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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
	Dewsbury 

	Project Lead
	Ian Grace


2. Project Process

	2a. Brief description of project implementation plan

What was the change? The change was the establishment of a medicines management technician for mental health services to allow the clinical role of the pharmacist to be more enhanced.

Which roles delivered change? The roles that delivered change were the establishment of the medicines management technician and the evolving of the role of the clinical pharmacist.

When did the change start? The changes started February 2005.

How long is the pilot? The original pilot was for 3 months but extra funding was secured to bridge the time required for the acute trust providing the technician to organize an uplift in the service level agreement to continue provision of a medicines management technician for mental health services. Data associated with the project was collected for the best part of twelve months.

Aims & objectives of proposed changed – desired outcomes? The primary objective of establishing a medicines management role for the a pharmacy technician was achieved as was the evolution of the role of the pharmacist.



	

	2b. Brief description of problems prior to change?

· Why change? The acute trust had established medicine management technicians in virtually every other therapeutic area, which meant mental health was getting a poorer service. Also in terms of provision of a service to mental health services the pharmacist was often struggling to meet the demands of attendance at ward rounds and strategic meetings such as drugs and therapeutics meetings as well as keeping up to daily provision of non stock items and compiling care plans (pharmacy profiles).
Where’s the evidence for change? The acute trust had already done some work to prove the impact that a medicines management technician could have on wards in terms of re-use of patients own medicines and freeing up clinical pharmacists time. Also in terms of a mental health role the Changing workforce programme pilot in Northumberland produced some evidence of the benefit of the addition of a medicines management technician.

What are the drivers for change? (local / national) Drivers for change were both local and national. 

Locally the Chief Pharmacist for the local mental health trust had set out a vision for future staff requirements for pharmacy staff which included roles for medicines management technicians which then would free the clinical pharmacists to change their roles.

Nationally similar proposals have been discussed such as under the auspices of the United Kingdom Psychiatric pharmacists group (UKPPG).
· How did you arrive at the identified change proposed? (Was there options?) – To progress the service to mental health change was essential. The only other option to establishing a mental health medicines technician role was the potential recruitment of a junior pharmacist. In the current retention and recruitment climate this was unrealistic.

	

	2c. Project process

· Who was involved in project? The main people involved in the project were myself as clinical pharmacist, and the technician chosen to be the medicines management technician. Locally there was input and advice from the Chief Pharmacist of the mental health trust and some input and co-operation from nursing staff on the wards affected by the change. 
· Did it have a steering group with stakeholder membership? No
· How were stakeholders involved in project? Nurses were informed of the changes and have adapted to the new pharmacy approach. The 2 trusts involved (mental Health and acute trust) have been involved via reports to and feedback from the Chief Pharmacists. Patients have been involved indirectly by the presence and availability of another pharmacy team member.

· Was there a mechanism with the organisation (s) to communicate & support project? Via Chief Pharmacists
· Was a local project plan devised? Yes

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



	

	2d. Issues, problems & blocks?

· Did the project experience any of the above during implementation? (i.e. delays, resistance etc) - Initial delays were due to the time it took to identify a technician for the role which involved advertising the opportunity to present acute trust technicians and then interview and selection.
Within the project “modernization” of mental health services locally had an impact and meant for a time that the clinical pharmacist was denied access to adult services ward rounds.

Another major impact was the enforced change of working hours for the clinical pharmacist due to the reduction in the working week brought about by the new NHS pay and working conditions structure “Agenda for Change”.

Other problems at times were the conflicting pressures on time availability due to pressures from the acute trust.
· Strengths & weaknesses? 
· Strengths

· The goal of establishing a medicines management technician was achieved

· More time was freed up for the pharmacist to perform clinical duties

· Dispensing times when both pharmacist and technician were available were usually quicker and could be done more flexibly to fit in with planned leaves or discharges.

· The culture of no use of patients own medicines (PODs) has been challenged and begun to change

· A “one stop” dispensing system was established on the elderly side

· Weaknesses

· Some of the measures decided on were probably not the most accurate – eg total dispensing times may better have been expressed as average dispensing times
· Staff questionnaires at the start of the project were not prepared in time which meant this baseline was lost
· The above also meant that nursing issues such as time spent on medication administration and phoning GPs were lost
· The project was hard to sustain at times when either the pharmacist or technician was off


	

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

· What measures were used in the pilot & why? Measures were chosen from ones discussed in the planning event held at York In September 2004 and further discussed at the launch event in November also at York.
Namely

1. Number of multi disciplinary meetings (MDTs) attended by clinical pharmacist compared to total number of weekly MDTs (This was done on a 4 weekly basis).

