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INTRODUCTION

In December 2005 the National Institute for Mental Health (England) New Ways of Working for Mental Health Pharmacy (NWWMHP) sub-group of the National Steering Group for New Ways of Working in Mental Health commissioned researchers at the University of Bath to undertake a survey of all Mental Health Trust (MHT) pharmacy services in England. The aim of the workforce survey was to ascertain the pharmacy staffing available to provide services to Mental Health Trusts (MHTs) in England and the services provided. 

BACKGROUND

The nature and size of the pharmacy service available to any Mental Health Trust (MHT) and the service it provides will depend on a variety of factors. Local factors include

· The outcome for the pharmacy service following the closure of the mental institutions or asylums. 

· The extent to which specialist mental health pharmacy services were retained within the acute hospital environment

· The development of clinical pharmacy in mental health within the locality:

· Leadership of a chief pharmacist for the MHT and the ability of that person to develop specialist mental health pharmacy services 

What should a mental health pharmacy service look like and what should it provide for Mental Health Trusts and their service users? 

There is no model MHT pharmacy service. However the following core activities should be provided either directly by MHT employed pharmacy staff or indirectly via a service level agreement (SLA) with other Trusts: 

· Leadership. The MHT chief or lead pharmacist should provide leadership in the management of all medicines related activities of a MHT

· Governance The MHT and it’s service users should be assured that medicines are purchased, prescribed, ordered, administered, dispensed and stored in a safe and cost effective manner

· Clinical Pharmacy. MHT staff and service users have access to pharmacists with additional training or experience in mental health medicines as a member of the multidisciplinary team to advise and assist selection of the best medicines

· An efficient and timely supply of medicines

Audit Commission

The publication of the report by the Audit Commission – ‘A Spoonful of Sugar’ in 2002 identified the need to further develop and improve the management of medicines by Trusts. These included

· Increasing the extent to which pharmacists were available on wards to assist decision making about medicine use

· Increasing the pharmacist’s role in reducing medicine errors

· Improved medicines induction and training programmes

· Enhancing the capacity of service users to manage their own medicines

· Focusing on admission and discharge from hospital as being two periods of high risk of medicines errors

New ways of working

In 2001 the Changing Workforce Programme for mental health invited the Newcastle, North Tyneside and Northumberland Mental Health Trust to develop and evaluate a programme of new ways of working (NWW) in mental health pharmacy. This programme highlighted the potential for pharmacy to impact on the delivery of medicine related services to users of mental health services in three ways; 

· Development of the roles of staff working within pharmacy so as to release the time of pharmacists and pharmacy technicians to develop improved services to users

· Development of the roles of pharmacy staff so as to release time of other mental heath care professionals and improve services to users

· Development of other staff to undertake work related to the management of medicines by service users

Between 2002 and 2005 all MHTs in England were invited to participate in a programme of small innovations that demonstrated the potential of mental health pharmacy (the Spread Programme) to spread new medicines practices to MHTs. Over 40 MHTs participated. These innovations further demonstrated the potential of mental health pharmacy services.

The capacity to undertake new ways of working in mental health pharmacy that impact on both pharmacy and non-pharmacy staff is dependant on the size, and role of the workforce. This survey was commissioned to provide a clearer understanding of MHTs and their pharmacy services, the nature of the pharmacy workforce, the current level of activity and impact of the pharmacy service on wards, in teams and with service users,

Who are the mental health pharmacy workforce?

The mental health pharmacy workforce comprises 4 main groups; pharmacists, pharmacy technicians, pharmacy assistants (also called assistant technical officers) and other ancillary and clerical staff. 

Pharmacists are a highly qualified group of staff undertaking a 4 year university based masters degree followed by a one year registration period to achieve qualification with the Royal Pharmaceutical Society of Great Britain.  Clinical training follows registration; most hospital pharmacists undertake a further 2-3 years of clinical training to qualify to practice as a clinical pharmacist. Further qualifications in mental health pharmacy are also available at postgraduate certificate and diploma levels. The UK Psychiatric Pharmacy Group has been very innovative in developing both a series of postgraduate mental health qualifications and training events to help develop the pharmacist workforce. In the last 10 years in excess of 500 pharmacists have undertaken these courses with between 2-300 achieving postgraduate qualifications in psychiatric pharmacy. This has all been achieved without any central funding 

Pharmacists have a key role to play in the management of medicines by MHTs and a great potential to undertake prescribing roles following the introduction of legislation for both supplementary and independent pharmacist prescribing.

