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A B S T R A C T

Background: The Bloom Program, a community pharmacy-based mental health and addictions care program,
was developed and implemented to optimize pharmacists' care of eligible patients. Characterizing pharmacists'
activities in the Bloom Program can facilitate program quality improvement and contribute more broadly to the
knowledge base regarding pharmacists’ roles and contributions to patient care.
Objectives: To characterize the patient care activities of the pharmacists in the Bloom Program.
Methods: A retrospective analysis of patient charts for participants enrolled in the program for three months or
longer was conducted. Using all available documentation, pharmacists’ activities were coded into eight non-
mutually exclusive categories: navigation/resource support, urgent triage, medication management, collabora-
tion/communication, education, social support, self-care, and other.
Results: 2055 activities from 1144 patient care encounters were identified for 126 participants (48 ± 16 years
of age, 61% female, 5 regular medications). Medication management was coded most often per encounter (73%).
Each of social support, collaboration/communication, and education were coded in 20–25% of encounters.
Frequency of navigation/resources, self-care, and urgent triage were 16.6%, 13.5%, and 2.8%, respectively. Non-
medication management activities represented 59.4% of all pharmacist patient care services.
Conclusions: Medication management activities were coded in over 70% of patient encounters for pharmacists
delivering a community pharmacy-based mental illness and addictions program. However, this accounted for
40.6% of activities with an average of 1.8 activities per encounter. Other activities were identified frequently
(e.g., education, collaboration, social support, navigation and resource support) and help to characterize the
nature of pharmacist-patient encounters and facilitates a better understanding of the role of the pharmacist in
mental illness and addictions patient care.

Introduction

Capacity building across the health system is needed to improve the
timely access to care and support of people living with mental health
and addictions problems.1,2 An important component of any capacity
building strategy is to optimize and utilize the full scope of all health
care professionals in the care and support of this patient group thereby
improving the responsiveness of the health system for all individuals.3–5

Pharmacists are health care professionals with increasingly recognized
roles, responsibilities, and contributions to the health care of people
living with mental health and addictions problems.

Pharmacists’ main role in the care of people living with mental
health and addictions problems has traditionally focused on medication
management activities (e.g., medication selection and dosing,

management of adverse effects, adherence, safe switching, and depre-
scribing). This includes using traditional services (e.g., medication re-
views and education) to support pharmacotherapy optimization.6–9

However, other roles of pharmacists represent an opportunity to im-
prove access to mental health and addictions services and supports.10 In
2015, the International Pharmaceutical Federation (FIP) released a
comprehensive international review of mental health focused programs
and services provided by community pharmacists and identified the
following roles for pharmacists as within their scope of practice: health
promotion; triage; early detection; optimizing medication-related
treatment outcomes through detecting and addressing medication
needs and problems, follow-up assessment of effectiveness and safety,
and adherence support; education related to health and medications;
collaborative patient care; policy development; and research.10 The
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roles that complement and extend beyond medication management,
including navigation and resource support, screening, self-care pro-
motion, and general support, have been increasingly recognized and
investigated.8,11–19

Ease of access to pharmacists by patients, via in-person or telephone
encounters, is highly valued.20–23 Levesque et al.24 defined access as the
opportunity to have healthcare needs fulfilled. Its five dimensions in-
clude: approachability, acceptability, availability and accommodation,
affordability, and appropriateness.24 Community pharmacists can
leverage their knowledge and training, location, capacity for direct
patient care, and trust from the public in enhancing overall patient
access through these dimensions.

The Bloom Program (https://bloomprogram.ca), also known more
formally as the Mental Health and Addictions Community Pharmacy
Partnership Program of Nova Scotia, was developed and implemented
in Nova Scotia, a Canadian province of 923,598 people.25 The Bloom
Program was designed to enhance community pharmacists’ capabilities,
opportunities, and motivations in caring for people with lived experi-
ence of mental illness with or without substance use disorders.11 Pa-
tients with one or more self-identified mental illnesses who present with
one or more medication-related issues are eligible to enroll in the
program at participating community pharmacies. Upon enrollment, a
comprehensive patient assessment is completed by the pharmacist in a
private consultation room in which health and medication issues are
identified and prioritized. Over the following six months, pharmacists
work closely with enrolled patients and their health team to address
these and new or evolving health and medication issues before being
discharged from the program. A preliminary analysis of Bloom Program
data indicated that just over half of the patient care activities provided
by pharmacists were outside of the traditional medication manager
role.11 The purpose of this study was to fully elucidate and enumerate
the patient care activities of pharmacists in the Bloom program utilizing
all pharmacist documentation of episodes of care.

