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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
	Derbyshire Mental Health Service

	Project Lead
	David Branford


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?

	Two main areas for change:

1. The development of a medication information package supplied by the pharmacy department at the point of discharge to all service users.

2. To participate in counselling and concordance programmes provided to service users during their in-patient stay in hospital.

The Pharmacy project Group and the nursing staff of the ward involved have delivered most of this project. A Clinical Pharmacist and a Senior Clinical Pharmacy Technician have carried out the day-to-day project at ward level.

Additional Pharmacy technicians support has been provided to collate audit information and provide I.T. system support.

The project commenced November 2004 and terminated November 2005.

Aims & Objectives 

Many studies have identified admission and discharge from hospital as two periods where medicine errors commonly occur. These come about because of a combination of poor understanding about the medicines by the user, poor systems and poor communication. In 2001 the DMHST pharmacy introduced the near patient admission scheme to address the medicine related problems associated with admission to the acute adult mental health wards at Derby City Hospital psychiatric unit. 

This near patient discharge project addressed the medicine related issues associated with discharge from hospital. It reviewed, assessed and re-designed, two areas within the current In Patient discharge system on an acute adult mental health ward.

The two areas addressed were:

· Information supplied on discharge  (to ensure that all parties including service users receive appropriate information about medicines.

· Counselling and concordance (to increase the likelihood of users taking the medicines once discharged). 

This project was undertaken with collaboration and support from the Changing Workforce Programme (CWP) /National Institute for Mental Health in England (NIHME) National Spread Programme for Mental Health Pharmacy Medicines Management.

Project components

The project comprised of 5 main components;

1 the development of information to be supplied by the Pharmacy department (DMHST)on the ward prior to discharge. 

2 the assessment of the suitability of the information currently provided and that provided at the end of the project.

3 the development of medicine care plans suitable for CPA documentation and their inclusion in CPA.

4 the assessment of concordance with medicines by users and development of concordance care plans.

5 development of the information technology together with Ascribe to support the near patient discharge programme.

Outcome measures

1.The development of Information to be supplied by the Pharmacy department (DMHST) prior to discharge. 

a) Service Users (In-Patient)

By the end of this project all service users of the project ward would receive prior to discharge:

· Information about their medicines in a user – friendly format.

· Instructions about how best to take their medicines.

b) General Practitioner (GP – Primary Care)

By the end of this project all general practitioners of service users of the project ward would receive on discharge:

· Information about the medicines the user is receiving.

· Information about the use of medicines during the admission.

· Shared care documents if appropriate.

· The medicines care plan.

c) Community Psychiatric Nurse (CPN)

By the end of this project all community nurses of service users of the project ward would receive on discharge.

· Information about the medicines the user is receiving.

· Information about the use of medicines during the admission.

· Shared care documents if appropriate.

· The medicines care plan. 

2.
The suitability of the information.

The information provided will be assessed for: -

a) Clarity and accuracy

b) Content and appropriateness

c) Timeliness

After assessment through consultation with all three groups (users, GPs and CPNs ), revised/enhanced information would be designed.

By the end of the project, information would be provided in an improved format and superior manner to that currently provided.

3
Information included in CPA documentation. 

During an admission a post discharge medicines plan would be agreed for all users.

By the end of the project all users requiring enhanced CPA would receive a post discharge medicines care plan as part of CPA.

4. 
Counselling and Concordance given to Service Users prior to discharge.

There would be a review of the current system for counselling and assessing service users concordance prior to discharge.

The system would be assessed for: -

a) Appropriateness of hospital staff involved

b) Additional Information available/supplied

c) Timeliness

After assessment through consultation with Ward Staff, CPNs and other identified hospital staff a system for counselling and assessing Service Users concordance prior to discharge would be agreed.

By the end of this project: all users admitted to the ward would be assessed for concordance with treatment with medicines.

A care plan to address poor concordance with medicines by users would be developed for those identified as a likely problem upon discharge. The care plan would be implemented before discharge and the outcome influence future action.

5.
 Development of the information technology together with ascribe to support the near patient discharge programme.

Many of the aspects of the near patient discharge scheme can work without IT support but they would be inefficient and very labour intensive. The electronic pharmacy Ascribe system has the capacity to provide the information but the current format and access is not easy to use. This project proposes to use the funds provided by CWP/NIHME to develop the Ascribe system to provide tailor made directly suitable information.

By the end of this project the information and paperwork would be directly accessible on the ward from the Ascribe system in a user friendly ready to use format.



	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?)

	Review of the current medication information provided highlighted that this information, in a lot of cases, was un-readable, poor quality, incomplete, un-clear and not when required. In some cases no medication information on discharge was provided at all. 

Review of current counselling and concordance programmes highlighted that the DMHSNHS Trust programme was available but poorly targeted and had no pharmacy input.

 The drivers for change were:

· CWP/NIMHE National Spread Programme.

· DMHSNHS Trust Audit Commission Report.

· Pharmacy Action plan of Audit Commission Report.

