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NATIONAL SPREAD PROGRAMME

Mental Health Pharmacy

FINAL PROJECT REPORT 

Please return to smanders@btinternet.com
After 30th November and no later than 16th December 2005

(Please refer to guidance notes that accompany this template)

1.

	Site Name
	BERKSHIRE HEALTHCARE NHS TRUST

	Project Lead
	DEBORAH WILLIAMS


2. Project Process

	2a. Brief description of project implementation plan

· What was the change?

· Which roles delivered change?

· When did the change start?

· How long is the pilot?

· Aims & objectives of proposed changed – desired outcomes?

	The original change was to introduce the re-use of patients own medicines on the wards throughout the Trust and to pilot the ‘self-administration of medicines’ on an acute adult ward (goals 1 and 3).  However, due to the staff shortages within the pharmacy department, we decided to update the project with additional changes (see copy of updated project summary, dated 1st June 2005 to include goals 4 and 6).  These included looking at how we could successfully recruit and retain staff as well as improving the workflow patterns in the dispensary, which would hopefully improve service delivery.  We had also hoped to pilot ‘self-administration of medicines’ on an acute adult ward, but due to constraints and pressures on the pilot ward, we have had to shelve the scheme until a later date and just concentrate on the re-use of patients own medicines and improving R & R and workflow patterns.
The roles involved in delivering this change were initially the pharmacy team which included pharmacists, and technicians.

We tried to start the first PODs pilot in March 2005, but with the addition of the new goals, we really didn’t start the change properly until April/May 2005.   

We had hoped to pilot the re-use of PODs on an elderly rehab ward, which was due to open at the beginning of September 2005.  This new ward is intended to be a short stay ward (maximum 6 weeks).  Patients would bring in their medicines and be assessed and then either found places in care homes, or rehabilitated to go to their own homes.  However, due to building work delays, the ward is about to open (by December 12th). Because of this, the pilot for PODs will not finish until the end of March 2006. However, since October 2005, we have started using PODs on all wards throughout the Trust (copies of our procedures, posters, attached).  The progress is quite slow, as wards get used to the new procedures and get used to contacting their ward technicians in order to assess the PODs brought in by new patients.  Also, because the majority of our patients are long stay, we do not get many PODs to re-use, which is why we are keen to see how we get on with the new elderly rehab ward and re-using PODs there.
The aims and objectives of the proposed changes are:

Identify savings to the drugs budget by the re-use of patients own drugs.

Improving medication safety by reviewing patients own drugs – are they suitable and appropriate to re-use.

To have the pharmacy fully staffed with permanent, qualified staff.

To improve recruitment and retention by offering progressive training packages for all grades of staff, including support staff.



	2b. Brief description of problems prior to change?

· Why change? 

· Where’s the evidence for change?

· What are the drivers for change? (local / national)

· How did you arrive at the identified change proposed? (Was there options?)

	Why change:  The amount of medicines returned to pharmacy for destruction, together with the evidence that medicines management reduced drug errors.  
Evidence for change: The Audit Commission ‘Spoonful of Sugar’ report in 2001 identified the need for medicines management which included reviewing patients medicines and the appropriateness of use.

Drivers for change included:  Government drivers included ‘The DOHs Medicines Management in NHS Hospitals Framework’ (2003), ‘Improving Medication Safety – Building a Safer NHS for Patients’ (2004).  

The Trust Improvement Board approving a medicines management technician post to include the re-use of patients own medicines on wards across the Trust.  This post was to be ‘cost-neutral’.  This was based on a report by the acting chief pharmacist entitled ‘A Strategy for Medicines Management’ in November 2004.
With regard to the recruitment and retention of staff, although we had vacant posts, we were unable to fill them for various reasons as outlined in the updated summary report of June 2004 (attached).  This report also identified ways in which to overcome this problem.


	2c. Project process

· Who was involved in project?

· Did it have a steering group with stakeholder membership?

· How were stakeholders involved in project?

· Was there a mechanism with the organisation (s) to communicate & support project?

· Was a local project plan devised?

· As a pilot had a mechanism been identified to sustain & spread change? (Business case development or cost neutral?)

	Initially, only the pharmacy team were involved in the project.  However as the PODs scheme was rolled out to all the wards in the Trust, all nursing staff, Community Health Care Teams, etc was involved.  
A lead pharmacist was appointed to write the SOPs, and all relevant paper work (attached) required to start the PODs scheme.  She gave each ward their own ward file and spent time training ward staff.  A pharmacy training session was also arranged in order for all the pharmacy team to become familiar with the new system.  

The finance team provided me with a spreadsheet in order to record the savings made, which I send off on a monthly basis for analysis.

We are also planning to keep the wards informed of drugs errors and interventions together with savings made through monthly bulletins.


	2d. Issues, problems & blocks?

· Did the project experience any of the above during implementation? (i.e. delays, resistance etc)

· Strengths & weaknesses?

	Problems – Delay in starting the scheme.  Originally hoped to pilot the PODs scheme on the elderly rehab ward which was due to open in September, this will now open in December.  Because of this and due to financial pressures to start the scheme, we had to roll out the scheme to all wards, this commenced in October 2005.  We also had staff shortages, hence the reason for updating the project summary in June 2004.

