to participate as the research study 

was conducted in the same Trust that employs them. Participation of HCPs employed 

by the Trust will be voluntary and are under no obligation to participate in the study. 

Written consent will be obtained from all HCPs to participate in Part C and Part D of 

the study by the chief investigator. 

 

A9.2 If you have obtained informed consent, what arrangements are in place to 
ensure participants receive on going relevant information about the study and 
the opportunity to withdraw consent if required? 

 Participants will be made aware of new information that emerges during the research, 

which may affect their participation. The PD specialist nurse will disseminate the 

information to patient participants by letter if such information emerges within two 

weeks. Healthcare participants will be informed by the chief investigator of new 

information that emerges during the research, which may affect their participation 

within two weeks. 

All participants will be able to withdraw consent at any time by email, telephone, in 

person or letter addressed to the chief investigator. 

A9.3  If you have obtained informed consent, how long will the participants have to 
decide whether to take part in the study? (If less than 24 hours, please justify) 
Participants will have up to 2 weeks, as consent forms will be sent via post and allows 

enough time to read understand the nature of the study. The time will also allow 

participants to contact the chief investigator if needed.  

 
A9.4 Will informed consent be obtained from participants from one of the following 

groups? 

• Children under 18 

• People with learning disabilities 

• People with a terminal illness 

• People with mental health problems 

• People with dementia 

• Asylum seekers 

• Those with a particularly dependent relationship with the researcher 

• Other potentially vulnerable groups (please specify)    
If yes, please state what special arrangements have been made to deal with the issues 
of obtaining consent from the participants above? 

Not applicable 
A10. What special arrangements have been made for participants for whom English 

is not a first language? (If there are no arrangements, please explain why) 
 

Patient's carers may attend pilot PD IDT clinics to support patient participants who 
may need additional support with reading written information. Patients that can't speak 
or understand English will be excluded from the study as there are no provisions in 
place for translators. 

 
A11. What steps have been taken to ensure participants have not been involved in 
 similar studies (in order to prevent over exposure) where this may be an issue? 
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Overexposure to a treatment is not applicable in this study and not an issue, there are 

no similar studies reported by WHCT Research Team. 

 

A12. Could this project potentially disadvantage any group of persons not included 
in the research? 

  
 Patients not recruited in the research study will continue with their standard care 

provided by Worcestershire Integrated Neurological Rehabilitation Service (WINRS) 

part of Worcestershire Health and Care NHS Trust (WHCT). 

 

A13.   What measures will be put in place to ensure confidentiality and/or anonymity of 
personal data, where appropriate? 
Patients electronic medical records held by Worcestershire Health and Care NHS 

Trust (WHCT) on Carenotes will be used to identify potential participants. This will be 

the only source of personal identifiable information. Carenotes will only be accessed 

by the member of the patient's existing clinical care team to identify potential 

participants without explicit consent. The patient's existing PD specialist nurse will 

identify suitable participants and make the initial approach to patients to participate in 

the research study. The Trusts guidance on General Data Protection Regulations 

(GDPR) will be followed at all times to ensure safeguards are in place so that data is 

processed securely, accurately and in accordance with Data Protection Act principles. 

Additionally NHS Code of Confidentiality will be followed to ensure confidentiality of 

personal data. Patient data and medical records will only be accessed on encrypted 

WHCT computers. Permission will be gained from study participants to access 

medical records from the GP or Summary Care Records. 

 

All physical data (tapes, hard drives, paper notes etc.) will be stored on WHCT 

premises, in a locked secure cupboard with restricted access available to chief 

investigator only. Electronic data will be stored on WHCT encrypted servers, only 

accessible by the researcher and clinicians via WHCT password protected desktop 

computers. The data for analysis will be stored on NVivo 12 for Windows. All data will 

be anonymised before analysis. 

 

A14. Will financial / in kind payments (other than reasonable expenses and 
compensation for time) be offered to participants? (Indicate how much and on 
what basis this has been decided) 

 Yes ☐ No ☒ 

A15.  Will the research involve the production of recorded media such as audio 
and/or video recordings? 

Yes ☒ No ☐ 

A15.1. This question is only applicable if you are planning to produce recorded media: 
How will you ensure that there is a clear agreement with participants as to how 
these recorded media may be stored, used and (if appropriate) destroyed? 
Participants will be informed on the consent form and participant information leaflet 
prior to interviews and focus groups. 

A16. Which institution has agreed to act as research sponsor for the project? (If you are 
conducting the research as either a student of the University of Bradford or as a 
researcher working on a University of Bradford research project, the University of 
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Bradford will normally act as research sponsor. If you are conducting the research as 
a student or employee of another university, that institution should normally sponsor 
the research.) 

 
University of Bradford 

 
A17.  Please confirm that the research sponsor has provision in place for indemnifying 

the researcher for negligent or non-negligent harm to participants?  
 
 (If you are conducting the research as either a student of the University of Bradford or 

as a researcher working on a University of Bradford research project, such indemnity 
is in place.  If you are conducting the research as a student or employee of another 
university, that institution should normally provide indemnity.)   

 
More information is available at: 
 
http://www.bradford.ac.uk/finance/finance-teams-contacts-and-
services/insurance/liability-insurance/   
Indemnity via University of Bradford 

  

http://www.bradford.ac.uk/finance/finance-teams-contacts-and-services/insurance/liability-insurance/
http://www.bradford.ac.uk/finance/finance-teams-contacts-and-services/insurance/liability-insurance/
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Part B – The Signed Declaration 

 
Title of Research Project: What is the Role of a Pharmacist in a 
Parkinson’s Interdisciplinary Team? 
I confirm my responsibility to deliver the research project in accordance with the University of 
Bradford’s policies and procedures, which include the University’s: 
 

▪ ‘Research Governance & Quality Assurance Code of Good Research Practice’   
and the 

▪ ‘Code of Practice for Ethics in Research’ (Ethics Policy)  

 
http://www.bradford.ac.uk/rkts/research-support/ethics/university-processes/  
 
and, where externally funded, with the terms and conditions of the research 
funder. 
 
