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Summary

The importance of clinical psychopharmacological knowledge for modern psychiatric care is both
well-established and underdeveloped. Although psychiatric pharmacists are identified as experts in
psychopharmacotherapy based on pharmacists’ overall expertise in pharmacotherapy, in real-life
health settings, such is not necessarily the case. As a matter of fact, (1) pharmacists' real expertise in
pharmacotherapy is mainly seen as useful to patients (as part of therapeutic education), (2)
pharmacists' practice methods are usually circumscribed to the framework of quality processes (e.g.
comprehensive medication management) which are not particularly useful to clinicians who have a
greater need for pharmacotherapeutic skills, (3) the difficulties in terms of collaboration between
pharmacists and physicians are well-known. We describe here the implementation of an alternative
system of pharmacotherapy counselling inspired by case by cases in which the remote expertise of
pharmacists in psychopharmacology guided prescribers towards the implementation of
recommendations from the literature. This shared decision-making process integrates both the
clinical elements provided by the psychiatrist and the pharmacotherapeutic information provided by
the clinical psychopharmacist, to promote evidence-based medicine (algorithmic data in
recommendations) and tailor-made solutions (drug-drug and drug-disease interactions) for patients.
In our experience, the success of such an initiative is likely to promote the development of clinical
psychopharmacology in psychiatric settings. Importantly, within this framework, the
pharmacovigilance unit and psychopharmacologist are useful resources to guide the decision-

making process of the pharmacist-psychiatrist duo.
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Introduction

Since the magical years of psychopharmacology (1950s and 1960s) the interest towards the
integration and the optimal use of psychotropic drugs in mental health settings has grown
considerably [1, 2]. This has highlighted the need for targeted training for health-care workers, and
psychiatrists in particular, as crucial in order to improve the quality of care [3, 4]. Beyond the need
for training, the acknowledgment that only a minority of health-care workers can develop
psychopharmacological expertise suggests that hospitals should have at least one designated
psychiatrist with this particular expertise [4]. However, with the rise of modern
psychophamarcology, the knowledge that needs to be mastered has become increasingly complex,
making this much needed expertise even less likely. Yet it is widely known that psychotropic drugs
are beneficial only when they are handled in the right manner [5]. The question thus remains
regarding how the necessary clinical psychopharmacological expertise is to be provided [5].

Another main influence that modern psychopharmacology has exerted in the psychiatric
field is the dramatic impact it had on nosology and on the overestimation of the effectiveness and
the tolerability of psychotropics [2, 6]. Brief clinical assessments with simplistic checklists for
categorical diagnosis are abundantly used in contemporary psychiatric practice and have also
contributed to the fact that pharmacotherapy choices are, in many cases, dictated by
guidelines/algorithms built upon data from cost-driven studies led by pharmaceutical companies [7].
This has led to an overall decline in clinical curiosity in favor of a widespread use of a more
standardized approach; paradoxically, this probably increased the number of prescriptions based on
experience rather than knowledge, while potentially impoverishing clinicians’ knowledge of the
pharmacological tools available [7].

When envisioning the future, modern-day psychiatry bears the challenge of incorporating
two important new paradigms, i.e., personalized medicine (that is, adapting psychotropic drugs to
an individual clinical situation) and evidence-based medicine (as a general framework). This means
that a bridge connecting fundamental and applied neuropsychopharmacology (i.e., the everyday
prescriptions made by clinical psychiatrists) needs to be constructed. This is essential in order for
clinicians to gain a better understanding of the different pharmacological tools and their potential
complementarity. Since the pharmacist is generally seen as one of the experts in medication and
pharmacotherapy, he/she could thus be the best option to link pharmacological knowledge to the

clinic [8-10].



In this narrative review of the literature, we aim at presenting how we can conceive of a more
prominent role of clinical psychopharmacology in decision-making in psychiatric settings. Bearing
this in mind, we will present the strengths and limitations from the perspective of mental health
pharmacists, and how France is attempting to develop a shared decision-making model between
psychiatrists and pharmacists. In addition, we will present the challenges of a shared expertise

between pharmacists working in psychiatric settings (or psychiatric pharmacists) and psychiatrists.

Psychiatric pharmacy: pharmacist as experts in psychopharmacotherapy?