2. Total number of patients admitted for each month

3. Total of medication histories taken by pharmacist

4. Number of patients bringing in patient’s own medicines (PODs)

5. Percentage of total number of patients in that month bringing in PODs

6. The cost saving of using PODs based on drug tariff/trade prices

7. The total number of patients for whom prescriptions were written each month

8. The percentage of the above prescriptions seen and a care plan (pharmacy profile) stated within 24 hours (60 hours Friday pm to Monday)

9. The time to process leave and discharge prescriptions from arrival in the dispensary to be ready and boxed for delivery to the wards for each month

10. Nursing time spent on administration of medicines

11. Nursing time spent calling GPs on medication issues

· Was baseline data collected prior to change? – If not how is pilot demonstrating change? Some baseline data was collected for 3 months before the start of the technician in February 2005 

· The baseline data was for Nov and Dec 04 and Jan 05 for items 1,2,3,4,5,6,7,8 and 9

	

	2f. Completion

· Has pilot completed? The initial pilot money was used to provide a locum technician to backfill the post that the medicines management technician moved from to work in the pilot. This money allowed 3 months data.

· If yes – what are the next steps? After the initial 3 months a bridging amount of finance was obtained from the modernization agency until an uplift in the service level agreement for the acute trust to provide pharmaceutical services was agreed and put in place. Data continued to be collected to the end of October 2005.

· If no – please provide target date for completion.
· Any learning gained from the process? 
· It is hard work to get two trusts to agree changes to an established service level agreement.

· Things do not always run as you thought they would

	


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).

	1. Number of multi disciplinary meetings (MDTs) attended by clinical pharmacist compared to total number of weekly MDTs (This was done on a 4 weekly basis).

This was confounded by annual leave, then agenda for change hours changes then a temporary change in the way that ward rounds were organized as part of the general modernization of mental health services locally (the latter causing a marked decrease in attendance in periods 9 and 10). However the general trend was at least a 60% attendance at weekly ward rounds and in addition MDTs not recorded but attended were monthly or bi-monthly Drug and therapeutics meetings and mental health drug assessment meetings.

A bar chart could be inserted here

2. Total number of patients admitted for each month

Varied but for adults was around 20 patients per month on the adult side.

3. Total of medication histories taken by pharmacist

Varied – baseline was zero but towards the end of the data more were being done. Many histories had already been taken by the admitting nurse so these were only pursued if there were any queries.

4. Number of patients bringing in patient’s own medicines (PODs)

The culture within mental health was always to throw away patients own drugs and we have now challenged this culture and are making every effort to use PODs.

5. Percentage of total number of patients in that month bringing in PODs

Has varied – more success on the elderly side.

6. The cost saving of using PODs based on drug tariff/trade prices

As above

7. The total number of patients for whom prescriptions were written each month

Most patients admitted received prescriptions

8. The percentage of the above prescriptions seen and a care plan (pharmacy profile) stated within 24 hours (60 hours Friday pm to Monday)

This has improved dramatically during the project and beyond

A bar chart could be inserted here

9. The time to process leave and discharge prescriptions from arrival in the dispensary to be ready and boxed for delivery to the wards for each month

This has varied greatly and has been difficult to guage. A general statement would be that when myself and the med man technician were involved these times were quicker. In retrospect it may have been more accurate to record average dispensing times rather than total times and the time taken for the main team versus general dispensary staff.

10. Nursing time spent on administration of medicines

We were not able to monitor this on a regular basis but implementation of a “one stop” dispensing system on the elderly wards did anecdotally decrease time on medicines administration.

11. Nursing time spent calling GPs on medication issues

We were not able to monitor this on a regular basis but did intervene when there were any queries



4. Supplementary Information

	Budget allocation spent = 
	£ - all allocated SPENT

	Details of spend
	During Project
	Sustained & Spread beyond project

	
	Number
	WTE
	Number
	WTE

	Clinical Pharmacist
	1
	0.7
	1
	0.7

	Medicines Management Technician
	1
	0.6
	1
	0.6

	Dispensing Assistant/Basic Grade Technician
	0
	0
	0
	0

	Medical Staff
	0
	0
	0
	0

	Nursing Staff
	0
	0
	0
	0
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