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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
	Northamptonshire Healthcare NHS Trust – Kettering site

	Project Lead
	Michaela Cox


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 plan was to introduce a medicines management technician to work on one of the elderly mental health wards with a view to introducing a Patients own Drugs (PODs) assessment and reuse scheme to minimise the number of doses missed on admission through lack of availability. An assessment tool was developed for assessment of suitability for reuse of patients own medicines and nursing staff were trained to use it so that they could assess PODs and then use the medicines following admission  to prevent doses of medication being missed whilst supplies were awaited from pharmacy. Consent was obtained from the patients to use their medication whilst they were inpatients. The medicines management technician also obtained a drug history from the patients GP and compared this with the medicines brought in to hospital and those prescribed on the drug chart on admission and highlighted any discrepancies to the ward pharmacist for follow up. The technician also assessed the PODs and discarded items no longer required so that the patients would return home with only the drugs they were prescribed at discharge. Baseline data was collected over a 8-week period commencing in November 2004 and then the training was implemented and the new way of working introduced at the beginning of March 2005 for a period of 9 months.

	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 Pharmacy service is provided under an SLA from the local DGH. The pharmacy is off site and supplies are made on two deliveries each day Monday to Friday. When a patient is admitted if they are prescribed medication that is not kept as stock on the ward the nursing staff order the item from pharmacy and it is delivered on the next routine delivery. As admissions are not normally planned this situation can lead to patients missing doses while delivery of supplies is made. 

Prior to this project there was no formal process in place to allow the safe assessment of Patients own drugs by ward staff on admission to enable these drugs to be used. As there was no possibility of improving access to medication e.g. increasing number of deliveries or having an onsite pharmacy it was decided that this change would benefit both patients and ward staff. Also the standard of medication histories recorded in patient’s notes was variable and it was often unclear where the information had come from leading to omissions and inappropriate therapy. It was decided that the introduction of a medicines management technician to obtain a medication history from the GP would aid the pharmacist in highlighting discrepancies in prescribing on admission which would allow the pharmacist to become more involved in decisions about future care. It was not possible to increase input by the pharmacist.


	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?)

	Links were made with Princess Marina Hospital pharmacy staff to discuss proposals in order that the Trust should obtain the maximum benefit. It was suggested that similar projects could be undertaken at the two sites involved but involving different patient groups.

The Trust was involved in the decision to take part in the programme through the Drug and Therapeutics Committee.

The Clinical Audit and Effectiveness Committee approved the audit.

The mental health technician, Principal pharmacist for mental health from Kettering General hospital the ward manager and ward sister and the ward consultant set up this pilot project. The consultant psychiatrist was kept updated with the progress of the project but the other members of the group met regularly throughout to discuss progress and any problems encountered.

There was no formal support mechanism. 

A project plan was devised prior to commencement.

From the beginning of the pilot it was agreed that following the pilot a decision would be made about the feasibility and worth of producing a business case for the recruitment of a full time medicines management technician to sustain and spread this work to all the mental health wards.


	2d. Issues, problems & blocks?

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

· Strengths & weaknesses?

	Whilst the ward staff were in general supportive, the project encountered a number of problems

· Lack of admissions on the pilot ward resulting in small amount of data to collect.

· Resistance form nursing staff re the introduction and use of an assessment tool to improve the safety of POD assessment. This was initially taken as a criticism of their ability instead of a system change to improve safety. 

· Misunderstandings within the pilot team about the use of a trolley purchased for storage

·  Due to staff shortages in pharmacy and illness there were times when it was not possible to release the technician to do the pilot work.

On the positive side the increased contact time from pharmacy on the ward has had a beneficial effect in that relationships with the ward have improved and dialogue can now be entered in to by both sides to solve long-term problems. 


	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?

	Baseline data collected.

Number of admissions to ward.

Number of admissions bringing in own drugs

Number of admissions with missed doses of non-stock medications

Number of medication histories taken and number of discrepancies found

Measures.

Number of admissions to ward.

Number of admissions bringing in own drugs

Number of drugs brought in, suitable for re-use.

