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1. An evaluation of the quality of acute hospital prescribing.
Agnew E, Allen S, Armstrong C, Gavin C, Hanvidge A, Kirkpatrick L, Stalker S, Coll A, Souter C. NHS Lothian PhaEdadyu8ghvice,

Introduction

Prescribing errors are a priority for improving patient safety. Foundation doctors (FY doctors) undleetaikejority of prescribing and are responsible for
more errors than senior colleaguéd¢ K S | S f Gdiden RlesNdREescription Writig@plden Ruldsspecify criteria, or Golden Rules, to ensure safe
prescribing in secondary care.

Objectives
To measure the impact of an educational intervention on adherence to the Golden Rules.

Method

Audit criteria were informed by the Golden Rules, validated by the Lead Pharmacist Medical Education and piloted intdORyadieio the intervention (Nov

2014), the tool was applied to a convenience sample of 394 patients across 40 wards with FY doctors at three teachilsg Datpiteas analysed using

Microsoft Excel@nd the results incorporated into an interactive education session delivered to Fdfslateach hospital (Dec 2014). To reinforce the session

and increase exposure to good practice, a memorandum with a summary of the session content was emailed to all FY dooxirsatdfypfour weeks after

the intervention, the criteria were appliewh 5-10 patients in the same 40 wards (Jan 2015). The audit standard was 100% for all criteria except those relating

to antimicrobial therapy which was 95% as per the national prescribing inditiatoNB & ONJR LJG A 2y OKI NI O2 Yiidg & 6f B &Gordgh T dzf £ Q
Rules(patient details, allergy status and prescribing requirements for all medicines). Subgroup analysis was performed onsnvetticthecumented

verification by a pharmacist and high risk medicidBsata was compared using &quare test. Research Ethics approval was not required.

Results

Table 1 details adherence to audit criteria finéervention (394 patients, 3443 medicines) and pisérvention (235 patients, 2342 medicines).
Audit criteria Pre-intervention Postintervention P value

n % n %

Prescription chart 394 235
Patient details completed in full 2 0.5 1 0.4 1.000
Allergy status completed in full 83 21.1 69 29.4 0.024
All medicines 3443 2342
Drug spelled correctly 3365 97.7 2311 98.7 0.013
Drug prescribed generically 3270 95.0 2204 94.1 0.169
Drug dose written clearly 3251 94.4 2223 94.9 0.447
Route abbreviation acceptable 2907 84.4 1911 81.6 0.005
Prescription signed 3424 99.4 2309 98.6 0.001
t NBAaONAROGSNRA yIFYS LINAYy(GSR 1816 52.7 1417 60.5 <0.001
Start date stated 3347 97.2 2313 98.8 <0.001
Prescription not altered 2810 81.6 2248 96.0 <0.001
Black pen used 3390 98.5 2325 99.3 0.008
Block capitals 2802 81.4 1932 82.5 0.299
Regular medicines 2544 1859
Frequency stated 2511 98.7 1837 98.8 1.000
As required medicines 899 485
Indication, frequency, maximum dose 141 15.7 89 18.4 0.232
Antimicrobial 130 133
Indication and duration stated 31 23.8 53 39.8 0.008
Total audit criteria 38791 26367
Overalladherence 33150 85.5 23242 88.1 <0.001

Table 1: Adherence to Audit Criteria

Preintervention, no prescription charts were completed in full and 915 (26.6%) medicines met all applicable audit critefiisteResttion, one (0.4%)
prescription chart was completed in full and 853 (36.4%) medicines met all applicable audit guiéxid01). Of high risk medicines, 142/482 (29.5%) met all
applicable criteria préntervention increasing to 98/263 (37.3%) pastervention (p=0.036).

Preintervention, 206/771 (26.7%) medicines with documented verification by a pharmacist met atiadgplcriteria compared to 711/2672 (26.6%) which
were not signed by the pharmacist (p=1.000). Hottrvention, 174/353 (49.3%) medicines with documented verification by a pharmacist met all applicable
criteria compared to 643/1989 (32.3%) which weré signed by the pharmacist (p<0.001).

Discussion during the education session indicated FY doctors were aware of their common Golden Rule breaches; cititigg-éattiims of workload,
pressure from nursing staff, prescription chart design and disagesit with some Golden Rules on principle. FY doctors preferred face to face training to email
communication.

Discussion/Conclusion

Post intervention overall adherence to the Golden Rules improved although this cannot be wholly attributed to the ediicatigowention. The current

prescription chart used within the Health Board has limited space for printing names and the extra information requiréd-with NB Ij dZA NEBRQ Yy R 'y
therapy. Unacceptable route abbreviations were common with oral theapd doctors felt short cuts increased efficiency without necessarily being aware of

potential administration errors. Prescribers often did not print their name, making it difficult to identify the prescridepravide effective feedbacka

recommendak 2y ¢2dzf R 0SS (2 O2yaARSNIYIYS &dlYLaA® t NBadadz2NE TNEW NSRNE A WE { BBIRRT0:
anti-emetics, suggests educational interventions should be delivered wider than the medical team. Curremissystoss all healthcare settings for clinical
documentation of allergy status are suboptimal. Those prescribing and administering medicines need to know allergy ste¢asrding should be

standardised. Progression of a national paper prescriptiontchay be superseded by electronic prescribing which will avoid errors such as incomplete patient

details and unclear handwriting but introduce different types of errors. The low adherence of pharweaiietl prescriptions may result from prioritising

resolution of errors considered to be higher severity than Golden Rules deviances

Limitations included not delivering fa¢e-face educational interventions to all FY doctors due to shift patterns and the sample of prescriptions not being
exclusive to Fyoctors. The study findings will be disseminated to multidisciplinary stakeholders and a multifaceted toolkit developetidoefaluation.
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2. The Role of an Independent Prescribing Clinical Pharmacist in Rationalising Medications Prescribed to Frail Elderly Rdiretiésl to the
Acute Frailty Unit at Chesterfidl Royal Hospital
Agus R, Braithwaite A, DuffinRharmacy Department, Chesterfield Royal Hospital NHS Foundation Trust, Chesterfield

Introduction

Polypharmacy is an almost inevitable consequence of ageidgrlypeople tend to have several @xistingmedical problems and are prescribed

multiple medication& Older age is associated with changes in pharmacokinetics and pharmacodynamics, placing this patient group particularly at

risk of adverse drug reactiohThere is also a link between polypharmaog fall§. ¢ KS a{ At GSNJ . 221 €3 vdzrfAG& [/ F NB ¥
Emergency Care Needs (201&ptes that an acute crisis in a frail, older person should trigger a structured medication review, with a focus on
identifying inappropriate presdsing, as well as drug omissions.

Objectives

To ensure that every patient admitted to the Acute Frailty Unit has a medication review led by an Independent Prescritringigtiveorking closely

with physicians to optimise and rationalise drug treatmdiritis includes stopping any medication deemed to be inappropriate or contributing to the
NEBIFazy F2NJ K2aLWAdrFf FRYAaarzyz Fa ¢Sttt F&a aGFENIAYy3 YSRAOFGAZ2Y | LILINE

Method

The Acute Frailty Unit was newly opened inukay 2014. Prior to this, frail elderly patients were seen on general medical wards with traditional ward
pharmacy input (approx. 2.5 hours per day). From inception, our Acute Frailty Unit has had a dedicated Clinical IndepandacisPPrescriber.

The pharmacist is an integral part of the multidisciplinary team, attending daily ward rounds, undertaking medication revesgsbijmg and
facilitating medicines optimisation. This involves rationalisation and optimisation of drug treatment using STEEFP&ciples It also involves
enhanced communication with primary care and rapid processing of discharge prescriptions to allow timely discharge. ditecveakby analysis

of discharge prescriptions for each patient post discharge over the pefiddnonth. Ethics approval was not required.

Results

In the first full month of implementation, every patient had ardiepth medication review (total number of patients 69). A mean 2.1 steonh drugs

per patient were started (total 146 drugs, of whib5 (38%) were analgesics, and 36 (25%) laxatives), and l-tetondrugs were started (total 92
drugs, of which 29 (32%) were bone protection, and 15 (16%) anaemia). A mean 0.88 medications per patient were stoppedritgsl of which

20 (33%) wee antihypertensives, and 6 (10%) were benzodiazepines/hypnotics). See Table 1 for numbers of medications started, tbetm short
and longterm, and medications stopped.

Table 1¢ Numbers of medications started and stopped following medication review involving the Independent Prescribing Pharmacist
Medication started

Medication stopped

Shortg term drugs Longterm drugs

Analgesics 55 Bone protection 29 Antihypertensives 20
Laxatives 36 Anaemia 15 Benzodiazepines/hypnotics 6
Vitamin D (short course) 18 Fludrocortisone 6  Amitriptyline 4
Antibiotics 15 TED stockings 3 Prochlorperazine 3
Topical antifungals 12 Gastroprotection 9 Betahistine 2
Anti-emetics 3 Solifenacin/darifenacin 5 Tramadol 1
Prednisolone 3 Antiplatelets 4 NSAIDs 3
Emollients 2 Rate control (Beta 4  Rate control (Bet#locker/digoxin) 3

blocker/digoxin)
Nutritional supplements 2 Antianginals 4  Antianginals 1
Antihypertensives 5 Oxybutinin/tolterodine 4
Other (miscellaneous) 8 Haematinics 4
Laxatives 3
Other (miscellaneous) 7
Total 146 Total 92 Total 61

Discussion

The model described allows the provision of a patiestred approach to medications management for frail elderly patients, stopping inappropriate
medication and initiating drug treatment appropriate to their current clinical presentation. Prior to ualdad this work, it was envisaged that more
drugs would be stopped rather than started; in fact the opposite was true, with more medication started than stopped. Gty ofajnedication
started was for shorterm use only, in particular opioid analgesfollowing falls, alongside which laxatives and antiemetics were prescribed for side
effect management.

Medication started by the team included vitamin D supplementation. This proved to be contentious with GPs, whose feedtaield ititht
correctinga low vitamin D level was thought to have little impact on clinical outcomes. However, due to risk factors for vitamaieDayedind a
high incidence of falls, we feel that vitamin D testing and supplementation is justifiable in our patient population.

Competing demands on the time of the pharmacist between ward rounds and processing discharge prescriptions can be a ohadingart
time, the 208bedded unit now requires full time input. Larger units would require more pharmacy time. Cloakocative working between the
pharmacist and the physician is vital for success.

No baseline measurements were made prior to implementation. If the process were to be repeated, this would enhance sheeassdsthe
resulting change.
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3. Safe and secure handling of medicines in community services clp@$ y dzy' | yy 2dzy OSR WwalLkRid O
Asiain N Central Manchester University Hospitals NFt&indation Trust (CMETYlanchester

Background

The diverse nature and geographical spread of community services clinics presents a particular challenge to pharmacykieans support the

safe and secure handling of medicines. Risks to patientstaffccan be managed by implementing local policies in line with legislation, Care Quality
Commission (CQC) standdrdsd national guidance. The Safe and Secure Handling of Medicines: a team appudaizhed by the Royal
Pharmaceutical Society in 2005 remains the most comprehensive guidance issued to the NHS to date and together with mlegisiatien forms

the basis of our Medicines Policy.

In addition to an ongoing staff education programrand formal selff 84 SaaYSy G | dzRAG 2F &aSNBAOS&az 6S Ay (N
community services clinic settings in April 2014 and examined the results for evidence of compliance with our standesispgEtval was not

required as this waan audit project.

Objectives
1  Assess compliance with the key standards for safe and secure handling of medicines listed in Table 1.
1 Identify any areas of nenompliance and recommend improvements to manage medieiakged risks.

Method

Pharmacy techuians from the Community Medicines Optimisation Team carried out two waves of unannounced visits to a total of 55 dhinics fro
11 different services. Wave 1 visits took place over the period April to July 2014 and wave 2 visits took place ovedtBetember to November
2014.

Reception staff at health centres were informed of the visits in advance in order to ensure that staff were available toestemhinicians to the
clinics. Clinic staff did not have advance warning.

The pharmacyechnicians used a checklist of medicines storage and security questions to assess key standards for safe and securd handling
medicines and provided feedback to staff on any areas for improvement. Data was then entered onto ‘asfEeadsheet and alysed by the
Medicines Optimisation Governance Pharmacist.