· Service Users response to questionnaires about medication ( DMHSNHS Trust Service Users Survey and Pharmacy Service User questionnaire).

Identified change arrived through:

· Subject area identified in Pharmacy Action plan of Audit Commission Report

· Review of current level of service provided.

· Information received about Service Users individual requirements regarding discharge medication information.

Other areas of service change were identified in the Pharmacy Action plan but not proposed for particular national spread programme.



	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?)

	External stakeholders: NIMHE, DMHNHS Trust Board, South Derbyshire & Dales PCT, AsCribe Pharmacy department.

Internal Stakeholders: Pharmacy Project Group, Dispensary, Ward Staff, Modern Matron, South Derbyshire & Dales Pharmacists & GPs, CPN/CPA Co-ordinators, Service Users (In-Patients), Derwent Shared Services I.T. dept.

Although a full stakeholders steering group was agreed, due to the numbers it was not manageable therefore a Pharmacy Project Group was established and identified members were linked with specific stakeholders. They were able to provide and received information for the project usually through personal contact or electronic.

DMHSNHS Trust Acute Care Forum supported the project outline and a project plan was devised and implemented by the Pharmacy project Group.

The need to sustain and spread the changed has been identified within the Medicines Management Strategy 2005 – 2008.



	2d. Issues, problems & blocks?

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

· Strengths & weaknesses?

	Delays due to:

· Changes in DMHSNHS Trust structure made the inclusion of certain stakeholders difficult to identify.

· Commencement date deferred until design of audit paperwork and collection of baseline data.

· Feedback and inclusion of some stakeholders was difficult due to their availability e.g. bi-monthly meeting dates missed.

Problems

· Assumptions at the beginning not confirmed which lead to inaccurate data information.

· Un-realistic expectations by Pharmacy Project Group of the amount of I.T involvement. 

· Feedback from certain stakeholders was difficult and/or spasmodic

· Reduced Pharmacy staffing levels hampered progress of project at certain periods.

· Ward pressures affected nursing input at times

· Project scope was too broad to address within the timescale

Strength

· Motivated and experienced pharmacy staff involved within the project group.

· Roles and responsibilities within the Pharmacy project group clearly identified.

· Positive support at ward level by nursing staff.

· Support from DMHSNHS Trust.

· Inclusion and involvement of one ward helped with communications.

· Re-design of medication information on discharge for service users 
(patients) clearer, timely and appropriate.

· Project as whole raised Pharmacy profile at ward level and within the 
Trust.

Weaknesses

· Low priority for I.T. department.

· Inability to work at ward level using the AsCribe pharmacy computer 
system.

· DMHSNHS Trust CPA programme difficult to infiltrate with medication information.

· Structure and co-ordination of the CPN/CPA co-ordinators within the programme difficult to identify.



	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?

	Quantitative

Measures identified and Audit questions devised (see attachments). 

Data collected for baseline information before each section of project.

Qualitative

Questionnaires enabled Service Users (patients), CPNs & GPs to provide initial baseline information and personal feedback on changes. 

Data has confirmed that certain areas addressed within the project have improved, whilst other have yet to show improvement due to problems with implementation.



	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 projects timescale has been completed although recommendation is that certain areas within the project should still be explored especially those around the inclusion of medication information within the CPA plans, more structured approach at ward level with regards to patient concordance care plans and the provision to GPs of a summary of medication information for their patients at the point of discharge. These areas impinged greatly upon I.T. involvement, which has still to be addressed.

The areas within the project, which resulted in the best results from, a pharmacy point of view came from the change in pharmacy technician and pharmacist role. A review of the Admission Support service and incorporating the enhanced technical service will be one of the next steps in progressing the pharmacy service. Also feedback from the nursing staff and patients is that the information we provide on medication would be of benefit to all patients and so this will also be included in our pharmacy service routinely. Contacting the GPs to obtain patients current and history medication information was felt to be very important, so this area will also be included within the new enhanced role for a technician for all adult acute wards.

As CPN/CPA Co-ordinator involvement has only been possible during the last two months, this area is still progressing but the initial indications are that is most welcome by this professional group of people as the information when received is very comprehensive.

The learning gained from this project is that all Service Users involved expressed a definite need for increased discharge medication information, and feedback showed that when this information is provided the Service Users is happy with the outcome. Processes and systems within a large organisation can prevent the right information being available to the right people so a robust I.T, system is the most effective way to support this.

A multidisciplinary approach is the best way to progress the concordance and compliance process especially within Mental Health. This area of the project should be explored further and the initial steps made into this area have shown that pharmacy can be a valuable member of this whole process, providing expert information and guidance concerning medication.




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).

	Stakeholders’ comments on Discharge Medication information provided pre-project

Service Users (Patients) response to what medication information they would like on discharge

· No jargon used – simple terms only

· What possible side effects may be experienced?

· How long might treatment be needed – approx – if it is long term what steps will be taken to measure and monitor toxicity?

· Will there be any interaction with other medication?

· Does alcohol have any effect?

