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Residents living in residential aged care facilities (RACFs) continue to experience medication-related harm. Tere is ongoing
interest in expanding the role of pharmacists, including on-site pharmacists (OSPs), to help improve medication management in
RACFs.Te objectives of this mixed-methods study were to explore the extent and ways in which on-site pharmacists (OSPs) were
normalised within RACFs as part of a complex intervention seeking to improve medication management. Tis study consisted of
semistructured interviews informed by normalisation process theory (NPT) and a quantitative survey adapted from the nor-
malisation measure development questionnaire (NoMAD) instrument which is underpinned by NPT. Semistructured interviews
with prescribers, RACF managers, RACF nursing staf, OSPs, residents, and family members (n� 47) indicated that most
participants supported OSPs within RACFs that having OSPs in RACFs made sense and was perceived as benefcial and that
participants were invested in working with OSPs who often became part of routine practice, i.e., “normalised.” Prescribers, RACF
managers, and nursing staf (health care team members) completed the adapted survey, and their responses (n� 16) strongly
complemented the positive qualitative fndings. Overall, OSPs were positively appraised by health care team members as well as
residents and family members and were generally considered to be normalised within their respective RACFs.Tis study explored
the normalisation of OSPs within RACFs. From the perspective of residents, family members, health care team members, and
OSPs, OSPs could become part of routine practice within Australian RACFs. Te fndings of this study also highlighted the value
of using theory to guide the evaluation of a pharmacist intervention in RACFs and the utility of applying NPT in a new setting,
Australian RACFs. Importantly, the fndings of this study could help inform the future role of OSPs working and the rollout of
OSPs within Australian RACFs.

1. Introduction

Medication-related harm remains an ongoing problem for
residents living in residential aged care facilities (RACFs)
[1, 2]. It is well established that residents living in RACFs are
at high risk of medication-related harm arising from high
rates of inappropriate medication use [3] which can lead to

unplanned hospital admissions and higher health care costs
[1, 4]. Tis problem may be partially attributed to the
complex nature of medication management processes
within RACFs [5]. Broadly consistent with RACF practice
internationally, Australia’s Guiding Principles for Medica-
tion Management in Residential Aged Care Facilities de-
scribes how general practitioners (GPs) coordinate the
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health care of residents. Complexity exists as multiple health
care professionals (specialist in palliative care, geriatricians,
and other specialists), RACF staf (registered nurses), and
allied health professionals (pharmacists) are involved in the
prescribing, dispensing, administration, and supply of
medications to residents living in RACFs [6]. In addition, it
is widely accepted that healthcare system, facility, and/or
health professional level factors may also impact medication
management within RACFs, including but not limited to
information communicated at care transitions and irregular
resident medication reconciliation and review upon
returning to RACFs, e.g., from the hospital or at RACF
admission [6].

To address themultifactorial nature of RACFmedication
management processes, complex health interventions are
required. A “complex intervention” is characterised as an
intervention with numerous components which interact
with each other to contribute to intended outcomes [7]. To
ensure positive patient outcomes, it is essential that complex
health interventions be evaluated. Quality evaluation of
complex interventions can support the dissemination and
adoption of evidence-based interventions in the real
world [8].

Te Pharmacists in Residential Aged Care Facilities
(PiRACF) study was a cluster randomised controlled trial
which investigated whether OSPs directly employed part-
time by RACFs could improve medication management [9].
Te OSP intervention was complex given its focus on im-
proving medication management at both the resident and
RACF levels, requiring collaboration and communication
with multiple stakeholders, thereby also supporting
resident-centred care.

In a recent scoping review, we highlighted that the use of
theory to frame evaluations of pharmacist interventions in
RACFs is sparse [10]. Tis is despite some evidence that
public health interventions underpinned by theory are more
likely to demonstrate positive health outcomes [11]. Nested
within the PiRACF study, this mixed-methods study used
normalisation process theory (NPT) to explore whether and
how having OSPs in RACFs became part of routine practice,
i.e., “normalised” in Australian RACFs.

NPTwas considered suitable for this study a priori given
that it can provide an understanding of how new practices in
health and other settings can become normal practice at both
the individual and collective levels [12]. NPT has been
employed in implementation, feasibility, and process eval-
uation studies to evaluate complex interventions across
various settings [12–14]. NPT has also been previously
utilised in complex intervention studies undertaken in
RACFs [15–17]. NPTconsists of four constructs (coherence,
cognitive participation, collective action, and refexive
monitoring) [18] with further descriptions of each construct
described in Table 1. More recently, a 23-item normalisation
measure development questionnaire (NoMAD) instrument
was developed based upon the four NPT constructs, which
has demonstrated good construct validity and face
validity [19].

Tis topic is important because the OSP role is relatively
new and gaining an understanding of the workability and

integration of OSPs within RACFs could help inform the
anticipated rollout of OSPs within Australian RACFs from
2023 [20]. An underlying premise of NPT is that if a complex
intervention is fully workable and is integrated entirely into
routine practice, this will support the overall success of the
intervention [21]. Tus, if OSPs are considered as part of
routine practice, this would increase the likelihood of their
impact on improving medication management within
RACFs. To date, there is sparse literature available on the
workability and integration of OSPs within RACFs in Aus-
tralia and internationally. Tis study addresses this research
gap, and moreover, it has helped to identify future OSP re-
search studies as well as policy and practice implications
which could inform OSP rollout within Australian RACFs.

Te aims of this study were to understand the extent to
which OSPs became part of routine practice, i.e., “nor-
malised” and how OSPs were normalised (or not) within
these RACFs from the perspectives of residents, family
members, OSPs, and health care team members (specifcally
prescribers, managers, and nursing staf).

2. Methods

Tis study employed an embedded mixed-methods study
design. A qualitative-dominant approach was taken with
a smaller quantitative component to enhance this study’s
methodology [22, 23]. An important element of reducing
medication-related harm relates to collaboration among
GPs, RACF nursing staf, and pharmacists [24]. As such, the
perspectives of these health care professionals were sought in
this study. Consistent with other pharmacist interventions in
RACF studies, the manager perspective was also sought
[16, 25]. Resident and family member insights were sought,
as their end-user perspective is an important evaluation
component when assessing care provision [26].Te use of an
adapted survey based upon the NoMAD instrument was also
consistent with the approach taken by the Care Home In-
dependent Prescribing Pharmacist Study (CHIPPS) study
team whose process evaluation study protocol included the
use of the NoMAD instrument [27]. Given the objectives of
this mixed-methods qualitative dominant study, survey data
reliability and construct validity tests were neither planned
a priori nor undertaken for this study. However, for this
study, the adapted survey was piloted by a prescriber and
nurse who provided feedback to help establish face validity.

For this study, data were collected from semistructured
interviews and an adapted survey fromApril 2021 to January
2022. Tis timeframe meant that participant feedback was
sought from at least nine months after the OSP’s com-
mencement within their respective RACF. A prescriber and
nurse piloted the interview guide and adapted the survey to
establish face validity. A family member of a resident living
in an RACF also piloted the interview guide. For the pur-
poses of this study, specifc interview questions were
underpinned by NPT as well as seeking insights for the
PiRACF study evaluation. A range of stakeholder perspec-
tives were obtained using a purposive (stratifed) sample
approach [28]. Health care team members (prescribers,
RACF managers, and nursing staf), OSPs, residents, and
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family members were invited to participate in the semi-
structured interviews.

Health care team members were invited to complete the
adapted survey, informed by the NoMAD instrument to
obtain their individual and collective perspectives. It was
estimated that the total number of prescribers, RACF
managers, and nursing staf in the seven RACFs would be
approximately 127 given available RACF stafng data. Te
estimated survey response size required was 46 noting
previous mixed methods studies which have employed the
NoMAD instrument with a mean response rate of 36%
[29, 30].

2.1. Data Collection. For the health care team member in-
terviews and surveys, RACF managers facilitated e-mail
recruitment. E-mail reminders and individual invitations
were also sent to prescribers, RACF staf, and OSPs. Hard
copy surveys and a locked survey box were distributed to
RACFs to facilitate survey completion.

For the resident and family member interviews, OSPs
and/or RACF managers contacted those who had interacted
with the RACF OSPs. Only participants with the capacity to
consent were eligible to be interviewed. Residents and family
members were provided a $20 gift card for their
involvement.

Te lead author (MB) conducted audio-recorded in-
terviews. Tese interviews were transcribed, checked, and
deidentifed to ensure participant anonymity and
confdentiality [31].

2.2. Data Analysis and Reporting. Ritchie and Spencer’s
framework analysis approach was used to analyse the
qualitative data [32]. Tis approach consists of the following
steps: (1) familiarisation; (2) constructing a thematic
framework; (3) indexing; (4) charting; (5) mapping; and
interpretation [32].Tis approach was chosen in recognition

of the anticipated large volume of qualitative data associated
with this study [33]. Te qualitative data was deductively
coded and analysed based on the NPT constructs. Regular
ongoing discussions with coauthors informed the devel-
opment of an initial coding framework, along with the
analysis and interpretation of the data [34]. NVivo was
utilised to aid in data management and maintain a clear
audit trail [35].

All quantitative data (inclusive of hard copy survey
results entered by the study team) were downloaded from
Qualtrics and cleaned in Microsoft Excel. Consistent with
Lewis et al. mixed-methods study which employed the
NoMAD instrument, survey responses for this study were
described and summarised at the group level [30].

Te qualitative data in this study was reported according
to the Consolidated Criteria for Reporting Qualitative Re-
search Checklist [36]. Te mixed-methods data were in-
tegrated at the interpretation stage [37], with qualitative
fndings reported followed by quantitative and integrated
data fndings, consistent with the dominant qualitative
approach of this study. Tis mixed-methods study was also
reported according to Hadi et al.’s recommendations to
improve mixed-methods research reporting for pharmacy
practice researchers [38].

Te Human Research Ethics Committees at the Uni-
versity of Canberra (HREC-2007), ACT Health (2019/
ETH13453), and Calvary Public Hospital Bruce (30–2019)
approved this study. Written consent from participants was
obtained prior to interviews and survey commencement.

3. Results

Forty-seven interviews were undertaken with general
practitioners (n= 7), nurse practitioners (n= 2), RACF
managers (n= 7), RACF registered nurses (n= 9), RACF
enrolled nurses (n= 1), OSPs (n= 7 interviews with 6 OSPs
(one OSP worked across two RACFs)), residents (n= 10),

Table 1: Defnition of each NPT construct.

NPT construct Defnition

Coherence

Te frst NPT construct of coherence (making sense of the intervention) relates to
how participants make sense of the intervention at the individual and team level.
Making sense of the intervention includes having an understanding of how the new
practice compares to usual practice and the perceived value of the new practice [18]

Cognitive participation

Te second NPT construct of cognitive participation (investment in the
intervention) relates to the engagement of participants in operationalising the new
practice. Investment in the intervention includes key people driving the new
practice and perceiving the intervention as being a legitimate part of their new

practice, as well as being willing to adopt the new practice [18]

Collective action

Te third NPT construct of collective action (enacting the intervention) relates to
the work which participants undertake to operationalise a new practice. Enactment
of the intervention includes the ease of intervention integration into existing work,
the impact on working relationships, confdence of others participating, and

adequate management support of the new practice [18]

Refexive monitoring

Te fourth NPT construct of refexive monitoring (appraising the intervention)
relates to the work which participants undertake when assessing a new practice at
the individual and team level. Appraisal of the intervention includes awareness of
the new practice, perception of the new practice’s impact, potential to modify work

to incorporate the new practice, and support future improvements [18]
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and family members (n= 4) from seven RACFs participating
in the PiRACF study. Te interview length ranged from
14minutes to 163minutes. Te median duration of in-
terviews for health care teammembers, residents, and family
members was 38minutes. Te OSP interview median du-
ration was 148minutes. Semi-structured interview partici-
pant characteristics are described in Table 2.