Results

See Table 1.

Table 1 Audit results
Standard % of clinics meeting standard % of clinics meeting standard;

wave 1 wave 2

Doors to rooms where medicines are stored are acce 100% 100%
controlled
Key or code to medicines storage cupboards/fridges is k 100% 100%
secure at all times
Medicines are segregated, e.g. internal, external etc. 100% 100%
All medicines are kept in lockable cupboards or locka 91% 99%
fridges
Nomedicines are stored in cupboards under sinks 100% 100%
The medicines cupboard is locked 95% 98%
All medicines are stored in their original container 100% 99%
All medicines are within expiry date 93% 99%
The fridge is locked 79% 95%
The fridge onlygontains medicines 100% 100%
All medicines in the fridge need refrigeration 100% 100%
Fridge maximum/minimum temperatures are checked a 78% 100%
recorded daily during working days (Mondgsiday)
There is a record of action taken if the temperataleviated 100% 100%
from range
FP10 prescriptions are kept securely 100% 100%

Discussion

The audit provided useful additional assurance to the trust that processes for important elements of safe and secure dfanéliigines are being
followed in practice.

Clinic staff did not have advance warning of the visits. While this was feltd@gnore accurate picture of how medicines are handled it did mean
that staff from the relevant service were not always available to answer questions and provide evidence.

The visits presented another opportunity for medicines optimisation staff to fgiedback and reinforce messages on safe handling of medicines,
particularly where a standard was not met. Percentage compliance with all but one standard either improved or remaingdh a Wave 2
compared to wave 1. Some clinics had previously stedgtp meet the standard for daily checking and recording of fridge temperatures but
compliance improved from 78% to 100% of clinics visited in wave 2.

Another three waves of visits are planned over the next 12 months. These will remain unannouncettdyutderdination with reception staff
should ensure that clinic staff are always available to answer questions. This will also mean that a signed copy ofiamndations made can be
left with clinic staff to pass on to their service lead.

The spotthecks will also be expanded to include any health centre rooms used by CMFT staff at any time (not just those whers aredicioen

to be stocked) to ensure that no medicines have been left unsecured.
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4. A quality improvement programme reducing infusion duration of eptifibatide in
primary percutaneous coronary angioplasty at a teaching trust
Bashir N, Robinson G, Cooper P, Duggan S, Chahal J, Ghandi B, Hamedi N, Wright P, Antoniou S., Barts Healtloild8 Trust,

Introduction

Activation of the platelet glycoprotein llb/Illa (GPIIb/Illa) receptor is the final common pathway leading to plateletasiggrempronary thrombus
formation, and myocardial ischemia. GPIIb/llla inhibitors (GPI) are indicated for coronary angiopaftyiaitial management of high risk acute
coronary syndromes.

Eptifibatide is one of three available GPI in the UK. It is used at a large tertiary referral centre (Heart Attack CeftfefldAmary percutaneous
coronary intervention (PPCI) in STIEAd an off label indication. Eptifibatide is administered as two bolus doses separated by 10 minutes with a
continuous infusion continued for up to 24talthough locally it is usually stopped after 12 hours. This allows sufficient time for oral &aigipla
absorption and activation to occur.

Fabolus PRG@emonstrated an optimal antiplatelet treatment regimen minimised the need for prolonged GPI infusion time in combinatioroveith
potent oral antiplatelet agents, this reduced the risk of major blegdvith good residual inhibition of platelet activity. We report an analysis of a
quality improvement initiative to introduce a more potent antiplatelet (ticagrelor) for patients undergoing percutaneouscpintervention (PPCI)
with reduced eptifibaide infusion to just 6 hours thereby offering an optimal antiplatelet strategy in accordance with the Fabulous PRO study.

Aim
To review the impact of an updated antiplatelet and GPI strategy through the introduction of a more potent oral antiplgésiefticagrelor) and a
shortened infusion of eptifibatide for 6 hours with an assessment of short term outcomes and the implications financially.

Method

As a service quality improvement initiative, ethics approval was not required. Data was cofleaspéctively on the coronary care unit (CCU) in
April 2014 to collect 50 consecutive patients admitted with acute myocardial infarction (AMI) following the quality impnbviaitiative.
Information was collected from documentation in the integratedecpathway, drug chart and cath lab report.

Results

A review of 50 STEMI patients undergoing Pie@€éaled no complications either ischaemically (in stent thrombosis) or safety (major bleeds). A review
of the financial implications suggest financial savings of approximately £3,000 per month from the lack of extendedah@Biafsee figure 1).
Discussion

Major bleeding is a significant driver for mortality following acute coronary syndrome (ACS) particularly within 30 dagseveAt A recent in

house audit reviewing the acute management in patients admitted with STEMI (n=43) undergoingyRRe&| showed that 40 (93%) patients with
STEMI received eptifibatide. All 40 had a double bolus and infusion. 36 (90%) patients had their infusion runningufsy 225%) stopped early

due to Gl bleed and 2 (5%) received infusions for 24 howsresultant requests due to complex lesions / procedures. Since the switch to ticagrelor
and implementation of reduced infusion GPI, we have had no bleeding complications in the 50 patients audited nor isciaglinatioas due to
insufficient antiplatett effect.

Figure 1:Chart showing financial impact of introducing a loading dose of ticagrelor allowing reduction of eptifibatide infusion.
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improvement in outcome for patients as demonstrated from the lack of major bleeding albeit in a small sample and releas&d §avings for

the trust. Financially, this translates to approximately £20,000 saving falgnwhen the reduction of eptifibatide and increase in ticagrelor spend

is taken into account.

Conclusion

Reducing the infusion of GPI after 6 hours with a caveat that it can be extended (or not given in the first instanceyertder df the consuant
physician if needed for complex lesions is a safe and effective cost improvement strategy that has delivered rapid shviptisiaed the
antiplatelet strategy for a cohort of PCI patients.
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5. An evaluation of the impact of a multidisciplinary review of medication in care homes on hospital admissionsfehdurs and GP visits
Barrett S, Bagir W, Learmouth M, Hughes J, Desaopeland R, Campbell D, Laverty A., Northumbria Healthcare NH&Eoni rust.

Introduction

The Care Homes Use of Medicines Study (CHUMSY studlyheMaking Care Saféreport highlighted medicines use in care homes as an area of
concern: medication errors, excess medicines, lack of medication review and lack of resident involvement in medicinas. ddusiBhine care

home project developed a pragmatic framework fdrgpmacistled medication reviews in care homes where residents and/or family were involved

in all decisions about medicinéReviews were carried out by clinical pharmacists across 20 care homes working in multidisciplinary teams involving
the pharmacistcare home nurse or senior carer and the general practitioner (GP) where avdilatde/ention data was collected throughout the

Shine project but the impact of the medication review intervention on resident admissions to hospital or GP calloutsneasunk

Objectives

To quantify the impact of the Shine intervention over a 12 month period following reviews on:
1 hospital admissions
1  out-of-hours (OOH) urgent visits
1 GPvisits

Method

The evaluation was conducted in four general practices covering fifi@enhomes involved in the Shine project. Outcome measures were emergency
admissions to hospital (excluding outpatient visits or planned care), OOH urgent visits and practice GP visits (cargshontelefone advice by

clinical practice team). Sudgjts were sampled from the 422 residents involved in the Shine project. Electronic GP records were reviewed to determine
the frequency of each outcome measure. Residents were excluded from the evaluation where primary care records did ngperinerofil2

months prior to and 12 months after the Shine intervention.

IBMPSPSSStatistics (Version 21) was used to test for normal distribution and determine statistical differences in the matchefidedirsThe null
hypothesis stated there would be no difference in medians of admissions, OOH visits and GP visits beforey éimel &ftine intervention. A
probability of <0.05 was chosen to demonstrate statistical significance.

Ethics approval was not required as this was a retrospective evaluation of a quality improvement project.

Results

Of the 271 residents reviewed, 157sidents were included in the evaluation. 114 were excluded as 12 month recordamutgostintervention
were unavailable. There were 173 hospital admissions, 120 OOH calls and 2,011 GP visits prior to the Shine interveb@i@aanssibns, 48 OOH
cals and 2064 GP visits pastervention.

All three data sets demonstrated ngrarametric distribution. Statistical analysis was performed using Wilcoxon Signed Ratdiletl fest was
chosen to allow for both increases and decreases in each outconosviing the Shine intervention. We demonstrated a statistically significant
reduction in hospital admissions (p=0.002) and OOH visits (p<0.001) anesgniicant difference in GP visits (p=0.608) (see Table 1).

Table 1: Hospital admissions, OOH and iGiEs wefore and after Shine review for 157 residents

Admissions OOH GP

PreShine Review

Total 173 120 2011

Mean (S.D.) 1.1 (1.7) 0.8 (1.4) 12.8 (10.7)
PostShine Review

Total 110 48 2064

Mean (S.D) 0.7 (1.5) 0.3 (0.8) 13.1 (10.6)
Meandifference -0.4 -0.46 0.34
(95% C.1.) (-0.66 ,-0.15) (-0.68 ,-0.24) (-1.25, 1.93)
Sig2 0.002 <0.001 0.608

a. Difference following intervention based on Wilcoxon signed rasi&il@d)

Discussion/Conclusion

This evaluation provides evidence to indicate that a multidisciplinary review of medication in care homes incorporatidgistiaien making can
reduce emergency hospital admissions and urgent OOH calls whilst making no difference to GP callsoA tifrthiatistudy is that it did not explore
the reasons for these differences. Further analysis of the admission details would also be needed to estimate the austdaryseare utilisation.
However it is assumed that any reduction in admissions anébhours calls will reduce healthcare costs.
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Benn, C; Stapleton C; Lanzman Rdyal Free London NHS Foundation Trust, London

Introduction

Sepsis is one of the leading causes of maternal death in thehékmmunological changes of pregnancy leave otherwise young and healthy women

Fd NRal 2F &dzZRRSYy>S NILAR RSGSNAZ2NI A2y 6AGK &S JdSiNcoantehded hovevera S 2F &
they need to be administerethst and reliably; delay or omission of antibiotics, IV fluid administration or serum lactate measurement in particular

have been reported in cases of maternal death from sépsis

At the Royal Free London NHS Trust the Sepsis 6 bundle had been sugdessketthented in several clinical areas with the support of a Patient

Safety Facilitator and Sepsis workstream beginning in 2010. In these pilot areas overall compliance is be®@8éna86ompanied by a 10%

reduction in mortality and 50% reduction in kg of stay.Concern about maternal sepsis due to national regoftand local incidents lead the

maternity unit to approach the Trust Sepsis workstream for support in the autumn of 2013.

Objective
Consistent use of a Sepsis 6 care bundle to improvil#nification and management of severely septic pregnant, labouring, orgersim women.
Measure: 95% compliance with all 6 bundle interventions within 1 hour in all women with 2 or more severe sepsis triggeterdiadl confirmed
infection.

Method
ly 20a0GSOGNRO W{SLIAAAE cQ LINRPG202f gl a AYLI SYSyd SR A ychandé3Plax,Dd, Stind/, A G &  dzy
Act cycles), continual measurement, regular feedback from the Patient Safety Facilitator (PS&if @ddcition.

Results

To date (October 23@ecember 2014) 27 women have been commenced on the pathway; 1 required ITU admission; all others were discharged home

& there have been no deaths.

44% were in labour, 19% less than 3 hours after delivery, 183 postnatal inpatients, 11% were antenatal, 7% were postnatal readmissions.

78% of cases reviewed were commenced on the bundle within 1 hour of identifying 2 or more trigger signs of severe sgpsiac€wmrith all 6

interventions within 1 hour in aomen has been achieved in 10/15 months overall and 7 of the past 8 months.

Compliance with the 6 individual interventions of the care bundle is shown in Figure 1.