· A contact number would be useful for further information

· A leaflet giving bullet points would be useful.

Ward Nursing Staff questioned about pre-project discharge medication information system:
· What information regarding medication is supplied on discharge for

a) Patients

b) GPs

c) CPN

· What would you like to change within the current medicines discharge system around:

a) Information

b) Supply

c) Timescales

· Who currently counsels patients on discharge medication?

· Do patients always take a supply of medicines with them on discharge?

Community Psychiatric Nurses questioned about pre-project discharge medication information system:

· When a patient is discharged how involved are you with relation to their medication?

· What information do you receive with regards to medicines when a patient is discharged?

· Do you find any problems with the information you receive regarding medicines supplied on discharge?

· What would you like to change within the current medicines discharge system around:

d) Information

e) Supply

f) Timescales
Impact of Near Patient Discharge Project

Ward Impact

Before Project

· Pharmacy Admission Support Service
· Weekly In Patient & stock Topping up service
· Twice Weekly Pharmacist visit
· Some GP contacted on Patient admission
· Ad hoc Concordance programme
· Some patient history & drug regimes obtained from GPs
· Limited communication between ward & pharmacy
· Limited Pharmacist involvement in MDMs
After Project

· Enhanced Admission Support Service

· Weekly In Patient & Stock Topping up service

· Daily Pharmacy Technician visit

· Three times a week Pharmacist visit

· All GPs contacted on Patient admission

· Formalized Trust Concordance programme 

· Improved patient history & drug regimes obtained from GPs

· Improved communications between ward & pharmacy

· Increased Pharmacist involvement in MDM

Service Users (Patients)

Before Project

· Ad hoc medication information provided on discharge from pharmacy

· No additional medication information leaflets provided on discharge

· No additional medication information leaflets provided for newly prescribed medication during hospital stay

· Limited opportunity for patients to discuss medication issues with pharmacy staff

· No blood monitoring information provided by pharmacy

After Project

· Medicine reminder Cards supplied to all patients on discharge

· Additional medication information leaflets for all discharge medicines provided to all patients

· Medication information leaflets provided for all newly prescribed medications

· All patients given the opportunity to discuss medication related issues with Pharmacy staff

· Commencement of blood monitoring information provided by pharmacy

Impact of Near Patient Discharge Project

CPN/CPA Care Co-ordinators

Before project

· Limited and ad hoc discharge medication information provided for their service users

· No additional medication information leaflets provided

· Ad hoc blood monitoring information provided 

After project

· Copy of all medication information provided on discharge to their service users.

· Commencement of blood monitoring information. 

Pharmacy Impact

Before project

· Admission Support Service provided to ward e.g. POD checking, supply issues, discrepancies etc
· Pharmacist complete medication care plan and monitor

· No medicine reminder cards generated at point of discharge
· Some MDM Pharmacist involvement
· No medicines related educational sessions at ward level
· Dispensary problem solve medication issues
After project

· Enhanced Admission Support Service e.g. highlight general medical issues such as asthma, diabetic, epileptic, heart disease.

· Pharmacist complete medication care plan – Technician monitor

· Dispensary generate medicine reminder cards for all discharges

· Additional MDM pharmacists involvement

·  Ward level medicine related educational sessions.

· Ward based technician & pharmacist problem solve medication issues

Feedback Comments from Stakeholders on the
NIMHE Near Patient Discharge Project

‘It was evident that Concordance training and the Near Discharge Project Pilot on Ward 32 had influenced practice change improvements’ (Nursing Advisory & Development Group minutes Sept 2005 – Matron).

‘The quicker the paperwork arrives the better’ (Derbyshire Dales & South Derbyshire

 PCT Practice Pharmacist) 
Ward Staff comments:

· Improved communication between ward and pharmacy

· Medicine reminder cards for patient

· Improved communication between the ward and GPs obtaining drug history and current medication regimes

· Resident pharmacy presence on hand to sort out any problems

· Concordance training was undertaken to link with the project


· Concordance training led to formalized discussions with patients about their medication and open communication
Service Users comments: (obtained from questionnaires)

Do you think the medication information you have received has been:


a)
Clear



Yes
  (

No 





b)
Appropriate


Yes
  (

No 



c)
When you need it

Yes
  (

No

Charts to Illustrate the Impact of the Near Patient Discharge Project
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4. Supplementary Information

	Budget allocation spent = 
	£ 13,821

	Details of spend
	During Project
	Sustained & Spread beyond project

	
	Number
	WTE
	Number
	WTE

	Clinical Pharmacist
	1
	0.25
	TBC
	TBC

	Medicines Management Technician
	1
	0.3
	TBC
	TBC

	Dispensing Assistant/Basic Grade Technician
	
	
	
	

	Medical Staff
	
	
	
	

	Nursing Staff
	
	
	
	


Project plan indicated that the funding obtained would be used to enhance the Ascribe pharmacy computer system this was not achieved. Due to increase in a paper-based system having to be operated it was necessary to increase staffing time to support the project. Therefore the funding was used to increase staff working hours.
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