In signing this research ethics application form I am also confirming that: 
 

▪ The completed form is accurate to the best of my knowledge and belief.  
▪ The project will comply with the University’s Research Ethics Policy. 
▪ I undertake to adhere to the content and process of the project as detailed in this 

(and attached) documents and to inform the Panel of any changes. 
▪ I am aware of my responsibility to be up to date and comply with the requirements 

of the law and relevant guidelines relating to security and confidentiality of personal 
data, including the need to register when necessary with the appropriate Data 
Protection Officer.   

▪ In the case of Human Tissue, blood and tissue samples, I have liaised with the 
University designated HTA Individual. The Human Tissue Act Designated Individual 
is currently Professor Diana Anderson d.anderson1@bradford.ac.uk   

▪ I understand that the project, including research records and data, may be subject 
to inspection for audit purposes, if required in future and that these records will be 
stored for a period of 10 years from the end of the project. 

▪ I understand that personal data about me as a researcher in this form will be held 
by those involved in the ethics review procedure (e.g. the Research Support Unit 
Ethics Administrator and/or Ethics Reviewers) and that this will be managed 
according to Data Protection Act principles. 

▪ If this is an application for a ‘generic’ project all the individual projects that fit under 
the generic project are compatible with this application. 

 
Name of the PI (or the name of the Principal Supervisor if this is a student 
research project): Julie D Morgan…………………………………………………… 
 
Signature of PI (or the Principal Supervisor): 

…  …………     Date:   …21/05/2019………………….. 
 

Please email the completed application form together with supporting documents and provide a signed, 

hard copy of ‘Part B’ to the Ethics Administrator (ethics@bradford.ac.uk ), RKTS, F.24, Richmond 

Building. 

 

http://www.bradford.ac.uk/rkts/research-support/ethics/university-processes/
mailto:d.anderson1@bradford.ac.uk
mailto:ethics@bradford.ac.uk
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Appendix 26: Further information required by IRAS by Ethical Review 

Committee, HRA and HCRW 

 Ethical Review - Further 
Information required 

Response from the applicant 

1 

a) Please can explain the 
difference between parts 
C&D?  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
b) Please can you confirm 
who is transcribing the patient 
interviews? 

a) Explanation 
Part C 

• Interviews with staff employed in by 
Worcestershire Health and Care NHS 
Trust involved in the new PD Clinics. 

• Have experience with Parkinson’s MDT 
clinics  

 
Part D   

• Interviews with NHS staff from other 
organisations who may be involved in 
similar PD clinics in the future. 

• May have experience in MDT clinics in 
other long-term conditions 

• May set up similar PD clinics in the future 
 
b) Explanation 

• The patient interviews will be transcribed 
by the Chief Investigator. 

  2 

a) The committee believe the 
initial contact should be made by 
letter rather than by a phone 
call. Is it correct that once the 
specialist nurse has selected 
patients and contacted them 
(hopefully by letter), their names 
will be passed over to the 
research team. Could this be 
clarified? 
 
b) Please confirm that patient 
participants already have 
experience of IDT without a 
pharmacist? 
 
 
 
 
c) How are patients for the 
patient focus group going to be 
selected if all 24 meet the 
eligibility criteria? 
 
 
 
  
 
 

a) Agree 

• Initial contact to be made letter. 

• The details of the selected patients will be 
passed over to the research team (Chief 
Investigator) 

 
 
 
 
 
b) Explanation 

• Patient participants do not have 
experience of an IDT without the 
pharmacist.  

• However patients are familiar with the 
other HCPs (specialist nurse, 
physiotherapist and occupation therapist) 
as they are their usual care providers. 

 
c) Explanation  

• If all patients meet the eligibility criteria 
then patient participants for the focus 
group will be selected at random up to a 
maximum of 10 participants.  

• All participants are given the opportunity 
to share their views in Part A via the 
Friends and Family Test Questionnaire. 

 
d) Agree 
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 Ethical Review - Further 
Information required 

Response from the applicant 

d) The committee believe it is 
not appropriate for the patients’ 
specialist nurse to attend the 
interview. 
 
e) The committee recommend 
that the focus groups only take 
place on Trust premises. 

• The patient focus group will be facilitated 
by the Trusts Research team. The 
patients’ specialist nurse will not be 
present in the focus group. 

e) Agree 

• The focus group will take place on Trust 
Premises. 

  3    

Please consider offering travel 
expenses as an extra visit is 
involved, and these are 
vulnerable patients. 

Explanation 

• Patient participation is voluntary and there 
is no funding available to offer travel 
expenses. 

• The patient participant consent forms for 
the focus group (Part B) have been 
amended to clarify that patient 
participation is voluntary. 

  4 

a) All Information Letters, PIS 
documents and consent forms 
should be comprehensively 
rewritten. Although the PIS 
document are commendably 
brief, additional information in 
included in the consent form 
which is not raised in the PIS, 
and it is the view of the 
committee that this should not 
occur. The PIS documentation 
needs to be longer to cover all of 
this information, plus, sections 
covering complaints. This would 
allow the consent form to be 
correspondingly briefer. 
 
 
 
b) All patients should receive the 
same PIS with clear details that 
they may be selected for a focus 
group. 
 
 
c) All participants should be told 
that both HCPs and patients are 
involved in the study. 
 
 d) Please can you detail in the 
PIS that once access to patient 
notes has been granted, there 
will be no identifiable link 
between the quantitative and 
qualitative data. 
 
 e) Please detail in the ICF that 
clinical notes will be reviewed by 

a) Agree  

• Used the PIS and consent form templates 
available on HRA website. 

• Added more details to the PIS.  

• Added section covering complaints on 
PIS. 

• Shortened the consent form. 
 