Methods

Design

This was a retrospective analysis of prospectively collected com-
munity pharmacy chart data of patient participants of the Bloom
Program. Anonymized chart data were collected for individuals that
participated in the program from September 2014 to December 2016.

Participants

Twenty-three pharmacies participated in the demonstration project.
Bloom Program participants met two criteria for enrollment into the
Bloom Program: 1) one or more mental illnesses with or without a
substance use disorder; and 2) one or more medication-related issues
(unsatisfactory effectiveness, adverse effects, non-adherence, in-
appropriate polytherapy, and treatment withdrawal). For more details
see Murphy et al., 2018.11 Eligible for this analysis were data from
participants enrolled for 90 days or longer with documentation of at
least one follow-up encounter.

Pharmacist training

To become a Bloom Program pharmacy, a nominated lead Bloom
Program pharmacist from a community pharmacy was required to
complete a nine-step application process. The application process in-
cluded, but was not limited to, activities such as community outreach
(i.e., developing linkages and working with community mental health
organizations, conducting an environmental scan of local mental health
and addiction organization and supports in their community), creating
an in-pharmacy mental health and addictions resource library, and
preparing for and attending a live, face-to-face education and training

day. The education and training day was structured to include in-
formation regarding operationalizing the Bloom Program in the phar-
macy, which included a section on documentation. The day also in-
cluded simulated patient cases that were acted, debriefed, and
discussed. Present throughout the training day were people with lived
experience of mental illness and addictions to ensure that first-voice
perspectives were represented and heard. Following the education and
training, pharmacists were then required to provide program-related
training to pharmacy staff at their respective pharmacies in a train-the-
trainer model.

Data sources

Bloom Program pharmacists documented the following upon en-
rollment and baseline assessment for each patient: demographics, per-
sonal supports and health team members, diagnoses, current and past
medications and substance use, health behaviors, and health problems,
priorities, and plans. Pharmacists were expected to record each patient
encounter and collaboration with other health team members in the
patient's Bloom Program chart using structured progress notes and
communication forms. The progress notes form included three sections:
1) patient encounter information (who, where, how, date); 2) a
checklist of activities involved; and 3) progress note. The pre-specified
checklist of activities for pharmacists to use per direct patient encounter
included the following categories: navigation/resource support; urgent
triage; medication management; collaboration/communications with
other team members; patient/family education; and other. The re-
commended structure for each written progress note included data
(subjective, objective information), assessment, and plan. While the use
of the program's progress notes form and documentation structure were
strongly encouraged, pharmacists periodically used other documenta-
tion forms and inserted them into patients' charts. Charts also included
a structured discharge form with a final assessment of outcomes as
reported by the patient.

Each pharmacy in the Bloom Program provided anonymized copies
of charts to the research team for each enrolled patient. Data from
charts were compiled and transcribed into an Excel database. The da-
tabase and anonymized copies of the paper charts were used together to
evaluate and classify the patient care activities provided by pharma-
cists.

Coding of data

Activities originally identified by pharmacists using the checklist on
the program's structured progress notes form were directly transposed
to the database. The only exception was activities originally identified
as “other”, which were not included. Then, all written chart notes (i.e.,
structured progress notes using the program's form, unstructured pro-
gress notes not using the program's form, notes to health providers,
discharge notes) were assessed for the purpose of identifying and
coding pharmacists' patient care activities per encounter. In so doing,
all patient care instances were re-assessed. Based on the pharmacist's
documentation of the encounter, activities were added, as appropriate,
when not originally included by the pharmacist on the progress note
checklist.

