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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
	Lincolnshire Partnership NHS Trust

	Project Lead
	Susan Lugg 


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 key goal of the project was to introduce new ways of working through optimising skill mix of pharmacy staff to improve the use of medicines for service users. 
· We planned to have a technician work on an 8 bedded mental illness unit ( project funding covered equivalent of  1 day per  week)  to improve  the technical supply and control of medicines, thus freeing nurse  and pharmacist time spent with such activities for more direct patient care. 
· Service users to have the opportunity to discuss their medication with the pharmacist. 
· We aimed to improve the pharmacy service and leave/discharge planning to reduce the level of dispensing leave medication by nurses to exceptional circumstances only.
· To include service user information leaflets with all discharge meds. 

· The technician planned to evaluate service users own medication brought in on admission for possible continued use and also for discrepancies which would be investigated.

· A new medicines chart was being designed for the Trust and would be piloted on this unit, so errors and interventions would be recorded for the current chart and the new one in the pilot. 

The project was for a year and the first quarter was spent collecting baseline information so that changes were introduced in the second quarter. 


	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?)

	The site was a small acute mental illness inpatient/day hospital/community facility, remote from the supplying pharmacy (service delivered via SLA).  Previous role of the pharmacist was based on organising dispensing and supply of medicines. A pharmacist visited twice a week to attend the Multidisciplinary Meeting, clinical reviews and organise non stock supplied. All the ordering, returns and responsibilities for stock levels fell on nurses. Transport was once daily plus an afternoon run which could be accessed for urgent items only. There was no technician visit. This sometimes resulted in delays in obtaining medicines. Nurses frequently dispensed medication from their stock for service users going on leave within an acknowledged scheme, labels, bottles and training being supplied by the pharmacy. This encroached on nurses’ time. A national survey of service users highlighted poor satisfaction with information about medicines. We were aware that we failed to meet the standard of Patient Information Leaflets (manufacturers) supplied with discharge medication. Because small quantities of medication were supplied at discharge, to reduce the risk of self harm, it meant original packs which automatically contain the leaflets were rarely used.   


	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?)

	Stakeholders identified – 

Support for the modernisation project was provided by the Chief Executive, Director of Nursing and Service design, Medical Director, Director of Care, Service user and carer group.

The project lead, Chief Pharmacist of Lincolnshire Partnership Trust, worked collaboratively with the Acute Pharmacy services providing the SLA for our mental health units.  The funding was limited to the £ 9,000 provided for the project.  
The project site at Stamford Resource Centre already had a pharmacist working on the adult acute mental illness unit (visiting twice weekly) but the role was in need of modernisation, and the team required support of pharmacy technical services. The site was chosen as it was a small discrete site with traditionally good team working ethos, where the medical, nursing professionals had identified the need to change working practices in order to modernise the service. 
Due to the short timescale, and limited resource, we approached the hospital pharmacy for support. One of the full time MTO3, accredited checking technicians, based at the Acute hospital in Boston supplying medicines to the unit 30 miles away, was interested in developing her role in mental health and willing to participate in the programme. 
Project team – 

Lead pharmacist LPT 

Unit pharmacist  ( ULHT) 
Senior technician  ( ULHT ) 

Unit Consultant Psychiatrist

Unit nurse manager

Service user rep. 

 A project plan was devised by the team, and LPT pharmacy support officer provided administrative support.  Quarterly progress meetings were set up with the lead pharmacist to review and oversee progress over the year. 
Communication of the project was through the local team to the unit staff and pharmacy and through the Medicines Management Committee to update senior managers / clinicians. 

Following the end of the project, work is now being undertaken to produce a business plan for the development of technician / assistants to improve medicines management in other inpatient units across the Trust.  This will be done as part of service development, engaging the service managers, clinical directors and working with business support managers recently appointed to the Trust. 


	2d. Issues, problems & blocks?

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

· Strengths & weaknesses?

	The fact that the site chosen was small was both a  strength, because it was a compact unit with one team led by a single consultant, but also a weakness because the figures were easily skewed by values at either extreme e.g. a service user on 16 medications and others on no medication. Also at one point 6 out of 8 beds were taken by out of area service users who were transferred partway through the treatment rather than being discharged.
The pilot of the new medicine chart has had to be delayed due to technical difficulties with using fax machines but the monitoring we did on the current charts provided a valuable input into the design of the new chart.

It was difficult to engage a service user in spite of our best efforts.

The computer for the project was not used to full advantage because of the difficulty setting it up with the pharmacy program ‘Ascribe’, requiring an inter-trust link. This meant access to pharmacy records was not possible and we were not able to produce labels or record items dispensed on site.

Closure of the unit’s beds over Christmas 2004 and now in November 2005 delayed and shortened the project.