Revised version numbers and dates 

• Part A and Part B PIS (Version 1.2 – 
16/09/2019) 

• Part A and Part B Consent Form (Version 
1.1 – 16/09/2019) 

 

• Part C and Part D PIS (Version 1.1 – 
16/09/2019) 

• Part C and Part D Consent Form (Version 
1.1 – 16/09/2019) 

 
 
b) Agree 

• Changed the consent form so all patient 
participants receive the same consent 
form. 
 

 
c) Agree 

• added to the PIS 
 
 
 
d) Agree 

• added to the PIS 
 
 
e) Agree  

• Added to the PIS 



339 

 Ethical Review - Further 
Information required 

Response from the applicant 

the researcher. 

  5 
Please explain why a GP letter 
is required. 

Agree 

• Removed GP letter 

  6 

The Invitation Letters seems to 
be saying that the Pharmacist in 
the team is the researcher. 
Please, confirm this is not the 
case. 

Explanation 

• The pharmacist is the researcher (Chief 
Investigator) as this is part of his 
university studies for Doctor of Pharmacy.  

• The research team are aware of and 
acknowledge the issues relating to the 
pharmacist in the team also being the 
researcher. These issues will be taken 
into account when interpreting and 
reporting the findings. 

  7   

 
Please provide a re-written and 
complete design and 
methodology section in the IRAS 
form, incorporating the 
information detailed in the 
methodology section, adding 
further information to a13, 
a18/19 and other relevant 
sections. At present, there is not 
enough information present and 
it should cover all aspects of the 
research. The form will need to 
be re-authorised by the CI, 
sponsor representative, and any 
academic supervisor (if 
applicable), before it is 
resubmitted.  

 
Agree 

• added additional information to the IRAS 
form 

• re-signed and re-authorised by CI, 
sponsor representative, and any 
academic supervisor 
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HRA and HCRW assessment - Further information required 

In addition, please provide the following information in order to clarify points raised in 
the assessment of the application 

HRA and HCRW assessment - 

Further Information Required 
Response from the applicant  

There should also be a place for 
those obtaining informed consent 
to include their name, as well as 
signature and date of consent. 

Agree 

• added to the consent form (used the 
HRA consent form template) 

Filing arrangements (e.g. 1 copy 
for researcher, 1 copy for 
participant) should be added to the 
PIS. 

Agree 

• added to the consent form (used the 
HRA consent form template) 

The GP letter should be updated to 
detail that information may be 
requested from the participants 
GP, if deemed still required. 

Explanation 

• Removed GP letter  

Please ensure that information 
being collected for part C of the 
study is clearly described in the 
PIS documentation. 

 Agree  

• Added to Part C and D PIS 

Please confirm why consent forms 
will be kept indefinitely on hospital 
record systems. 

Agree 

• Changed on IRAS form 

• Consent forms will be kept by the 
research team for no more than 2 years. 

A40 in the IRAS form details that 
pharmaceutical companies may 
have access to personal data. Is 
this an error? Clarification will be 
greatly appreciated. 

 Agree 

• This is an error – removed the sentence 
“No individuals from outside care teams, 
other NHS Trusts, pharmaceutical 
companies etc. will be permitted 
access.” 

Concerning the REC query in the 
above table, please confirm 
whether interviews/focus groups 
will be transcribed by the research 
team, or whether an external 
company will be used. If the latter, 
please confirm that a confidentiality 
statement will be in place. 

Explanation 

• The interviews and focus groups will be 
transcribed by the Chief Investigator. 

The PIS should be clear that 
consent forms will be kept 
indefinitely. 

Explanation 

• Consent forms will be kept by the 
research team for no more than 2 years. 

The privacy statement (paragraph 
starting 'University of Bradford is 
the sponsor...') included in the 
consent forms should appear in the 
PIS documents. Please review the 
wording on our website for more 
information.  

Agree 

• Removed privacy statement from 
consent forms and added to the PIS. 

• Updated privacy statement wording. 
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The PIS documents lack 
information and depth. As 
previously mention, GDPR wording 
should be included here. There 
should also be clear information 
regarding the interviews/focus 
groups i.e. the length of time they 
will last, how recordings will be 
used etc. It may be worth reviewing 
the template PIS document 
available on our website for 
guidance. 

Agree 

• Added wording regarding GDPR to the 
PIS 
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Appendix 27: Further information required by IRAS by Ethical Review 

Committee 

Item Ethical Review - Further 
Information required 

Response from the applicant 

1 Parts A and B: 

a) Page 1: Fourth para, third 
line: Could be changed as 
follows: -‘patients and 
healthcare professionals 
and will be fully anonymised 
to….’ 
 

b) Page 2: It states that they 
will be given an opportunity 
to take part in a focus group. 
Firstly, this may not be the 
case if they are chosen at 
random and, secondly, it 
isn’t really an ‘opportunity’ 
for the patient, it is an 
‘opportunity’ for the 
researcher. The 
members  suggest changing 
this to, ‘you may be selected 
to take part in a focus group 
to help us explore some of 
the issues’ or something 
similar to the wording in the 
following para.  
 

c) Page 2: Final para, final line. 
The central point about 
separating the qualitative 
from the quantitative is to 
protect anonymity. Hence, it 
will be essential that the 
specialist nurse who selects 
the patients will not know 
who is in the focus group. 
This is stated in the final line 
but participants may not 
know the difference 
between qualitative and 
quantitative research, so it 
should be explained very 
clearly. The members 
suggest something like: 
‘Once permission has been 
granted to access your 
notes, the data will be 

 Parts A and B 
a) Agreed – changed to “Information 

will be collected from both 
patients and healthcare 
professionals and will be fully 
anonymised to maintain privacy. 
 
 

b) Agreed – changed to “You may 
be selected to take part in a focus 
group to help us explore some of 
the issues on a separate day if 
you wish to attend. 
 
 
 

 
 

 
 

 
 

c) Agreed – changed to “Once 
permission has been granted to 
access your notes, the data will 
be anonymised, and your name 
will not be linked to the analysis 
or to the final report. Your clinical 
care team will not be aware of 
whether or not you will be taking 
part in the focus group. All data 
from the focus group will be fully 
anonymised.” 
 