Pharmacy technicians undertake 2-3 years of work-based training.  In the past this has resulted in the qualifications of Apothecary Hall, City and Guilds, BTEC, and currently NVQ.  Pharmacy technicians undertake most of the dispensing and manufacturing duties in the pharmacy.  In addition in acute trusts they have increasingly taken over the role of ordering stock and repeat medicines for wards. In recent years a new qualification for the role of clinical pharmacy technician has developed which is particularly suitable for those technicians working on wards. 

Pharmacy assistants or assistant technical officers receive in house training and undertake NVQ qualification. They can following training undertake many of the routine medicine related tasks in the pharmacy and increasingly on wards.  

Pharmacy assistants are identified as a group who can develop new ways of working allowing the release of pharmacy technicians to undertake more complex tasks and release of ward nursing time taken for the routine ordering of medicines. NVQ qualifications for pharmacy assistants have only recently been introduced.

THE SURVEY 

This survey was undertaken in 2 parts. In the first part was a very extensive survey designed to enquire about a wide range of issues relating to mental health secondary care pharmacy activity in addition to core data about the MHT and its pharmacy service. This first survey, undertaken by Bath University (called the Bath survey) was completed for 38(43%) MHTs. In the second part, core data about the pharmacy workforce and other dimensions of the MHT and it pharmacy service was collected from a further 18 MHTs. 

The final survey received data from 59 respondents (72%) of the 79 MHTs (called the UKPPG survey). Non-responders were predominately from PCT providers of mental health services. Only 9 specialist MHTs failed to return a completed questionnaire.

FINDINGS

Mental Health Trusts and their Pharmacy Services 

Mental Health Trusts (MHTs) vary hugely in size and activity and are different from other trusts in the extent to which medicines related activities are devolved to others. This will inevitably impact on the complexity of the MHT pharmacy services which may be further exacerbated by operating over many sites. This variance in the extent to which medicines related activities are devolved to others such as community pharmacists, general practitioners, and acute trusts also impacts on the priorities for their pharmacy service. 

Pharmacy services to MHTs varied enormously and achieving a coherent picture of mental health pharmacy services that enabled any meaningful comparisons or benchmarking proved very difficult. 

For most other groups of staff involved in mental health care information relating to manpower and services is available from the Durham mapping. Pharmacy services however are not.
Most MHTs are dependent on other providers for their pharmacy service. Only 17% had no service level agreement (SLA) with another trust to provide pharmacy services with 25% requiring three or more such agreements. The pattern of ‘the MHT has no pharmacy of its own and receives all aspects of the pharmacy service from another Trust’ was the most common for supply of pharmaceuticals (58%) while less so for clinical pharmacy services (19%). However the impact of SLAs is far greater than this with only 17% of MHTs managing all their own supply services and 27% managing all their own clinical pharmacy services without requiring a SLA.

Mental Health Pharmacy Workforce 

Pharmacists represent a small workforce in Mental Health with only 371 WTE employed by 59 MHTs in England. Grades 7 and 8a are the most common. Those employed from an external Trust via an SLA tended to be of a lower grade than those employed directly. The number of pharmacists employed by MHTs did not appear to have any rationale with some very large MHTs employing only one or two per million population served and others employing 15-20 for a similar size of MHT. Five MHTs between them employed one hundred of the pharmacists. Although there was a trend towards those MHTs very dependent on SLA employing fewer pharmacists in mental health this was not always the case. 

Pharmacists have a key role to play in the management of medicines by MHTs and a great potential to undertake prescribing roles following the introduction of legislation for both supplementary and independent pharmacist prescribing. It is very difficult so see how these roles can develop with such low numbers of mental health pharmacists.

Educational opportunities for MHT technicians have not developed as they have done for pharmacists and neither has their role. In contrast to the pharmacists very few were pursuing any specialist training and limited job opportunities for development and progression appear available. This lack of development opportunities for mental health pharmacy technicians is also apparent when studying the age structure of the current post-holders. The majority are over the age of 40 years with small numbers of younger technicians.  

The role of the pharmacy technician has changed hugely in the last ten years. The pharmacy technician potentially offers the greatest opportunity for new ways of working both by achieving final accuracy checking qualifications and dispensary management roles (releasing the time of pharmacists) and by undertaking ward based roles (releasing the time of nurses).