Support and resources to deliver these results:

1 August- September 2013Improvement pilotplanning; including PSF, anaesthetists, obstetricians, midwives & pharmacist. Sepsis 6 pathway
proforma developed

1 October- November 2013: Pilot began: Sepsis Grab bags provided (equipment, antibiotic guideline, no antibiotics). Compliance, measured
NBOASS 3 FSSRoOoIFIO1lT aARGATS W KFEYLAZ2YQ NBONHA GSR® al yRFEG2NE (NI AYAY
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1 Octoberg November 2014 Sepsis 6 protocol sticker for maternity notes developed. Sepsis Trolleyviatiinghidance, stickers, antibiotics,
equipment, swabs. Obstetric sepsis bundle interventions added to Sepsis 6 Smartphone app
Figure 1: Sepsis 6 Interventions achieved within 1hr
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Discussion

The implementation of a sepsis 6 bundle has improvesingplified the management of severely septic women in the maternity service. Achieving
reliability of care through the care bundle requires intensive support to embed the behaviour change; Compliance fluctdatesds to be
measured in order to feedb&do staff and maintain the positive changes.
A multidisciplinary approach is essential to ensure all members of the care team actively support the change. Pharmacststnze to the
development of antibiotic guidance ensuring options and dosest nieedifferent needs of both pregnant and breastfeeding women; and making
these guidelines simple, consistent, and easily accessible.
Future developments planned:

1  Audit appropriate choice of antibiotic for suspected source of infection

1 Review all Sepsis in labour cases for more detailed data analysis.

1  Maternity sepsis Antibiotic options added to Trust antibiotic smartphone app
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Blow, S. E, Akbar, Rharmacy Department, Leeds Teaching Hospitals NHS Trust, Leeds

Introduction

The perioperative management of patients receiving anticoagulant therapy requires the assessment, awareness and balangingiof/f RA @A R dzl €
thromboembolic risk versus the associated bleeding'rigkn established method of doing this is through conversion of oral warfarin to intravenous
heparir?. The overall perceived risk to the patient of a thromboembolic event whilst off anticoagulaeats o drive the decision whether bridging

therapy is appropriate This has even greater importance when considering that the associated surgical bleeding risk differs by procedure but also
RSLISYRSydG 2y SI OK &dzNES 2 yinwder thI i) iBdniigd tReyblecdlifly riské Sdéakey 'ith sy surpery, warfarin needs

to be discontinued in time to allow a paperative INR of 1.5 or less

A pharmacisted perioperative anticoagulant bridging clinic was piloted within irte-2 LIS NI G A @S | 8aSaaySy i Ot AyA O I d
Leeds. The project was launched following a review of the number of patients being admittegepegively for intravenous heparin, and the

number of patients whose surgery was cancelladéasons relating to anticoagulation management. This amounted to between 6 and 15 admissions

per month, with each patient admitted three days prior to surgery. Historical data shows that the cancellation rate wésorgig to inappropriate
anticoagulation management was between 6 and 20 surgeries per month.

Objective(s)
To evaluate the service we determined
1 Number of patients whose anticoagulation was safely managed by the bridging clinic.
1 Number of patients whose surgery was cancelled becausesifible anticoagulation
1 The patient experience of the pharmacist led bridging clinic
1 Doesthepre2 LISN} GA @GS | yiAO2F 3dzA ydi oNARIAYyI OfAYyAO NBRdzOS LI GASydQa

Method
The implementation of the bridging clinic was led by a specialist sugfieainacist working within a wider team of healthcare professionals. The
clinic is situated within surgical passessment.

When patients attend for a preperative assessment they are reviewed by the nursing team, who identify those takingagulants. Patients who
are taking warfarin, and who are assessed as moderate or high risk of VTE are referred to the pharmacist. For congpteatass plan is made
in conjunction with the consultant surgeon, anaesthetist and, where appatgpthe cardiologist managing their condition.

Patients who require bridging therapy are tracked by the@ssessment team, and once a surgical date known booked to attend a clinic appointment
with the pharmacist. At this appointment the pharmacist mges the conversion from oral warfarin (and other anticoagulant agents) te sub
cutaneous injections of tinzaparin. The clinic pharmacist prescribes the necessary bridging therapy-packprsupplied from clinic. Clinic
pharmacists teach patients andreas how to administer a subutaneous injection at home, alternatively a referral to district nurses is made. This
enables patients who would previously have been admitted three days before procedure to be admitted on the day of surgery.

The managementf all patients referred to the bridging clinic between January 2013 and January 2014 was recorded (see table one) @t review
To assess patient experience, a questionnaire was sent to all patients who attended the clinic. Ethics committee appnovataured.

Results

Results as follows for the first year of the pilot;

1 127 patients received medicines management advice and anticoagulant bridging therapy.

1  Of the 127 patients who received anticoagulant bridging therapy, six were cancelled afayhef procedure for reasons other than
anticoagulant management.

1 1 patient was cancelled due poor anticoagulation management (INR>1.5)

1 Assuming all 127 patients would have previously been admitted for intravenous heparin therapy (3 dagernatevely).this service made an
additional 381 bedlays available for elective surgical admissions.

Since introduction of the clinic no patient has experienced a clotting or bleeding episode.

Feedback from the patient experience questionnaire was very posititk,allipatients stating that they would recommend the service to their
friends and family. However, two patients raised the issue of having to return to the hospital for an additional climénagpo

Discussion

The addition of this clinic has sebanefits such as reducing the number of cancelled surgeries due to poor anticoagulation management, increasing

the number of beds available for elective surgical admissions, and improved patient experience regarding the impremetggere management

of their anticoagulation. There has also been an unexpected anecdotal improvement in thealistifilinary working between the pharmacist,

surgeons, matrons and operational managers.

There has only been one patient whose procedure was cancelled duelthaw 5 m ® p & ¢CKS LI GASyiQa aSyardagaide 0
subsequently it took longer than the expected five days for an INR safe for surgery to be achieved

The success of this clinic is felt also to be due to the involvement of thetopesargeons. When patients are identified as needing surgery, surgeons

have been asked to identify those patients they feel would benefit from bridging therapy and where bridging therapy may meed|justed to

prevent any impact on surgical bleedinigk. This multidisciplinary approach to care has been a major feature of the project

A limitation of this work was that patients taking other anticoagulant or antiplatelet agents were excluded, future wotkecghsider this patient

group forinclug 2 y ® LY FRRAGAZ2Y Fdz2NIKSNI g62N] Aa yYySSRSR (2 I &OSwalithelsybceSsK | y3Sa
of this clinic, trust wide clinics are being introduced.
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8. An Audit Assessing the Compliance with National Guidance for extended Venous Thromboembolism Prophylaxis in
Patients Undergoing Major Abdomin&ancer Surgery at University Hospital Aintree NHS Foundation Trust.
Brady A., Brennan C. and Arthur J. Aintree University Hospital NHS Foundation Trust, Liverpool.

Introduction

Patients undergoing major abdominal surgery are at risk of develqgstpperative venous thromboembolism (VTE). Previous prospective cohort
studies have documented the incidence of postoperative deep vein thrombosis (DVT) to be as high as®8#incidence of pulmonary embolism
(PE) ranging from 0.13% to 0.63% in fiteceeding 46 weeks after surgefy National Institute of Health and Clinical Excellence (NICE) clinical
guideline 92 and University Hospital Aintree (UHA) Trust guidelihedvocates the use of 28 days extended VTE prophylaxis postoperatively for
those patients who have had major cancer surgery in the abdomen or pelvis. A previous audit underfaketabylP in University Hospital Aintree
(UHA) looked at 87 patients over a three month period in 2011. This audit showed UHA wasmiant with tie NICE guidelines, with only 1 of
these 87 patients having the recommended 28 days jps&trative VTE prophylaxis prescribed. The audit further showed 3 of these 87 patients
suffered a VTE within 12 weeks of operation.

Aim

This audit aims to assess iH8 is compliant with NICE CG 92 and Trust guidelines, with respect to the prescribing of extended VTE prophylaxis (28
days) in those patients undergoing major cancer surgery in the abdomen and pelvis. This audit also aims to assess tive pfevalg ridents

within 12 weeks post surgery.

Objectives
For these major abdominal cancer surgery patients:

1. Quantify the percentage of patients who had mechanical VTE prophylaxis prescribed and compare this to figures in 2011.
2. Quantify the percentage of patientgho had a preoperative dose of pharmacological prophylaxis prescribed.

3. Quantify the percentage of patients who had 28 days of VTE prophylaxis prescribed and compare this to figures in 2011.
4. Quantify the percentage of patients who suffered a PE or DVTnwlithweeks post surgery.

Methods

V A database of information was obtained from UHA coding department of those patients who underwent major abdominal carcgbstingen

1st January 2013 and 30th July 2013 at UHA.

V The EPMA system (electrorpeescribing and medicines administration) and any paper prescriptions were used to identify how many days each
patient had mechanical and pharmacological VTE prophylaxis prescribed as an inpatient. EPMA was also used to identifgrtbedays each pant

had pharmacological VTE prophylaxis prescribed on discharge.

V  All UHA clinic letters written 12 weeks post surgery were checked and the GP surgery was contacted to enquire if eatiaghaignt/TE event
within 12 weeks of surgery.

V  Ethics approvalas not required for this retrospective audit.

Results
Table 1: VTE prophylaxis prescribing and incidence of VTE in 2013 compared with 2011
2011 2013 Standard
- - - - - -
Objective 1 Compliance with mgc_hanlcal prophylaxis 43._70 % 71._40 % 100%
prescribing (n=87) (n=98)
- - — .
Obijective 2 Compliance with thg prescribing of the pre Not documented 66._30A: 100%
operative dose (n=98)
N Compliance with the prescribing of 1.15% 56.80% o
Objective 3 pharmacological prophylaxis for >28days (n=87) (n=88) 100%
- - —— P o
Obijective 4 Patientswho incurred a \_/TE within 12 weeks po 3.£_15 % 0_/0 0%
operatively (n=87) (n=98)

The 56.8% (n=88) of patients who met the required course length of pharmacological VTE prophylaxis prescribing eithiephtidrarstay of this
length or had arappropriate course prescribed on discharge. 18.1% of patients (n=88) had only 27 days of VTE prophylaxis prescrikzdithistal
was as a result of an insufficient number of days prescribed on the discharge prescription. The remaining 25% offailgtterits have any
pharmacological VTE prophylaxis prescribed on discharge when it was required.

Discussion

The results displayed table lillustrate the standard of 100% compliance to NICE CG 92 was not met by UHA in 2013. Despite not meetirdaths stan
of 100% in this audit no patient incurred a VTE event within 12 weeks of sufgdtg. 1also highlights the dramatic improvement in compliance of VTE
prophylaxis prescribing since 2011, both mechanical and pharmacological. The 18.1% of patierdsemsnl an incomplete course length of VTE
prophylaxis was most likely due to a lack of communication on the inpatient prescription as to the exact operation deteo@meendation from the
audit is therefore to improve documentation of operation datesthe prescription charts of these patients. The 25% of patients who failed to receive
any VTE prophylaxis on discharge were found to be of similar surgery types and therefore probable reasons for the ovealppance are consultant
preference anda lack of education amongst junior doctors. At present NICE guidelines and the Trust guidelines fail to elaborate otlisarnpery
types which are considered 'major'. Subsequently, a further recommendation of this audit is for the Trust to iatrodree formal guidelines and
education as to what surgery types are considered major and therefore should have extended VTE prophylaxis prescribed.

Conclusion
Compliance with the NICE clinical guideline 92 has dramatically improved since 2011. Hoemevir skkope for this to further improve. This could
be achieved with improved education and the introduction of more specific Trust guidelines regarding the definition ofdbdgorinal surgery.
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9. Service Evaluation to Assess the Quality of Communication on Discharge Letters regarding Changes to Medication
and make Recommendations for Improvement
Croft M.T, Cavill KBharmacy Department, Harrogate District Hospital NHS Foundation Trust. Harrogate

Introduction

¢KS RAAOKIFNBS tSGGSNI A& GKS adzyYlI NB R20dzySyid 6KAOK R 8§ disdHadyead dary oknlthé KL & K1
medication taken at admission and may require folovin primary care. One purpose of the discharge letter is to communicate these changes during the
transfer of care from secondary to primary care and ensure that the GP is aware wiegigines that have been stopped, started or changed to avoid any
unintentional harm to patients.

LY Hnnp GKS wt{D. LNBRdzZOSR Wa2@Ay3 LI GASy(az a20Ay3 aSKRADNYSY¥SOSNBAWEO
information about why medicines had been altered in hospifaecently, the Royal College of Physicians have published new guidelines for the structure and
content of hospital discharge recoréThey state that two subheadings should be included; chatmesedication and reasons for medication changes. The

guidelines imply that all discharge letters should comply with these requirements but there are standards for what percénthgages should be
communicated on discharge or type of changes shoulthtleded/excluded.