 
 
 
 
 
 
 
 
 
 
 

 
d) Agreed – added information 
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anonymised, and your name 
will not be linked to the 
analysis or to the final 
report. Your clinical care 
team will not be aware of 
whether or not you will be 
taking part in the focus 
group. All data from the 
focus group will be fully 
anonymised.’ 

 
 

d) The 'Complaints' section 
in each of the PIS’s 
should not just be 
referring to data issues 
but to the conduct of the 
study itself - and so 
should mention NHS 
procedures/PALS as 
well. 
 

 
 
 
 
 
 
 
 
 
 
 
 

e) It should specifically 
state in the PIS’s that, 
unfortunately, you are 
not able to offer travel 
expenses. 

“You can also contact the 
Trust’s Patient Relations 
Team using the  details below: 
 
Telephone: 01905 681517 
Email: 
WHCNHS.PALS@nhs.net  
Address: Worcestershire 
Health and Care NHS Trust, 2 
Kings Court, Charles Hastings 
Way, Worcester, WR5 1JR 
 
The Patient Relations Team 
will contact you within two 
working days of receiving your 
contact and are available 
Monday to Friday, 8:30am to 
4:30pm, with the exclusion of 
bank holidays. 
 

e) Agreed – added information 
“Unfortunately, we are not 
able to offer you travel 
expenses for taking part in the 
research study.” 

Additional actions:  

• Part C and D PIS changed 
wording to “Information will be 
collected from both patients 
and healthcare professionals 
and will be fully anonymised 
to maintain privacy” and re-
stated “All data from the 
interview will be fully 
anonymised.” 

• Updated version number and 
date on both PILs and 
Consent Forms 

2 a) Please add a bullet 
point: 

• To give permission to be 
audio-recorded 

• To ask permission to 
directly quote from the 
interviews (if the 
intention is to do so) 

• To re-emphasise the 
anonymity of their data 
and their interviews. 
 

a) Agreed  

• Part A and B Consent Form 
added a bullet point “If I choose 
to take part in the patient focus 
group, I give permission to be 
audio recorded and to be directly 
quoted from the interview.  All 
data from the focus group will be 
fully anonymised.” 

• Part C and D Consent Form 
added “I give permission to be 
audio recorded and to be directly 
quoted from the interview.  All 
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data from the interview will be 
fully anonymised” 

3 a) Topic Guides for the 
interviews and focus 
groups be filed with the 
application, alongside an 
updated PIS/Consent 
Form for the patients and 
the PIS/Consent Form 
for the health 
professionals 

a) Agreed – added to IRAS 
resubmission 

Revised version numbers and dates 
PIS 

• Part A and Part B PIS 
(Version 1.3 –26/11/2019) 

• Part C and Part D PIS  
(Version 1.2 –26/11/2019) 

Consent Forms 

• Part A and Part B Consent Form  
(Version 1.2 – 26/11/2019) 

• Part C and Part D Consent Form 
(Version 1.2 – 26/11/2019) 

Topic Guides 

• Part B: Patient Focus Group  
(Version 1.1 – 27/11/2019) 
 

• Part C: HCPs involved in the 
PD clinic (Version 1.2 – 
27/11/2019) 
 

• Part D: HCPs who may be 
involved in the PD clinics in 
the future  
(Version 1.2 – 27/11/2019) 
 

Note: Topic guides were attached 
with original IRAS application. 
Updated topic guides, version 
numbers and dates included for 
resubmission as requested. 
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Appendix 28: DPharm evidence mapping to ACLF for pharmacists 

No 1. Expert Professional Practice Practice Unit modules (1, 2 & 3) and DPharm Stage 2 
Improving standards of pharmaceutical care for patients. 

Competency Competency Level Descriptors 

 Foundation Excellence   Mastery  

1 Expert Skills and 
Knowledge 

Demonstrates general 
pharmaceutical knowledge in core 
areas 
Can plan, manage, monitor, advise 
and review general pharmaceutical 
care programmes for patients in 
core areas 

Demonstrates specialist 
pharmaceutical knowledge in a 
defined area(s) 
Can plan, manage, monitor, 
advise and review specialist 
pharmaceutical care programmes 
for patients in defined area(s) 

Advances the knowledge base in the defined area  
Advances specialist pharmaceutical care 
programmes for patients in the defined area(s) 

Evidence PU3 – 3A5 PU2: 2A1, 2A2, 
2A3,2A4,2A5,2A6,2A7,2A8, 
2A9, 2A10 
PU2 – 2C2 
PU3 – 3A1, 3A2, 3A3, 3A4,  

PU3 – 3B 
DPharm Stage 2 – as pharmacist worked with 
a PD specialist team supporting patients with 
complex symptoms. Dealt with complex 
medicines queries from the PD IDT clinic. 
Outside the clinics liaised with PD teams to 
answer medicines queries. 

2 Patient Care 
Responsibilities 

Is accountable for the delivery of a 
pharmacy service to patients to 
whom they themselves directly 
provide pharmaceutical care 

Is accountable for the delivery of 
a pharmacy service to a defined 
group of patients 
 

Is accountable for the direct delivery of the 
pharmacy service for the defined area(s) 
 

Evidence  PU2: 2A1, 2A2, 
2A3,2A4,2A5,2A6,2A7,2A8, 
2A9, 2A10 
PU2 – 2C2, 2B1 
PU3 – 3A1, 3A2, 3A3, 3A4, 

DPharm Stage 2 – worked with a PD IDT to 
provide patient care for PwPD in clinic and in 
the newly diagnosed PD patient group. 
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3 Reasoning and 
Judgement 
Including: 

• Analytical skills 

• Judgemental 
skills 

• Interpretational 
skills 

• Option appraisal 

Demonstrates ability to use skills in 
a range of routine situations 
requiring analysis or comparison of 
a range of options 
Recognises priorities when 
problem-solving and identifies 
deviations from the normal pattern 