The involvement of pharmacists, particularly alongside physicians, in the clinical process is known
as “clinical pharmacy”, that is, a field whose main aim is to improve therapeutic decisions [11].
Clinical pharmacy has existed in such a format for a long time in France, and for even longer time
in North America and in English-speaking countries in general. In the latter countries, clinical
pharmacists specialize in one clinical field, i.e., oncology or psychiatry, whereas in France clinical
pharmacists do not specialize in one particular medical field. In the USA, psychiatric pharmacy in
particular has been part of the board of pharmacy specialties (BPS) since 1992. Four years after the
creation of the board certification examination for psychiatric pharmacists (BCPP), several
psychiatric pharmacists formed a group that would later become the College of Psychiatric and
Neurologic Pharmacists (CPNP; 1998) [12]. In the UK, the College of Mental Health Pharmacy
(CMHP) was formed in 2010 by the merger of the United Kingdom Psychiatric Pharmacy Group
(UKPPG) and the College of Mental Health Pharmacists [13]. These official groups have largely
contributed to the development of psychiatric pharmacy and provided grounds for the collaboration

between psychiatrists and pharmacists regarding pharmacotherapeutic decisions.

A psychiatrist-pharmacist partnership approach has already proven effective in improving
the quality of mental-health care in a number of studies [8-10, 14, 15]. By favoring
psychopharmacologically-informed and evidence-based practice, mental health practitioners reduce
stigma associated with mental health [9]. Hence, this approach should no longer be perceived as
inaccessible to general psychiatric care, as the partnership between psychiatrists and pharmacists is
crucial to improve the quality of prescriptions [15, 16]. However, most of the investment made by
pharmacists, including in English-speaking countries, is made within a framework that focus on the

quality aspect of the pharmacotherapeutic approach, e.g. in the USA, comprehensive medication



management (CMM; guidelines for CMM in 2012) and medication therapy management (MTM;
adopted by Medicare & Medicaid services since 2003) [10].

CMM is a standardized view of care for a given patient in which all medications are
reviewed to determine adherence, effectiveness, relevance, and safety [10]. Medicine reconciliation
(MedRec), alone or integrated in CMM, corresponds to an intervention that aims at reducing
adverse drug events across several settings such as hospitals, primary or long-term care [17].
MedRec is either mandatory or recommended in France and in numerous English-speaking
countries (USA, Canada, Australia or UK), and it has recently been the focus of an article in a
specific regional psychiatric setting in France [18]. Recently, another standardized tool has

integrated MedRec for clinical pharmacists in psychiatric settings [19].

In these highly protocolized intervention systems, the pharmacists' field of expertise appears
extremely broad, which reflects the nature of clinical pharmacists’ activities in general, ranging
from prescription verification (medicine reconciliation, drug-drug and drug-disease interactions,
etc.) to therapeutic education (enhancing medication adherence) [8, 20, 21]. It is important to note
however that the level of qualification of clinical pharmacists may be different depending on the
country, in particular in relation to the duration of the hospital pharmacy residency (see ie. for the

differences in Europe [22]).

Hence, expertise in psychopharmacology is just one of many skills, and the pharmacist's
pharmacotherapeutic expertise seems to be seen as more useful to the patient than it is to
psychiatrists or health care teams (‘“Patients can benefit from pharmacists' expertise in
pharmacology, pharmacokinetics (...)” [8], “Despite (...) the relative expertise in pharmacotherapy,
pharmacists are often overlooked as core members of health care teams” [9]). This suggests that
either psychiatrists do not need expert advice in clinical psychopharmacology, which does not seem
to be the case considering the data presented above (see introduction), or that clinical pharmacists
are not considered legitimate, or do not feel Ilegitimate, in terms of their clinical

psychopharmacological expertise relative to psychiatrists.

Furthermore, these programs also tend to show that the partnership approach between
pharmacists and psychiatrists is not automatic and requires a degree of intentionality to be effective.
For instance, while some studies present the benefits of pharmacist-psychiatrist collaboration in
terms of the quality of psychotropic drug prescriptions, other research data point to the well-known
conflictual relations between the two professions [9, 10, 23]. The American Medical Association

(AMA) considers that when pharmacists ask for information about the validity of prescriptions



before dispensation, they “are interfering with the practice of medicine” [10]. This raises the
question of the reason why the collaboration might be difficult, in terms of the behavioral patterns
involved but also specific organizational difficulties (not knowing the other practitioner, remote

communication via emails, telephone, and not face to face, etc.) [9].