Sixteen completed surveys (n= 16) were returned be-
tween April 2021 and January 2022 from 10 RACF nursing
staf, 3 RACF managers, and 3 prescribers, with a survey
response rate of 13%. A contributing factor to the low survey
response may have been the ACT COVID-19 lockdown
which commenced in August 2021 and resulted in an in-
creased workload for health care professionals, including
RACF staf [39]. Te adapted survey fndings are displayed
in Table 3. Te qualitative, quantitative, and integrated
fndings for this study have been reported according to the
NPT constructs.

3.1. Coherence. Overall, most participants interviewed
considered that having the OSP at their respective RACF was
diferent from usual practice and was benefcial, particularly
with regards to the provision of more timely medication-
related information for residents and family members.

Te qualitative fndings suggested that most participants
across the seven RACFs agreed that OSPs working within
their respective RACFs difered from usual practice. Some
residents and family members across the RACFs considered
that the OSP was more available compared to RACF staf
and visiting GPs (usual practice). As described by one
resident, who valued knowing what medications they were
being prescribed, their GP “combined one particular tablet
with another particular tablet. [Te GP] didn’t tell me what
the name of it was. . . But [the OSP] found out [as I asked the
OSP, otherwise] I would’ve wait[ed] “til my next appointment
which is in June [three months later] with that particular
doctor. . . [to ask] “What have you done? What is it?”” [R3.1].
Tis quote illustrates that having the OSP at that RACF
resulted in the resident knowing what medications they were
taking in a more timely manner as compared to usual
practice.

In addition, one manager described a reduction in
management complaints at their RACF, namely, that “it’s
really gone from you know six or seven [complaints] in
a month to zero” [M6.1], which the RACF manager con-
sidered was a “a big refection” [M6.1] of having the OSP at
their RACF. Tis RACF manager indicated that by “having
OSP here on-site. . . we can give the [requested medication]
information straightaway to the family instead of them
stewing for a week while we’re trying to gather the in-
formation” [M6.1]. Tis was then contrasted with usual
practice wherein a registered nurse sometimes “spent hours
trying to fnd that [medication] information” [M6.1] and
instances where family members were not satisfed with the
medication information provided “because it’s not quite
what they’re after” [M6.1], resulting in “quite a lot of com-
plaints about medication, why they are put on this, “I’m not
getting the correct information,” that type of thing” [M6.1].

Another powerful example of how having OSPs in
RACFs difered from usual practice was during family
member admission into an RACF. One family member
described this as a time “full of misgivings. . . You always
think you’d done the wrong thing. You think of how others
are judging you” [FM3.1]. Tis family member considered
that this time was “such a crucial time for a pharmacist to
be here when someone, a loved one, has just been placed
into care and changes are being made to medication”
[FM3.1]. Usual practice, without the OSP, would have
meant that this family member would not have had access
to a pharmacist on-site to talk to about “the medication
side of things” [FM3.1].

Most health care team members at both the individual
and team level described the OSP’s role as benefcial.
According to one manager, it was benefcial that their OSP
was “able to take a long-term interest in residents and follow
up medication-related matters for them over many weeks and
months” [M5.1]. Tis continuity and its value were also
mentioned by two OSPs, culminating in some OSPs being
able to have a deeper understanding of the resident and
sometimes being able to “build a really good history and
a relationship with them” [OSP 1] through ongoing in-
teractions. Prescribers were also generally positive in their
appraisal of the OSP’s benefts. However, three prescribers
did not consider that the OSP was substantially benefcial
within the context of their respective RACFs. One of these
prescribers noted that the OSP may have been underutilised
by the RACF; a second acknowledged that the OSP could
have added value for less experienced prescribers; and the
other prescriber indicated their full support of OSPs in the
RACF but that they did not have a working relationship with
that particular OSP as they only communicated with each
other electronically on medication-related matters. In ad-
dition, relevant quotes which further support the NPT
construct fndings reported in this study are provided in
Table 4.

3.1.1. Quantitative Finding. Most health care team member
survey respondents positively reported on the adapted
survey questions which related to the NPT coherence
construct. In particular, all survey respondents (100%,
n� 16) considered that they saw the potential benefcial
impact of the OSPs at their RACF. Te quantitative fndings
indicated that having the OSP made sense to health care
team member survey respondents. Te qualitative fndings
tended to suggest that most participants perceived that
having the OSP in their respective RACF was benefcial. Te
positive quantitative fndings strongly complement these
fndings from the health care team member perspective.

3.2. Cognitive Participation. Overall, participants inter-
viewed were positively invested in having the OSP at their
respective RACF with managers often being key people
helping to drive normalisation of OSPs within RACFs.
Health care team members across the seven RACFs also
tended to perceive that working with OSPs was now part of
their usual role.
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OSPs interviewed indicated that their managers were
often key people to help drive having the OSP to become
a part of routine practice. One OSP indicated that “Te
general manager introduced me and said, “Tis is our on-site
pharmacist. We’re so happy and lucky to have her here. We
wanna make the most of having [the OSP] here, and please
involve [the OSP] in stuf,”” [OSP 1]. Tis OSP considered
that their manager was key to helping drive RACF staf to
realise and accept that the OSP was to be “integrated into
their systems” [OSP 1]. Te OSP themselves also often
needed to drive normalisation of their role by identifying
and volunteering their involvement in additional activities
and saying, “Look, I can actually help you with that.” [OSP6].

Across the seven RACFs, most health care team mem-
bers interviewed considered that working with the OSP was
a legitimate part of their role and were invested in working
with the OSP. However, they were more likely to work
collaboratively with the OSP after the OSP established
a trusted relationship with them. As described by one OSP,
establishing these relationships was “the foundation for
anything else” [OSP 6] they did within the RACF. Tis then
helped increase the likelihood of prescribers listening to
them and being “far more likely to act” [OSP 6] when
medication recommendations were made. Tis is mirrored
by a prescriber who indicated an openness to medication
recommendations made by the OSP, “Obviously if [OSP 1]
made recommendations, it would be very sensible for me to
listen to them and generally and act on them” [GP1.2]. In
addition, relevant quotes which further support the NPT
construct fndings reported in this study are provided in
Table 4.

3.2.1. Quantitative Findings. Health care team member
survey respondents positively reported on the adapted
survey questions which focussed on the NPT cognitive
participation construct. All survey respondents (100%,
n� 16) considered that they were open to working collab-
oratively with their OSP and would continue to support their
OSP. Tese quantitative fndings suggested that there were
high levels of investment amongst survey respondents. Te
qualitative fndings which indicated that there was good
investment in having OSPs in their respective RACFs are
reinforced by the positive health care team member survey
fndings.

3.3. Collective Action. Most health care team members
interviewed had varying perspectives on the OSP’s impact
on their respective workloads, but the majority considered
that it was easy for them to work with OSPs. Furthermore,
the qualitative fndings suggested that OSPs were more likely
to enhance as opposed to disrupt existing relationships.

Most managers and nursing staf considered that having
the OSP undertake medication management activities re-
duced their workload. As described by a nurse, the “work-
load for us will be crazy now that OSP 1 is leaving” [RN1.1].
Tere were, however, divergent views of the OSPs impact on
prescriber workload ranging from a noticeable reduction in
workload and “shorten[ing] our time spent on-site” [GP1.1]
through to contributing to a slight increase “because OSP 6
will be scrutinising a lot of the medication, a lot more than I
would” [GP 6.1]. Tese varying views were not unexpected
given the OSP’s focus on medication management,

Table 2: Semistructured interview participant details.

Participant groups Number of participants Age (years) range
and mean± SD Gender

Resident (R) 10
≤85 (5, 50%)
>85 (5, 50%)
83.5± 7.17

F (7, 70%)
M (3, 30%)

Family member (FM) 4
≤70 (2, 50%)
>70 (2, 50%)
89.5± 6.81

F (3, 75%)
M (1, 25%)

On-site pharmacist (OSP) 6
≤40 (4, 67%)
>40 (2, 33%)†

37.7± 5.99

F (5, 83%)
M (1, 17%)†

RACF manager (M) 7
≤50 (2, 25%)
>50 (6, 75%)‡

51.6± 9.11

F (6, 75%)
M (2, 25%)‡

Nursing staf (RN or EN) 10
≤40 (5, 50%)
>40 (5, 50%)
43.1± 17.61

F (10, 100%)

Prescriber (GP or NP) 9
≤40 (1, 12.5%)
>40 (7, 87.5%)§

51.6± 10.66

F (4, 50%)
M (4, 50%)§

†7 interviews were conducted with 6 OSPs; one OSP worked across two RACFs and was therefore interviewed twice. ‡Includes characteristics of RACF
manager who in lieu of an interview provided written feedback. §Does not include characteristics of GP who was interviewed but elected not to disclose their
characteristics.

Health & Social Care in the Community 5



Ta
bl

e
3:

Su
rv
ey

re
su
lts

di
sp
la
ye
d
us
in
g
fo
rm

at
ad
ap
te
d
fr
om

Le
w
is
et

al
.[
30
].

Su
rv
ey

qu
es
tio

ns
N

St
ro
ng

ly
di
sa
gr
ee

D
isa

gr
ee

N
ei
th
er

ag
re
e

no
r
di
sa
gr
ee

A
gr
ee

St
ro
ng

ly
ag
re
e

Co
he
re
nc
e

Ic
an

se
eh

ow
ha
vi
ng

th
eo

n-
sit
ep

ha
rm

ac
ist

at
th
is
fa
ci
lit
y
di
fe
rs
fr
om

no
th

av
in
g
an

on
-s
ite

ph
ar
m
ac
ist

16
0

0
0

1
15

M
y
co
lle
ag
ue
s
(e
.g
.,
RA

C
F
st
af

,v
isi
tin

g
ge
ne
ra
lp

ra
ct
iti
on

er
s)
an
d
Ih

av
e
a
sh
ar
ed

un
de
rs
ta
nd

in
g
of

th
e
on

-s
ite

ph
ar
m
ac
ist
’s
pu

rp
os
e
at

th
is
fa
ci
lit
y

16
0

0
0

3
13

I
un

de
rs
ta
nd

ho
w

th
e
on

-s
ite

ph
ar
m
ac
ist
’s
ro
le

af
ec
ts

m
y
w
or
k

16
0

0
0

2
14

I
ca
n
se
e
th
e
po

te
nt
ia
lb

en
ef
ci
al

im
pa
ct

of
ha
vi
ng

th
e
on

-s
ite

ph
ar
m
ac
ist

at
th
is

fa
ci
lit
y

16
0

0
0

0
16

Co
gn
iti
ve

Pa
rt
ic
ip
at
io
n

T
er
e
ar
e
ke
y
pe
op

le
w
ho

dr
iv
e
w
or
ki
ng

al
on

gs
id
e
th
e
on

-s
ite

ph
ar
m
ac
ist

at
th
is

fa
ci
lit
y
an
d
ge
t
ot
he
rs

in
vo
lv
ed

16
0

0
0

3
13

I
be
lie
ve

th
at

w
or
ki
ng

w
ith

th
e
on

-s
ite

ph
ar
m
ac
ist

is
a
le
gi
tim

at
e
pa
rt

of
m
y
ro
le

16
0

0
0

2
14

I
am

op
en

to
w
or
ki
ng

co
lla
bo

ra
tiv

el
y
w
ith

th
e
on

-s
ite

ph
ar
m
ac
ist

at
th
is
fa
ci
lit
y

16
0

0
0

0
16

I
w
ill

co
nt
in
ue

to
su
pp

or
tt
he

on
-s
ite

ph
ar
m
ac
ist

w
or
ki
ng

at
th
is
fa
ci
lit
y

16
0

0
0

0
16

Co
lle
ct
iv
e
A
ct
io
n

I
ca
n
ea
sil
y
in
te
gr
at
e
w
or
ki
ng

w
ith

th
e
on

-s
ite

ph
ar
m
ac
ist

in
to

m
y
w
or
k

16
0

0
0

1
15

T
e
on

-s
ite

ph
ar
m
ac
ist

di
sr
up

ts
ex
ist
in
g
re
la
tio

ns
hi
ps

(it
em

sc
or
e
re
ve
rs
ed
)