Demonstrates ability to use skills 
to make decisions in complex 
situations where there are several 
factors that require analysis, 
interpretation and comparison 
Demonstrates an ability to see 
situations holistically 
 

Demonstrates ability to use skills to manage 
difficult and dynamic situations 
Demonstrates ability to make decisions in the 
absence of evidence or data or when there is 
conflicting evidence or data 
 

Evidence  PU2: 2A1, 2A2, 
2A3,2A4,2A5,2A6,2A7,2A8, 
2A9, 2A10 
PU2 – 2C2 
PU3 – 3A1, 3A2, 3A3, 3A4, 

DPharm Stage 2 – in the PD IDT clinics used 
clinical judgement skills to support patient 
care. When writing thesis used analytical and 
interpretational skills in literature review. 
Attended a NatCen course 20/11/2018 on 
analysing qualitative data using Framework 
Analysis. 

4 Professional 
Autonomy 
 

Is able to follow legal, ethical, 
professional and organisational 
policies/procedures and codes of 
conduct 

Is able to take action based on 
own interpretation of broad 
professional policies/procedures 
where necessary 

Is able to interpret overall health service policy and 
strategy, in order to establish goals and standards 
for others within the defined area(s) 

 Evidence  PU2: 2A1, 2A2, 
2A3,2A4,2A5,2A6,2A7,2A8, 
2A9, 2A10 
PU2 – 2C2 
PU3 – 3A1, 3A2, 3A3, 3A4, 

DPharm Stage 2 – interpreted local and 
national policies related to PD for DPharm 
thesis. Used the information to establish long-
term goals Trust can work towards in PD. 
Worked autonomously to plan the PD IDT 
clinics. 
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No 2. Building Working Relationships Practice Unit & Leadership + Management     
            modules and DPharm Stage 2 

Is able to communicate, establish and maintain working relationships and gain the co-operation of others 

Competency Competency Level Descriptors 

Foundation Excellence   Mastery  

1 Communication 
Including ability to: 

• Persuade 

• Motivate 

• Negotiate 

• Empathise 

• Provide 

• Reassurance 

• Listen 

• Influence and 
networking Skills 

• Presentation 
Skills 

Demonstrates use of 
appropriate 
communication to gain 
the co-operation of 
individual patients, 
colleagues and clinicians 
Demonstrates ability to 
communicate where the 
content of the discussion 
is explicitly defined. 

Demonstrates use of 
appropriately selected 
communication skills to 
gain co-operation of 
small groups of patients, 
colleagues, senior 
clinicians and managers 
within the organisation 
Demonstrates ability to 
communicate where the 
content of the discussion 
is based on opinion. 

Demonstrates ability to present complex, sensitive or contentious 
information to large groups of patients, clinicians and senior 
managers 
Demonstrates ability to communicate in a hostile, antagonistic or 
highly emotive atmosphere. 

Evidence PU2 – 2B3 PU2: 
2A1, 2A2, 
2A3,2A4,2A5,2A6,2A7,
2A8, 2A9, 2A10 
 
PU2 – 2C1, 2C2, 2D1, 

PU3 – 3B2 
DPharm Stage 2 
Presented at following workshops and events to share interim 
findings from my DPharm research. 

- Poster presentation at Leaders in Healthcare 
(Birmingham) on 4th and 6th November 2019 on 
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2B1 
 
PU3 – 3A1, 3A2, 3A3, 
3A4, 
 

Leading Innovation and Improvement in  
- Abstract published in the BMJ Leader “What is the role 

of a pharmacist in a Parkinson’s multidisciplinary 
team?” November 3rd 2019 “What is the role of a 
pharmacist in a Parkinson’s multidisciplinary team?” 

- Presented at MORG May 2019 and February 2020 
- Faculty of Life Sciences Research Open Day on 13th 

June 2019 
- FoLS PGR Symposium on 3rd September 2019 

Attended PD conferences to network with leading clinicians in 
PD including pharmacists, consultants and nurses including 
the following: 

- Attended “Eighth Annual Parkinson’s Disease Forum 
features” networked with pharmacists to learn the role 
of a Neurology Specialist Pharmacist on 21st March 
2019. 

- Attended The UK Parkinson's Excellence Network 
Conference listened to a debate on “What is the most 
effective use of multi-disciplinary resources?” 
networked with Parkinson’s UK lead researchers and 
HCPs from different disciplines on 17th May 2019. 

- Attended Parkinson’s Disease Specialist Pharmacist 
Network (PDSPN) on 10th October 2019 network with 
different Pharmacists. 

- Attended Pharmacy Research Event at Aston 
University to learn more about research. 

- Attended Early Career Researchers and aspiring Chief 
Investigators Event by NIHR Clinical Research Network 
West Midlands. 
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2 Teamwork and 
Consultation 

Demonstrates ability to 
work as a member of the 
pharmacy team. 
 
Recognises personal 
limitations and is able to 
refer to more appropriate 
colleague 

Demonstrates ability to 
work as an 
acknowledged member 
of a multidisciplinary 
team 
 
Accepts consultation for 
specialist advice from 
within the organisation 
 
 

Works across boundaries to build relationships and share 
information, plans and resources 
 
Sought as an opinion leader both within the organisation and in the 
external environment 

Evidence PU1:1C2 
PU2 – 2B3 
PU3 – 3B2 

PU2: 2A1, 2A2, 
2A3,2A4,2A5,2A6,2A7,
2A8, 2A9, 2A10 
 
PU2 – 2C1, 2B2, 2C2, 
2D1, 2B1, 2B1 
 
PU3 – 3A1, 3A2, 3A3, 
3A4, 

PU3 – 3B1, 3B3, 3C1, 3C2 
 
DPharm Stage 2  

- Worked with different HCPs to share the vision for the 
PD IDT clinic. Led on the implementation, planned and 
used resources available to set the clinics up.  