It should also be noted that when the specialization of psychiatric pharmacists is
acknowledged in its own right, as in the USA, their work is mainly organizational (i.e., therapeutic
drug monitoring [TDM] and the follow-up of periodic treatments) and/or administrative (i.e.,
management). Such is the case for instance of clinics specializing in the use of treatments such as
clozapine or methadone or for long-acting injectable drugs [24-26]. Although these new settings
show that there is some acknowledgment of the role of mental health pharmacists in clinical

psychiatric settings, it does not mean that they are viewed as experts in psychopharmacotherapy.

Considering this, we argue that the acknowledgment of the expertise of clinical pharmacists in

mental health settings can be achieved through:

- the intensive training of clinical pharmacists specializing in clinical
neuropsychopharmacology, similar to the qualification level that has existed for more than 20 years

in the USA and in other English-speaking countries in general [10, 12];

- the education of psychiatrists regarding the type of advice that can be expected from

pharmacists.

Of course, the last point raised here is something that pharmacists alone cannot implement, that is,
psychiatrists need to believe that there is something to be gained by improving their partnership
with pharmacists (e.g., information relevant to their practice). It is undeniable that, in the current
standards of intervention of clinical pharmacy, pharmacotherapeutic optimization is conceived
essentially, if not exclusively, in a retroactive manner: e.g. drug-drug interactions, medication
review for anticholinergics, sedative drugs or antipsychotic polypharmacy, reduction of the use and
duration of prescriptions for hypnotics or anxiolytics [9, 10]. Thus, quality analysis grids of medical
activity used by pharmacists often take a critical stance at medical practice without considering the
clinical motives that led to this situation. The retrospective stance of “what has been done”

proposed by pharmacists places the physician in a position where he/she must regularly defend



decisions for which he/she is not always completely responsible. These contexts lead to the feeling

that clinicians might “waste their time” and are rightly singled out by the AMA [10].

In order to promote a more virtuous model of neuropsychopharmacology expertise provided
by clinical pharmacists in mental health settings, it is crucial to strengthen the skills of clinical

pharmacists in the field of mental health.

Contribution of a new partnership approach between psychopharmacists-psychiatrists to

improve care in mental health settings

Psychiatry, like many other disciplines, is concerned by the accumulation and diversification of
knowledge. Pharmacotherapy represents only a part of the field of psychiatry akin to psychotherapy
for instance. In this context, for clinical psychiatrists, knowledge in psychopharmacology is only
one part of a growing body of knowledge. Additionally, the number of psychotropic drugs has
continued to grow over the years, increasing the complexity of drug interactions and their risks.
This context has given rise to a risk of relative regression in the skills of psychiatrists in the field of
psychopharmacology and of non-optimal use of psychopharmacological tools [20, 21]. The
consequences are twofold. Firstly, the risk of an increase in the prevalence of treatment-resistant
cases, a source of chronicization of disorders which entail important well-being and functional
consequences. The second risk is iatrogenic, which is a particularly sensitive issue, especially in the
elderly. This context highlights the need to integrate a real expert in clinical psychopharmacology

into care.

We present below the example of a local network of expertise in clinical
psychopharmacology which has been set up for psychiatrists in the Alsace region (formerly part of
the current Grand'Est region) in France. Alsace is a region of 1.89 million inhabitants (2017), with
an overall equipment rate for psychiatry of 1.22 hospital beds per 1000 inhabitants (below the
national average of 1.45) [27]. Since 2014, a network has been built in Alsace with experts in
psychopharmacology, under the initial impetus of a psychiatrist (GB) and a psychopharmacist (HJ),
with the aim of providing rapid counseling to mental health clinicians (psychiatrists and general
practitioners in psychiatry). In 2017, this network was structured in the form of an association

called “Pharmacopsy Alsace”, with local referents in the region's 3 psychiatric institutions, making



it possible to raise the questions asked by clinicians [20, 21]. This offer of expertise has become
well-identified by psychiatrists who need expertise in psychopharmacology [20, 21]. The objectives
of “Pharmacopsy Alsace” are presented in Table 1. Requests for expertise emerge at two key
moments in the patient's routine care: (i) in the beginning, in order to optimize the first-line
pharmacotherapeutic strategy, (ii) but above all at a later stage in the event of failure, proven
resistance or an adverse effect, advice with the aim of treatment modification (Figure 1) [20, 21].
Reflections in terms of accountability for adverse effects linked to psychotropic drugs are the
subject of integrated collaboration within the framework of ‘“Pharmacopsy Alsace” with the Alsace

regional pharmacovigilance centre (CRPV) based at the Strasbourg University Hospital [20, 21].