Aims
To assess the quality of discharge letters by examining the completeness of communication of medication changes to gimary ca

Objectives
1  To compare sampled discharge letters against the following standard: All discharge HEttrild have all medication changes with reasons
recorded.
1  To make recommendations to improve the service provided.

Method

Ethical approval was not required due to the nature of this service evaluation.

During the study period ¢14 February 2013) 49fischarge letters were completed. 67 letters were excluded and random sampling continued until 100 letters

6SNB SOl tdad SR ¢KS YSRAOFGAZ2Y tAaGSR 2y (GKS &l YLX SR tnissionSAMgEchandesito O2 Y LI N.
medicines during admission that were not documented on the discharge letters were recorded as either stopped, startedied ehdrclassified by BNF

subgroup. The inclusion criteria were; patients >18 year and drug history documented by a pharmaa@stl@$ion criteria were; deceased during admission,

day-case ward attenders, discharge letters with no medication and multiple admissions during the study period. A limitatii dgaluation is that the
F&adzYLIiA2y Kl a o6SSy WughiStoniikloas adcirae. Ajioterartia®brihis én€hod is that this was an internal audit conducted by
pharmacy staff.

Results

95% of the sampled letters had changes to admission medications with an average of 4.3 changes per letter. Tiesavehasomprised of 143 medicines
stopped, 263 medicines started and 20 medicines doses changed. 49% of all medicines changes were not documented ongidettischad 7% of letters
had both the medicines changes and the reasons for changes comatedhion the discharge letters.

Table 1 shows the percentage of medication changes that were communicated on the discharge letters, categorised as staul@destarted or changed.
Communicated, indicates that all medication changes during admissios eeenmunicated on the discharge letter. Not communicated: that none of the
changes during admission were communicated and partially communicated: that some of the changes were communicated drathe lditers

Table 1 Percentage of discharge letteosnmunicating medicines changes

Communicated Partially Communicated Not Communicated
Medicines Stopped 25% 28% 47%
Changes Started 22% 42% 36%
Changed 63% 0% 37%
Reasons for Stopped 22% 25% 53%
Changes Started 20% 42% 38%
Changed 58% 0% 42%

The 207 medication changes, missing from discharge letters, were categorised into 43 BNHeseiaridsses of medicines. 45% of these were three BNF
classes; analgesics, laxatives and antibiotics. Some BNF classes were condileked KSNJ NA a1 Qd ¢KSaS 6SNBE FyGAoA20GAC
FYGARAI0SGAOAE yR OFNRA2E238 YSRAOFI(GAZ2y&ad wmTtz 2F YA &idfdryadon XoSuRdhahgey 68 OKI y
medication on discharge ladts was predominantly written by doctors, 71% with pharmacists completing 10% of letters and 19% as a combination of both.

Discussion

¢KS NBadzZ & 2030GFAYSR NBTESO0G GKS NBLRZNI WYS Sinhat 284@4péatiants iave mefidingsStoppddS y (1 K S
and 45% have medicines started. 17% of discharge letters sampled complied with the standard set which mirrors the RPSGBitlocta 2 JA y 3 LI G A Sy (i 2
aSRAOAY S&I larRodihy data £dlleEtédf dbe changesdm#n medication taken on admission is more likely to be communicated on discharge

letters than medicines started or stopped. The conclude may be that it is obvious from the medication list supplied wigelionechave been stopped or

started but changse to current medication are specified to avoid inadvertent confusion in primary care. The fact that information about imedicahges

are only partially made may indicate that the doctors perception regarding the clinical importance of changes magenfloat is communicated; for example,

a new antihypertensive is communicated but a new laxative is not. 45% e€eromunicated medicines changes comprised of analgesics, laxatives and
antibiotics. Analgesics were highest, predominantly due to paracetancodeine being started on surgical wards. Similarly, laxatives are ofeseribed

o0dzi I NB 3ISYySNIffte yz2i AyOtdzRSR Fa | WYSRAOAYS &l NIihngswi@ked 6 nofd aprropriate | y (G A 6 A ¢
antibiotics during admission, which were not consistently documented as stopped on the discharge letters. Following this evedeatiorendations and

strategies were put forward and implemented: The discharge letter template was altered to have a mandatiory @eenedication changes and education

was provided to medical staff and pharmacists on the importance of communicating changes to medication. A similar e(dtuatimber 2014) showed

that 81% of discharge letters record changes made to medicatioinglthe hospital stay. Anecdotally we have not heard any complaints from medical or
pharmacy staff regarding additional time required to complete discharge letters however this has not been fully evalesitagathof this change in practice

across thenterface with primary care is a possibility for a future piece of work.
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10. Formulation ofa pharmacy support staff development strategy.
Facilitating workforce planning and development opportunities within Brighton & Sussex University Hospitals
Allen, C. Clarke, M. Conway, A. Murray, A. Perilli, N. Stevens, J. Sturgeon, T. Wilkins, S&BBigtsex UnivergitHospitals NHS Trust

Background

The Pharmacy Department collaboratively agreed objectife NJ G KS ySEG GKNBS &@SINE® hyS 2F (KS ¢ 206280iGAg

2dzNJ At FFed

Within the department, pharmacgupport staff (administration, assistants & Pharmacy Technicians) make up 51% (n=84) of the overall Pharmacy workforce.
Traditionally, effort and resources of development is directed to junior pharmacists and the pharmacy support staff teedanervaled and their
development needs insufficiently recognised.

It was agreed by the Pharmacy Senior Management Team to review and assimilate current job descriptions of Pharmacy éuapdrid8tify training
strategies to ensure staff are able to paout their roles competently. The developed strategies should provide consistency and transparency of training
opportunities for each staff group.

Objective(s)
1. Identify training opportunities for this staff groups locally and in accordance witromtpublications (NHSPEDC)
2. Assess the Job Specifications of all Pharmacy Support staff within the department to identify consistent themes for edndatiaiming
opportunities across each staff group.
3. Assemble a working group to review identified végments and themes
4.  Develop written development strategies from collated themes

Method

In 2013, following approval of Pharmacy Department objectives, a working group consisting of the Chief and Principal Aleeimaxdgns within the
department wasestablished. Initial work involved an initial scoping exercise utilising HEKSS EPD peers within the region being appiidactiéd any
existing internal strategies being created/used in practice that could be shared for reference and benchmarkiitgSTPtlegarmacy Education & Development
Committee (NHSPEDC) Education and Training Programmes to Support Foundation, Advanced and Extended roles of Pharraagyddeahrecit was also
consulted to align with national job profile remits (Agenda for Cha&€). Ethics approval not required

The Chief & Principal Pharmacy Technician forum was inclusive of each sector within the Pharmacy Department. Staff destelipgies were included as
a standing agenda item to imbed the development of this wott this forum. Pharmacy Support Staff Job Descriptions were collated ensuring all roles were
included by cross referencing recently reviewed management structures, triangulating this data for completeness. Asségsinmahe person specifications
was undertaken. The job descriptions informed the relevant training requirements for each band and speciality (linked to AfGfiked®. This included
generic Trust wide training such as sickness absence management, recruitment & selection and &maigalnitial drafts of the strategies were presented
for comment and authorisation at the Chief & Principal Pharmacy Technician group.

Results

The initial scoping process identified there were no other strategies in place within the region bethgite NHSPEDC career pathway document proved a
useful point of reference, although specifically aimed at Pharmacy Technician roles. There were no identified progressinesdagilitating the transition
from one band to the next (band 2 to 3 for Phreacy admin and assistants or bands 4 to 5 and upwards for Pharmacy Technid@mnslescriptions were
reviewed, taking onto account existing specifications and the duties required of the role in practice. This informatibennaegs referenced to ¢hAfC job
profiles (to ensure consistency) and also identify distinguishing duties of senior roles in each group. The forum devetopied atrategy to align with
training opportunities provided imouse. Table One below illustrates application todarto 5 Pharmacy Support staff roles (ATO and Pharmacy Technician)

Table One; Band 2 and 5 progression (ATO to Medicines Management Technician)

AfC Example of Job Period of Essential Dept. offered Additional Accreditations/ Trust offered
band Role time in role Requirements devebpmental roles within Awards developmental
Competencies training dept training
2 Assistant NVQ & BTEC Level 2 NVQ Witness Fire Warden HEKSS8ledicines
Technical Officer Oral Chemotherapy First Aid Management
(ATO) training Accreditation Module &,
Reception training tFGASYiQa hg
3 Senior Assistant NVQ & BTEC Level 2 NVQ Witness Fire Warden Practice Supervisor
Technical Officer Oral chemotherapy Shadow First Aid Accreditation
(SATO) training placement HEKSS Medicines
JAC monthly reporting experience (B4 Management
Patient Tracker Pharm Tech) Accreditation Module &
System (PTS) tFdASYydiQa hg
reporting
4 Medicines 12m Oral chemotherapy Maintain
Management 12-18m training NVQ witness HEKSS Mandatory
Technician 18-36m In-house MM training Accredited Checking Training
(MMT) Controlled Drug Pharmacy Technician or
Checking Competency Medicines Management
Accreditation
5 Medicines As above NVQ witness MM Assessor HEKSS
Management Shadow MM or Accredited Checking
Technician placement ACPT Pharmacy Technician,
(MMT) experience (B6 Education Medicines Management
Tech) Supervisor Accreditation
Practice Supervisor
A1/AQA Award

The final versions of the strategies were presentedafgproval by the Senior Pharmacy Managers group.

Discussion/Conclusion

This is a novel and structured approach to ensure competency of pharmacy support staff and provides clear support frefbeimdnt. This makes the
appraisal process consistent atrdnsparent within staff groups. It snvisaged this will be used tmbed development strategies into appraisal process and
promote ongoing development in role to avoid potential stagnation and demotivation of staff. Future work is to undertake a gap ndisesis resources

and managing capacity within the Pharma@pBrtment as currently as this is a limitation on this part of the audit. The identified training opportunities outlined
in the strategies are all delivered either free of charge or under a Service Level Agreement with HEKSS, enablingwestleffaicn in the workplace.
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11. Appropriateness of prescribing of potent oral antiplatelet therapy in Acute Coronary Syndrome (ACS)
patients at a London Heart Attack Centre (HAC)
Cooper, P, Bashir, N, Duggan, S, Chahal, J, Gandhi, B, Hamedi, N, Robvisght, ®, Antoniou, S., Barts Health NHS Trust, London

Introduction

National Institute for Health and Care Excellence (NICE) recommend ticagrelor in combination wittséoaspirin for up to 12 months as a
treatment option in adults with acuteoronary syndrome (ACSTicagrelor has shown greater benefit in preventing cardiovascular events in ACS
patients compared with clopidogrel, however this was at the expense of an increase of major bleédiliging GRACHischaemic risk) and
CRUSADBHbleeding risk) scores, patients can be globally risk stratified to guide suitability for most benefit from treatmentcadpielor vs
clopidogre. Barts Health NHS Trust cardiology board recently approved guidance where specialist cardiac pharmacists supporetactipietel
based on individual patients GRACE and CRUSADE scores.

Objectives

Determine compliance with the following standards &a®n Trust guidance:

M® mnmr: 2F 1/ { LI GASyida ¢AlGK t2¢6Saitkt2s Dw!/ 9 NRal a&aOdpddgreb( yyo 21
combination with lowdose aspirin) for up to 12 months as maintenance antiplatelet therapy.

20 maE: 2F !/ { LHGASYyGa 6A0GK AYGSNYSRAIFGSKkKAIK Dw! / 9 Mkevgticag@arNB 0 x
(in combination with lowdose aspirin) for up to 12 months as maintenance antiplatelet therapy.

