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NATIONAL SPREAD PROGRAMME

Mental Health Pharmacy

FINAL PROJECT REPORT 

1.

	Site Name
	Northamptonshire Healthcare (Site 1)–Princess Marina Hospital

	Project Lead
	Cathy Mortimer


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?

	Medication histories were obtained for respite-care patients admitted to an elderly mental health ward.  Patients were also asked to bring in their own medicines (PODs) which were reused when appropriate.

This work was undertaken by a medicines management technician and started in November 2004. The pilot continued for 1 year.

A supplementary change was to introduce technician checking in the dispensary.

Aims:

· To improve safety for respite-care patients

· To decrease wastage of medicines

· To improve communication between primary and secondary care

· To make the best use of pharmacy technician skills and release pharmacist time to spend on clinical activities

· To reduce nursing time spent on ordering medicines

· For pharmacies on 2 sites to work even closer together to ensure benefits are gained across the Trust

	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?)

	Concerns regarding safety of elderly patients receiving regular prescriptions both from hospital on discharge and from GP.  The resulting duplication could easily cause confusion and safety issues.

Concerns about wastage of medicines and time spent dispensing unnecessary prescriptions.

“A Spoonful of Sugar” supported the reuse of PODs.

Another option was to stop supplying discharge medicines but this could have been viewed by patients and GPs simply as a cost cutting exercise.  The improved communication between primary and secondary care was also considered important. The proposed change had the added benefit of allowing the same system to be set up on 2 sites within the Trust covering different patient groups.



	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 Kettering General 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.

Princess Marina Hospital pharmacy staff, in consultation with the ward manager and deputy, set up the project.  

An initial meeting was held with the modern matron, medical and nursing staff to explain the project and obtain their support.

There was no formal support mechanism.

A project plan was devised before commencement.

The pilot could be continued but extra resources will be required to spread this to other wards.  This will need to be included in SLA discussions.



	2d. Issues, problems & blocks?

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

· Strengths & weaknesses?

	Medical and nursing staff were generally very supportive when the project was set up.

The main problem encountered was the closure of the respite-care ward where the pilot was set up.  This was accompanied by a reduction in beds for these patients when they were transferred to another ward.  It also resulted in difficulties for the nursing staff on the new ward as there were then two pharmacy systems in operation for two different patient groups (respite-care and normal admission).

Although families were asked to send in all medicines being taken or stored, including OTCs, in order to conduct a complete review this did not happen.

Despite the majority of patients bringing in their medication it was often found that they only brought in small quantities so supplies still needed to be dispensed.  It was not easy to discuss this and other problems with elderly carers as the patients were mainly brought in by ambulance.  One family refused to supply PODs for any of the admissions. 

 

	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?

	· Percentage of patients bringing in PODs.
· Number of PODs reused.
· Cost of reused PODs.
· Cost of medicines supplied for patients (temporary stock, discharges and ward stock).
· Number of medication histories taken.
· Number of interventions made.
· Percentage of prescription items changed following intervention.
These measures were chosen to check if the system was effective in detecting discrepancies between what was prescribed in the community and on admission, and also whether they resulted in changes being made to prescriptions.  Cost was a secondary factor.  Measurements were made at baseline and throughout the programme.


	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?

	Pilot has now been completed.  

Next steps:
· Review with nursing staff the feasibility of continuing in view of the small number of respite-care patients and the two pharmacy systems in operation.

· Develop a plan for extending the medicines management technician role to other wards - adult, older peoples and continuing care / rehab.

· Present results to Medicines Management Committee and Clinical Audit and Effectiveness Committee

Learning:

· It is important to discuss the proposed changes directly with all levels of staff to aid understanding of the aims of the project. 

· Even with repeated regular admissions differences were still being discovered between primary and secondary care prescribing with changes to prescriptions being required.  

· A medicines management technician was shown to improve communication.  Extending this to other admission wards should be expected to have an even more significant impact with improved patient safety.  

· Reduced wastage can be achieved by the reuse of PODs.

· It was found that changes in medication that had been made during a hospital stay were not always recorded on the GP’s system despite discharge information being sent.  To consider if it would be feasible to follow up these discharges, perhaps with a phone call a week later.



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).

	SUMMARY OF PROJECT
Number of admissions






103
Reuse of PODs


Number of patients bringing in PODs



  73 (71%)


Number of PODs brought in




399


Number of PODs reused




349 (87%)


Value of PODs reused




        £1,549

Medication histories


Number of medication histories




  73


Number of prescribed items




742


Number of interventions (by prescription item)


  90 (12%)


Number of prescription items changed after intervention

  55 (61%)

Examples of PODs unsuitable for reuse

            Patient on Kapake brought in co-proxamol which had been stopped. Another brought                                 in both paracetamol and co-proxamol which again had been stopped.  One patient had Maxitrol eye drops which should have been reduced and stopped three months earlier.

Savings from reuse of PODs

             The overall value of PODs which were reused was £1594.  A few items contributed to a high proportion of the savings:

             Anti-dementia medicines                                          £497

             Quetiapine                                                                £158

             Nitrofurantoin suspension (1 patient)                       £138

             Clopidogrel                                                               £128

             Inhalers (x17)                                                            £89                                    

The inhalers would previously have been supplied on each admission and so were a direct saving.

It was not possible to accurately compare the cost of medicines supplied to what would have been supplied under the previous system because of the reduction in beds during the pilot.

It is estimated that there was a reduction of approximately 33% on the number of items dispensed but that technician time doubled.

Examples of intervention.

1.
Patient seen in memory clinic in Nov 04 and prescribed galantamine 8mg  When he was admitted in late December for respite care galantamine was not prescribed.  The GP had been informed. The same patient was also prescribed hydroxocobalamin injection every 3 months by GP which had not been given by the GP or the hospital for 6 months.  The doctor was contacted and the injection  prescribed and given on the ward.

2.
Patient prescribed bumetanide 1mg on alternate days on the last 2 discharges, but the GP was still prescribing 1mg every day.  The GP had a copy of the last 2 discharge summaries but had not amended the patient’s prescription.  GP asked to amend repeat prescription.

3.
Patient taking quetiapine 150mg twice daily was having dose reduced by the day hospital but GP was not informed so was still giving repeat prescription for 150mg twice daily.

5.
Patient discharged on amisulpride 50mg twice daily.  Discharge letter sent to GP, but GP was still prescribing 25mg twice daily.  GP was contacted and records were amended.

6.
Patient with liver problems had her dose of amlodepine reduced from 5mg to 2.5mg.  This was given in hospital and letter sent to GP from PMH and NGH about reduced dose.  GP was still prescribing 5mg on next admission.  

Technician checking (secondary objective)

Number of technicians trained to check dispensed items


2 (1.6 wte)

Other benefits

· Charts do not leave ward

· Improved communication between pharmacy and nursing staff

· Support from modern matron to extend to other EMH wards




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
	1
	
	

	Dispensing Assistant/Basic Grade Technician
	
	
	
	

	Medical Staff
	
	
	
	

	Nursing Staff
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