16
8

6
1

0
1

I
ha
ve

co
nf

de
nc
e
in

m
y
co
lle
ag
ue
s’
ab
ili
ty

to
w
or
k
w
ith

th
e
on

-s
ite

ph
ar
m
ac
ist

16
0

0
0

4
12

Fa
ci
lit
y
m
an
ag
em

en
ta

de
qu

at
el
y
su
pp

or
ts

th
e
on

-s
ite

ph
ar
m
ac
ist

16
0

0
0

1
15

Re
fe
xi
ve

M
on

ito
rin

g
I
am

aw
ar
e
of

re
po

rt
s
ab
ou

t
th
e
w
or
k
un

de
rt
ak
en

by
th
e
on

-s
ite

ph
ar
m
ac
ist

16
0

0
1

2
13

M
y
co
lle
ag
ue
s
an
d
I
be
lie
ve

th
at

ha
vi
ng

th
e
on

-s
ite

ph
ar
m
ac
ist

w
or
ki
ng

at
th
is

fa
ci
lit
y
is
w
or
th
w
hi
le

16
0

0
0

4
12

Re
sid

en
ts

be
lie
ve

th
at

ha
vi
ng

th
e
on

-s
ite

ph
ar
m
ac
ist

w
or
ki
ng

at
th
is
fa
ci
lit
y
is

w
or
th
w
hi
le

16
0

0
2

5
9

I
va
lu
e
th
e
on

-s
ite

ph
ar
m
ac
ist
’s
im

pa
ct

at
th
is
fa
ci
lit
y

16
0

0
0

0
16

Ic
an

m
od

ify
ho

w
Iw

or
k
w
ith

th
eo

n-
sit
ep

ha
rm

ac
ist

to
im

pr
ov
er
es
id
en
tc
ar
ew

hi
ch

re
la
te
s
to

m
ed
ic
at
io
ns

16
0

0
0

0
16

Fe
ed
ba
ck

ab
ou

tt
he

ac
tiv

iti
es

un
de
rt
ak
en

by
th
e
on

-s
ite

ph
ar
m
ac
ist

ca
n
be

us
ed

to
im

pr
ov
e
re
sid

en
t
m
ed
ic
at
io
n
ca
re

in
th
e
fu
tu
re

16
0

0
0

0
16

N
ot
e:
N

�
to
ta
ln

um
be
r
of

re
sp
on

se
s
to

ea
ch

su
rv
ey

qu
es
tio

n.

6 Health & Social Care in the Community



Ta
bl

e
4:

A
dd

iti
on

al
,r
el
ev
an
t
qu

ot
es

fr
om

se
m
ist
ru
ct
ur
ed

in
te
rv
ie
w

pa
rt
ic
ip
an
ts
.

N
PT

co
ns
tr
uc
t

A
dd

iti
on

al
,r
el
ev
an
tq

uo
te
s

w
hi
ch

fu
rt
he
r
su
pp

or
t

th
e
N
PT

co
ns
tr
uc
t

fn
di
ng

s
Co

he
re
nc
e

V
al
ue

ad
de
d
co
m
pa
re
d
to

us
ua
lp

ra
ct
ic
e

“W
he
n
If

rs
tc
am

ei
n
he
re
,t
he
y
pu

tm
eo

n
a
lo
to

fm
ed
ic
at
io
n
th
at

Id
id
n’
tn

ee
d.
A
nd

th
ey

le
ft
–
w
el
l,
w
he
n
Is
ay

Id
id
n’
tn

ee
d,

so
rt
of

th
in
gs

lik
e
fo
rc

on
st
ip
at
io
n
an

d
th
is,

th
at
,a
nd

th
eo

th
er
,b
ut

no
bo
dy

ev
er

ca
m
eb

ac
k
un

til
Is
aw

O
SP

6
an

d
[t
he
y]

ac
tu
al
ly

w
en
tt
hr
ou

gh
it
w
ith

m
e.
A
nd

a
lo
to

ft
ha

tm
ed
ic
at
io
n
w
as

ta
ke
n
of

,w
hi
ch

w
as

gr
ea
t’

[R
6.
1]

“S
o
in

th
at

sit
ua

tio
n
[d
ue

to
m
y
hu

sb
an

d’
si
ss
ue

sw
al
lo
w
in
g
m
ed
ic
in
es
],
Ih

av
e
fo
un

d
it’
s
be
en

go
od

to
ha

ve
O
SP

3
to

be
ab
le
to

bo
un

ce
th
in
gs

of
”
[F
3.
2]

“[
th
e
O
SP

1]
’s
on

e
of

th
os
e
pe
op
le
th
at

yo
u
ca
n
[a
sk

qu
es
tio

ns
of
]
w
ith

ou
tf
ee
lin

g
as

th
ou

gh
[O

SP
1]
’s
go
nn

a
th
in
k,
“O

h
go
sh
.”[
O
SP

1]
’s
no

to
ne

of
th
os
e,
an

d
It
hi
nk

th
at
’s

im
po
rt
an

tb
ec
au

se
it
m
ig
ht

ju
st
be

a
sil
ly
qu

es
tio

n
bu

tt
o
yo
u,

if
it’
sb

ug
gi
ng

yo
u,

yo
u

kn
ow

?”
[R
1.
3]

Re
du

ct
io
n
in

m
ed
ic
at
io
n
co
m
pl
ai
nt
s

“A
nd

,a
ga
in
,I

th
in
k
fa
m
ili
es

fe
el
m
or
e
co
m
fo
rt
ab
le
if
th
ey

kn
ow

th
at

if
th
ey
’v
e
go
t

a
co
nc
er
n
or

a
w
or
ry
,t
ha

tt
he
re

is
so
m
eo
ne

[t
he

O
SP

]
th
er
e
th
at

th
ey

ca
n
ha

ve
a
co
nv
er
sa
tio

n
w
ith

as
w
el
la

ro
un

d
m
ed
ic
at
io
ns
”
[N

P3
.1
]

O
SP

in
te
ra
ct
io
ns

w
ith

re
sid

en
ts

“B
ut

w
ith

O
SP

1,
[O

SP
1]

se
es

th
em

lik
e
al
m
os
te

ve
ry

w
ee
k,

[O
SP

1]
kn

ow
s
th
em

,s
o

[O
SP

1’
s]
re
co
m
m
en
da
tio

n
is
a
bi
tm

or
et
ho
ug
ht

ou
t.

..
T

at
on

ly
co
m
es
fro

m
so
m
eo
ne

w
ho

kn
ow

s
th
e
pa
tie
nt
”
[G

P1
.1
]

“O
SP

3
kn

ow
st
he

pa
tie
nt
sb

et
te
ra

sw
el
l.
So

[O
SP

3]
’s
on

-s
ite
,s
o
[O

SP
]’s

aw
ar
e
of
th
e

pa
tie
nt
’s
co
m
or
bi
d
co
nd

iti
on

an
d
al
so

th
ei
r
ba
ck
gr
ou

nd
as

w
el
l”
[G

P3
.1
]

Health & Social Care in the Community 7



Ta
bl

e
4:

C
on

tin
ue
d.

N
PT

co
ns
tr
uc
t

A
dd

iti
on

al
,r
el
ev
an
tq

uo
te
s

w
hi
ch

fu
rt
he
r
su
pp

or
t

th
e
N
PT

co
ns
tr
uc
t

fn
di
ng

s

Pr
es
cr
ib
er

pe
rc
ep
tio

n
of

be
ne
ft

(o
r
no

t)
of

O
SP

s

“[
O
SP

1]
’d
lo
ok

an
d
se
ew

el
lt
hi
sp

at
ie
nt

is
on

fru
se
m
id
ea

nd
po
ta
ss
iu
m
an

d
th
ei
rl
ev
el
s

ha
ve
n’
tb
ee
n
ch
ec
ke
d
fo
rm

on
th
s,
so

it’
sp

ro
ba
bl
y
se
ns
ib
le
to
do

so
m
et
hi
ng

an
d
[O

SP
1]

m
ad
e
su
gg
es
tio

ns
lik
e
th
at

al
lt
he

tim
e
w
hi
ch

is
se
ns
ib
le
en
ou

gh
”
[G

P1
.2
]

“[
O
SP

3]
’s
on

-s
ite

an
d
it’
sm

uc
h
ea
sie

r
ge
tti
ng

to
ge
th
er

to
se
e
th
e
pa
tie
nt

an
d
ta
lk
in
g

th
ro
ug
h
an

d
go
od

co
m
m
un

ic
at
io
n,

le
ss

m
isu

nd
er
st
an

di
ng
s
an

d
it’
s
m
or
e
ef
ec
tiv

e”
[G

P3
.1
]

“S
o
th
os
et
hi
ng
sw

he
re
th
er
e’s

so
m
eo
ne

th
er
ew

or
ki
ng

an
d
un

de
rs
ta
nd

in
gt
he

di
f
cu
lty

w
e’r
es
ee
in
gi
n
th
at

en
vi
ro
nm

en
t,
an

d
It
hi
nk

se
ei
ng

w
ha

tm
ig
ht

be
go
in
go

n,
be
ca
us
eI

kn
ow

O
SP

3
ha

s
pi
ck
ed

up
on

th
in
gs

[O
SP

3]
’s
ob
se
rv
ed

th
at

no
on

e’s
aw

ar
e
of
”

[N
P3

.1
]

“L
ik
et
he

th
in
gi
si
t[
th
eO

SP
at
th
eR

A
CF

]d
id
n’
tm

ak
em

uc
h
di
fe
re
nc
et
o
m
y
w
or
k.

..

If
el
tl
ik
e[
O
SP

2]
tr
ie
d
[t
he
ir]

be
st
.L

ik
eI
’m

no
ta

pa
rt
of
RA

CF
2
an

d
Ij
us
tt
hi
nk

th
e

ro
le
co
ul
d
be

[m
or
e]

de
ve
lo
pe
d
th
er
e
th
ou

gh
th
at
’s
al
l”
[G

P2
.1
]

“I
tw

as
pa
rt
ic
ul
ar
ly
va
lu
ab
le
in

th
e
te
am

an
d
m
ad
e
m
y
jo
b
ea
sie

r[
ha

vi
ng

th
e
O
SP

at
RA

CF
4]
,t
ho
ug
h
it
w
as
n’
t
ne
ce
ss
ar
ily

ed
uc
at
io
na

l[
fo
r
m
e]
”
[G

P4
.1
]

“S
o
th
e
in
te
ra
ct
io
n
ha

s
m
os
tly

be
en

–
w
el
l,
in

fa
ct
,I

th
in
k
al
lo

fi
t
ha

s
be
en

as
yn
ch
ro
no

us
th
ro
ug
h
so
m
e
fo
rm

of
el
ec
tr
on

ic
co
m
m
un

ic
at
io
n.