Method

As anaudit, ethics approval was not required. A prospective audit assessing all patients admitted to a London Heart Attagki&€htnéth a
diagnosis of ACS from 15 July 2014 until 19 January 2015 excluding those with unstable angina, receiving prasughelmoticagrelor was
considered inappropriate such as those with a previous stroke, considered high risk of bleeding despite GRACE rislekt=he @5 years old),
receiving anticoagulation for alternative indications such as atrial fibriligihd=), where clopidogrel is preferred due to increased risk of bleeding in
those patients awaiting coronary artery bypass graft (CABG) or other reasons e.g. overseas patients. Patients wereligespédlist cardiac
pharmacists covering inpatienaiology wards. Pharmacists completed the patient information and diagnosis; and calculated the GRACE and
CRUSADE scores using a data collection tool. The remainder of the data collection tool was completed retrospective)ydfetibarige using heart
attack centre (HAC) integrated care pathway (ICP), medication chart and discharge medications on electronic patienPRrtrrd¢iate the data.
The data collection tool was piloted prior to the data collection period with minor amendments madepterigire patient information and diagnosis
were recorded accurately by specialist cardiac pharmacists. Data were inputted and analysed using Microsoft Excel.

Results
Of 327 patients admitted with ACS who met the inclusion criteria 223 (68%) thagrosis of S$egment elevation myocardial infarction (STEMI)
and 104 (32%) non SEgment elevation myocardial infarction (NSTEMI).

Standards were met with the same consistency (89%). Diagram 1 highlights the assessment of antiplatelet presatoirtairca with individuals
GRACE and CRUSADE scores.

Standard 1: 134/150 (89%)
Standard 2: 157/177 (89%)

GRACE
Low/Lowest Intermediate High
Low/Very N=91 N=88 N=42
low Clopidogrel Ticagrelor | Clopidogrel Ticagrelor | Clopidogrel Ticagrelor
75 (82%) 16 (18%) 7 (8%) 81 (92%) 3 (7%) 39 (93%)
N=6 N=16 N=31

Moderate|[Clopidogrel Ticagrelor | Clopidogrel Ticagrelor | Clopidogrel Ticagrelor
6 (100%) 0 (0%) 4 (25%) 12 (75%) 6 (19%) 25 (81%)
N=2 N=6 N=25
High Clopidogrel Ticagrelor |Clopidogrel Ticagrelor [Clopidogrel Ticagrelor
2 (100%) 0 (0%) 6 (100%) 0 (0%) 25 (100%) 0 (0%)
N=1 N=1 N=18
Very HigHClopidogrel Ticagrelor |Clopidogrel Ticagrelor [Clopidogrel Ticagrelor
1(100%) 0 (0%) 1(100%) 0(0%) | 18(100%) 0 (0%)
Diagraml. Calculated GRACE and CRUSADE scores and assessment of prescribing of antiplatelet therapy.

mo>»wnNCTO

Discussion

Compliance with standard 1 was excellent from a safety perspective with 53/53 (100%) ACS patients with high/very high @&sd8®Dieore
receiving clopidogrel. Nenompliance with standard 1 was mainly due to 15/59 (25%) STEMI patients with loweSIRALE risk score receiving
ticagrelor. Age is a limiting factor of the GRACE score, therefore for STEMI patients the determinant factor for chéijgatefetrns the risk of
bleeding.

Compliance with standard 2 157/177 (89%) was very good withcoamliance possibly due to a lack of understanding of GRACE and CRUSADE
scores, inexperienced staff, time constraints particularly at weekends or inadequate documentation as to why Trust gudamatdailowed.

Limitations of this audit include the possity of missing patients due to the prospective nature of the audit and the Hawthorne effect.
POAEAEAAYT | aLISOALFEAE&G OFNRAIFO LIKEFNYEFOA&AG NBGASSA Y ordipgténhadtblReet { Q& A a
therapy which could offer the opportunity to maximise patient care. A controlled case cohort will be evaluated later in the yeses® @stcomes

of this pharmacist led intervention.
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12. Adherence to preventative measures for Never Events: wrong route medication
Dhadwal E, Aguado V, Oborne @Adz&8 Qa | YR { i ® ¢ K2 YlLandonbl { C2dzyRI (A

Introduction
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Objective
The objective of thisworkwia (2 YSIF &dz2NBE GKS ¢NHZAGQ&E | RKSNBYyOS (2 o620K f 2 &%d
prevent a) wrong route administration of oral/enteral treatment and b) wrong route administration of epidural medication.

Method

Two hospitakites in a large acute teaching Trust were included. Paediatric and community wards were excluded, leaving 36 clinicalshmadit
approval was received. Audit criteria and standards were defined (Table 1). Two data collection forms (oral/pmte@iuse, criteria one to four,
and safe epidural use, criteria five and six) were designed and piloted on two wards. A questionnaire was designed wéschvéssal appearance
of epidural administration equipment and staff training (criteria sevenite). The questionnaire was assessed by supervisors for face validity then
piloted on three nurses. All data were collected by the investigator over two weeRkslgtiary to  February 2015) using the following methods:

A. Stock, design, labelling apdoximity to medication preparation locations of oral/enteral syringes were noted.

B. Up to five orallenteral administrations of liquid medication were observed on each clinical area and the method of measofeimefiquid
dose was noted.

C. Epidural infusin storage was inspected. The labelling of five epidural infusions from ward stock was examined.

D. Nurses and midwives working on a recovery ward, a critical care unit, a gastrointestinal surgical unit and the obdéetriiittin centre were
questioned.

Results

rtvyzad Ftt OtAYyAOrf INBlFa ai201SR 2NIt a&@8NAy3ISa 0 bysyringe mandfaeturers.
Syringes were inconveniently stored distant from drug preparation location in some dlireeal A total of 108 administrations of liquid medications
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were observed31 (29%) via an enteral route and 77 (71%) via the oral route. The storage and labelling of epidural infusions met recmmnmenda
(Table 1). Of 33 nurses and midwives interviewareported that epidural equipment was easily distinguishable from equipment for other routes
of injection. However 11 (33%) nurses reported that epidural training did not include competency based assessments.

Table 1. Audit Results

Number Criteria Standard (%) Result (%]

1 Clinical areas that may need to measure and administer oral liquid medicines in a syrin

stock of oral/enteral syringes* 100 97
2 hyté aeaNAy3ISa fFoStftSR W2NItkSydSNrfQ

medicines* 100 100
3 Nurses and midwives do not use intravenous syringes to measure and administer ora

medicines* 100 99
4 Liquid medications administered via enteral feeding tubes are administered using

enteral syringe** 100 83
5 Clinical areasstore epidural infusions separately from infusions for intraven

administration* 100 100
6 QLA RIzNI £ Ay¥dzaAzy o3& INB t16SftftSR gA 100 100
7 Infusion pumps are easily distinguishable from those used for dsipers of infusion* 100 100
8 Epidural administration sets and catheters are easily distinguishable from those us

other routes* 100 100
9 Nursing staff involved in epidural therapy have had training where competency has

assessed* 100 67

* = based on NPSA recommendati®ig*= based on local policy

Discussion/Conclusion

There was a single observation of oral liquid being drawn up in an intravenous syringe and was a result of the clinatatackéng 10ml and 20ml
oral/enteral syrings. This is a system failure that does not support nurses and midwives to avoid wrong route administration errors as described
National Reporting and Learning System repgortghe fourth criterion failed as nursing staff were reluctant to use 60migssiwhen administering
small volumes as they cannot be accurately measured.

Nurses working on the surgical unit were familiar with epidural training competency assessment, however those in othkadasaid not have
the same awareness of epidurahining, which indicates that training for nurses and midwives involved in epidural therapy is not standardised across
the Trust.

Possible limitations include adjustment of practice as a result of being observed and the questions about training beiegetdifferently by
nurses and midwives.

Recommendations for improvement were to ensure that all wards store oral/enteral syringes in medication preparation areaséaid stocks of
several sizes of the syringes. The procedure for administering gohaines of liquid medications through enteral feeding tubes must be reviewed to
account for current practice. Epidural administration training should be standardised and staff should also be provideduathupdates and
competency assessments. Thisrk should be reaudited in one year to assess adherence to recommendations.
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13. A pilot study of hospital prescribing error feedback by pharmacist
Dickson F, Kinnear M, Coll A, WeidmannAB, 1. NHS Lothian Pharmacy Service, Royal Infirmary of Edinburgh
2. Weidmann AE Pharmacy Faculty, Robert Gordon University, Aberdeen

Introduction

TheNational Patient Safety Association (NP®&give 150,000 annual reports of patient harm throygghscribing error® many of which occur in hospital
Prescribers are often unaware of their error(s) and it is suggestiididualizedeedback may reduce overall prescribing error rates. Processes to deliver this
feedback in hospital practice are not yet established. The aim of this study was to agree and test a feedback proceasfiais{shto hospital prescribers.

Objectives
Estalish multidisciplinary consensus on process(es) used to deliver feedback to prescribers. Agree on tools used to privstiee feedback. Test and
evaluate the implementation of this process.

Method

The study was conducted in a medical ward tgaching hospital from January 2014 to July 2014. A mix method approach using a focus group (qualitative) and

a survey gquestionnaire (quantitative) evaluated the process. Study participants were purposively selected and recruifede@ue acute meidine physician

GSrya 2yte GKNBS g2dd R LI NIAOALIGS Ay GKS &addzRed LG reportd weteMBB O the2 (5S4
consultant for dissemination to individual prescribers illustrating errors and tRelS NA G &8 @ C2NJ 6 KS WAYRAGARdzZ £ Q 3INB dzLJZ LJ
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Figure 1 Overview of project methodology

Focus Group
Doctors & PArmacists
(n=4) (n=4)

v

Agreement of feedback
process(es) and tool design

V' N
WeSIYQ ANBdzLI 6yTFpu 9 WLYRAGARdZ £t Q INRdZLI 6y I'm
(n=8) Prescribers were informed of their errors directly by the
Weekly reports emailed to the consultaby the pharmacist by email

pharmacist for dissemination to individual prescriberg
illustrating errors and their severity

Online survey
response rate
(11/19) 58%

The proposd tools for piloting the processes were agreed by the focus group. The severity error tool was developed by amalgamati@hedl guidance

from United Kingdom Medicine Information (UKMi)/ (NPSA) and Medicines Health and Regulatory Agency? Myl Bw)project team. It categorises error
ASOSNRGe Ayid2 NARALT WNBRQ aSNA2dzAZ WI YO SNDR Y2 RS NI vields of tiieRtudy BaNiBpanfs@on tfeS 3t A I A 0
piloted prescribing error feedback process, was deped and validated for face and content validity by the project team. The online survey was piloted in

junior doctors (n=2) and resulted in minor modifications. The survey was sent to all 19 study participants (Team grdogi¢ic4g| group (n=11),d@sultant

(n=2), Pharmacist (n=2)) involved in either receiving or delivering feedback. NHS research ethics approval was not necessary.

Results

Error feedback:

Thirty seven prescribing errors by 16 prescribers were documented over 6 weeks. Red and amber errors (n=29) were fptebetkeos. Survesesponse

rate was 58% (n=11) (figure\&jth opinions from pharmacists (n =2) and doctors (n=17).

Doctors views

Doctors (n=4) were receptive to the email feedback metifpd)8 I a A SNJ G2 NBFt SOG 2y |y S NNRadpresddbiessprai@redi KS 06 dza
alternative feedback methods.2 y & dzft G+ yda o6yruo LISNOSAGSR aakiNES A Mty LF DSIR 21 yidf et ogSIekiGrRiR - &l &F SKil
tEAYAGI 062y AEO9FFOHSROoI Ol KIF& Y2NB AYLIOG o6dzi L FLIINBOAIFGS (GKS LRGESYGAL T
Pharmacists (n=2) views:

Pharmacists preferred verbal one to one feedpac YS i K2 Ra® hLIAYA2Y 2y RSE{AOSNE 2F FTSSRol Ol s6ba YAE
WAYRAGARdZ £ Q | LILINB I OK®

Discussion/Conclusion

The pharmacists preferred method of providing feedback to prescribers was one to one verbal. The studyeddhfit prescribers were receptive to a range
of feedback methods to learn from their prescribing errors. Where one to one verbal feedback was reported as a prefdroel] msburce limitation to
implement this was acknowledged. Future consideratiomguéd aim to combine individual and team based feedback in a multifaceted toolkit to allow
acceptability among hospital prescribers, pharmacists and specialities. Strengths of the study were the inclusion abadpeaafcorescribers and the lack of
potential bias from the project investigator (who was not involved in data collection). Study limitations include small nofrplagtisipants at a single hospital
site, no direct comparison of methods as prescribers were not exposed to both.
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14. Adherence of Pharmacists to the Lithium Standard Operating Procedure: A clinical Audit
Mader Eloff, Emma Gray. Norfolk and Norwich University Hospital

Some patients taking lithium have been harmed because they have not had their dosage adjusted basedomended regular blood tests. If patients are

not informed of the known side effects or symptoms of toxicity, they cannot manage their lithium therapy safely. The NatimmlSafety Agency (NPSA)

received 567 incident reports (October 2003 to Debem2008) relating to lithium use. Two reports were of severe harm, 34 moderate and 531 low or no

KENYeo ¢KS Y2ai 02YY2y SNNEBN 63 WoNRYy3I 2N dzyOf SIFNJ R2a8S 2N AGNBYy3IdKQ omun

The NHS Litigation Authority dealt with two fatal and 12 severe harmients (between 19952004) involving lithium therapy and the Medical Defence Union

has been involved with 15 incidents directly related to lithium toxicity and monitoring.