We also found that while most wards were keen for this to happen, some wards aren’t contacting us to advise us of patients who have brought in their own medicines.  A couple of pharmacists were also resistant to the change and felt that unless a technician was based fulltime on a ward, the scheme would be impossible to run.
Fortunately, we had a number of pharmacists and technicians who had been involved in the re-use of patients own medicines in acute general hospitals that had the vision and enthusiasm to ‘have a go’.  Once we started to collect PODs, the enthusiasm then spread to the rest of the team.  

Now that we are fully staffed with permanent staff, we have been able to look at the workflow in the dispensary and have identified times when technicians can visit wards in order to sort PODs in addition to their normal ward visits.  This includes the wards off site.



	2e. Process of measuring implementation & impact of change?

· What measures were used in the pilot & why?

· Was baseline data collected prior to change? – If not how is pilot demonstrating change?

	Issues around workflow problems and R & R – dispensary running on locums – change demonstrated by savings on staffing budget.  Permanent staff were more focused and committed to developing service, not just surviving!  Regular appraisals, together with personal development and training plans for each staff now in place.

We did not collect any baseline data prior to change as we had not been re-using patients own medicines within the Trust.  However, evidence from acute, general hospitals, together with national drivers (see 2b) necessitated the need for this change.  

All PODs, whether suitable for re-use or not, are recorded, this information is then used to cost the medicines re-used and is sent on a monthly basis to finance for analysis.  Any drug interventions are also identified and recorded for audit purposes.


	2f. Completion

· Has pilot completed?

· If yes – what are the next steps?

· If no – please provide target date for completion.
· Any learning gained from the process?

	With respect to the amended plan which included issues around workflow patterns and R & R, this has been successfully completed as we now have a full complement of permanent staff, all suitably qualified, with identified PDPs and training plans.  Pharmacy assistants are also in the process of undertaking NVQ level 2 in pharmacy services which will be completed in March 2006.
Due to the delay with the elderly rehab ward opening, the re-use of patients own drugs pilot will not be completed until March 2006.  We shall continue to re-use PODs on all wards, however, we feel that the full benefits of this pilot will not be realised until the new elderly rehab ward is fully running.  This is because the patients who will be admitted onto this ward will only stay for a short time in comparison to the patients on our acute wards.
We have learnt from this process that you have to continually analyse and change your goals and objectives.  You have to be flexible in your approach to introducing new ideas and schemes.  Not everyone will be as enthusiastic as you and you have to be prepared that things might not happen as quickly as you would like them to happen!




3. Demonstrating Impact

	3a. Please provide a concise analysis of the /impact/outcomes referring to data/measures/evidence/evaluations in summary form as appropriate to illustrate.

(Insert any tables & charts as appropriate to aid analysis, but avoid including large amounts of raw data).

	With respect to improving medication safety by reviewing patients own medicines for re-use, we have identified several errors and drug interventions.  This also included patients who are taking prescription medicines alongside over the counter preparations and alternative medicines.   

Since the beginning of October 2005 we have saved just over £4,000.00 by re-using patients own medicines on the wards.  We expect this to increase once the elderly rehab ward opens and we start re-using patients own medicines there.
By reviewing the workflow patterns in the dispensary, we have improved efficiency of service delivery by allocating specific times for various tasks (eg ward visits, Clozapine dispensing, etc) which are slotted around tasks which have deadlines attached – for example, transport to outside hospitals within the Trust.
As discussed in the updated project summary in June 2005, we were extremely fortunate in recruiting experienced technicians who had been working in industry and due to a particular medicine coming off licence, were concerned about the safety of their jobs and decided to approach us to see if we had any vacancies.  This has enabled us for the first time in over a year to have a permanent team of technicians.  We also had the opportunity to train two student technicians (paid for by our strategic health authority).  With a stable workforce (and no locums) we have been able to set objectives for our staff through regular appraisals and personal development plans.

All staff are encouraged to continue to improve their skills and abilities, and, currently we have pharmacists undertaking the supplementary prescribing course, clinical certificates and diplomas in mental health, alongside technicians who are undertaking foundation degrees, training to be accredited checking technicians, A1 and V1 NVQ assessors in order to train both the student technicians and the pharmacy assistants.  

With the added role of assessing patients own medicines, we are looking at accredited courses in medicines management for all qualified technicians, however, due to the specialist area of mental health, and due to the fact that there is not a national accreditation for this role, we are looking at designing our own ‘in-house’ training programme (one of my objectives for the new year!).

Although we are now fully staffed, with the changes imposed upon us under Agenda for Change, i.e. the decrease in working hours for pharmacists and the increase in annual leave for the majority of staff, together with the increased amount of time of training and time spent on wards, we have identified the need for an additional pharmacist to help in the dispensary.   Due to the fact that we have beds ‘off-site’ and many prescriptions are faxed across to us, we still need a pharmacist to clinically screen any incoming prescriptions that haven’t already been screened at ward level, although we are starting to use technicians to perform the final accuracy check as they become accredited.

We have therefore put in a business case for an additional pharmacist to the Trust Improvement Board. 



4. Supplementary Information

	Budget allocation spent = 
	£8,500.00 plus £30,000.00 from Trust Improvement Board for additional technician

	Details of spend
	During Project
	Sustained & Spread beyond project

	
	Number
	WTE
	Number
	WTE

	Clinical Pharmacist
	1
	0.75
	3
	2.75

	Medicines Management Technician
	3
	3
	3
	3

	Dispensing Assistant/Basic Grade Technician
	1
	1
	1
	1

	Medical Staff
	
	
	
	

	Nursing Staff
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