..
w
ith

ou
tt
he

di
al
og
ue
,w

ith
ou

tt
he

re
la
tio

ns
hi
p
in

it,
ye
ah

,i
tf
el
tb

ur
ea
uc
ra
tic

..
.
T

er
e
w
as
n’
tt
he

op
po
rt
un

ity
to

ha
ve

di
al
og
ic
co
nv
er
sa
tio

ns
ar
ou

nd
pa
tie
nt
s,
an

d
so

th
at

re
la
tio

na
l

as
pe
ct

w
as

m
iss
in
g.

..
N
ow

,t
ha

ts
am

e
m
od
e
of

co
m
m
un

ic
at
io
n
[e
le
ct
ro
ni
c

co
m
m
un

ic
at
io
n]
,h

ad
th
er
e
be
en

re
la
tio

na
lw

or
ki
ng
,s
ha

re
d
pu

rp
os
e,
tr
us
t,
w
ou

ld
ac
tu
al
ly

ha
ve

be
en

ve
ry

ef
ec
tiv

e”
[G

P5
.1
]

Co
gn
iti
ve

pa
rt
ic
ip
at
io
n

K
ey

pe
op

le
dr
iv
in
g
O
SP

to
be
co
m
e
pa
rt

of
ro
ut
in
e
pr
ac
tic
e

“
W
e’v

e
al
w
ay
s
tr
ie
d
to

m
ak
e
[O

SP
1]

fe
el
on

e
of

us
be
ca
us
e
[O

SP
1]

is
on

e
of

us
.

[O
SP

1]
’s
on

e
of

ou
r
st
af

at
th
e
m
om

en
t.
A
nd

so
,e
ve
ry
on

e’s
ju
st
tr
ea
te
d
[O

SP
1]

lik
e

[O
SP

1]
w
as

on
e
of

us
”
[M

1.
1]

“S
o
ba
sic
al
ly
,I
ha

d
to
in
je
ct
m
ys
el
fa
nd

sa
y,
“L
oo
k,
Ic
an

ta
ke

th
at
w
or
kl
oa
d
fro

m
yo
u.

Ic
an

do
th
at

fo
ry

ou
.I
ca
n
he
lp
w
ith

th
at
,”
an

d
re
al
ly
pu

sh
a
lit
tle

bi
ta

tt
he

be
gi
nn

in
g

to
sa
y,

“L
oo
k,

I
am

ac
tu
al
ly

he
re

to
he
lp

yo
u
an

d
m
ak
e
yo
ur

lif
e
ea
sie

r.”
”
[O

SP
1]

“I
’v
e
be
en

on
ou

tin
gs

w
ith

th
e
re
sid

en
ts
w
he
n
th
ey

w
er
e
sh
or
t-
st
af

to
he
lp

–
fo
r

ex
am

pl
e,
w
e
to
ok

fo
ur

re
sid

en
ts
to

th
e
RA

A
F.

..
So

Iw
en
ta

lo
ng

to
th
at
.I

al
so

he
lp
ed

w
he
n
I
dr
ov
e
th
e
bu

s
to

ge
t
th
re
e
re
sid

en
ts
to

th
e
do
ct
or
’s
su
rg
er
y
fo
r
th
ei
r

va
cc
in
at
io
ns

..
.
So

It
ry

an
d
do

w
ha

te
ve
ri
sn

ee
de
d
w
he
n
it’
sn

ee
de
d,
an

d
an

sw
er

an
y

qu
es
tio

ns
”
[O

SP
6]

8 Health & Social Care in the Community



Ta
bl

e
4:

C
on

tin
ue
d.

N
PT

co
ns
tr
uc
t

A
dd

iti
on

al
,r
el
ev
an
tq

uo
te
s

w
hi
ch

fu
rt
he
r
su
pp

or
t

th
e
N
PT

co
ns
tr
uc
t

fn
di
ng

s

Im
po

rt
an
ce

of
es
ta
bl
ish

in
g
re
la
tio

ns
hi
ps

“I
th
in
k
th
e
im

pl
em

en
ta
tio

n
of

it
[t
he

O
SP

in
te
rv
en
tio

n]
is
re
al
ly
im

po
rt
an

ta
nd

th
e

fo
cu
s
on

th
e
re
la
tio

na
ls
tu
f
is
re
al
ly

im
po
rt
an

t”
[G

P5
.1
]

“
It
hi
nk

it
go
es
w
ith

an
yn

ew
pe
rs
on

th
at
co
m
es
in
to
a
ne
w
po
sit
io
n,
th
ey

ha
ve

to
bu

ild
th
er
el
at
io
ns
hi
ps

an
d
es
ta
bl
ish

th
em

se
lv
es
a
lit
tle

bi
t.
Iw

as
ex
pe
ct
in
gt
ha

ta
nd

it
w
as
n’
t

an
y
ha

rd
er

or
m
or
e
di
f
cu
lt
th
an

I
ex
pe
ct
ed
”

[O
SP

1]
“F
irs
tc
ou

pl
e
of

m
on

th
s–

tr
yi
ng

to
bu

ild
up

a
re
la
tio

ns
hi
p
an

d
ra
pp
or
tw

ith
do
ct
or

or
di
fe
re
nt

st
af

lik
e
ca
re
r
or

ev
en

ki
tc
he
n
st
af

,j
us
t
ev
er
yo
ne
”
[O

SP
4]

Le
gi
tim

at
el
y
in
te
ra
ct
in
g
an
d
w
or
ki
ng

w
ith

O
SP

s

“I
’m

ac
tu
al
ly
su
rp
ris
ed

th
at

it
ha

sn
’t
ha

pp
en
ed

be
fo
re
.I

m
ea
n,
<l
au

gh
s>

w
e’r
en

ew
in

ag
ed

ca
re

fa
ci
lit
ie
sa

ny
w
ay
,b
ec
au

se
m
y
fa
th
er
’s
on

ly
be
en

th
er
e
fo
ra

re
la
tiv

el
y
sh
or
t

pe
rio

d
of

tim
e,
bu

t
I
gu
es
s
I’m

su
rp
ris
ed

th
at

th
er
e
w
as
n’
t
an

on
-s
ite

ph
ar
m
ac
ist

be
fo
re
.”
[F
M
5.
1]

“t
he
re
’s
ce
rt
ai
nl
y
qu

ite
a
fe
w
ex
am

pl
es

w
he
re

ju
st
ha

vi
ng

th
at

fo
llo
w
up

fro
m

O
SP

6
ha

sb
ee
n
ve
ry

he
lp
fu
l,
pa
rt
ic
ul
ar
ly
be
ca
us
e
as

a
G
P,

so
m
et
im

es
yo
u’
re

un
de
rt
he

tim
e

pr
es
su
re

an
d
th
en

I
w
as

no
t
ab
le
to

lia
ise

w
ith

al
lt
he

ot
he
r
pr
ac
tis
es

an
d
lo
ok

ev
er
yt
hi
ng

up
”
[G

P6
.1
]

“I
th
in
k
pe
op
le
in
ag
ed

ca
re
ar
eu

su
al
ly
on

qu
ite

a
lo
to
fm

ed
ic
at
io
n,
so
it
w
as

go
od

th
at

[O
SP

5]
co
nt
ac
te
d
us

an
d
sp
ok
et
o
m
ea

bo
ut

it
an

d
as
ke
d
w
ha

tI
’d
lik
et
o
do
”[
FM

5.
1]

“[
T

er
e
w
as

ta
lk
]
ab
ou

tt
ry
in
g
to

en
co
ur
ag
e
st
af

to
ge
t
th
ei
r
fu

sh
ot
s,
an

d
I
sa
id
,

“W
el
l,
Ic
an

ru
n
a
cli
ni
ch

er
eo

n-
sit
e.
Ic
an

do
it
al
l,”

an
d
th
ey

w
er
el
ik
e,
“W

el
lh
ow

do
yo
u
ge
tt
he

st
oc
k,
”
an

d
Is
ai
d,

“I
ca
n
or
de
ri
tf
or

yo
u.

Ic
an

do
al
lo
ft
ha

ta
nd

al
ly
ou

ha
ve

to
do

is
te
ll
th
es
ta
f
to
sh
ow

up
,”
so
th
at
w
en
tq
ui
te
w
el
l,
an

d
th
en

be
ca
us
ei
tw

en
t

qu
ite

w
el
l,
th
en

th
ey

ki
nd

a
vo
lu
nt
ee
re
d
m
e
to

do
th
e
re
sid

en
ts
[f
u
va
cc
in
at
io
ns
]”

[O
SP

6]

In
ve
st
ed

in
w
or
ki
ng

an
d
in
te
ra
ct
in
g
w
ith

O
SP

s

“B
ut

w
ith

[O
SP

3]
ha

vi
ng

ac
ce
ss

to
ou

r
do
ct
or

–
th
e
do
ct
or

pu
ts
so
m
et
hi
ng

on
th
e

do
cu
m
en
ta

nd
th
en

O
SP

3
w
ill

fo
llo
w

it
up

be
ca
us
e
[O

SP
3]

se
es

th
e
co
rr
ec
tio

ns
on

th
er
e.
So
,[
O
SP

3]
’s
ve
ry

ac
tiv

e
in

w
ha

t
[O

SP
3]
’s
do
in
g
in

th
er
e”

[R
3.
1]

“[
O
SP

1]
is
[w

or
ki
ng

w
ith

th
e
do
ct
or
s
an

d
nu

rs
es
].
[O

SP
1]
’s
w
ith

th
e
re
sid

en
t[
s]
.

So
m
et
im

es
Ih

av
e
to

go
up

th
er
e
th
re
e
tim

es
[s
o
th
at

Ic
an

sp
ea
k
w
ith

O
SP

1]
”
[R
1.
1]

“I
t’s

a
ve
ry

go
od

th
in
g
be
ca
us
e
–
I
m
ea
n,

w
e’v

e
go
tn

ur
se
s
in

he
re

al
lt
he

tim
e,
bu

t
[O

SP
6]
’s
–
w
el
l,
[O

SP
6]
’s
m
or
ei
n
tu
ne

w
ith

th
em

ed
ic
at
io
ns

an
d
so

on
,s
o
–
ye
ah

,i
ti
s

a
go
od

th
in
g.
Yo

u
ca
n
as
k
[O

SP
6]

an
yt
hi
ng

yo
u
lik
e
ab
ou

tt
he

m
ed
ic
in
e
th
at

yo
u’
re

on
..

.
It
m
ad
e
m
e
fe
el
ve
ry

sa
fe

w
he
n
[O

SP
6]

ca
m
e
in

an
d
sa
t
do
w
n
w
ith

[O
SP

6]
pa
pe
rw

or
k
an

d
as
ke
d
m
e
qu

es
tio

ns
,t
ha

t[
O
SP

6]
w
as

in
te
re
st
ed

in
m
e
en
ou

gh
to

do
th
at
”
[R
6.
1]

Health & Social Care in the Community 9



Ta
bl

e
4:

C
on

tin
ue
d.