In December 2009 the National Patient Safety Agency published a Patient Safetglafierg to the safer use of lithium therapfollowing 36 reports of death

and severe harm related to the use of lithium therapy.

An audit in 2008found that only 42 per cent of patients on initiation of lithium therapy were documented to have beamied of risk factors for toxicity.

For patients maintained on lithium therapy in the previous year, the audit found:
w 2yS Ay wmn LIHGASYyGa KFER y2 R20dzZYSyiSR tAGKAdZY 0f 22R oftn®@i@70ger 6bL/ 9 &
cent of patients);
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In response to the NPSA Safety Update the NNUH released a Medications B@&fihigwhere it stipulated that pharmacists will review prescriptions for
lithium in accordance with the SOP.

Aim
ToRSGSNXYAYS (GKS ljdz tAde 2F I RKSNBYyOS (2 G(KS b2NF2f1 FYyR b2NBAOK | YADBSNEBEA

Objectives

In patients who are admitted on lithium therapy, ascertain the:
o] level of adherence to NICE guidelines onrisnagement of bipolar
o] level of pharmacist adherence to the lithium NNUH SOP

o] level at which the recommendations of the NP&#e adhered to

Method

The audit was registered with the trust audit department. Ethics approval was not required as it istgrejedi. A data collection form (see appendix 2) was
developed and piloted on 5 patients (L3 January 2014) and adjustments were made to the form prior to commencing full data collection (3 Fel&uary

June 2014). Data was collected in order to asadb&rence to the standards (see appendix 1). Patient confidentiality was maintained throughout the process.

Trace report was generated from JAC (dispensing system) of all lithium issued to patients between 1 February 2013 amab2t 2ad@ Method waby
NEGINRALISOGABS REGE 02ttt SOGA2Y dza Ay ™). Apjiropriatd gedctipdive MBistidal@halysis Wil lie Sridertakgrk Yy S G ¢ 2 NJ

Results

30 patients were included in the audit of which 100% were deemed appropriate for inclAsibarence to audit standards can be seen in table 1 and level of
adherence to standard 2a (dose in mg, brand, form, route, frequency are endorsed if not already present) is shown inF@fareflithium prescriptions
clinically checked by pharmacistidhot have the form (salt) endorsed and 20% did not have the brand endorsed. Of the 2 patients admitted for renal reasons
100% had their lithium levels checked upon admission. Only 3% of noticeboards had the full endorsement according to the SOP.

No. Percentage adherence (%)
1a. 93% Frequency
16. 86% Route
1c. 100%
2a. See figure 1 Form (Salt) !
2b. No data Brand !
2cC. 100% Dose
2d 3% T T T T 1
3a. N/A 0 200 40 60 80 100
3b. 100% o
Table 1¢Adherence to Audit Standards Percemage adherence (/0)
. ) Figurel - Percentage Adherence to Standard 2a
Discussion

Adherence to standard 1 was generally very good with the recommended NICE guidance monitoring being followed. | woulettiede180% adherence

to all three subsections of standard 1 but not all the information was available M & Ehe monitoring blithium is primarily done in community or under
Hellesdon Hospital. The overall level of adherence to Standard 2 (Trust SOP) is less than ideal with only 3% of drigetioartdischaving all the required
information. This may be because the remainimigrmation (dose, brand, form, frequency and route) has already been clarified on the prescription itself, as
shown by figure 1. Perhaps only the most relevant information, such as, stable renal function, recent lithium level aed iokereictions areecessary to be
documented on the noticeboard. Due to the audit being retrospectively carried out it was not possible to check whetheietiitehpa a lithium card and
hence it is unknown whether the Trust complies with standard 3a from the NPSA. Afiotitation of the audit was the quality of the medical notes, as some
drug charts where missing it limits the ability to confirm adherence.

Recommendations

The first step to improving the adherence to standards has been made by carrying out thi®auitlis important that the relevant people are made aware

of its outcome and undertake a future audit to-ezaluate adherence. To improve prescribing of lithium and in particular clarification of the brand of lithium,
it is suggested that the SOP iscalated to pharmacist with a list to sign once it has been read. To improve accountability and to facilitate communication, a
sticker could be produced that includes renal function, lithium level, name, date and bleep along with a check box tdesg trand, form, route

frequency and interactions have been verified.
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15.What is the effect on preregistration pharmacist OSCE pass/fail scores when a specific and weighted
communication skills assessment is used?
L.J McEweismith, G.S Fleming, Health Educati@nt Surrey Susseidaywards Heath

Introduction

UK pharmacy practice is being driven by competdrased practice and the expanding roles of pharmacy practitio@ampetencybased learning

and assessment in the form of Objective Structured Clinical Examination (OSCE) has long been advocated lyyppbiassamal and regulatory

bodies as a method of assessing competence against the necessary high standards of professional pharmay Araeticed of OSCE assessment,

as described by Austifl, is attracting national interest within medical aptharmacy schools in the UK. This method is used widely forsiddes

h{/9Qa Ay /FYyFIRALFLY LKFINYIO& aOK 2dnpries & spiifictaddNieigited® sBstssrentof/conmunicBtign: ahdk R G A
interpersonal skills.

Objective
The objective of this study was éxamine the effect on preegistration pharmacist OSCE pass/fail scores trialling this assessment method.

Method

Data were gathered on the performance of a regional cohort of 62 NH&pgigtration trainee pharmacistsijtting 7 formative OSCE stations in the

latter stages of their training programme. This study invohestibg within normal education requirements and waempt from the requirement

for regional ethics committee (REC) approval. Informed consent was obtained from all participantassessment instruments were used
concurrently for data collection. The first used borderline regression methodology, congpeisharking grid of case specific performance elements

with global judgment of holistic competenc&he secondtomprised an analytical checklist and a communication and interpersonal skills checklist,
individually weighted dependant on the station corttex G I Yy RF NR aSdGdAy3a F2N G4KS ylrfteidiarort OKSO(fAa
and results from the borderline regression assessment were distributed to the trainees as normal, with comparison afaegdteut afterwards

using anonyrised data. A two-sided Fishers exact test was performed to evaluate whether or not the two assessment methods gave similar or
differing results.

Results

Statistical analysiglentified three stations with significant difference in outcome; Statiofp ¥0.05), Station 3 (p=0.001) and Station 6 (p<0.05).
These stations had been allocated a higher weighting of 70% against the analytical or the communication/interpersorsillhéwklExam Board,
dependant on their context i.e. medicines reconciliaticonsultation. The results indicate that, where the differences are significant i.e. not due to
chance alone, that a 'Pass' outcome is more likely with the borderline regression assessment method.

Discussion/ Conclusion

A specific and weighted assessmef communication and interpersonal skilias the potential to provide a case or contetecific indication of
performance that might be difficult to capture in other areas of training. Howevesgec scrutiny of these two distinct assessment arepghe
examiners, combined with the absence of an overall global rating, appears to have resulted in a higher trainee fatheiguiestions allocated a
higher weighting against either checklist. These findings have important implications if thisdristtibe utilised for higstakes assessment i.e.
undergraduate, rather than the formative nature of the current preregistration pharmacist O$QHEker work is needed around standard setting
and weighting to improve reliability of this assessment emdetermine whether it is valuable in the assessment of overall performance.

References
1. Wright D, Loftus M, Christou M, Eggleton A. RPSIB&lthcare professional education and training: how does pharmacy in Great Britain
compare? Royal PharmaceutiGiciety of Great Britain 2006
2. ldzaGAy %I hQ. & YBevelopment alzd Mafidstidn PrdceSsés fdr &ndDbjective Structured Clinical Examination (OSCE) for
Entry-to-Practice Certification in Pharmacy: The Canadian Experidtoerican Journal offfairmaceutical Education 2003; 67 (3) Article
76.



16. An audit of hypersensitivity reactions following subcutaneous trastuzumab (Herceptinf@gtion
Foreman E*, Waters*C*Brighton & Sussex University Hospitals NHS Trust (B&aidf) Kent Hospitaldniversity NHS Foundation Trust

Introduction/background/context

Trastuzumab (Herceptin®) is an established treatment for HER2 positive breast cancer, both in early breast cancer seharthiésadjuvant setting
has been shown to reduce the riskdi$ease recurrence, and in advanced disease where it can proldrg ie@stuzumab is a humanised monoclonal
antibody, and like other drugs of this type, carries a risk of hypersensitivity reactions including anaphylaxis.

The original formulation ofrastuzumab was licensed for intravenous (IV) infusion only. IV trastuzumab is given as an initial 8mg/kg loading dose
infused over 90 minutes. If the loading dose is well tolerated, subsequerekly maintenance doses of 6mg/kg can be infused over 30tesn
There is also a requirement to undertake an observation period post administration; patients should be observed fosat east after the start
of the first infusion and for two hours after the start of subsequent infusions for symptomselilee &nd chills or other infusierelated symptoms.
A survey sent to all NHS England area team cancer pharmacists indicated that in practice, observation times for subslegamet@fgen reduced.

In September 2013 a subcutaneous (SC) formulatiorcepéin® SC was launched. The SC preparation has several advantages: it is less invasive for

patients; it can be administered in a much shorter period of tim& Rinutes); it does not require pharmacy aseptic preparation; and it is a fixed
dose, indepedent of patient size or weight which helps to minimise waste and reduce overall drug costs compared with equivalent use of IV
N &addzd dzy 6@ | y¥2NIdzy | (s8i6us Bdmihistratiéh2relziied reatoish iiduding Kysphoeay hypotension, wigez
bronchospasm, tachycardia, reduced oxygen saturation and respiratory distress, were not reported in the clinical trislewitardeptin

8dz0 Odzii I yS2dza F2N¥dzZ A2y Q (GKS adzY Yl NE® stllEtateshit Ratieh Shoulkbe dbbefdéd SoNs houish O &
after the first dose and 2 hours after subsequent ddsé&his means that patients still have to spend over 2 hours in the chemotherapy unit, and little
extra capacity is released in terms of chair time.

Objectives
To urdertake an audit hypersensitivity reactions following subcutaneous trastuzumab injection to assess the safety of a reskervadiabtime
and to determine what that time should be.

Method

The audit took place in 6 Trusts within the Kent, Surrey, SusstMedway ared 3 in Sussex and 3 in Kent and Medway. A data collection form
was designed, which was completed by chemotherapy nurses each time a dose of SC trastuzumab was given. The patientSiecfeoidehe
chemotherapy day unit diary eactayl Details were collected on the treatment setting (adjuvant or metastatic), cycle number, whether the patient
had previously received IV trastuzumab, and whether a reaction occurred. If a reaction occurred, the nurses recorded veaatidheoccurred

and the Common Toxicity Criteria (CTC) grading of the redction

Results
A total of142 administrations (85 patients) were audited across the 6 Trusts:
1 25(17.6%) for metastatic disease, 109(76.8%) in the adjuvant setting and 8(5.6%) where the treatment intent was not stated.
1 41(28.9%) administrations were first cycles, 32(22.5%) were second cycles, 56(39.4%) were subsequent cycles and B 1% }aeses (
cycle number was not recorded.
1  8reactions were reported (5.6% of cycles):
0 6 grade 1 reactions (4%)

0 2 grade 2 reactions (1%)

o M FyasgsSN weSaQ (2 NBIFOGA2YXZ odzi NBFOGAZ2 y y2i 3INIRSR

o o FyasgSNI wy2Q (2 NBIOGA2YST odzii Iy Aya2SOiaAz2y arAidsS NBIFOGAz2
[0}

Therewere no grade 3 or 4 reactions reported.