Pharmacy technicians represent an even smaller workforce in Mental Health with only 270 WTE employed by 59 MHTs in England. Those employed from an external Trust via an SLA tended to be of a lower grade than those employed directly. It is possible this data may not represent the full picture as in many Acute Trust pharmacies the work associated with MHTs may not be undertaken by specific staff however this very low number of pharmacy technicians must be a huge impediment to the provision of ward based services advocated by the Audit Commission in their report ‘ A Spoonful of Sugar’. These include the use of patient’s own medicines (PODs) and enhanced medicines admission and discharge schemes. The Bath report suggested a very low uptake of these new roles and these low staff numbers would partly explain this. 

As with the pharmacists 5 MHTs accounted for 30% of the pharmacy technicians and although there was a trend towards those MHTs very dependent on SLA employing fewer pharmacy technicians in mental health this was not always the case.

Pharmacy assistants represent a very small workforce in Mental Health with only 115 WTE employed by 59 MHTs. However this data may not represent the full picture as in many Acute Trust pharmacies the work associated with MHTs may not be undertaken by specific staff. This small number of pharmacy assistants would suggest that new ways of working involving pharmacy assistants undertaking many of the routine tasks in pharmacies has not been widely adopted. 

At the time of the commissioning of this report inability to recruit pharmacy staff presented a major impediment to progressing the medicines management requirements of MHTs. Almost half of the MHTs reported vacant posts with a failure to attract candidates being the most commonly reported reason. MHTs are dependant on recruiting qualified pharmacists as very few are involved in pharmacist training. Although there is a very large increase in the number of undergraduates currently studying pharmacy it will be many years before they will arrive in sufficient numbers to impact on the ever increasing requirement both in primary and secondary care for qualified clinical pharmacists. 

Mental Health Pharmacy Activity / services to teams wards and users

A wide range of questions were asked during the first phase of the survey about the frequency and extent of both medicines supply and clinical pharmacy services Although the data relating to services was from only 43% of MHTs it indicated that the majority of pharmacy services provided by both directly employed pharmacy services or via an SLA offer basic ward pharmacy and about half offer some level of assistance to wards with the supply of medicines (technician or assistant topping –up schemes). The basic ward pharmacy service equates with a minimum level of prescribing risk management reduction (i.e. the review of medicines for an individual patient by scrutiny of the medicine card to ensure that interactions, doses, route or duration are acceptable). However even this basic pharmacy ward visit is only offered by 65% of all respondents, to all acute wards by MHT directly employed pharmacists.  Attendance of at least 50% of acute ward review meetings (MDMs) occurred in over 60% of Trusts but levels of clinical pharmacy involvement that required additional direct involvement with prescribers or users occurred to a far lesser extent.

Most acute mental health wards that receive their clinical pharmacy from an external organisation via an SLA received basic ward pharmacy activity on all wards. However 20% of wards received no such service and a further 10% received it on only 25% of acute wards. The involvement with other ward based clinical activity was very low with only 15% providing any significant input to clinical review meetings (MDMs).  

It should be usual practice to visit acute wards for basic scrutiny of medicine cards or prescriptions on a daily basis. Whether this task is undertaken by pharmacists or clinically trained technicians will vary from pharmacy to pharmacy. This was achieved in one third of cases. For a further third however the rate of visits was weekly or less often.  For those pharmacists that attended ward clinical meetings (MDMs) the majority attended on a regular basis at least weekly. The majority of respondents reported that most other acute ward related activities occur on an ad hoc basis. 

The frequency of attendance at various ward based activities was similar for those MHTs services via either internal or external organisations. 

The results for frequency of pharmacy services to long stay/rehabilitation wards suggest that most long stay wards receive regular visits for basic ward pharmacy activity and some involvement with clinical review meetings (MDMs). The results for externally provided pharmacy services via an SLA show a lower level of activity.  

Just under half of the long-stay wards services by directly employed pharmacy staff received pharmacy assisted supply services. The results for externally provided pharmacy services via an SLA show a lower level of activity.

During the Bath phase of this survey a number of questions were asked about medicines services advocated by the Audit Commission such as medicine admission services, medicine discharge services, the use of patient’s own medicines (PODs) self administration, taking drug histories, and other user related services. Although there has been a small uptake of these services by directly provided pharmacy services there was no evidence of these services provided via an SLA.  