N
PT

co
ns
tr
uc
t

A
dd

iti
on

al
,r
el
ev
an
tq

uo
te
s

w
hi
ch

fu
rt
he
r
su
pp

or
t

th
e
N
PT

co
ns
tr
uc
t

fn
di
ng

s
Co

lle
ct
iv
e
ac
tio

n

O
SP

im
pa
ct

on
st
af

w
or
kl
oa
d

“I
fw

ed
id
n’
th
av
et
he

ph
ar
m
ac
ist

on
-s
ite

al
lt
he

du
tie
st
ha

t[
O
SP

3]
do
es
w
ou

ld
be

pa
rt

of
re
gi
st
er
ed

nu
rs
es

on
-d
ut
y
jo
b
an

d
pr
ob
ab
ly

a
lit
tle

bi
to

fm
in
e
an

d
th
e
ca
re

co
or
di
na

to
r’s

as
w
el
l”
[M

3.
1]

“A
nd

it’
st
ak
en

qu
ite

a
lo
ad

of
th
en

ur
sin

gs
ta
f
be
ca
us
eO

SP
4
ha

st
ak
en

on
so
m
eo

ft
he

au
di
tin

g
w
hi
ch

ha
s
be
en

fa
nt
as
tic
,I

th
in
k,

be
ca
us
e
sh
e
kn

ow
s
ex
ac
tly

w
ha

ts
he
’s

lo
ok
in
g
fo
r”

[M
4.
1]

Pr
es
cr
ib
er

pe
rc
ep
tio

n
of

O
SP

im
pa
ct

on
th
ei
r
w
or
kl
oa
d

“I
fI

as
k
th
eR

N
,I

ne
ve
rr
ea
lly

go
t–

it
w
as

di
f
cu
lt
to
ge
ta

n
an

sw
er
of
w
he
th
er
th
ey
’v
e

be
en

gi
ve
n
th
is
m
ed
ic
at
io
n
or

no
t,
bu

tw
ith

th
ep

ha
rm

ac
ist
,I
ge
ta

ve
ry
qu

ic
k
re
sp
on

se
”

[N
P3

.1
]

“
It
w
ou

ld
ha

ve
ta
ke
n
lo
ng
er

[t
o
co
nd

uc
tm

ed
ic
at
io
n
ro
un

ds
],
Iw

ou
ld
ha

ve
m
ad
e
th
e

sa
m
e
de
ci
sio

ns
,b

ut
it’
s
ni
ce

to
ha

ve
[O

SP
4
go

on
th
e
ro
un

ds
]”

[G
P4

.1
]

“T
er
ew

as
m
ay
be

a
lit
tle

bi
tm

or
ew

or
kl
oa
d
be
ca
us
eO

SP
6
w
ill
be

sc
ru
tin

isi
ng

a
lo
to
f

th
em

ed
ic
at
io
n,
a
lo
tm

or
et
ha

n
Iw

ou
ld
,s
o
th
ec

ha
ng
es
th
at

ha
st
o
be

m
ad
e”

[G
P6

.1
]

“S
o
[O

SP
1]

go
es
th
ro
ug
h
fo
rt
he

m
ed
ic
at
io
n
an

d
br
in
gs
up

th
in
gs
th
at
w
ea

re
pr
ob
ab
ly

ov
er
lo
ok
in
g
an

d
w
e
us
ua

lly
lo
ok

at
th
os
e”

[G
P1

.2
]

“P
ro
ba
bl
y
a
sli
gh
ti
nc
re
as
e
in

th
e
w
or
kl
oa
d.

So
ju
st
go

ba
ck

to
w
ha

tI
’v
e
sa
id

ea
rli
er

ar
ou

nd
–
it
ju
st
fe
lt
lik
e
an

ot
he
r
m
es
sa
ge
”
[G

P5
.1
]

Ea
sy

to
in
te
gr
at
e
w
or
ki
ng

an
d
in
te
ra
ct
in
g
w
ith

O
SP

in
to

RA
C
F
ro
ut
in
e
pr
ac
tic
e

“I
th
en

sa
y
to

O
SP

3
w
he
n
Ig

o,
“T

is
is
w
ha

t’s
ha

pp
en
ed

to
da
y.
I’v
e
to
ld

th
em

th
ey

ha
ve

to
be

gi
vi
ng

it,
th
ey

ne
ed

a
lit
tle

bi
to

fs
up

po
rt
.”.

..
[O

SP
3]
’s
th
en

th
e
co
ns
ist
en
t

pe
rs
on

th
er
e
w
ho

ca
n
th
en

re
in
fo
rc
e
w
ha

t
w
e’r
e
sa
yi
ng
”
[N

P3
.1
]

“Y
es
,[
O
SP

1]
’s
ge
to
nt
o
it.

Se
eI

ha
ve

w
ith

th
is
as
th
m
at
ic
pu

fe
ri
n
th
em

or
ni
ng

an
d
th
e

ni
gh
tm

ys
el
f,
bu

tt
he

th
in
gi
sI
’v
eg

ot
to
m
ak
es
ur
eI

do
n’
tr
un

ou
t.
T

eg
irl
so

ve
rh

er
e,
if

yo
u
as
ke
d
th
em

to
do

so
m
et
hi
ng
,y
ou

kn
ow

yo
u’
ve

go
tt
o
as
k
th
em

tw
o
or

th
re
et
im

es
to

ge
ti
t.
Ir
ea
lis
e
th
ey
’re

bu
sy
,b
ut
,r
ea
lly
,I

th
in
k,
“H

er
e
w
e
go

ag
ai
n.

H
ow

lo
ng

w
ill

th
is

go
nn

a
ta
ke
?”

w
he
re
as

w
ith

O
SP

1,
[O

SP
1]

co
m
es

to
m
e
la
te
r
an

d
sa
id
,“
Lo

ok
,I

go
t

su
ch

an
d
su
ch
.”
So

th
at
’s
w
ha

tI
lik
e
ab
ou

tO
SP

1.
”
[R
1.
4]

“H
ap
py

to
ta
lk
to
[O

SP
1]

an
yt
im

e,
bu

t[
O
SP

1]
w
on

’t
be

he
re
an

ym
or
es
o
ha

ve
n’
tg
iv
en

it
m
uc
h
th
ou

gh
t
as

ha
ve
n’
t
co
m
e
to

re
ly

or
de
pe
nd

on
[O

SP
1
as

th
er
e’s
]
no

t
m
uc
h

re
as
on

fo
r
us

to
ge
t
to
ge
th
er
’[
R1

.5
]

“I
tw

as
go
od

to
ta
lk
to
[O

SP
3]

be
ca
us
e,
yo
u
kn

ow
,t
he

RN
s,
bu

sy
pe
op
le
ag
ai
n,
bu

tt
he
y

ar
ep

ar
to
ft
he

w
or
kf
or
ce
he
re
an

d
th
ey
’v
eg

ot
al
le
gi
an

ce
,o
fc
ou

rs
e,
to
th
eo

rg
an

isa
tio

n
th
ey

be
lo
ng

to
,a

nd
th
at
’s
to
ta
lly

un
de
rs
ta
nd

ab
le
.I
tw

as
ju
st
ni
ce

to
fe
el
th
at

Ic
ou

ld
ta
lk

to
so
m
eo
ne

ab
ou

tt
he
se

th
in
gs
,t
he

m
ed
ic
at
io
n
sid

e
of

th
in
gs
”
[F
M
3.
1]

O
SP

s
di
d
no

td
isr

up
te

xi
st
in
g
re
la
tio

ns
hi
ps

“E
ve
ry
on

e
is
lo
ok
in
g
at

m
e
lik
e,“

O
SP

3,
ca
n
yo
u
m
ak
e
fri
en
ds

w
ith

al
lt
he

do
ct
or
s

be
ca
us
e
w
e
ne
ed

al
lt
he

ch
ar
ts
sig

ne
d,
”
an

d
it’
s
a
bi
g
pr
oc
es
s
<l
au

gh
s>

an
d
th
at

ha
pp
en
s
ev
er
y
fo
ur

m
on

th
s
ac
tu
al
ly
”
[O

SP
3]

“[
O
SP

4]
w
ill

of
te
n
su
gg
es
ts
om

et
hi
ng

or
qu

es
tio

n
so
m
et
hi
ng

th
at

w
e
w
ou

ld
n’
th

av
e

ot
he
rw

ise
.T

e
G
Ps

ha
ve

sa
id

th
ey
’re

ve
ry

ha
pp
y
to

ha
ve

[O
SP

4]
on

th
e
ro
un

ds
”

[R
N
4.
1]

10 Health & Social Care in the Community



Ta
bl

e
4:

C
on

tin
ue
d.

N
PT

co
ns
tr
uc
t

A
dd

iti
on

al
,r
el
ev
an
tq

uo
te
s

w
hi
ch

fu
rt
he
r
su
pp

or
t

th
e
N
PT

co
ns
tr
uc
t

fn
di
ng

s
Re
fe
xi
ve

m
on

ito
rin

g

O
ng

oi
ng

sp
ec
if
c
m
ed
ic
at
io
n
m
an
ag
em

en
ts

up
po

rt

‘b
ut

O
SP

6
w
en
tt
hr
ou

gh
th
ed

isp
en
sin

g
re
co
rd

pr
io
rt
o
ho
sp
ita

la
dm

iss
io
n
an

d
on

eo
f

th
e
th
in
gs

th
at

sh
e
di
sc
ov
er
ed

w
as

w
hi
le
th
e
pa
tie
nt

w
as

on
Pr
ol
ia

w
hi
ch

is
fo
r

os
te
op
or
os
is,

an
d
th
is
pa
tie
nt

ha
ve
n’
th

ad
it
fo
rm

on
th
s,
as

in
ce
rt
ai
nl
y
m
or
e
th
an

six
m
on

th
s.

..
So

as
a
re
su
lt,

Iw
as

ab
le
to

re
st
ar
tt
re
at
m
en
tf
or

os
te
op
or
os
is
an

d
th
en

go
fro

m
th
er
e”

[G
P6

.1
]

“S
o
Iw

en
tt
o
se
ea

pa
tie
nt

at
on

eo
ft
he

fa
ci
lit
ie
sw

he
n
th
e[
O
SP

]w
as

th
er
e.

..
A
nd

w
e

sa
tt
og
et
he
ra

nd
w
en
tt
hr
ou

gh
th
e
m
ed

ch
ar
to

ne
by

on
e
an

d
ta
lk
ed

ab
ou

th
ow

to
do

th
at

de
pr
es
cr
ib
in
g
in

a
sa
fe
w
ay

an
d
I
fo
un

d
th
at

w
as

a
re
al
ly

po
sit
iv
e
in
te
ra
ct
io
n”

[N
P
2]

“W
e
w
er
e
lu
ck
y
en
ou

gh
th
at

O
SP

6
w
as

al
so

ab
le
to

do
im

m
un

isa
tio

n
ar
ou

nd
th
e
fu

th
is
ye
ar

..
.
So

w
e
ba
sic
al
ly
ha

d
al
lo

fo
ur

st
af

do
ne

w
ith

in
a
m
on

th
of

th
e
fu

sh
ot

co
m
in
g
ou

t,
an

d
th
at
’s
ne
ve
r,
ne
ve
r
ha

pp
en
ed

he
re

be
fo
re
”
[M

6.
1]

“S
o
w
he
ne
ve
r
I’m

w
at
ch
in
gt
el
ly
,I
ha

ve
to
ha

ve
a
ha

nk
y
th
er
eb

ec
au

se
Ig
et
–
no

ta
lo
ta

nd
yo
u
w
ou

ld
n’
t

ca
ll
it
dr
oo
lin

g
bu

ti
t’s

ex
tr
a
sa
liv
a,

an
d
so

I
ge
tt
ha

ta
nd

I
as
k
O
SP

1
to

ch
ec
k
m
y

m
ed
ic
at
io
n
–
w
el
l[
O
SP

1]
sa
id

[t
he
y]

w
ou

ld
,a

nd
it’
s
no

tm
y
m
ed
ic
at
io
n”

[R
1.
1]