Pharmacists were originally provided with discrete definitions of
each activity category on the progress note's checklist in the Bloom
Program's procedural manual. To establish the coding and related
processes for this study, definitions of pharmacists' patient care activ-
ities were re-examined via a collective review and discussion of defi-
nitions and descriptions used by others.10,26–41 No existing set of ac-
tivity definitions or categories suited the purpose of this research. As
such, definitions were refined and generated iteratively based on a
collective and structured review of patient charts and review of the
literature.10,26–41 The following iterative process was established a
priori to finalize the coding categories and their definitions: i)
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collectively (LH, DMG, ALM) review and code all documented en-
counters available in ten randomly selected patient charts; ii) update
the coding definitions and categories based on this collective review;
iii) repeat steps i and ii two more times such that 30 charts were re-
viewed collectively to further update and ultimately finalize the coding
definitions. Two new categories (i.e., self-care and social support) were
identified through this process and added to the pharmacist activities
coding categories resulting in a total of eight possible categories for
which to code each patient care encounter. Following this scheme, all
encounters from the remaining 96 charts were coded by one researcher
(LH). These were coded after being read and re-read to ascertain the
meaning of the documentation and the activities included. Activities
that were considered ambiguous (n=40) were reviewed collectively
by all three researchers and the coding of the activity was reached
through consensus. The final coding therefore included the pharmacists'
original coding of each encounter and the reassessment of the activities
that were documented by the research team based on available chart
notes. The “other” category was only used when the documented ac-
tivity did not fit any of the seven specific activity categories or when
documentation details were inadequate for coding.

Researcher positionality

All authors engaged in finalizing the coding categories for the
pharmacists’ documentation have undergraduate pharmacy degrees.
Two (AM, DG) have graduate degrees with 45 years collectively of
clinical and academic experience in mental illness and addictions and
work as health services and health outcomes researchers using mixed
methods approaches. The lead author, at the time of writing, was in
medical school.

Analyses

Data were analyzed using descriptive statistics, including propor-
tions, means, standard deviations, medians, and interquartile ranges
(IQR).

Ethical and privacy reviews

Supported by the Mental Health and Addictions Strategy of the
Province of Nova Scotia,1 the Bloom Program demonstration project
proposal was sent to the Ethics Review Board of Dalhousie University,
Halifax, Nova Scotia. The proposal was deemed to be program eva-
luation and ethics review was waived. The Bloom Program was subject
to provincial privacy legislation. A privacy assessment process was
completed and approved with the government.

Results

There were 126 patients enrolled in the Bloom program for three
months or longer with at least one follow-up visit (Table 1). Patients
averaged 48.2 years of age and 61.1% were female. The leading diag-
noses included anxiety, depressive, and sleep-wake disorders. There
was a wide range of other disorders recorded less frequently. The
average number of current medications per patient was 5.1, 1.9 of
which were psychotropics.

Coding of pharmacist and patient activities

In total, there were 1144 encounters documented in which one or
more patient care activities were provided by the pharmacist (Table 2)
(mean 9.1 encounters/patient, median 7.5, IQR 6-11). Pharmacists
originally recorded 1009 activities using the checklist boxes on the
progress notes form, 886 in the original five categories and 123 clas-
sified as “other”. There were 281 written encounters using the struc-
tured progress notes form in which the pharmacists had not completed

the activity checklist. The independent assessment of pharmacists’ ac-
tivities when using all written documentation per patient chart added
1169 newly coded activities, including 56 categorized as “other”. To-
gether, pharmacists and the research team identified 2055 patient care
activities in association with the 1144 encounters (mean 1.8, median 2,
IQR 1-2).

We identified seven specific categories of activities that en-
compassed the patient care services that pharmacists provided to pa-
tients in the Bloom Program (Table 2). Medication management was
coded in 72.9% of encounters and comprised 40.6% of the total activ-
ities coded. Each of collaboration/communications, patient/family
education, and social support occurred in every four to five encounters.
Navigation/resource support and self-care guidance were services
pharmacists provided with every six to eight patient encounters
(Table 3). Patient assessment and triage to more urgent care was
documented in 32 (2.8%) encounters.