- Used HCPs and patient opinions to plan clinics. 
Worked closely with PD consultants external from my 
Trust to guide and support the PD IDT clinics goals and 
understand PD care. Ensured the consultants were on 
board with supporting the PD clinics as they were 
involved in patient care.  

- During my thesis writing and development stages 
worked closely with university supervisors. I sought 
their opinions and views on development of research 
then acted on their feedback. 

- Proactively sought opinions of other HCPs working with 
PwPD to support my own clinical development 
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No 3. Leadership   Leadership + Management module and DPharm Stage 2 
Inspires individuals and teams to achieve high standards of performance and personal development 
 

Competency Competency Level Descriptors 

Foundation Excellence   Mastery  

1  Strategic Context 
 

Demonstrates 
understanding of the 
needs of stakeholders 
and practice reflects both 
local and national health 
care policy 

Demonstrates ability to 
incorporate national 
healthcare policy to 
influence local strategy. 

Demonstrates active participation in creating national health care 
policies 

Evidence  PU2: 2A1, 2A2, 
2A3,2A4,2A5,2A6,2A7,
2A8, 2A9, 2A10 
PU2 – 2C1, 2C2, 2B2, 
2B1 
PU3 – 3B1 
 
DPharm Stage 2 – 
used local and national 
polices for service 
improvement in PD for 
WHCT. 
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2 Clinical Governance 
 

Demonstrates 
understanding of the 
pharmacy role in clinical 
governance. 
Implements this 
appropriately within the 
organisation 

Influences the clinical 
governance agenda for 
the team. 

Shapes and contributes to the clinical governance agenda at a 
higher level. 
 
 

Evidence  
 
 

PU2: 2A1, 2A2, 
2A3,2A4,2A5,2A6,2A7,
2A8, 2A9, 2A10 
PU2 – 2C2, 2B2, 2B1 
PU3 – 3B2 

PU3 – 3B1 
 
DPharm Stage 2 

- Ethical considerations for setting up the PD IDT 
clinics including using a controlled group, collecting 
QoLs data and minimising burden on attendees into 
PD IDT clinic as part of the trial design. 

3 Vision 
  
 

Demonstrates 
understanding of, and 
contributes to, the 
department and corporate 
vision. 

Creates vision of future 
and translates this into 
clear directions for staff 
and supervisors 

Convinces others to share the vision at a higher level. 

Evidence  
 

PU2 – 2D1, 2C1, 2C2, 
2B2, 2B1 
 
PU2 – 2C3 
 

DPharm Stage 2 
- Shared the vision on how a pharmacist can support 

PwPD with HCPs involved in the PD IDT clinic, with 
other HCPs interested in the service development 
within my Trust. 

- Shared vision of PD IDT clinics and how pharmacist 
can support PwPD at conference presentations. 

- In my thesis I set a standard of care for PwPD which 
HCPs could work to and continue to work to in the 
future using PD IDT clinics. 
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4 Innovation Demonstrates ability to 
improve quality within 
limitations of service. 
Requires limited 
supervision 

Recognises and 
implements innovation 
from the external 
environment.  Does not 
require supervision 

Takes the lead to ensure innovation produces demonstrable 
improvement in service delivery. 

Evidence  
 
 
 

PU2 – 2D1, 2C1, 2C3, 
2C2, 2B2, 2B1 
PU3 – 3B2 

PU3 – 3B1 
DPharm Stage 2 

- Used innovative way to care for PwPD using an IDT 
and including a pharmacist 

- Different and had not been done before. Led on the 
implementation of the PD IDT clinics and doing the 
research to measure the impact. 

5 Service Development Reviews last year’s 
progress and develops 
clear plans to achieve 
results within priorities set 
by others. 

Develops clear 
understanding of priorities 
and formulates practical 
short-term plans in line 
with department strategy. 

Relates goals and actions to strategic aims of organisation and 
profession. 

Evidence PU2 - 2E1 
 
 

PU2 – 2D1, 2C2, 2C1, 
2B2, 2B1 

PU3 – 3B1 
DPharm Stage 2 – used a clear strategic plan to evaluate 
the PD service. Then arranged the clinics, engaged with 
stakeholders involved in the care for PwPD to develop a 
plan to improve PD service. 

6 Motivational 
 

Demonstrates ability to 
motivate self to achieve 
goals 

Demonstrates ability to 
motivate individuals in the 
team. 

Demonstrates ability to motivate individuals at a higher level. 

Evidence PU2 – 2E1 
 

PU2 – 2D1, 2C2, 2C3, 
2B3, 2B1 
 

PU3 – 3B2 
DPharm Stage 2: Used leadership skills and motivational 
skills to involve HCPs in research including OT, physio and 
PDSN. Gained input and interest from SLT, psychologist, 
Parkinson’s UK, patients and other pharmacists. 



353 

No 4. Management  Leadership + Management module and DPharm Stage 2 
Organises and delivers service objectives in a timely fashion 

Competency Competency Level Descriptors 

Foundation Excellence   Mastery     

1 Implementing 
National Priorities 

Demonstrates 
understanding of the 
implications of national 
priorities for the team 

Shapes the response of the team to 
national priorities. 

Accountable for the direct delivery of 
national priorities at a higher level. 

Evidence  
 

DPharm Stage 2 – followed new 
guidance from NICE PD guidelines 
in terms of care in PD clinics. 
Worked with consultants to add 
glycopyrronium as recommended 
in PD NICE guidelines to the local 
prescribing formulary. Followed 
NICE PD guidelines and continued 
to support the Get it On Time 
campaign on inpatient wards. 

 

2 Resource 
Utilisation 

Demonstrates 
understanding of the 
process for effective 
resource utilisation 

Demonstrates ability to effectively 
manage resources. 

Demonstrates ability to reconfigure the use 
of available resources. 

Evidence  
 

 DPharm Stage 2 – used existing 
HCPs, rooms, staff time to implement 
changes to deliver the PD clinics. 