“[
O
SP

5]
di
d
e-
m
ai
lu
sa

bo
ut

a
w
ee
k
ag
o
to
o,
sa
yi
ng

th
at

[t
he
y’
d]

lo
ok
ed

at
m
y
fa
th
er
’s

m
ed
ic
at
io
ns

an
d
[O

SP
5]

pi
ck
ed

up
th
ef
ac
tt
ha

th
e’d

be
en

on
a
pa
rt
ic
ul
ar

m
ed
ic
at
io
n

w
hi
ch

do
es
ha

ve
so
m
es
id
ee

fe
ct
sa

nd
he

ha
sb

ee
n
on

it
fo
rs
om

et
im

ea
nd

[O
SP

5]
ju
st

po
in
te
d
ou

tt
ha

tt
hi
sp

ar
tic
ul
ar

m
ed
ic
at
io
n
ha

ss
om

es
id
ee

fe
ct
sa

nd
w
er
ew

ea
w
ar
eo

f
th
at
,a

nd
w
ha

t–
di
d
w
e
w
an

t[
O
SP

5]
to

sp
ea
k
to

hi
s
G
P
ab
ou

ti
to

r
so

on
’[
FM

5.
1]

A
cc
ep
ta
nc
e
of

O
SP

s

“w
ith

so
m
eb
od
y
on

th
e
sit
e
to

fo
llo
w
up

on
th
e
pa
tie
nt

an
d
ad
vi
se

on
w
ha

tt
o
do

on
tim

eo
ri
n
a
tim

el
y
m
an

ne
r,
It
hi
nk

th
at

is
a
ve
ry

go
od

re
as
on

fo
ru

st
o
ha

ve
an

on
-s
ite

ph
ar
m
ac
ist
”
[G

P1
.1
]

“T
e
st
af

ob
vi
ou

sly
th
in
k
a
lo
to

f[
O
SP

3]
..

.
It
hi
nk

[O
SP

3]
is
ve
ry

m
uc
h
pa
rt
of

th
e

or
ga
ni
sa
tio

na
lt
ea
m
”
[N

P3
.1
]

“S
o,
ye
ah

,g
oi
ng

fro
m

so
m
eo
ne

w
ho
’s
w
or
ke
d
in

ag
ed

ca
re
fo
r1

5
ye
ar
sa

nd
no

th
av
in
g

th
at

co
m
pl
em

nt
ar
y
th
er
e,
of

ha
vi
ng

a
ph
ar
m
ac
ist

to
go

to
[o
n-
sit
e]
,I

ca
n
sa
y
th
e

di
fe
re
nc
e
is
yo
u
ca
n
ac
tu
al
ly

se
e
th
e
di
fe
re
nc
e
w
ith

m
ed
ic
at
io
n
m
an

ag
em

en
th

as
im

pr
ov
ed

im
m
en
se
ly
”
[M

6.
1]

“[
O
SP

1]
kn

ow
s
m
os
to

ft
he

st
af

,a
nd

ho
w

ca
n
I
ex
pl
ai
n?

[O
SP

1]
ju
st
ft
s
in

he
re

ex
tr
em

el
y
w
el
l.

..
Ij
us
tw

ish
to
G
od

[O
SP

1]
w
as
n’
tl
ea
vi
ng

..
.
Is
th
er
ea

ny
w
ay

w
ec
an

st
ea
l[
O
SP

]?
””

[R
1.
2]
”

It
hi
nk

w
he
n
pe
op
le
ge
tt
o
kn

ow
yo
u
th
en

th
ey

tr
us
ty

ou
m
or
e.

..
[a
nd

]y
ou

be
co
m
e

pa
rt
of
th
at

fa
m
ily

..
.
It
hi
nk

so
ye
ah

[t
ha

tO
SP

ha
sb

ec
om

ep
ar
to

ft
he

te
am

]”
[R
1.
3]

“I
t’s

ad
de
d
an

ex
tr
a
di
m
en
sio

n.
..
be
in
g
ab
le
to

ta
lk
to

so
m
eo
ne

w
ho

ca
n
lis
te
n,

ch
ec
k

th
in
gs

ou
t,
et
ce
te
ra
,a
nd

a
pe
rs
on

al
ity

yo
u
fe
el
th
at

yo
u
go
t,
no

to
nl
y
m
e,
th
at

yo
u’
ve

go
t
a
co
m
ra
de

on
-s
ite
”
[R
4.
1]

Health & Social Care in the Community 11



Ta
bl

e
4:

C
on

tin
ue
d.

N
PT

co
ns
tr
uc
t

A
dd

iti
on

al
,r
el
ev
an
tq

uo
te
s

w
hi
ch

fu
rt
he
r
su
pp

or
t

th
e
N
PT

co
ns
tr
uc
t

fn
di
ng

s

La
ck

of
fu
nd

in
g
fo
r
O
SP

s

“i
ft
he
y
co
ul
d
se
et
he
ir
w
ay

cle
ar

to
fu
nd

a
ph
ar
m
ac
ist
,I

th
in
k
it’
d
be

a
go
od

ou
tc
om

e
fo
r
ev
er
y
ag
ed

ca
re
,t
o
be

ho
ne
st
w
ith

yo
u,

be
ca
us
e
it
le
ts
yo
u
kn

ow
th
er
e’s

so
m
eo
ne

th
er
e
lo
ok
in
g
ov
er

th
in
gs

on
a
re
gu
la
rb

as
is
th
at
’s
in

th
e
fa
ci
lit
y
an

d
no

th
av
in
g
to

be
ca
lle
d
to

co
m
e
in
”
[M

1.
1]

“I
t’s

pu
re
ly

fu
nd

in
g.
T

er
e
is
no

m
on

ey
in

an
yb
od
y’
s
bu

dg
et

se
t
as
id
e.
W
e’v

e
ju
st

re
-b
ud

ge
te
d
ag
ai
n
an

d
th
er
e’s

no
th
in
g
in

th
er
e
fo
ra

ph
ar
m
ac
ist

sa
dl
y”

[M
4.
1]

“w
e’r
e

go
in
g
to

be
ve
ry
,v
er
y
sa
d
th
at

O
SP

6
is
le
av
in
g
us

if
w
e
do
n’
tg

et
m
or
e
fu
nd

in
g.

..
I

de
fn

ite
ly
w
ou

ld
go

to
ba
tf
or

th
at

on
e[
ha

vi
ng

O
SP

6
if
fu
nd

in
gw

as
av
ai
la
bl
e]
.”
M
6.
1

Po
te
nt
ia
l“
br
ok

er
”
ro
le

“I
ju
st
le
tt
he
m

kn
ow

th
at

if
th
ey
’re

[o
th
er

re
sid

en
ts
ar
e]

re
al
ly
bo
th
er
ed

[a
bo
ut

th
ei
r

m
ed
ic
at
io
n]
,a
nd

so
m
e
of
th
em

ar
e,
It
el
lt
he
m

w
he
re

th
ey

ca
n
go
,w

he
re

th
e
of

ce
is,

w
ho

to
as
k
fo
r[
th
eO

SP
],
an

d
Ik

no
w
th
ey

ge
tt
he
ir
tim

e,
an

d
I’m

su
re
la
te
ro

n
th
ey
’re

a
lo
t
ha

pp
ie
r”

[R
3.
1]

“A
nd

Ik
no

w
Iw

en
tt
o
[O

SP
3]

an
d
Is
ai
d,
“L
oo
k,
so
m
et
hi
ng
’s
go
tt
o
be

do
ne

ab
ou

tt
hi
s.

I
w
an

tt
he
m

st
op
pe
d.

I
w
an

tt
hi
s
ne
w
m
em

an
tin

e
st
op
pe
d.
”
A
nd

[O
SP

3]
ex
pl
ai
ne
d

th
at
,y
ou

kn
ow

,b
ot
h
of

th
em

ar
e
sle
ep
-in

du
ci
ng

an
d
m
y
hu

sb
an

d
pr
ob
ab
ly

do
es
n’
t

ne
ed

th
at
.S

o
th
at

ga
ve

m
e
co
nf

de
nc
e
th
en

to
sa
y
to

m
y
do
ct
or
,“
I
re
al
ly
w
an

tt
ha

t
st
op
pe
d.

W
ha

t
do

yo
u
th
in
k
ab
ou

tt
ha

t?
”’
[F
M
3.
1]

“I
w
ou

ld
pr
ob
ab
ly
sa
y
lo
ok
,[
O
SP

3]
’s
a
go
od

fr
st
co
nt
ac
tp

er
so
n
fo
r
an

yt
hi
ng

if
yo
u

th
in
k
th
at
an

ym
ed
ic
at
io
n
is
no

tb
ei
ng

gi
ve
n
pr
op
er
ly
or

th
ey

ne
ed

ex
tr
a
m
ed
ic
at
io
n.

..

m
y
fr
st
po
rt

of
ca
ll
re
al
ly

is
O
SP

3”
[F
M
3.
2]

“A
ll
w
ec
an

do
is
tr
y
an

d
m
an

ag
ei
ta

sb
es
ta

sw
ec
an

an
d
Ig
ue
ss
ha

vi
ng

O
SP

5
th
er
ei
s

al
so

us
ef
ul

in
th
at

re
sp
ec
tb

ec
au

se
[O

SP
5]
’s
pr
ob
ab
ly
ab
le
to

m
ak
e
ch
an

ge
so

r
ta
lk

to
th
e
do
ct
or

a
lit
tle

bi
t
m
or
e
ea
sil
y
th
an

w
e
ca
n,

at
th
e
m
om

en
t,
th
e
do
ct
or

an
d
th
e

nu
rs
es

w
ho

ar
e
on

st
af

at
th
e
tim

e”
[F
M
5.
1]

“O
h,
Ij
us
tf
ee
lt
ha

ti
fI

w
as

un
su
re
of
an

yt
hi
ng
,I

ce
rt
ai
nl
y
–
It
hi
nk

Iw
ou

ld
as
k
to

se
e

O
SP

6
ra
th
er
th
an

th
en

ur
se
,t
o
te
ll
yo
u
th
et
ru
th

..
.
th
en

ur
se
sa

re
ve
ry

go
od
,b
ut

th
ey

do
n’
th

av
e
th
at

ca
pa
ci
ty

to
do

w
ha

tO
SP

6
–
[O

SP
6]

kn
ow

s
ab
ou

tt
he

m
ed
ic
at
io
n”

[R
1.
6]

12 Health & Social Care in the Community



Ta
bl

e
4:

C
on

tin
ue
d.

N
PT

co
ns
tr
uc
t

A
dd

iti
on

al
,r
el
ev
an
tq

uo
te
s

w
hi
ch

fu
rt
he
r
su
pp

or
t

th
e
N
PT

co
ns
tr
uc
t

fn
di
ng

s

Pe
rc
ei
ve
d
im

pa
ct

of
O
SP

s
by

re
sid

en
ts

an
d
fa
m
ily

m
em

be
rs

“S
im

pl
yt
he

fa
ct
th
at
no

w
th
at
w
eg

ot
a
ph
ar
m
ac
ist

on
bo
ar
d,
w
eg

ot
so
m
eo
ne

to
tu
rn

to
if
w
eh

av
ea

pr
ob
le
m

..
.
w
eh

ad
no

bo
dy

be
fo
re
.W

eh
ad

no
th
in
g.
If
yo
u
w
an

te
d
to
fn

d
ou

t
ab
ou

tw
ha

t
yo
u’
re

ta
ki
ng
,y

ou
ha

d
to

w
ai
t
fo
r
yo
ur

do
ct
or

an
d
he

w
ou

ld
no

t
al
w
ay
s
ex
pl
ai
n
it
to

yo
u
in

a
la
ng
ua

ge
th
at

yo
u
un

de
rs
to
od
”
[R
3.
1]

“[
O
SP

s]
K
no

w
th
ei
r[
re
sid

en
t]
ne
ed
s,
m
ak
es
th
em

fe
el
a
lo
tm

or
ec

om
fo
rt
ab
le
–
th
in
gs

ar
e
ju
st
th
er
e.