The operating model of our network of expertise in psychopharmacology is largely inspired by case
conferencing interventions (CCI) found in Australian and Scandinavian settings [9, 28, 29]. CCI
correspond to face-to-face dialogues between the referring physician and the reviewing pharmacist
(during a multidisciplinary meeting of two or more healthcare professionals in general) in order to
plan care for a specific person with chronic and complex care needs [9, 28]. The “model of shared
decision-making” was first described as a consensual decision between patient and physician [9,
28]. A similar view could promote shared decision-making as a gold standard in health care teams
[28]. The shared decision-making model involves 3 steps: sharing information, deliberation and
decision making [28]. However, the CCls can include only two members of the health care team,
i.e., the psychiatric and the pharmacist, in order to: (i) facilitate the communication with the general
practitioner, (ii) provide a quality program in order to reduce the prescription of inappropriate
drugs, (iii) improve medication adherence [9, 28,29]. In our experience, CCIs involving mental
health pharmacists with a qualification in psychopharmacology (e.g. PhD in psychopharmacology
or other similar qualifications and strong clinical experience in the field) are able to efficiently

provide clinical psychopharmacological counselling to psychiatrists who request it [20, 21].

We have observed that psychiatrists encounter two main difficulties in making
pharmacotherapeutic decisions: (1) finding information in the literature on a specific
psychopharmacotherapeutic issue, i.e., how to search, then how to select the information found in
the literature to ultimately translate the vast theoretical information found into an individual choice,
(2) organizing this decision-making considering drug-drug and drug-disease interactions,
particularly interactions with somatic drugs and illnesses [20, 21]. From this perspective,

pharmacists with a research qualification in psychopharmacology (PharmD, PhD) are often the best



contact options: (1) as researchers with a PhD in psychopharmacology they can provide a critical
review of the literature in order to offer an informative synthesis directly to the clinical psychiatrist,
(2) as clinical pharmacists to guide prescribers on the different types of interactions either directly
or by orienting the communication between the psychiatrist and the general practitioner. Moreover,
in our clinical practice, the pharmacist can also greatly benefit from a clinical experience in
psychiatric settings (as a mental health clinician or as a post-doctorate fellow, and not as a
pharmacist) and contribute to the relevance of the advice that he/she is likely to offer to clinicians

[20, 21].

The challenge of this organization is to be able to provide psychiatrists with tailored
information for an individual patient. Over the past few years, our expertise activity in the form of
CClIs has been highlighted by a number of publications reflecting the diversity of our actions in
psychopharmacological expertise: (1) pharmacotherapeutic optimization (e.g. [30-33]), (2) adverse
effects (e.g. [34-39]); in these two first sections, we described two cases in which clinical decisions
were assisted by TDM [32, 36]. “Pharmacopsy Alsace” is also involved in studies focusing on
appropriate psychotropic use [40, 41], the development of prescription support tools
(anticholinergic impregnation scale for French psychiatry [42]) and training/information on
psychotropic drugs [41, 43]. According to recent feedback from a sample of 106 Alsatian mental
healthcare professionals, including 81 psychiatrists and 3 general practitioners, 94.3% of these
professionals were totally satisfied with the responses provided by the ‘“Pharmacopsy Alsace”
network [44]. The number of requests has grown steadily in recent years, increasing fivefold in five
years (reaching more than 300 requests per year in 2019). It is also interesting to note that our
network was found to be particularly useful during the current health crisis through the quick
recommendations we were able to provide on the management of psychotropic drugs during the
SARS-CoV-2 pandemic [45]. Importantly, there was an increase of more than 50% in the number
of requests for expertise during the months of April and May 2020 in the clinics presenting with the
highest number of psychiatrists on sick leave. This shows that remote expertise in
psychopharmacology offers an important support solution for practitioners when their real-life

network is affected.

Our network of expertise also promotes the use of TDM among prescribers as an objective
means of contributing to the decision-making process in psychopharmacotherapy ([20, 21, 32, 36]
and Table 1). This integration of TDM is in line with the recommendations proposed by the TDM

task force of the “Arbeitsgemeinschaft fiir Neuropsychopharmakologie und Pharmakopsychiatrie”



(AGNP) [46, 47]) and the extensive experience developed in this area within the pharmacogenetics

and clinical psychopharmacology unit of the Vaud university hospital [48].