3 Standards of 
practice 

Demonstrates 
understanding of, and 
conforms to, relevant 
standards of practice 

Accountable for the setting and 
monitoring of standards of practice at 
team level 

Accountable for the setting and monitoring 
of standards at a higher level 
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Evidence  DPharm Stage 2 – set standard 
that we all agreed to work to in the 
PD IDT clinics. In my thesis made 
recommendations following 
research data collection and 
discussion. 
 

 
 

4 Managing Risk Demonstrates ability to 
identify and resolve risk 
management issues 
according to policy/protocol 
 

Is accountable for developing risk 
management policies/protocols for the 
team, including identifying and 
resolving new risk management 
issues 

Is accountable for developing risk 
management policies/procedures at a 
higher level, including identifying and 
resolving new risk management issues 

Evidence   DPharm Stage 2 – understood the 
risks involved in setting up PD IDT 
clinic and was able to reduce them for 
patients. Highlighted in the UoB and 
IRAS (ethics) applications then ethical 
consideration changed as needed 
based on feedback. 
 

5 Managing 
Performance 
 

Follows professional and 
organisational 
policies/procedures 
relating to performance 
management.   
Refers appropriately to 
colleagues for guidance. 

Is accountable for performance 
management for the team 

Is accountable for performance 
management at a higher level. 

Evidence PU2 – 1B1, 1B2, 1B3 
 
 

PU3 – 1B3  



355 

6 Project 
Management 

Demonstrates 
understanding of the 
principles of project 
management. 

Demonstrates ability to successfully 
manage a project at team level. 

Demonstrates ability to successfully 
manage a project at a higher level 

Evidence PU2 – 1B1, 1C3, 1D1 PU3 – 3B2, 3B3, 3C1 DPharm Stage 2 
- Met with IDT involved including 

Head of Stakeholder 
Engagement and Patient 
Involvement, Integrated 
Community Services Lead and 
Consultant Clinical 
Neuropsychologist 

- Met with CareNotes Lead 
(electronic records) to find how 
and where we record our clinic 
data and have a robust 
electronic record keeping 
procedure during PD IDT clinics. 

- Design, delivery, evaluation and 
completion of DPharm project 
here 

7 Managing Change Demonstrates 
understanding of the 
principles of change 
management 
 
 
 
 

Demonstrates ability to manage a 
process of change for the team 

Demonstrates ability to manage a process 
of change at a higher level. 
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Evidence   DPharm Stage 2 – managed the 
change from single HCP clinics to IDT 
clinics. Set up team meetings to ensure 
all the team had an agreed plan for the 
clinics including how they should be 
led and how we will deliver them. 
 

8 Strategic Planning 
 

Demonstrates ability to 
think 4-12 months ahead 
within a defined area. 
Plans the work programme 
to align with strategy. 
Demonstrates 
understanding of formal 
structures 

Demonstrates ability to think over a 
year ahead within a defined area. 
Demonstrates understanding of 
culture and climate and ability to plan 
with the whole of the organisation in 
mind. 

Thinks long-term and sector wide. Takes 
the long-term perspective. Demonstrates 
understanding of organisational politics 
changes in the external environment. 

Evidence   DPharm Stage 2- thesis is a long-term 
plan of how care can be improved for 
PwPD. Understand how services are 
commissioned and the evidence 
needed to change practice nationally.  

9 Working Across 
Boundaries 

Demonstrates ability to 
extend boundaries of 
service delivery within the 
team 

Demonstrates ability to extend the 
boundaries of the service across more 
than one team 

Demonstrates the value of extending 
boundaries across professions/in the 
external environment. 

Evidence  
 

 
 

DPharm Stage 2 – worked across 
professions, gained an understanding 
of their roles. Worked with Acute Trust 
consultants. Shadowed PD nurse 
clinics and Pharmacist clinics to gain 
an understanding of their roles.  
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No 5. Education, Training & Development Learning + Teaching & Practice Unit         
        modules and DPharm Stage 2 
 
Supports the education, training & development of others. Promotes a learning culture within the organisation. 

Competency Competency Level Descriptors 

Foundation Excellence   Mastery   

1 Role Model Understands and 
demonstrates the 
characteristics of a role 
model to members of 
the team 
 

Demonstrates the characteristics 
of an effective role model at a 
higher level 

Is able to develop effective role model behaviour in 
others 

Evidence PU2 – 2C2 PU2 – 2D1 PU3 – 3B2, 3B3, 3C1, 3C2, 3D1 
DPharm Stage 2 – within in my Trust I am the 
go-to pharmacist for PD related queries and 
plans to implement changes to complex care. 
Proactively involved in Trust service evaluation 
of all PD care and planned to present my 
research finding to the Trust Quality 
Improvement team. 
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2 Mentorship Demonstrates 
understanding of the 
mentorship process 

Demonstrates ability to 
effectively mentor others within 
the team 

Demonstrates ability to effectively mentor outside 
the team. 

Evidence PU2 – 2C2 
PU2 – 2B3 
 

PU2 – 2D1 
PU3 – 3B2 

PU3 – 3D1 
DPharm Stage 2 – mentoring HCPs after the 
PD IDT clinic.  

3 Conducting 
Education & 
Training 
 

Demonstrates ability to 
conduct teaching 
efficiently according to 
a lesson plan with 
supervision from a 
more experienced 
colleague 
 

Is able to assess the 
performance and learning needs 
of others. 
Demonstrates ability to plan a 
series of effective learning 
experiences for others. 

Demonstrates ability to design and manage a 
course of study, with appropriate use of teaching, 
assessment and study methods 

Evidence  PU2 – 2D1 
PU3 – 3B2 
DPharm Stage 2 – involved in 
teaching for patients newly 
diagnosed with PD. Teaching 
PwPD about their medicines. 
 