..
I
do
n’
t
kn

ow
,i
tf
ee
ls
lik
e
a
sa
fe
r
sit
ua

tio
n”

[R
1.
5]

“I
tw

as
go
od

be
ca
us
e[
O
SP

1]
di
d
ta
lk
.[
O
SP

1]
di
d
ex
pl
ai
n
th
in
gs

..
.
[O

SP
1]

ex
pl
ai
ne
d

th
in
gs
,s
o
th
at

yo
u
re
al
ise

d
th
at

yo
u’
re

no
t
be
in
g
a
pa
in

in
th
e
bu

m
,t
ha

ty
ou

’re
ac
tu
al
ly

–
yo
u’
ve

as
ke
d
an

d
th
er
e’s

a
re
as
on

w
hy

yo
u’
ve

as
ke
d.

So
,y

ea
h,

[O
SP

1]
’d

m
ad
e
m
e
th
in
k
th
at

I’m
a
lit
tle

bi
tm

or
e
–
I
su
pp
os
e
I
de
se
rv
e
it.

Ye
s,
I
su
pp
os
e,

de
se
rv
in
g,
be
ca
us
e
I’v
e
ne
ve
rf
el
t,
Id

es
er
ve
d
th
at
”
[R
1.
3]

“I
ju
st
fe
lt
th
at

[O
SP

3]
w
as

an
ot
he
rp

er
so
n
w
ho

w
as

on
m
y
sid

e,
an

d
th
at

[O
SP

3]
w
ou

ld
go

in
to
ba
tf
or

m
e,
w
hi
ch

[O
SP

3]
di
d”

[F
M
3.
2]

“B
ut

it’
sn

ic
et
o
sa
y,
“W

el
l,
w
e’v

eg
ot

a
ph
ar
m
ac
ist

on
st
af

,”
an

d
pe
op
le
sa
y,
“R
ea
lly
?”

Bu
tt
he
y
th
in
k
[t
he

O
SP

]’s
di
sp
en
sin

g
th
in
gs
an

d
[t
he

O
SP

]’s
no

t.
[T

eO
SP

]’s
lo
ok
in
g

af
te
r
ou

r
in
te
re
st
s.”

[R
3.
1]

“I
tf
ee
ls
co
m
fo
rt
in
g.
It
w
as

co
m
fo
rt
in
g.
Yo

u
go

aw
ay

th
in
ki
ng
,“
A
h,
rig

ht
.O

ka
y,
if
I’m

ev
er

w
or
ry
in
g
ab
ou

t,
yo
u
kn

ow
,a

ga
in
,I

kn
ow

a
go
od

po
rt

of
ca
ll.
””

[F
M
3.
1]

“i
tg
iv
es
yo
u
a
bi
to
fa

se
ns
eo

fc
om

fo
rt
th
at

th
er
e’s

so
m
eo
ne

el
se
av
ai
la
bl
et
ha

ty
ou

ca
n

in
te
ra
ct

w
ith

if
ne
ce
ss
ar
y”

[F
M
5.
1]

“[
O
SP

3]
is
so
m
eb
od
y
th
at

yo
u
ca
n
go

to
re
ga
rd
in
g
th
e
ty
pe

of
m
ed
ic
at
io
ns
,t
he

ro
le
of

th
e
di
fe
re
nt

m
ed
ic
at
io
ns

th
at

yo
ur

m
um

m
ig
ht

be
ta
ki
ng
.I
fy
ou

’v
e
go
ta

ny
qu

es
tio

ns
re
ga
rd
in
g
m
ed
ic
at
io
ns

or
if
yo
u
fe
el
th
at

so
m
et
hi
ng

is
ne
ed
ed

to
be

ad
de
d,

m
ak
e
an

ap
po
in
tm

en
ta

nd
ta
lk

to
O
SP

3
fr
st
an

d
ju
st
ge
ts
om

e
un

de
rs
ta
nd

in
g
an

d
th
en

yo
u

ca
n
ta
ke

it
fu
rt
he
r
if
yo
u
ne
ed

to
,o

r
O
SP

3
ca
n
ta
ke

it
fu
rt
he
r”

[F
M
3.
1]

Health & Social Care in the Community 13



Ta
bl

e
4:

C
on

tin
ue
d.

N
PT

co
ns
tr
uc
t

A
dd

iti
on

al
,r
el
ev
an
tq

uo
te
s

w
hi
ch

fu
rt
he
r
su
pp

or
t

th
e
N
PT

co
ns
tr
uc
t

fn
di
ng

s

O
SP

im
pa
ct

on
re
sid

en
ta

nd
fa
m
ily

m
em

be
r
em

po
w
er
m
en
t

“O
SP

6
ac
tu
al
ly
,w

he
ne
ve
r
[O

SP
6]

do
es

a
m
ed
ic
at
io
n
re
vi
ew

,[
O
SP

6]
go
es

an
d
sit
s

w
ith

th
er
es
id
en
ta
nd

[O
SP

6]
ta
lk
st
o
th
er
es
id
en
ta
nd

w
hy

yo
u
ar
eo

n
th
is
m
ed
ic
at
io
n,

th
is
m
ed
ic
at
io
n,

th
is
m
ed
ic
at
io
n.

A
nd

[O
SP

6]
’ll

ac
tu
al
ly

ta
lk

th
ro
ug
h
w
ha

t
re
co
m
m
en
da
tio

ns
[O

SP
6]
’s
go
in
gt
o
se
nd

fo
rt
he

do
ct
or
.S
o
it’
sa

bo
ut

re
al
ly
pu

tti
ng

th
e

re
sid

en
tf

rs
t
an

d
al
so

in
clu

di
ng

th
em

in
al
lo

ft
ho
se

de
ci
sio

ns
ar
ou

nd
th
ei
r

m
ed
ic
at
io
ns
,a

nd
I
gu
es
s
em

po
w
er
in
g
th
em

ag
ai
n”

[M
6.
1]

“S
o,

I
pe
rs
on

al
ly

w
ou

ld
lik
e
to

be
in
vo
lv
ed
,i
fI

ha
ve

ca
pa
ci
ty

to
be
,I

w
ou

ld
–
or

so
m
eo
ne

th
at

ha
st
he

ca
pa
ci
ty
on

m
y
be
ha

lf,
Iw

ou
ld
lik
et
he
m

to
be

in
vo
lv
ed

be
ca
us
e

it
af

ec
ts
m
e,
an

d
m
ed
ic
at
io
n
is
so
m
et
hi
ng

th
at

w
e
ta
ke

–
po
te
nt
ia
lly

th
ey
’re

ta
ki
ng

m
ul
tip

le
m
ed
ic
at
io
ns

da
ily
.I
ft
he
y’
re

in
fo
rm

ed
,t
he
y
kn

ow
w
ha

tt
he
y’
re

ta
ki
ng
,w

hy
ar
e
th
ey

ta
ki
ng

it,
ho
w

it
ca
n
be
ne
ft

th
em

,t
he
y
w
ou

ld
–
I
as
su
m
e
w
ou

ld
fe
el

em
po
w
er
ed

an
d
th
en

it
w
ou

ld
en
co
ur
ag
e
th
em

to
w
an

tt
he

be
st
of

th
ei
r
he
al
th

ca
re
.

“O
h,

I
sh
ou

ld
ta
ke

th
is
be
ca
us
e
it’
s
fo
r
m
y
he
ar
t
an

d
it
w
ill

pr
ov
id
e
th
is
be
ne
ft
.””

[O
SP

7]
“[
W
ith

O
SP

3
be
in
g
av
ai
la
bl
e]

Yo
u
fe
el
m
or
e
in

co
nt
ro
l.
If
yo
u
ha

ve
a
pr
ob
le
m
,y
ou

w
an

t
to

fe
el
“O

h,
ye
ah

.I
ca
n
do

th
is.

T
is
is
w
ith

in
m
y
gr
as
p
he
re
.””

[F
M
3.
1]

“t
he
n
[O

SP
1]

ha
se
xp
la
in
ed
,a
nd

th
en

w
he
n
[O

SP
1]

go
es
,t
ha

t’s
w
he
n
Is
ta
rt
to

th
in
k.

A
nd

It
hi
nk

,“
W
el
l,
m
ay
be

Is
ho
ul
d
as
k
[O

SP
1]

or
Is
ho
ul
d
as
k
th
at
.”
So

th
e
id
ea

is
gr
ow

in
g.
It
’s
lik
ep

ut
tin

g
a
se
ed

in
yo
ur

br
ai
n.

It
’s
gr
ow

in
g
th
at
,y
ou

kn
ow

,t
he

m
or
e
I

as
k
an

d
th
e
m
or
e
I
ta
lk
,t
he

m
or
e
I’l
lu

nd
er
st
an

d
it”

[R
1.
3]

“E
m
po
w
er
in
g
th
e
re
sid

en
ts
to

m
ak
e
so
m
e
of
th
ei
rd

ec
isi
on

sh
as

be
en

he
lp
fu
la
sw

el
l,
I

th
in
k.
Fo
r
ex
am

pl
e,
on

e
re
sid

en
t,
re
al
ly
w
an

te
d
to

se
lf-
m
ed
ic
at
e
hi
si
nh

al
er

an
d
so

I
ad
vo
ca
te
d
fo
rh

im
,a
nd

Ic
he
ck
ed

hi
st
ec
hn

iq
ue

an
d
Is
ai
d,
“W

el
l,
It
hi
nk

he
ca
n,
”a

nd
so

be
ca
us
e
of

m
y
in
pu

t,
he
’s
no

w
ab
le
to

se
lf-
m
ed
ic
at
e
th
at

an
d
he
’s
a
lo
th

ap
pi
er
”

[O
SP

6]

14 Health & Social Care in the Community



including more medication reviews and audits of high-risk
medications compared to usual practice.

Most health care teammembers seemed to fnd it easy to
integrate the new way of working with the OSP into routine
practice. Nursing staf consistently found it “quite easy to
adapt” [RN4.1] to having OSPs at their respective RACFs.
Likewise, a manager described how “we just worked together
and I can’t see any of it being difcult” [M1.1] refective of the
ease of OSP normalisation at that RACF. Some GPs also
considered that it was easy to integrate working with the
OSP, as illustrated by this quote, “I think it just happened. I
don’t think we tried to engineer it” [GP1.2] when describing
how they worked with an OSP. As we might expect, the time
it took for health care team members to integrate working
with OSPs varied across RACFs. However, overall, at the
time of the interview, most health care team members
seemed to consider that the OSP at their respective RACF
had become part of their team. Residents and family
members tended to fnd it easy to interact with OSPs once
they became aware of their presence.

Participants interviewed did not appear to perceive that
OSPs disrupted any existing relationships. Instead, examples
were provided wherein the OSP was seen as facilitating
communication amongst health care team members. One
nurse indicated that “when OSP 5 is there. . . we ask [the OSP]
to, you know, “Can you please help us talk to the GP?”. . .

having [the OSP] there, it’s very easy to interact with [the GP]
because you’ve got that extra support” [RN5.1]. Tat is, the
OSP sometimes helped nursing staf have improved in-
teractions with prescribers within RACFs. In addition,
relevant quotes which further support the NPT construct
fndings reported in this study are provided in Table 4.