Much of mental health policy in recent times has been to move the focus of mental health care and treatment from hospitals into the community. The NSF for mental health set guidelines and targets for the development of crisis, home treatment and assertive outreach services to enhance an array of other community mental health teams

Regrettably pharmacy services were not mentioned in any of the guidance on community teams and the low level of input is a result. Arguably many aspects of the work of community teams involves good use of medicines designed to maintain the user mentally well. Logically one would expect the same level of input to the medicines needs of people requiring crisis, home treatment and assertive outreach teams by pharmacy as one would expect for an acute mental health wards. However this proved not to be the case. Only six MHTs reported a regular dedicated clinical involvement of pharmacists with the community teams. The remainder either reported no provision of service or an ad hoc service.

In the majority of cases, even for the supply of medicines the coverage is surprisingly low. It is possible that this reflects the growth in community teams over recent years and/or the failure of such teams to acknowledge and include the valuable contribution that can be made by pharmacy staff. 

Pharmacy services provided by external providers also have very little involvement with community teams.

Direct pharmacy services to service users

The Audit Commission in its’ report ‘a Spoonful of Sugar’ advocated a greater user focus for medicines services. In addition to the services mentioned above greater direct involvement with ascertaining the level of and providing medicines information to users to enable choice has remained a key theme. In mental health initiatives such as assisting with the development of advance treatment directives and direct access to pharmacists for medicines related discussions are advocated. Such individual involvement is however very labour intensive and understandable given the low pharmacy manpower in many MHTs their take –up has been very low.

Medicines Governance

Medicines governance has become a major strand of the governance requirements of MHTs. Initially through the controls assurance framework and more recently through the work of both the Audit Commission and the Healthcare Commission the issues of the oversight of the management of medicines (via a chief pharmacist and a Drugs and Therapeutics Committee) and audit of prescribing practice (to assure compliance with NICE) the reporting and learning from medicines errors, medicines training for staff and information about medicines for users and carers have all been highlighted. Further information on the involvement of MHT pharmacy staff in these activities will be provided later in the year with a publication from the Healthcare Commission. This survey however suggests that these areas are major areas involving a regular commitment from dedicated staff. This is a major change from the findings of the survey undertaken in 1996 of mental health pharmacy That survey indicated limited involvement in such areas and little or no pharmacy control over prescribing practice. However research activity remained at a very low level. 

Funding of mental health pharmacy services

Whatever level of pharmacy service is provided to MHTs will depend on funding provided. Inevitably the data on funding of MHT pharmacy services will mirror the data on staffing Some MHTs have very low budgets for pharmacy staffing and it is difficult to see how such low funding can provide any level of service that would be regarded by service users as satisfactory.

A number of different cuts on the data were undertaken to try to find some explanation for the huge variance in pharmacy staff funding. The closest relationship was between funding and the number of acute beds. However even within this parameter there was a ten-fold difference between low cost MHTs and high cost MHTs. The Bath survey identified an almost complete lack of clinical pharmacy service to community teams and this closer relationship would support the notion that pharmacy has not benefited from the funding associated with the new ways of working in mental health and is still seen largely as a ward activity.

Pharmacy services in MHTs are generally in need of significant additional funding. The Audit commission in it’s 2002 report A spoonful of sugar’ suggested that Trusts should investigate the potential savings that could be generated by investment in pharmacy services and the potential to transfer money from non-pay budgets to pay budgets to invest in pharmacy services. Within the last year many MHTs will have achieved large windfall benefits from the price reductions associated with clozapine and could achieve great savings by better pharmacy management of risperidone long acting injection. 

Finally, how has Mental Health Pharmacy changed from previous surveys? The most recent in 1996 was before the advent of MHTs but similarly painted a picture of poor staffing and low levels of service. Although the advent of MHTs has provided a better framework for mental health pharmacy, appointed chief pharmacists and enhanced the governance role there is no indication that the service to wards, teams, users and carers has substantially improved. A recent report into hospital pharmacy suggested that the number of pharmacists employed in secondary care has doubled and the number of technicians trebled in the last 10 years. Although the data from the 1996 report does not enable such a comparison to be made the overall numbers of staff indicated in this report suggests that mental health pharmacy has not enjoyed such an increase. 