Discussion

This study characterizes the longitudinal care provided by com-
munity pharmacists to patients with lived experience of mental illness
and addictions in the Bloom Program. Expectedly, medication man-
agement activities were a central component of most interactions with
Bloom patients and with health care professionals in the patient's circle
of care. Medication management interventions by pharmacists for those
with mental illness and addictions have been shown to improve patient
outcomes related to adherence, adverse reactions and toxicities, and
optimize treatment through regimen changes (e.g., dose adjustments,
switches).9 In this study, the focus on medication management activ-
ities aligns directly with the scope of practice of the pharmacist, the
expectations of patients, and the inclusion criteria for the Bloom Pro-
gram that require patients to have at least one medication-related issue.

Our findings reveal that patient care activities provided by

Table 1
Characteristics of patients (n=126) in the Bloom Program for ≥3 months.

Characteristic

Mean age (years, SD) 48.2 15.9
Gender (n, % female) 77 61.1
Marital status (n, %)
Married/common law 54 42.9
Single 31 40.5
Separated/divorced 13 10.3
Unspecified 8 6.3

Education (n, %)
College/university or higher 46 36.5
High school graduate 22 17.5
High school not completed 17 13.5
Unspecified 41 32.5

Employment (n, %)
Employed 46 36.5
Unemployed 59 46.8
Attending school 8 6.3
Unspecified 13 10.3

Average number of medications (n) 5.1
Average number of psychotropics (n) 1.9
Patients on ≥2 psychotropic medications (n, %) 82 65.0
Psychiatric diagnoses (n, %)
Psychosis 8 6.3
Bipolar 16 12.7
Depressive disorders 75 59.5
Anxiety disorders 85 67.5
Obsessive compulsive disorders 13 10.3
Trauma and stress related disorders 24 19.0
Feeding and eating disorders 5 4.0
Sleep-wake disorders 43 34.1
Personality disorder 7 5.6
Neurodevelopmental disorders 11 8.7
Disruptive, impulse control, & conduct disorders 4 3.2
Substance-related and addictive disorders 22 17.5
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pharmacists to patients in the Bloom Program consistently include non-
medication management components. In this longitudinal patient care
program, just over one in four encounters (27.1%) involved patient care
services provided by pharmacists that were not inclusive of medication
management. The average encounter involved nearly two patient care
activities, approximately 60% of which were services other than med-
ication management. These activities are less well recognized by the
public, other health providers, and health service planners and decision
makers who often have limited awareness or expectations of the patient
care services provided by pharmacists.42–47 There is also limited re-
search on pharmacists’ patient care activities outside of medication
management to draw upon and mapping of practice patterns and ac-
tivities currently remains largely linked to medication management
duties.48–50 Time and number of visits are important variables for
pharmacists given their limited time and flexibility in daily rou-
tines.51,52 As previously reported,11 Bloom pharmacists spent a median
of 142 min with a mean of 176 (SD 128) min per patient with a median
follow-up encounter duration of 15 min. Individual pharmacists and
pharmacies chose how to schedule (e.g., appointment-based, on-de-
mand care) their Bloom patient interactions. However, understanding
their other practice patterns and activities in patient care is important
for informing health service decision makers and public and private
pharmacist service planners. Pharmacists in the Bloom Program pro-
vided care to patients through social support, patient and family edu-
cation, collaboration/communication, navigation and resource support,
and self-care guidance. This is important to recognize and to explore in
future research as improvements within the mental healthcare system
will require leveraging scopes and capabilities of all health care pro-
viders as a mechanism to improve timely access to appropriate care.