Of the 6 grade 1 reactions that were reported, 3 were injection site reactions, 1 had no explanation, and 1 was documérgegipsascribing

42aGSY & WIRYAYAAGSNBR 6 A (K2 dhe crieyadok KgiadeilOetction Rddrdhg thidbd GTC gradiigisysied. The2 G

dzy ANF RSR NBI OlAz2y gl a y2G0SR a Wi GAy3ItAy3 aSyal (A awasepborted:  GatiehtA LIA
complained of feeling shive 5 hours post injection. Paracetamol was given and the symptoms resolved.

The two grade 2 reactions both involved the same patient, who had previously received 9 cycles of IV trastuzumab wilkatit @aile 1 of SC
trastuzumab had been well tolerad, but on cycle 2 the patient experienced a grade 2 reaction witli® inutes of the injection. A similar reaction
occurred 510 minutes after cycle 3 and the patient stopped treatment (a return to the IV preparation had been considered but asrre@me
adjuvant and 12 out of 18 cycles had been completed, the decision was made to stop).

Discussion/Conclusion

No grade 3 or 4 reactions during the audit period, and only 1 patient experienced a grade 2 reaction (1.2% of patientajlicdtieis thatSC
trastuzumab is a wetblerated treatment. No new reaction occurred after cycle 2 and no significant reaction occurred after 10 minutiequbisin.

This data supports a shorter observation period than that recommended in the SPC, and as gocblspio Kent, Surrey and Sussex have been
modified to allow a lesser observation period, particularly for patients e already received 2 cycles without incident. We would recommend
that chemotherapy nurses continue to report any hypersensitivigctimns so that the policy can be reviewed if necessary.
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17. A retrospective audit of the prescribing of or&lon against recommended standards in a small acute hospital over a 4 month period
Mc Garry, N, Galway, MMater Infirmorum Hospital, Belfast Health & Social Care Trust.

Introduction

The British Society of Gastroenterology (BSG) has published guidfeimiae management of iron deficient anaemia (IDAhe Belfast Health &
Social Care Trust (BHSCT) guidelines for the management of anaemia are based on these and the NICE (National Insithteridr Chre
Excellence) Clinical Knowledge Summaigegines-2.

Anaemia is defined by the World Health Organisétas
1 Haemoglobin below 13g/dl in men over 15 years.
1  Haemoglobin below 12g/dl in nepregnant women over 15 years.
1  Haemoglobin below 11g/dl in pregnant women.

According to the BHSCT guidelines, diagnosis of anaemia due to iron deficiency (IDA) is confirmed with a red bloodCelphtearar Volume
(MCV) less than 76fl, a Mean Haemoglobin Concentration (MCH) less than 27pg, Haemoglobin less than 13egiatiantsand less than 120g/L
in nonpregnant female patients and an iron profile study consistent with iron deficiency anaemia.

We have a perception that oral iron therapy is being prescribed for patients who have a low haemoglobin but may notéfecient.d his has been
further substantiated by feedback on potentially inappropriate requests for intravenous iron from primeeyaod secondary care in BHSCT for
patients who do not have IDA.

We want to reduce the risk of patients being started on oral iron inappropriately. In order to assert whether our pecapti®alid and then take
action to improve on this, we first @il need to do a baseline audit to capture our current performance against BHSCT guidelines

Aim

To undertake an audit to establish our current level of performance in prescribing oral iron for patients who have IDigtodrdst practise
guidelines. The results will be used to review and reflect on our current practise in prescribing oral iron. We will make a skt positive
intervention after discussion with our medical lead and therauelit this next year.

Objective

To assess whethall patients between November 2014 and February 2015 newly started on oral iron have IDA in accordance with the B#SCT polic
To feedback our findings to medical and pharmacy staff and decide on a positive intervention that will improve our pedamdgsian a reaudit.

To use this as a foundation for a further audit on establishing how effective oral iron therapy was in restoring iroarsidreemoglobin within 3
months.

Method

We registered our audit with the audit department. We did not requéthics approval as this is an audit. We reviewed all discharge prescriptions

over a 4 month period to select all patients who had been newly started on oral iron. We confirmed that the oral iron haewdestarted whilst

in hospital by investigatingeOK LJ G§ASy i Qa8 YSRAOIFIGA2Y KA&AG2NEB dzaAy3 Dt 9f §gdagmaBcy A O / F NJ
and chronic renal disease. We piloted our audit form on our first 2 patients then tailored it further to suit our requised\tiaollected data on

each patient and collected data on Haemoglobin, MCV, MCH, iron profile measures and other parameters such as patierg,idegetifiReactive

Protein, liver function (if known) and renal function. We evaluated whether each patientD¥adby comparing their laboratory results against the

criteria in the BHSCT policy

Results

Our results (see Table 1) have shown so far that 5 out of 18 patients did not have IDA consistent with the BHEQWpalidhese patients had a

degree of enal impairment. One of these patients had a very complex medical background which makes it difficult to compare to the BHSCT
guidelines.

Table 1: Initial audit results

Month Discharge Prescriptions Number of patients Number of patents who
started on oral iron. met the IDA criteria as
per BHSCT policy.
January 2015 465 5 5
February 2015 430 13 8
Total number of new oral iron cases: 18
Total number with a IDA diagnosis as per policy: 13
Total number (%) who did not fulfil the policy critefia 5 (28%)
IDA.
Discussion

Our audit results demonstrate that we are adhering to the BHSCT binlisyarting oral iron therapy in patients who have IDA according to best
practice guidelines in 72% cases. However, this is not 100% compliance and we have potentially started oral iron tleiepig iwlpo do not have

IDA in 5 (28%) patients.

Our nex step is to present these results to our medical and pharmacy staff across BHSCT and consider our next step in imptieeind pray be
necessary to have more guidance and explanation for the management of IDA, to look at how it is presenteaboralery results and to consider

our results in the next BHSCT policy review.

It is recognised that there are limitations of the guidelines and they may not be applicable in very complex casespipagngnt or in borderline
cases. The limitations ithe data collection are the retrospective design and that we are not able to witness the discussion held when iron was
prescribed. It is possible that some patients were already taking iron before admission and it was not on their ECRxpatienceo date would

not be consistent with having drugsnitted from the ECR. Prescriptions are free of charge in Northern Ireland and most patients were of retirement
age in this audit so it is unlikely that they were purchasing iron tablets. We will addesss [thnitations again when we conduct ouraedit.
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18. Winter pressures add a clinical pharmacist to the emergency department (ED)
Gotel U, Henderson K Hill 3, 'Pharmacy DepartmentEmergencyp SLJF NIi YSy i Ddz22 Q& | yR {d ¢K2Y]

Introduction

UK urgent and emergency care (UEC) services are facing significant increased patient demand. The final two week<26f2082w849,000 ED attendances,
~70,000 increase andhbur target performance fell for all attendances to 89.6% vs. 95.9%dNovember £700 million additional funding was announced to
support winter pressurés Increased demand is occurring alongside shortages of staff trained in UEC. Trust ED service pefiestithe tJK picture and
agency staff are a significant unplanned cost. Pharreanyices are developing to support ED provision with similar rolesgatiant clinical pharmacistdut

cf AYAOLE LIKIFNYIOAAGQE ibtwark rasutlinddidnefin/pRadiadizts bringitd L EER patieyits, this wotk istbeing rolled out as a national
pilot4. Locally there wasgtential to optimise ED skill mix, support medicines management and add value for money as no operational clinical pearicgcy s
existed direct to the ED. Such a service woulsiuee medicines reconciliation (MR), drug chart transcription in ED, increase use of patients own drugs (PODs),
provide review for medication changes and direct support for transfer of changed medicatiamedicines information on discharge from the ED. Medicines
advice could be provided directly to patients/carers freeing nursing time and reducing reattendance dueadh@ance. Pharmacy bid and secured funding
for one WTE clinical pharmacist on thB Bhop floor. The clinical pharmacy service will run from 29.0931403.15. It is staffed by AfC B7 and B6 (3 years
qualified) pharmacists rostered-4.30pm Fri/Sat/Sun, 8pm Monday plus ©.30pm MonFri. This review aims to demonstrate the impact afclinical
pharmacist in the ED.

Objectives:

1)  Quantify operational workload undertaken in the ED by the clinical pharmacist

2) Identify drugs ED staff request support/information for and main reason for request
3) Measure ED clinical pharmacy service impact on medicaitpkstward round (PTWR)

Methods

Activity and specific drug data were collected for every shift. A standard operational data collection proforma was pdoaedeaded for use. Pharmacists
taskswere identified as drug history (DH) fully completed, MR fully completed, identification of patients with own drugs (RO&¥gs/elatives asked to
bring PODs, patients counselled, drug charts transcribed, items supplied from dispensgstient prescriptions screened, allergy status confirmed, staff
information/resource provision, antibiotic prescription clarification, referral to doctor or healthcare professional, caiittacdP or Community pharmacist.
PTWR data collected using standard datdectibn forms for 29/0%; 09/02 in 13/14 and 14/15: DH completion by PTWR pharmacist or admission team (AT),
including ED pharmacist, and no. of pharmacist contributions.

Results

A total of 149 shifts (802hrs) were completed to 9.02.15. Ten patients seene on average per shift, each having five pharmacist tasks completed in 32minutes
(see table 1). Staff requested support/information for 388 individual drugs. The most common reason was safety to pr&Zéht886 (233/388) followed by
efficacy 32% (12388), length of stay 10% (39/388), compliance/concordance 16% (62/388). Six percent (24/388) were for safety in relatidDRo Most
requests where for medicines acting on the CNS 26% (101/388), CVS 23% (88/388) or to treat infection 21% (81/388).

Gompleted MR on PTWR 413l / 1415: PTWR pharmacists 7.1 vs. 5.7, AT 2.1 vs. 4.7. Pharmacist contributions on PITBWRALS, 25.4 vs. 24.9.

Table 1:Tasks completed by pharmacist

Patients seen by pharmacist

1492

Drug History fully completed

75%(1124/1492)

Medicine reconciliation fully completed

49% (733/1492)

Allergy status confirmed

50% (749/1492)

Drug chart transcribed by a pharmacist

43% (641/1492)

No. of patients who brought POD

33% (496/1492)

PODs checked and suitable for use

1623(4.9/pt checked, 3.3/pt suitable

No. of patients where pharmacists requests POD to come in

19% (284/1492)

Antibiotic prescriptions clarified

126 (duration = 48, indication = 71

Medicines per patient supplied from pharmacy 0.3
Patients counselled 13%(189/1492)
Patients who had their medicines in a compliance aid 15% (221/1492)
Out patient Rx screened 27
Staff information/resource provision 233
Referral to Dr / HCP 103/33
Contact with GP / Community Pharmacist 72 /64
Specific medicine queries 388
Time taken per patient (mins) 32

Discussion

This is the first UK review describing a clinical pharmacy service on the Effloshophe main aims were to enhance patient safety and-fpeelinician time.

Key pharmacist safety inputs were 1) allergy confirmation, providing a medicines safety baporting safer prescribing in a high risk environment 2)
reduction in missed or delayed doses through early DH identification and supply-sfemknmedicines 3) avoidance of ADRs and 4) provision of specific, timely
drug advice. The ED pharmacistoalensured medicines quality and safety through review of individual treatment and confirmation of antibiotic
indications/durations, supporting CQUIN target achievement. Admitting teams and ED clinician time was released from RHranBcehing, suppading
A1Aff YAEZ AYLINRGAY3 62Ny FE28 yR ft25Aay3 Of AyAOA I aalsoéltRredF Quidedtprocesies LIk G A Sy
require pharmacist confirmation of DH and MR whilst on the round. With 2.6 more MRs/roamglete prior to the PTWR, pharmacists could clinically review
patient care with full information. Interestingly, PTWR contributions only fell by 2% (0.5/pt) demonstrating alternativieutants are made when MR is
already completed. An additional valgest saving is use of PODs. Patients presenting in an emergency context are unlikely to have medicines with them but
the ED pharmacist asked relatives/carers to bring these on return. A further 929 usable PODs were anticipated as alesuo R6hare quality DH, MR

and facilitate discharge. Direct pharmacist provision of medicines information supported discharge through GP and corharamétyigt liaison, highlighting

the need for referrals into new medicines schemes. New clinical pharmacy senistde efficient and add value. Further work will evaluate patient and
service savings, staff costs, impact on length of stay and medication errors.