Number of admissions with missed doses of non-stock medications

Number of medication histories taken and number of discrepancies found

Number of admissions bringing in own medicines was measured because if patients did not bring in medicines then this would not solve the problem and if not all patients brought in medicines a system could be set up with the ward staff and community teams to encourage patients top bring them in on admission.

It was important to look at the number of drugs that were suitable for reuse because if they were not suitable e.g. because they were no longer prescribed this would again not have solved the problem.

Number of missed doses was measured to see whether the change in working had been of benefit i.e. number of missed doses should decrease.

Number of medication histories and number of discrepancies was measured to show the value of having this information in addition to that obtained from the patient by the ward doctor on admission. The type of discrepancies found was also noted so that the importance of these interventions could be fed back to the ward team.



	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 has been completed. The results will be incorporated into the information used in renegotiating the SLA as a service improvement. There is sufficient capacity currently to continue with this way of working on the pilot ward but not to expand to the other inpatient areas. If no additional funding were obtained it would be sensible to consider moving the technician time available to another ward with a higher patient be of more turnover as this may benefit. The results need to be presented to the Medicines management committee and clinical audit and effectiveness committee

Learning

The medicines management technician improved communication between the ward and pharmacy.

On the whole medication histories were good but for those few where interventions were made they were important discrepancies.

The use of a technician to obtain histories freed up pharmacist time to become more involved in planning medication change


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).

	Baseline data collected.

Number of admissions to ward = 26

Number of admissions bringing in own drugs =15 (58%)

Number of admissions with missed doses of non-stock medications = 22 (85%)

Number of medication histories taken = 26

Number of medication histories where a discrepancy found = 2

Measures.

Number of admissions to ward. = 87

Number of admissions bringing in own drugs = 33 (38%)

Number of items brought in = 96

Number of drugs brought in, suitable for re-use. = 77 (80%)

Number of admissions with missed doses of non-stock medications =24 ( 28%)

Number of medication histories taken= 87

 Number of discrepancies found = 7 (8%)

Examples of discrepancies found and subsequent intervention made by pharmacist

1. Patient admitted on Aranest 20mcg weekly in the community on admission prescribed on drug chart as 50mcg weekly with no reason for dose increase. Ward doctor informed and error corrected.

2. Drug history in notes for a patient which included digoxin 125mcg daily, bendroflumethiazide 2.5mg daily and isosorbide mononitrate 10mg bd all of which were prescribed on admission. From the drugs brought into hospital and the information from the GP  the ward doctor was informed that these three items had all been stopped during a recent acute hospital admission and were no longer clinically appropriate. 
3. Patient usually on co-careldopa S/R 25/100 bd. Not prescribed on admission no reason in notes. Informed SHO and item prescribed.
During the project it was still often very unclear where the information came from to inform the initial prescription chart. Every patient admitted to the ward had any medications that they brought in to hospital assessed and compared to the history from the GP and what was currently prescribed. During the pilot there were only a few discrepancies found however those found were clinically significant. 

For items no longer suitable for use the patient’s consent was obtained to destroy them.
The number of admissions to the ward was a limiting factor to this project and resulted in a small data pool. The number of patients bringing in medication fell during the pilot despite efforts to encourage the bringing in of PODs. This is an area to focus on in the future. Whilst the intention was that all suitable medication should be returned home with the patient at discharge unfortunately this was not done by the ward staff and this will need to be resolved if we are to expect patients to continue to bring medication in. This is an area where the medicines management technician could be involved to ensure patients take home appropriate PODs at discharge.




4. Supplementary Information

	Budget allocation spent = 
	£4,500

	Details of spend
	During Project
	Sustained & Spread beyond project

	
	Number
	WTE
	Number
	WTE

	Clinical Pharmacist
	
	
	
	

	Medicines Management Technician
	1
	0.2
	1
	1 (SLA dependent)

	Dispensing Assistant/Basic Grade Technician
	
	
	
	

	Medical Staff
	
	
	
	

	Nursing Staff
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