Collaboration and communications were frequently coded in en-
counters by pharmacists. As reported by Kelly et al.,53 collaboration
with pharmacists and physicians is valued by both disciplines with a
desire for more collaboration towards facilitating better patient health
outcomes. Physicians have also reported that enhanced collaboration
with pharmacists may be especially beneficial for those patients with
chronic diseases.54 This aligns well with the results in the Bloom Pro-
gram in which patients desire more collaboration between their phar-
macist and other health professionals regarding their mental health and
addictions care.23

Trials of physician-pharmacist collaboration for chronic diseases,
including hypertension,49,50,55–57 metabolic syndrome,58 diabetes,59

opioid dependence,60 asthma,61 and for patients with multiple chronic
conditions,62 have demonstrated the benefits of a more structured and
efficient collaboration. However, directly applying the findings of these
studies of interprofessional collaboration to the kind of collaboration
identified in the Bloom Program may not be appropriate. Most colla-
borative model studies use co-location as part of their model structure
in which pharmacists are working within a physician's practice, mul-
tidisciplinary clinic, or health centre setting. In the Bloom Program,
pharmacists are located within community pharmacies that are

typically not directly adjacent to prescribers or other health providers.
Further work is needed to explicate the advantages and disadvantages
of different models of mental health care involving pharmacists.63

Another important result from this study is that pharmacists en-
gaged in urgent triage to care. This was coded in 2.8% of encounters. In
the definition of urgent triage, the patient needed referral to emergent
or same-day care. Chapman et al. defined triage as, “The provision of
advice about how best to manage health issues – whether with a
medical product or device or with non-drug measures, whether to seek
assistance from a doctor or other health professional, and with what
sense of urgency....”32 Combining our results for urgent triage and na-
vigation and resource support (20%) would mirror the findings of
Chapman et al. in their more general definition of triage. Curley et al.
concluded that pharmacists are often accurate in triaging when iden-
tifying presenting conditions, especially when guidelines and protocols
are used.64 Research in depression screening has also shown that
pharmacists can successfully use screening tools (e.g., PHQ 2, PHQ 9)
following training to identify and triage those requiring more urgent
assistance for mental illness related crises.65–67 Community pharmacists
have also been involved in “identification and ongoing management of
women at risk for perinatal depression” based on the findings of El-
kholdr et al.12 Fuller et al.8 also found pharmacists are capable of
screening, counseling, providing follow-up, and referring appropriately
to physicians for people with insomnia. They also showed positive re-
sults on patients' smoking status, caffeine intake, alcohol intake, and
sleep environment.8 In a recent study on pharmacists' experiences with
patients presenting with suicidal thoughts, plans, and attempts, phar-
macists engaged in a variety of triaging activities and worked with a
range of health care professionals and others (e.g., clergy, law en-
forcement) to address suicide risk.68 Other public health promotion and
wellness areas for triaging and referral have also been explored gen-
erally and from an addictions' perspective (e.g., alcohol screening, to-
bacco reduction).69,70 Stakeholders, including members of the public,
may be supportive of pharmacists' screening programs and triage ac-
tivities and these programs have the potential for improving timely
access to care.14,69 For patients who experience these services from
pharmacists, they are typically satisfied and value the service.70 Based
on our results and the existing literature, a coherent analysis of phar-
macists' roles in screening and triage for mental illness and addictions is
warranted to determine how to best integrate pharmacists’ roles in
these areas in the mental health system.

There are several differences between this analysis and our original
report on pharmacists' patient care activities in the Bloom Program.11

The most notable difference was the identification of two new cate-
gories – social support and self-care – that were identified from phar-
macists’ patient progress notes and other chart notes and were not in-
cluded in the original pre-specified activity checklist. Together, they
represent 20% of all pharmacist patient care follow-up activities, which
accounts in large part for the decrease in activities categorized as
“other” (2.7% vs. 12.3%). Pharmacists provided these activities once in

Table 2
Follow-up patient care activities of Bloom Program pharmacists.

Activity Pharmacist coded Researcher coded Total coded activities Proportion of total activities (%) Proportion of encounters (%)

Medication management 469 365 834 40.6 72.9
Collaboration/communications 113 175 288 14.0 25.1
Patient/family education 149 103 252 12.3 22.0
Social support* n/a 248 248 12.1 21.7
Navigation/resource support 126 64 190 9.2 16.6
Self-care* n/a 155 155 7.5 13.5
Urgent triage 27 5 32 1.6 2.8
Other 123 56 56 2.7 4.9
Totals 1009 1169 2055 100

*Social support and self-care were new categories not available to pharmacists using the progress notes form.
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every 4 and 8 patient encounters, respectively. These findings align
with our previous research and the findings of others as well as our tacit
knowledge regarding the general support and health promotion gui-
dance routinely offered by community pharmacists.10,11,23,46,68,71,72

Limitations

Documentation was incomplete for some patient encounters.
Through Bloom Program review sessions and interviews with Bloom
Program pharmacists (data not shown), pharmacists reported that not

Table 3
Definitions and examples for each category of activity.