PU3 – 3D1 
 

4 Continuing 
Professional 
Development 
 

Demonstrates self-
development through 
routine Continuing 
Professional 
Development activity 
with facilitation 
 
 
 

Acts as a Continuing 
Professional Development 
facilitator 

Shapes and contributes to the Continuing 
Professional Development strategy at a local 
(outside of discipline) or external (within discipline) 
levels. 
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Evidence PU2 – 2C2 
 

PU2 – 2D1 
PU2 – 2C3 
PU3 – 3B2 

PU3 – 3C1, 3D1 
DPharm Stage 2 – supported HCPs in the PD 
IDT clinic with CPD. Linked in with Trust 
research team to arrange regular research 
sessions from PhD students and those 
interested in research from my Trust. I 
presented my research at two sessions. 
Arranged with other PhD students from 
Worcester and Aston University to present at 
our regular research meetings. 

5 Links Practice and 
Education 

Participates in the 
formal education of 
undergraduate and 
postgraduate students 

Participates in the education and 
training of formal specialist 
interest groups in the external 
environment 

Shapes, contributes to or is accountable for the 
creation or development of higher education 
qualification(s) 

Evidence  PU2 – 2D1, 2C3 
 

DPharm Stage 2 – presented research in 
poster presentation at MORG, Leaders in 
Healthcare, Faculty of Life Sciences Research 
Open Day and Trust researcher events. 

6 Educational Policy Demonstrates an 
understanding of 
current educational 
policies in health 
services 

Demonstrates ability to interpret 
national policy in order to design 
strategic approaches for local 
workforce education 

Shapes and contributes to national educational 
policy. 

Evidence  
 
 
 
 
 

PU2 – 2D1  
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No 6. Research & Evaluation   Quantitative & Qualitative Research modules, and   
            DPharm Stage 2 
Uses research to deliver effective practice. Identifies and undertakes research to inform practice. 

Competency Competency Level Descriptors 

Foundation Excellence  Mastery  

1 Critical Evaluation 
 

Demonstrates ability to 
critically evaluate 
medical and  literature 
 

Demonstrates 
application of critical 
evaluation skills in the 
context of specialist 
practice 

Is recognised as undertaking peer review activities within the 
speciality. 

Evidence Qualitative Research 
module – Research 
Proposal 

 DPharm Stage 2  
- Peer reviewed articles and journals as part of 

thesis and protocol. Attended NatCen course and 
accessed the Good Clinical Practice (GCP) 
eLearning to evaluate my own research proposal. 

- DPharm thesis 

2 Identifies Gaps in 
The Evidence 
Base 

Demonstrates ability to 
identify instances 
where there is a gap in 
the evidence base to 
support practice 
 

Demonstrates ability to 
formulate appropriate 
and rigorous research 
questions within the 
speciality 

Demonstrates ability to design a successful strategy to 
address research questions within the speciality. 

Evidence Qualitative Research 
module – Research 
Proposal 

 DPharm Stage 2 – identified gaps in literature relating to 
the PD IDT clinics and the roles of pharmacist in PD 
clinics. 
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3 Develops and 
Evaluates 
Research 
Protocols 

Demonstrates ability to 
describe the core 
features of research 
protocols 

Demonstrates ability to 
design a rigorous 
protocol to address 
previously formulated 
research questions 

Demonstrates active involvement in the critical review of 
research protocols. 

Evidence Qualitative Research 
module – Research 
Proposal 

DPharm Stage 2 – 
developed research 
protocol, critical 
reviewed literature. 
Used feedback from 
university 
supervisors, Trusts 
Research Leads and 
IRAS/University 
ethics to develop my 
research protocol. 
 

 

4 Creates Evidence 
 

Demonstrates ability to 
generate evidence 
suitable for 
presentation at local 
level 

Demonstrates ability to 
generate new evidence 
suitable for 
presentation at 
research symposium 

Demonstrates authorship of primary evidence and outcomes 
in peer reviewed media. 

Evidence  
 
 

  
Presented primary research findings including: 

- Poster presentation at Leaders in Healthcare 
(Birmingham) on 4th and 6th November 2019 on 
Leading Innovation and Improvement 

- Abstract published in the BMJ Leader “What is 
the role of a pharmacist in a Parkinson’s 
multidisciplinary team?” November 3rd 2019 “What 
is the role of a pharmacist in a Parkinson’s 
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multidisciplinary team?” 
- Presented at MORG May 2019 and February 

2020 
- Faculty of Life Sciences Research Open Day on 

13th June 2019 
- FoLS PGR Symposium on 3rd September 2019 

5 Research 
Evidence into 
Practice 

Demonstrates ability to 
apply research 
evidence into own 
practice 

Demonstrates ability to 
apply evidence-based 
practice within the team 
 

Is able to use research evidence to shape organisational 
policy/procedure. 

Evidence PU3 – 3A1, 3A2, 
3A3, 3A4, 3A5 

PU2 – 1B2, 1C1,1C2, 
1D1 
PU3 – 3B1 
 

DPharm Stage 2 – Researched evidence and collected 
data to write thesis. My Trust will continue to implement 
and use PD IDT clinics and commission them properly. 
 
 

6 Supervises Others 
Undertaking 
Research 

Demonstrates 
understanding of the 
principles of research 
governance 
 

Is able to contribute to 
research supervision in 
collaboration with 
research experts. 
 

Is a research project supervisor for postgraduate students 

Evidence DPharm Stage 2 – 
during the design and 
implementation of the 
research project, 
principles and 
standards of good 
practice were 
followed to ensure 
high that quality 
research was 
conducted. 
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7 Establishes 
Research 
Partnerships 

Demonstrates ability to 
work as a member of 
the research team 

Demonstrates ability to 
establish new 
multidisciplinary links to 
conduct research 
projects 
 

Demonstrates ability to show leadership within research 
teams concerning the conduct of specialist research 

Evidence  
 

DPharm Stage 2 – 
linked in with Trust 
Research teams and 
now more involved in 
research they are 
doing and sharing 
best practice 
between HCPs 
through Trust 
research events. 
Attend local 
NIHR/NHS research 
events. 

 

 