3.3.1. Quantitative Findings. Health care team member
survey respondents positively reported on the adapted
survey questions relating to the NPT collective action
construct. Most survey respondents (94%, n� 15) strongly
agreed that it was easy to integrate working with the OSP
into their existing work and that OSPs were adequately
supported by management. Importantly, a high proportion
of survey respondents either strongly disagreed (50%, n� 8)
or disagreed (38%, n� 6) that the OSPs disrupted existing
relationships. As with the previous NPT constructs, the
qualitative fndings appear to be complemented by the
positive quantitative fndings.

3.4. Refexive Monitoring. Overall, the qualitative fndings
indicated that most participants considered that OSPs were
worthwhile and valued across the seven RACFs. Further-
more, residents, family members, nursing staf, and man-
agers were able to describe examples where the OSP was able
to provide specifc medication management support. Te
ongoing worth and value of OSPs was actively demonstrated
by two RACFs continuing to self-fund their OSPs once the
PiRACF study concluded.

Most residents and family members considered that
OSPs were accepted with “everybody know[ing] who [the
OSP] is. [Te OSP]’s not on the outside looking in” [R3.1].

Residents and family members who had regular interactions
with OSPs were the most supportive of OSPs. Health care
team members interviewed were also broadly accepting of
OSPs in RACFs, as articulated by one manager, who stated
that they felt that the OSP was “invaluable” [M4.1]. While
fve managers mentioned lack of funding as a barrier to
having OSPs continue beyond the trial, two RACFs elected
to continue self-funding the part-time OSPs within their
respective RACFs.

One potentially invaluable role of OSPs is related to how
some family members considered that the OSPs provided
a “broker” role within the RACF. One family member de-
scribed how the OSP “had an in to the role of the RN, the role
of the doctors, [the OSP] had access to these people” [FM3.1].
Tis family member perceived that as the OSP “knew about
them. [Te OSP] knew their roles, what the full nature of their
roles” which meant that “I just felt that [the OSP] was able to
often tell me, “Look, check [with] so and so”” [FM3.1]. For this
family member, it seemed that the OSP made it easier for
them to navigate and connect with relevant health care team
members to facilitate the provision of quality care to their
family member.

When refecting on this complex intervention, residents
and family members described examples where the OSP’s
impact was valued. For instance, one family member de-
scribed the importance of speaking with the OSP which
helped to increase their medication knowledge thereby
making them more empowered to have “proper discussions
with doctors and my husband’s specialists” [FM 3.1]. Tat is,
discussions with an OSP helped this family member feel
“more confdent to have those [medication management
decision making] discussions [with doctors and specialists]
and know what sorts of questions I need to ask and know what
I should be aiming for” [FM 3.1]. Tis sentiment is echoed by
a manager who considered that “we’ve gone from residents
who have just left everything in our hands to them actually
questioning the doctors, “Why do I need this?”” [M6.1]. Tat
is, some OSPs were able to help empower residents at times,
thereby helping to give “them back control [over] their own
medications” [M6.1]. However, to be expected, this per-
spective was not universal with a family member at a dif-
ferent RACF describing conversations with the OSP about
potential medication changes for their family member as “it’s
all pretty much gobbledygook to me.Tey explain the diferent
drugs and that, I but I don’t know what they are” [FM1.1].
Instead, this family member relied upon “the fact that mum
is happy and she had no incidents and everything is going
well” [FM1.1] when it came to accepting suggested medi-
cation changes.

When refecting upon where the OSP’s impact was
valued, a nurse described that the OSP “helped us with the
psychotropic register a lot. So I feel like if [the OSP] wasn’t
there, it would have taken us a lot of time and a lot of
manpower to do that, but having [the OSP] there, it really
helped us getting things on track” [RN 5.1]. Tat is, the OSP
undertook activities which could be used to support med-
ication management in the future. In addition, relevant
quotes which further support the NPT construct fndings
reported in this study are provided in Table 4.
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3.4.1. Quantitative Findings. Health care team member
survey respondents positively reported on the adapted
survey questions relating to the NPT refexive monitoring
construct. All survey respondents (100%, n� 16) strongly
agreed that they valued the OSP’s impact, and most survey
respondents (75%, n� 12) strongly agreed that they and their
colleagues believed that working with the OSP was worth-
while. Tese quantitative fndings illustrate that health care
team member survey respondents positively appraised
having OSPs at their respective RACFs. Tese quantitative
fndings reafrm the qualitative fndings which suggested
that residents, family members, and health care team
members positively perceived OSPs within RACFs.

4. Discussion

Tis mixed-methods study explored the extent of OSP
normalisation and how OSPs were normalised within the
context of the PiRACF study. Te qualitative fndings in-
dicated that overall OSPs within RACFs made sense, with
generally good levels of investment and support for OSP
normalisation across the RACFs. Overall, having OSPs
within RACFs was positively perceived by health care team
members, residents, and family members. Tese positive
fndings were complemented by the positive quantitative
study fndings which were refective of health care team
member survey responses. Te survey responses should be
interpreted with caution given that the response rate was
13% (compared to this study’s mean response target of 36%).
Tis study’s fndings demonstrated that OSPs can be nor-
malised within Australian RACFs and illustrated some
important insights which could help inform the future role
of OSPs working within Australian RACFs.

Te positive appraisal of OSPs by health care team
members, residents, and family members was informed by
the perception that OSPs were able to assist in reducing
nursing, manager, and some prescriber workloads, that
OSPs were easy to integrate into existing work, and that
OSPs added value and were (or could be) benefcial within
RACFs. By contrast, a qualitative study using NPT con-
ducted within a German RACF identifed that barriers to
implementing their complex intervention, which sought to
reduce antipsychotic prescribing, related to staf experi-
encing higher workloads due to their intervention along with
uncertainty about that intervention’s feasibility and impact
[15]. It is possible that those barriers were not identifed in
this study due to a range of varying intervention and
contextual factors, in particular, having OSPs within RACFs
in the PiRACF study context.

Consistent with a mixed methods study conducted
within an Australian operating room department which
utilised the NoMAD instrument [29], health care team
member survey respondents in this study were also positive
with regards to the value, ease of integration, and support of
the intervention, i.e., having OSPs at their respective RACFs.
Similar to a qualitative study conducted in Australian pri-
mary health care which was underpinned by NPT [40], this
study also identifed funding as a perceived barrier to in-
tervention continuation. It is anticipated that this barrier will

be addressed, to some extent, through anticipated Australian
Government funding to expand the role of pharmacists,
inclusive of OSPs, in RACFs from January 2023. It is sug-
gested that future OSP studies could consider survey data
reliability and validity testing and include further in-depth
data analysis of survey data results. Future research on the
sustainability of OSP normalisation within RACFs in other
geographical and socio-economic settings may also be
benefcial.

Some previous NPT studies have tended to focus on the
perspective of health care professionals with limited ex-
ploration of resident and family perspectives in studies
which have employed NPT [13]. Informed by the literature
[13, 27], this study incorporated insights from multiple
stakeholders, including residents and family members, to
understand OSP normalisation from a system-wide as op-
posed to a professionally-focussed perspective. A contri-
bution of this study is that the qualitative fndings yielded
important insights from the perspectives of residents and
family members, particularly with respect to OSPs poten-
tially providing a “broker” role and empowering residents
and family members in relation to medication management
decision-making.

A novel fnding of this study was that some family
members perceived that the OSP could assist them in
connecting and communicating more efectively with health
care team members. As such, it appeared that some OSPs
were able to act as a “broker” to support increased com-
munication and connection so that these family members
were supported to navigate care for their loved one within
their respective RACFs [41]. While the potential role of
pharmacists in a “knowledge broker” role as part of the
Evidence-Based Medication Knowledge Brokers in Resi-
dential Aged CarE (EMBRACE) study currently underway
includes facilitating collaboration between all stakeholders
in medication management [42], the fndings of this study
shed light on the potential role of OSPs to explicitly support
residents and family members in a new and novel way.
Ongoing exploration of this potential “broker” role provided
by OSPs within Australian RACFs is strongly encouraged.

Previous studies conducted in Northern Ireland and
Malaysia have identifed that residents living in RACFs are
seldom empowered with respect to medication management
[43, 44]. Residents who are not empoweredmay be described
as passively accepting care provided by health care team
members and not questioning any aspects of the care
provided [44]. A necessary prerequisite for empowered
residents and family members would likely include good
levels of health literacy. Health literacy can be defned as
individuals having the necessary skills, knowledge and
motivation to access, and understand and apply health in-
formation when making decisions about their (or their
family member’s) care [45]. In addition, discussions among
health care professionals, residents, and family members
about medications, particularly during transitions of care,
e.g., admission to an RACF, are an important mechanism to
support residents and family members in having the nec-
essary information to make informed medication manage-
ment decisions [46].
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Te qualitative fndings of this study suggested that some
OSPs were able to increase the medication knowledge of and
empower some residents and family members with regards
to medication management decision-making by being on-
site and discussing medication-related matters with them.
While not all residents and family members may wish to
increase their medication knowledge and discuss specifc
medication-related matters, these opportunities should
nevertheless be available. Te fndings of this study have
real-world implications with more empowered residents and
family members more likely to be actively involved in
decision-making discussions, asking questions, and initiat-
ing conversations (such as deprescribing conversations) [47]
in relation to medication management. Further exploration
of how OSPs within Australian RACFs can support resident
and family member health literacy, as well as empower
residents and family members to participate in medication
management decision-making discussions, particularly
during transitions of care, should be considered.

Tis study provided unique insights into the extent of
OSP normalisation and howOSPs were normalised from the
perspectives of residents, family members, health care team
members, and OSPs in RACFs. Tis study builds upon the
previous literature which has employed NPT to explore
complex interventions within RACFs [15, 16]. It also
demonstrated the viability of evaluating a pharmacist in-
tervention within Australian RACFs through the lens of
NPT. Critically, this study helped to address a potential gap
identifed in the evaluated pharmacist intervention in the
RACF literature wherein there is sparse utilisation of theory
to help guide evaluation.

Te limitations of this study relate to its limited gen-
eralisability, low survey response rate, as well as the pos-
sibility that health care team member interview participants
may not have been survey respondents and vice versa. In
addition, the perspectives of care staf and allied health
professionals were not obtained in this study. A fnal lim-
itation was that this study was designed and conducted prior
to the publication of a recently developed coding NPT
qualitative coding manual which includes guidance on how
to map NPT fndings to the realist evaluation context-
mechanism-outcome confguration [18]. Future OSP re-
search could beneft from the use of this qualitative coding
manual. Key strengths of this study were its use of mixed-
methods design and incorporation of multiple stakeholder
perspectives, including those of residents and family
members.

5. Conclusions

Tis study provided insights into the extent of OSP nor-
malisation and how OSPs were normalised within Austra-
lian RACFs from the perspectives of prescribers, RACF
managers, RACF nursing staf, OSPs, residents, and family
members.Tis study demonstrated that OSPs were generally
positively appraised and could be normalised (i.e., become
part of routine practice) in real-world RACFs.Tis study has
policy and practice implications for the rollout of the rel-
atively new OSP role within Australian RACFs, particularly

in relation to the potential role of OSPs to provide a potential
“broker” role and increase resident and family member
knowledge and empowerment with regards to medication
management decision-making. Furthermore, this study has
identifed future OSP research directions, particularly in
relation to the sustainability of OSP normalisation and il-
lustrated the value of using theory to guide the evaluation of
a pharmacist intervention in RACFs.
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