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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
	Pennine Care NHS Trust Headquarters

	Project Lead
	Lesley Smith – Chief Pharmacist


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 introduction of pharmacist input and support to medicines error reporting within the Trust Mental Health Pharmacist

· Project began November 2004

· Pilot ran for 12 months

· Clinical Incident Forms were reviewed by a pharmacist to ascertain whether both the rate and the quality of error reporting could be improved

· A training package was devised and delivered to staff, to advise of the need for timely and accurate reporting.



	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 Clinical Incident Forms used by Pennine Care NHS Trust include 115 possible cause codes, however, only five of these relate to medication errors. This number is too few to include all possible eventualities. In addition, they provide too little information to enable the identification of trends

· Staff may be unaware of the need to report medication errors, and the use to which the information is put

· The evidence for these proposals will be provided by the review of Clinical Incident Forms by the pharmacist, and proposals for improvement made

· The Government has pledged that medication errors will be cut by 40% in 5 years. To this end the National Patient Safety Agency has been set up to review all medication errors and identify trends.



	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?)

	· The Chief Pharmacist of Pennine Care NHS Trust and a mental health clinical pharmacist, seconded in for 1 day per week were involved with the project

· The steering group initially consisted of the Chief Pharmacist and the Trust’s Drug & Therapeutics Committee

· The Trust’s Complaints, Litigation and Incidents Group (CLIG) became involved during the life of the project as they were undertaking a piece of work reviewing the processes involved in incident reporting and the actual cause codes

· All results were fed back to the Chief Pharmacist on a monthly basis, the Drug and Therapeutics Committee, the CLIG and formed part of the Medicines Management strategy report to the Trust Board.



	2d. Issues, problems & blocks?

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

· Strengths & weaknesses?

	· The project experienced an initial delay whilst locum cover was obtained for the seconded pharmacist



	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?

	· Time spent by pharmacist reviewing medication error reports

· Number of medication error reports

· Number of medication errors reported (by locality)

· Number of training sessions delivered

· Number of staff receiving training

· Baseline data was collected prior to change



	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?

	Yes

· If the work is to develop and the delivery of training around medication errors and reporting is to continue then a source of funding must be identified. This has been reported to the Trust Board. Currently it is anticipated that the work will be put on hold until 2 w.t.e clinical pharmacists are appointed in early 2006

· Feedback from the training sessions revealed that staff were aware of the ‘fair blame’ culture in the NHS

· The biggest contributor to errors is pressure of time

· Most staff were not aware of the NPSA and its functions




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).

	Please see attached Final Report




4. Supplementary Information

	Budget allocation spent = 
	£9000

	Details of spend
	During Project
	Sustained & Spread beyond project

	
	Number
	WTE
	Number
	WTE

	Clinical Pharmacist
	1
	1
	
	

	Medicines Management Technician
	0
	0
	
	

	Dispensing Assistant/Basic Grade Technician
	0
	0
	
	

	Medical Staff
	0
	0
	
	

	Nursing Staff
	0
	0
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