There was obvious under reporting of nurse activity in relation to medicines so the figures do not support what the team observed.

Issues, problems, blocks – technician

1. The technician did not feel part of the ward team at the start of the project. This led to problems with communication as the ward staff did not appear to know the purpose of the technician visit.
2. The technician only being available to the ward staff on site for part of one day per week.

3. The distance the technician had to travel to arrive at the unit, @30miles one way.

4. Lack of drive to change from different staff. 

5. Constraints of taking members of staff to run a project from within a Service Level Agreement context.
6. The fax machine on the ward was changed to cater for the new prescription chart pilot, but it never really worked properly. This led to the pilot being delayed.

7. Pharmacy did not make use the lap-top computer for data collection / word processing. IT links were an issue.


	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?

	1. Optimising medication use.
1a. Patients Own Drugs (PODs). We measured the number of service users arriving with their own supply of medication against total admissions: the total number of medicines: the number assessed as suitable for continued use: the length of time taken for the technician to screen the drugs. This should demonstrate feasibility of using service users own drugs. We also recorded any discrepancies which led to medication history investigation and highlighted safety issues.
1b. Evaluation of the medicine chart. We recorded errors, discrepancies and interventions against the number of items screened. Also, outcomes, highlighting numbers discussed at Multidisciplinary Team and needing contact with medical staff.
1c. Medication histories. We recorded the number undertaken and the discrepancies raised. 
3. 3a. Technician undertaking technical work of ordering.

We measured technician time spent ordering the medicines from weekly activity diary. We asked the nurses to tick boxes for every 5 minutes of activity related to medication e.g. administration, ordering and unpacking, queries in order to show reduction in nurse time spent ordering after the change was implemented.

To improve work flow patterns.

6. 6a. Pharmacy dispensing service with leave/discharge planning. Reduce nurse dispensing activity on unit.

We took samples of one month each quarter.  We measured the total number of items dispensed and issued as leave/discharge medication and the number that had been made up by nurses.  The data was easily accessible from the records on the medicine chart and would show the trend.

7. To improve access by service users and their carers to medicines information. 
7a. Provision of patient information leaflets (PILs)

We recorded the number of service users who received PILs prior to discharge against the number of discharges per month and the number of medicines supplied with accompanying PILs out of the total.  Our baseline was nil.

7b. Consultation time with pharmacist/technician
We recorded the number of service users who had contact with pharmacy staff against admissions: the number of service users requesting consultation: the number offered it: the number accepting and the number of unfulfilled requests to give a more complete picture of what was happening. We also recorded the time spent per consultation.

The technician and pharmacist both kept activity diaries to show how their time was divided between different tasks.

Baseline data for all measures was collected.

At the end of the project we asked other members of the team to complete questionnaires about quality issues.


	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?


	The pilot came to an end in November 2005, coinciding with a reconfiguration of the service for acute mental illness in this locality.   The inpatient service has been moved to a central site, for economies of scale. 
The next steps are to put forward business case for funding extra technician / assistant support across the Trust inpatient units. 
Learning gained from the process – technician
1. The technician now has a better understanding of how the unit runs.
2. Information is readily available on site therefore there is no need to bother the nursing staff by phone from the pharmacy to look for information.

3. It is easier to sort out supplies and queries if you are on site.

4. It is easier to sort out problems and queries with clozapine service users if you are on site particularly as there is now a named nurse responsible for ensuring each service user gets their supply on time.

5. There is now better control of stock levels. 

6. The evidence gained from doing the POD assessment indicated that the cost/benefit/usage ratio was not worthwhile due to the reasons mentioned below (Goal 1a). However there was benefit if the service user or carer were  encouraged to bring in medication with the drug history check carried out by technicians on grounds of  safety and continuity of medication. 
7. The use of technician’s impact on the intervention screening was low; this could have been improved if training or ways of working were improved.

8. Some of the work completed by the technician could have been released to an assistant grade releasing the technician to take on some of the role that the pharmacist needed to cover enabling them to spend more time on specific pharmacist roles. 

9. The technician has been more proactive in the unit; this could have had a further impact if they had been available for more time each week.

10. Any new posts developed out of this project need to be managed by and dedicated to the mental health trust.

11. There needs to be a better systems approach from the ward/unit management in the development of the process and they need to be aware of any conflict of interest in the development of the service.   

12. The benefits of using a technician to release nurses to spend more time therapeutically with service users


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).

	Goal 1. To optimise medication usage.

1a. Assessment/screening of PODs.

Not all service users brought in their supply of medication on admission, particularly those admitted via police, the Accident and Emergency Department, from out of area and acute emergencies. 44% of service users were the highest number for any month. Quite a few medications were suitable for continued use range 60 to 80%. But medication changed on admission often.
1b. Evaluation of prescribing card.