Term and definition Examples

Medication Management
Medication management included documentation of routine dispensing of
medications (refills, monitoring, follow-up) and/or evidence of discussion with
patient or physician regarding the development, modification, or application of
a pharmacotherapy management plan.31

1. “Not taking anything right now. Mirtazapine caused nightmares + sertraline caused
tremors in past. Doesn't want to feel more tired. Will try citalopram again since he
didn't want to try antipsychotic and he didn't give citalopram long enough to work. If
ineffective or not tolerated refer to psychiatrist (made note to Dr.) Monitor sexual side
effects.”

2. “Patient ran out of citalopram & could not see her family Dr. in time. Provided her with a
CCP for citalopram until she could see her physician for new prescription.”

Collaboration/communications with other team members
The pharmacist worked jointly, via direct or written communications, with other
health care providers on the patient's behalf to address health and medication
problems or in response to requests by the patient.

1. “D (data): Updated [doctor] on positive results of changing to Cymbalta® and no
longer requiring mirtazapine. [Doctor] happy with results but expressed concern that
mirtazapine may be required again (nightmares/vivid dreams seem to be a recurring
issue for [patient]). A (assessment): Continue our collaboration and monitor sleep/
mood changes as time goes on. P (plan): As above; continue to monitor. [Pharmacist]
left voicemail.”

2. “Attention: [Psychiatrist]. [Patient] tried Abilify® 1mg for 10 days and discontinued
because she was experiencing return of hypomanic feelings. She saw [Family doctor] in
[town] who started Risperdal® 0.25mg at bedtime for 2 weeks with a plan to increase to
0.5 mg thereafter. I will keep you posted on her progress/successes/failures every two
weeks starting when I meet with her next.”

Patient/family education
The pharmacist shared and reviewed information with the patient and/or family
related to pharmacological and non-pharmacological topics. Often done in
support of informed decision making.

1. “1) Reviewed options for CBT and group therapy with patients: [Program] in mental
health and [town] group/individual therapy. 2) Provided 2 books: anxiety and phobia
workbook and living with mental illness. 3) Gave website for smoothie recipes to help
increase fruit and vegetable intake. 4) Reviewed options for anxiety/depression,
antidepressants, and sweating.”

2. “Researched and prepared handout reviewing therapy options for PTSD, pain, and
insomnia for patient.”

Social support
Evidence of providing the patient with general, non-specific psychosocial
support typically in the context of conversations regarding relationships,
employment, finances, and perceptions of self.

1. “[Patient name] was concerned about stress at work as she is still learning, but
responsibilities have gone up and her mentor is away for 2 weeks. We discussed coping
strategies and her adaptability and how well and easily she has learned on the job so
far.”

2. “We have filled out the discharge papers. Although she would like to continue the Bloom
program (wishes it was longer). She feels she is okay with a discharge. She knows that
she can still contact me anytime.”

Navigation and resource support:
Navigation included non-urgent referral to physicians and other professionals
and directing the patient to community resources and support groups. Resource
support involved providing or directing the patient to a print, audio, or web-
based resource for independent review by the patient.

1. “Trouble sleeping at night. Gave her the Sink Into Sleep CBTi book last visit. She hasn't
had a chance to read it all yet but will try it after the holidays... Advised patient to
make an appointment with the doctor to discuss this further. She may require a
referral to a neurologist for such a diagnosis…Printed off lab values (normal) for
patient to pick up at next appointment.”