Finally, we believe that remote online expertise in psychopharmacology’s success lies in the
guided, step-by-step implementation by prescribers of recommendations or guideline algorithms
from the literature. As noted above, this has become increasingly complex, as the
psychopharmacological decision algorithm has to include pharmacodynamics data, evidence- or
consensus-based guidelines and meta-analyses, and pharmacoepidemiologic data. The latter
contribute to the acknowledgement of real-life conditions compared to clinical trials [49].
Pharmacoepidemiologic data complement data from clinical trials as they provide information
regarding the medium- and long-term effects of treatment, which are used regularly throughout the
life of the patient. They also integrate data on somatic and psychiatric comorbidities as well as
specific treatment effects on specific populations such as children, elderly people or pregnant
women [49]. These elements also strongly contribute to pragmatic psychopharmacotherapeutic
choices. Although clinicians are often aware of evidence-based guidelines, they do not necessarily
apply them, judging them to be incompatible with pragmatic, real-life conditions. A 2017 study for
algorithm-guided treatments for depression showed the benefit of three different algorithm-based
strategies compared to either the usual treatment or also to a computerized expert system where the
clinician does not adapt the prescription according to the clinical picture and/or his/her experience
[50]. These data demonstrate the relevance of algorithmic thinking informed by the clinical picture
and the clinician's experience. Nevertheless, it is often difficult for the clinician to follow the
algorithms and find out how they can be adapted to a specific situation. From our point of view,
CCls built by the shared expertise in psychopharmacology between the psychiatric pharmacist and
the psychiatrist contribute to an implementation of evidence-based medicine capable of producing

tailor-made solutions for patients [20, 21].

Conclusion

Supporting expertise in clinical psychopharmacology is fundamental to ensuring quality psychiatric
care [5]. The need for training in psychopharmacology for both junior and senior psychiatrists is
well-known [3, 4, 51] and the relevance of requesting advice from a clinical psychiatric pharmacist

to this aim has already been demonstrated [3, 51].



However, although pharmacists are often presented as experts in pharmacotherapy and in
terms of knowledge about medications, the actual role they play in providing
psychopharmacotherapeutic advice to psychiatrists is still limited.

From our point of view, the new qualifications offered to pharmacists in some countries are
sometimes : (1) liable to stir up confrontations between physicians and pharmacists because some of
these qualifications are more clinics-oriented (e.g. in psychiatry: early detection or follow up of
people with mental health diseases) [9], (ii) some provide more quality-oriented work especially in
psychiatry settings (MTM, CMM, MedRec) [10, 17] and do not allow the psychiatric pharmacist to
focus his/her expertise on the collaboration with the psychiatrist.

In our experience, the implementation of a model of clinical psychopharmacology inspired
by the CCIs is both evidence-based and ecological [20, 21]. From this perspective,
pharmacovigilance units and psychopharmacologist researchers are important information resources
to guide the decision-making process of the pharmacist-psychiatrist duo. The “Pharmacopsy
Alsace” expertise network is now being deployed in France in the form of centers currently being
validated by the French regional health agencies (Agences régionales de santé [ARS]) which should
be called Resource and Expertise Center in PsychoPharmacology (Centre de ressources et
d'expertise en psychopharmacologie [CREPP]). The first so-called CREPP was recently created in
Bourgogne Franche Comté (by SD). These centers have been found to be useful, which provides
grounds to develop this concept all over France.

This kind of model allows psychiatrists and psychopharmacists to fully focus on their main
skills in clinical psychiatry and psychopharmacotherapy respectively and to develop a useful

collaboration, in which clinical curiosity can meet psychopharmacological subtlety [7, 20, 21].
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Table 1. Objectives of the Alsace Network of expertise in clinical psychopharmacology,
“Pharmacopsy Alsace”.

Primary objectives To develop, for the benefit of patients, support for psychiatrists in the
field of clinical psychopharmacology, in order to optimize
pharmacotherapeutic decisions at each stage of the care process.

Secondary To develop the interest and skills of psychiatrists in the field of
objectives psychopharmacology, especially among young psychiatrists.

Identification of the regional network of expertise in the field of
psychopharmacological treatments (with specific sub-areas of
expertise supported by specific practitioners)

Improving the benefits to be gained from the use of therapeutic drug
monitoring

Trigger initiatives and the development of research in
psychopharmacology

Contributing to the medication education (via psychoeducation) of
patients in mental health settings




Figure 1. Stepped-expertise management in news cases conferencing interventions for psychiatry
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