The current charts were evaluated throughout the project and provided good evidence of the problems that exist.  This is contributing to the design of the Trust’s new medicine chart. Inadequate as needed (PRN) instructions and no distinction between the dates the medicine was started and when it was re-prescribed to continue treatment were common. The potentially dangerous failure to complete the Drug Sensitivities box was noted more commonly at the start of the project and reduced with education of the junior medical staff. 
1c. Medication histories.

Focussed on information from PODs and our service user notes which are readily available in clinic. Currently access to GP notes is difficult. We restricted formal in depth medication review to service users where there were recognised longstanding medication issues or service users on complex regimes.  This was acknowledged to be a benefit by medical staff.
Goal 3. To maximise the economic use of workforce resources
Release of nurse time is a major benefit of the project, but underreporting of nurses activity managing medicines prior to the technician taking over the control and ordering of stock did not demonstrate this numerically. So we have taken comments from a project end questionnaire. Also the same form has been used to do a similar survey on a comparable inpatient unit which does not have technician input to show the amount of time their nurses spend managing medication. The results from this survey over 14 days showed nurses spent 4.5 hours ordering and unpacking medicines out of 26 hours of activity directly related to handling /organising medication.   We all felt this was a more realistic baseline.  A further survey revealed that in all aspects of medicine management between 10 – 14 hours per week of nursing time were released for direct patient contact due to pharmacy technician work. 
The pharmacist was able to reduce the time spent ordering medicine and use it to see service users to discuss medication issues. 
Nurses were able to start a project of protected therapeutic time during the period of the pilot reflecting more nurse time available.  Their responses in the questionnaire were positive. They reported fewer pharmacy problems spending more time with service user and a reduction in nurse stress.

Goal 6. To improve work flow patterns and efficiency of service delivery.

Improving pharmacy dispensing service and leave/discharge planning reducing nurse dispensing activity to exceptional circumstances only.

At the start of the project 35% of items were dispensed by nursing staff improving to 4% and 8% in the last two quarters. This meant almost all medication was available without delay at discharge and nursing staff did not have to spend time dispensing take home medication. We also showed reduction in ad hoc dispensing by the on site pharmacy staff due to good management by the technician and forward planning by the Multidisciplinary Team. This allowed the pharmacist’s time and impact at Multidisciplinary Team to be uninterrupted.

When deliveries of medication arrived on the ward from pharmacy they were put in the drug cupboard with little organisation. This made it very difficult to locate the required medication and occasionally led to re-dispensing by pharmacy or nurse dispensing.

Each service user now has their own box for medication. This keeps the cupboard tidier and it is much easier to find the medication required. It is also safer as there is less chance of mixing up service users’ medication.

Manufactures leaflets are now available at all times as there is now a folder of leaflets packed for each individual service user. These can be given to the service user when they go out on leave or for discharge.

Goal 7. To improve access by service users and their carers to medicines information and pharmacy staff knowledge and skills.

7a. Provision of Service user Information Leaflets.

During the project our technician compiled a file with a clear plastic envelope for each service user containing the manufacturer service user information leaflet for all the medicines they were prescribed.  This could be accessed during the admission and added to discharge medication by pharmacy staff at discharge, as this is mandatory.  We have not received any feedback from service users as to how useful this seems to be, and more  work is required to determine the best way of providing information . 
Amendments were made to the  Trust inpatient  satisfaction survey  to include questions on meeting medication needs  as a result of the project. 

7b. Consultation time with pharmacist/technician.
This was offered on an appointment basis but also on an informal basis to answer particular concerns immediately. Not all service users accepted the offers. Two were actively hostile. Feedback from service users and staff was very positive.  Education about particular medicines e.g. clozapine and lithium improved safety.  This last aspect was received very positively by the medical staff.

Medical staff felt the input from pharmacy was of higher quality and valued support at Multidisciplinary Team and talking to service users about their medicines.

The improvement in delivery of leave/discharge medication was of benefit to service users who generally do not like waiting for medication when they have been told they can leave immediately.

The improvement in the clozapine service because of better coordination between unit staff and pharmacy staff has been an extra unplanned benefit.



4. Supplementary Information

	Budget allocation spent = 
	£9,000

	Details of spend
	During Project
	Sustained & Spread beyond project

	
	Number
	WTE
	Number
	WTE

	Clinical Pharmacist
	
	
	
	

	Medicines Management Technician
	
	
	
	

	Dispensing Assistant/Basic Grade Technician
	
	
	
	

	Medical Staff
	
	
	
	

	Nursing Staff
	
	
	
	


National Institute for


Mental Health in England
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