2. “Patient says that her medication has significantly helped her over the holidays and she
found the holidays quite tough due to a family situation but her venlafaxine got her
through it despite the added stressors. Her [relative] requires a lot of financial assistance
and is struggling with addiction. I recommended the [organization] and [organization]
and the food bank. Also offered to speak with [relative] if [relative] would be open to
it.”

Self-care
Discuss, promote, or support patient self-care activities for preventing or
managing health problems (e.g., stress management, exercise, diet, sleep,
alcohol or tobacco use).

1. “D [data]: No physical activity, overweight and concerned about weight, does not eat
3 meals per day. Has 4 XL coffees daily with 2 creams and sugar. Also drinks
[carbonated soft drink] daily if in house. A [assessment]: Sedentary lifestyle, poor diet.
P [plan]: Provided calendar to mark days she eats 3 meals a day. Suggested healthy
choices, increased activity (2 flights of stairs, 1 loop at track or 5min on treadmill).”

2. “Patient depressed, discussed what motivates her, patient unsure. Spoke about love for
dogs and discussed ways to keep them healthy and how to love them. She stated exercise
importance, as well as herself for both depression and CV disease. Decided she would
walk each dog 2 x this week around the block for about 1 km. Also promised she would
eat 3 meals per day. Patient seems happy to have plan and said it complemented her
family doctor.”

Urgent triage:
The pharmacist assessed the patient and referred them to emergent or same-day
care, or facilitated contact with a mental health crisis service.

1. “Today [patient name] and I met because she has been experiencing increased suicidal
thoughts…Gave her a crisis hotline #, reassured her that her thoughts can be
attributed to her condition and are temporary and if she is ever considering taking
action to seek help - she's not alone. Provided her with resource on understanding
suicidal thinking ... Will follow up.”

2. “Called [patient] to discuss yesterday. He had an argument with his parents and is
packing to leave. Wants to use [substance]. I suggested Mental Health Mobile Crisis Unit
…”

Other
There was insufficient information to characterize the interaction or the nature
of the interaction did not fit with any of the available categories.

1. “[Patient name] brought in his mom for me to meet.”
2. “Spoke to [patient] to book appointment. Knee surgery planned for [month]. Will be
away for recovery. [Patient] will contact me when she returns.”

CBT: cognitive behavioural therapy; CBTi: cognitive behavioural therapy for insomnia; CCP: continuing care prescription; CV: cardiovascular disease; PTSD: post-
traumatic stress disorder; XL: extra-large.
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all patient encounters were recorded and for those that were, not all
activities were fully elucidated consistently. Some progress notes were
also ambiguous. Consequently, not all patient care activities provided
by pharmacists are included in this analysis if they were not recorded
adequately. An in depth, free-text analysis was also not conducted with
an aim to create further sub-categories as documentation style was not
prescriptive and strictly standardized a priori to capture this informa-
tion in the data. As a result, for example, medication management re-
presents a broad term and was not further subcategorized (e.g., adverse
events, adherence, etc.). There were no statistical analyses conducted to
determine if there were differences in activities of pharmacists based on
the characteristics of patients (e.g., those with serious mental illness,
comorbid substance use, etc.) or other factors (e.g., length of time in the
program). The documentation was not sufficiently detailed for this and
pharmacists’ documentation styles were varied. Additionally, the ca-
tegories and definitions created through this research have not been
independently tested or validated.

The outcomes of the patient care activities performed by pharma-
cists were not recorded in this analysis and only the frequency of each
type of activity is reported. However, overall outcome data from the
Bloom Program indicates that the majority of patients achieved their
desired goals of therapy and were satisfied with their participation in
the program.11

Conclusions

Pharmacists working with patients in a community pharmacy-based
mental illness and addictions program most often reported engaging in
medication management activities with patients. However, encounters
with patients included an average of 1.8 activities per encounter with
other activities identified frequently (e.g., education, collaboration,
social support, navigation and resource support). Other research has
shown that patients are often highly satisfied with pharmacists' services
and value both pharmacological and non-pharmacological interven-
tions, including health promotion programs, triage, and referral ser-
vices. This research longitudinally characterizing pharmacist-patient
encounters allows for a more comprehensive understanding of the role
of the pharmacist in mental illness and addictions patient care.
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