RECOMMENDATIONS

Mental Health Trust pharmacy services

· Ascertaining the true extent of mental health pharmacy manpower proved a massive task. Data on a key clinical and supply service such as pharmacy should be a part of the routine collection of data of MHT services for the Durham Mapping 

· There remains a complete lack of agreement and definition of the aspects of a pharmacy service that should be a part of the medicines management requirements of MHTs and the level or standard at which they should be provided. There is an urgent need for such definitions that are specific and appropriate for mental health service users 

· The dependence of most MHTs on service level agreements (SLAs) with other (usually Acute Trusts) providers emphasises the need for a clear framework for SLAs that deliver a satisfactory level of service to the user. Unless such a framework can be achieved it is also likely to provide an obstacle to bringing about new ways of working

· Many MHTs are very large organisations providing services to a great number of locations. Many are of a size for it to be cost effective to consider developing their own complete pharmacy service. Further mergers of MHTs are planned and this option should actively be considered for many MHTs. The Oxfordshire MHT achieved great benefit from the centralisation and development of it’s own in-house pharmacy service and this may provide a model for others

Mental Health Pharmacy Manpower
· For most MHTs the level of pharmacy manpower is too low to provide effective medicines related services to service users. For some MHTs the level of pharmacy services is so low that it is difficult to imagine they constitute a safe service. Most MHTs need to develop a pharmacy strategy with a clear developmental programme that assures increased staffing and service provision over a 3-5 year period

· The market for clinical pharmacists is highly competitive. MHTs should consider more innovative ways of attracting pharmacists into mental health both as learners and in new roles 

· For Pharmacy technicians however local solutions are urgently required to increase the number and develop their role. The Bath survey identified that many pharmacy technicians working in mental health were over the age of 40 years. And this further demonstrates the lack of training strategies for pharmacy technicians

· A primary recommendation is for MHTs should actively consider developing their own in-house technician training scheme. However with over 80% of MHTs dependent on others to provide the supply aspects of the pharmacy service this may not be straightforward. The need to develop the pharmacy technicians and assistants is the primary impediment to developing the new user focused supply services advocated by the Audit Commission 

· The roles of pharmacy technicians and pharmacy assistants are poorly developed in MHTs with the slow uptake of new ways of working. The requirements for new roles should be accompanied with additional funding

Medicines Governance

· The current trend towards SLA's and pharmacy services concerned with supply to in-patient based services fragments medicines management accountability, increases risk to service users and disrupts good clinical governance.

· SLA's are barriers to good governance as acute trust pharmacies have a very different governance and risk management agenda to MHT's. Initiatives to improve governance from MHT's flounder on this interface.  Cross organisation policies, procedures and guidelines are not followed. Many trusts lack the vertical integration required to institute improvements to medicines management because of SLA’s.

· Medicines management governance issues in the community risk being overlooked due to the lack of input to community teams and services by skilled pharmacy practitioners.

·  Many in-patient areas receive inadequate services to reduce risk and improve governance thereby compromising the safe use of medicines. 

 

Direct pharmacy services to service users. 

· Lack of staff, and, through SLA’s, the use of lower grades of staff who are relatively unskilled in mental health issues ensure that direct pharmacy services to service users lack sophistication and fail to meet their needs. Massive differences, by any comparison, in staff numbers and competencies across MHT’s create inequalities in services.  It is arguable whether many services are “fit for purpose”

 Mental Health Pharmacy Activity / services to teams and wards 

· The team, be it on wards or in community is the cornerstone of mental health work and unit of staffing. In order to be fully effective the pharmacy staff need to be a part of the team. Occasional or ad hoc input rather peripheral in nature does not make one a part of the team. There is very little evidence from this survey that pharmacy is a part of the mental health clinical team 

· Traditionally pharmacy services in secondary care have focussed upon in-patients.  The creation of Community teams has not led to a transfer of these medicines management skills to teams.  In the main teams are formed with no funding or resource.  The assumption, encouraged by the lack of skilled staff and the widespread use of SLA’s with Acute NHS Trusts, that specialist pharmacy services do not work outside the hospital gates has led to a massive service gap in caring for very seriously ill patients.

·  Even within hospital premises the services to wards do not mirror the significant development in Acute Hospital Pharmacy services to patient care and medicines management.  Multiple initiatives implemented in acute Trusts have passed by MHT’s. 

 

Funding of mental health pharmacy services

· Trusts should investigate the potential savings that could be generated by investment in pharmacy services and the potential to transfer money from non-pay budgets to pay budgets to invest in pharmacy services

· MHTs need to develop a formula that ensures that small clinical services such as pharmacy are part of the funding stream that occurs with any new service

· A funding stream that parallels the funding for crisis, home treatment and other mental health community teams should be made available to support pharmacy services to those teams

· When funding is transferred from ward based activity to community based activity the pharmacy component should be retained to enable the development of services to community teams