Ethical approval was not sought.
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19. Implementation of a Clinical Pharmac§ervice and NeaPatient Dispensing to a Chemotherapy Day Ward
Purcell, S., Allen, R., Hale, K. Pharmacy Department, Wirral University Teaching NBi§pFalundation Trust, Wirral

Background
Chemotherapy is a higtisk area for prescribing &dministration of medicines, requiring specialist pharmacy input to ensure patient safety and
compliance with national guidance. Chemotherapy drugs are oftend¢oghand optimising their use offers opportunity for cost improvement.

The haematology dayavd at Wirral University Teaching Hospital NHS Foundation Trust (WUTH) treats approximalyadients per week with
intravenous/oral chemotherapy and drug spend for this area has increased by approximately 15% year on year since 2@d8addislue to the
increase in chemotherapy delivery, the increased complexity of chemotherapy prescribed, as well as an increase in thef dangiseand regimens
available for the treatment of cancer.

The National Chemotherapy Advisory Group (NCAG) repS Cancer Plgithe Manual of Cancer Quality MeasLitdsational Confidential Enquiry

into Patient Outcome and Death (NCEPOD) réparid National Patient Safety Agency (NPSA) oral chemotherap§ relguire competent and
suitably trained pharmacists clinically verify all chemotherapy prescriptions. There is also a requirement that all patients receive suitable education
and counselling prior to initiating oral chemotherapy. This has resulted in the need to increase the pharmacy input irdtologgnservices.
Approximately 18 months ago the clinical verification of chemotherapy prescriptions transferred from taking place inehsatispr aseptic unit

to being undertaken alongside the prescribers in the clinic.

Objectives

To reduce waiting tiras for patients prescribed oral chemotherapy or tdi@me medicines.

To offer a dedicated pharmacy consultation to patients who are prescribed chemotherapy.
To reduce waste of high cost chemotherapy and supportive medications.

To reduce dispensing errory bllowing only trained staff to dispense chemotherapy

Method

A 6week pilot of neaipatient dispensing was conducted in September to October 2013. A 0.5 imaleequivalent (WTE) band 5 medicines
management technician was seconded into the haematology team to facilitate this. A portable medicine dispensingva®llegned from
Medstrom. Throughout the trial data on dispensing turnaround times were recorded using the pharmacy prescription tratéingAlypatients
were offered additional consultation on their medication from a member of the haematology plegrteam, including a review of their existing
medicines, counselling on new medicines and checking adherence-pgteel questionnaire was distributed to all patients and staff following the
trial. Ethics approval was not required for this service demelent project.

Results

See Table 1. Waiting times were reduced from 39 mins to 13 mins. All patients were offered a consultation from a mengbaemttology
pharmacy team. Medicines wastage was avoided since patients were able to inform pharafaeyhsth medicines they had enough supply of
already (savings approx. £1k/year). Patient and staff satisfaction with the trial was high, as displayed in the writeefa@ncbiments received
from patients (see below) in the evaluation questionnairesp@nses 11/30). A chemotherapy training pack was developed and implemented. No
dispensing errors occurred during the trial.

Table 1. Comparison of dispensing times for outpatient oral chemotherapy prescriptions

Near Patient Dispensing {&eek trial) Main Pharmacy Dispensary {#eeks
preceding trial)
Number of prescriptions 104 75
Average time to process prescription (mins) 13 39
Total time (mins) 1354 2908
Range (mins) 1to 68 12 to 166

Positive comments received from patients included:

T aD22B&®GSN)I aSNBAOS y2¢6 G(KIFG RNHzZZ& I NB 2FFSNBR FTNRBY RI& 46FNR [ Saa
1 G¢KS ySp aASNBAOS 2F LINBAONRLIIAZY RSEAQGSNE G2 GKS RIF®& 61 NR A& YIND
f aD22R (2 065 FtotS (2 RAAOdzAa YSRAOIGAZ2Y GHAGK LIKFNXYIOE &dFFFo /| NNB

Discussion

In line with the nationaQUIPP agenda the introduction of a clinical pharmacy service anepagant dispensing to the haematology day ward at
WUTH both improved the service offered to patients and demonstrated cost and time efficiencies. By introducing a dedibate@into the
haematology team effective skithix was achieved and increased familiarity and knowledge with complex regimes will hopefully lead to a safer
service.

Ly S@rfdad GAazy 2F GKS GNRIE aK2gSR (KL G vitk, &nd praveder igediéined dasialesS Iyf ddditon, hydzl £ A §
removing complex chemotherapy prescriptions from the main pharmacy dispensary the pilot has supported a reduced turndrBundrtizaké Wi 2
K2YSQ 6¢¢1 Qaov FyR 20KSN “bSTRe uihgsSHowrFhavwidfididades tcalte delivared thiokigh arkirthavatike approach

to improving patient care and a business case is now being developed to continue the service.

Limitations to the trial and subsequent evaluation include an approx@medponse rate of 30% (n=11) for the patient questionnaire.
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20.An Audit of missed doses of medications at Newham Centre for Mental Health (NCfMH)
Halliday,E , East London NHS Foundation Trust, London

Introduction

When medications are prescribed for patients, it is expected that they should be administered to enable the recoveryapbsessequently reduce the

length of stay in hospital. Howey; it has been recently observed that there have been increased reports of incidents where there are unsigned boxes or
Code 4 endorsed on the administration chart for prescribed medications. In East London NHS foundation trust (ELFT),aDedhat tteemedication was

not available at the time.

Missed medication doses has been highlighted as national priority for the NHS after a review of medication incidentséweal2€ that omitted and delayed
medicines was the second largest cause of medication incidents. The report found that for some kinds of medicines simbtias, aniticoagulants and
insulin, an omitted or delayed dose can have serious or evendatelequencess Hence, the current system, where there are omissions of medicines doses
with inadequate justification, needs to be revised.

Aim
To check the percentage of omitted doses on all the medication charts at Newham Centre for Menta(M&é\hi) end to establish possible causes of these
omission(s).

Objective
To audit against the following standards and to make recommendations on how to minimise missed doses at NCfMH and celiige thieendorsing Code
4 or omission of doses withojustification.

Standards

1. Omitted doses should account for less thanafhe total number of doses administered.

2. There should be zero omitted doses of critical medicines (antibiotics, anticoagulants, clozapine, antidiabetics, lithiyra, pteparations,
methylphenidate, opioid analgesics, paroxetine, venlafaxine and resuscitation medicines).

3. 100% of medicine charts have no Code 4 endorsed.

4. For 100% of cases where Code 4 is used, the DSN is contacted and an entry is made on Rio wifbrrdes@usle 4 endorsement.

Method

A spreadsheet was devised in Microsoft Excel 2010 to record the total number of doses for each patient and the total hongsedaloses with a further

form to record details of any omitted doses. This audit tool pitted on Ward 1 on 02/12/2014 by the auditor after which no changes were made to it. Data

6la GKSy 02ttt SOGSR IyR NBO2NRSR FTNRY noKMHKHAMOD dza Ay StaffidenibarSadmidisering SRA O (i /
medication There were no exclusions made for blank boxes or endorsing Code 4 on administration charts. An ethics approval wasdatsréus was an

audit project.

Results
In total there were 45 (0.50%) missed doses recorded at NCfMH, of which 34 (0.38%}ankreoxes and 11 (0.12%) were Code 4s on the chart. Every ward
passed Standard 1 as missed doses did not count for more than 4% of all the doses administered.

Table 1: The number of missed doses of all medicines and critical medicines

Ward TotalMissed Doses  Total Number of Missed Critical Medicines Unsigned Boxed Number 4s
Ward 1 15 (0.66%) 2 (metformin and gliclazide) 10 (0.44%) 5 (0.22%)
Ward 2 8 (0.52%) 1 (metformin M/R) 5 (0.32%) 3 (0.19%)
Ward 3 1 (0.13%) 0 (0.0%) 1 (0.13%) 0 (0.0%)
Ward4 10 (0.7%) 1 (metformin) 10 (0.7%) 0 (0.0%)
Ward 5 0 (0.0%) 0 (0.0%) 0 (0.0%) 0 (0.0%)
Ward 6 6 (0.72%) 2 (metformin and gliclazide) 6 (0.72%) 0 (0.0%)
Ward 7 5 (2.49%) 1 (phenoxymethylpenecillin) 2 (1.00%) 3 (1.49%)

Wards 1,2,4,6 and 7 failed on Standard 2, as they missed at least one dose of a critical medicine. In total, 11 coderdonsedeon wards 1,2 and 7.
Therefore, these wards failed to meet Standard 3. No ward passed Standard 4 as no ward contact8N #wedDecorded this on Rio 100% of the time,
although Ward 2 did contact the DSN on 100% of occasions and Ward 7 recorded a reason for missing a dose on one octasitichndfaontact the DSN
or record on Rio for any of their Code 4 endorsements.

Discussion

There may be a number of reasons many of the wards missed medications. Firstly, it was found that boxes were left unsigagzhtidnt was transferred
between wards during medication rounds. The breakdown in communication during transfer could be afchuther omitted doses and therefore needs to

be addressed. | speculate that this may be due to inadequate use of the ward handover checklist, which aims to reducecatomairors such as this. On
Wards 1,2,4 and 6 failure of Standard 2 was duthéoomission of an oral antidiabetic medication, which made up a total of 13% of all medication omissions.
This could be because oral antidiabetics are written on a separate diabetes chart, which may not always be checked dugdtignntednds or that
antidiabetic doses are given at different times to other doses, which may make them more difficult to administer.

There was a moderate correlation between the wards with a large number of doses per day and a large number of omittédelises thiss due to an
increased workload increasing the number of mistakes made, and hence the number of medication omissions. Despite thisaitaed|Bwest number of
missed doses, despite having the second largest number of doses per day. This is duasedmiagix reporting regarding medication errors on Ward 5 which
has helped to increase awareness of the importance of missed doses. Despite this finding on Ward 5, the data trend lsagifjestsviant to reduce the
number of medication omissions therevneed to reconsider the amount of doses that a patient is taking per day. Not only can medicines rationalisation help
to reduce the number of medication omissions but it can also help to reduce side effects and interactions between medicdtionsoveldt G A Sy G &4 Q |j dz+ £
of life as a result.
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21.CommunityPharmacist: Making an impact on stroke prevention
Hamedi N, Levitan M, Begley A Antoniou 2, ‘Barts Health NHS TryStCLPartnersMiddlesex Group of Local Pineaceutical Committees

Introduction

Stroke prevention in patients with Atrial Fibrillation (AF) is a national priority and has been revolutionised with eddemestrating the value of oral
anticoagulation over aspirin. Most recently, the National Institute of Health and Care Exc¢N#@&g guidelines have recommended the use of warfarin or
Nonvitamin K antagonist Oral Anticoagulants (NOACs) as equal first line therapy wiitkitleA OS o6 AaSR 2y LI GASydaxQ Of AyAOl ¢

Unlike warfarin, patients prescribed NOA@s not have a designated anticoagulation clinic and thus may not have the same support and interaction with
healthcare professionals. Community pharmacists have the opportunity to support adherence in patients initiated on N@ABsttleir New Medicine
Service (NMS). However, to date the learning requirements of community pharmacists to provide a NMS to patients inibeaédmitoagulant has not

been formally assesseéd

Aim and objectives
Determine the baseline training, support and resouresged by community pharmacist to deliver a NMS consultation on oral anticoagulants for stroke
prevention in patients with AF.

Method

An online survey guestionnaire was designed and modified in response to the pilot feedback then semibyoecommunitypharmacists in London through

their Local Pharmaceutical Committees and the Royal Pharmaceutical Society local practice forum. The survey questioliveaadvascessible by London
community pharmacists for a period of 2 month% @ecember 2014 t81stJanuary 2015). Statistical analysis of the results was also performed using Wilcoxon
paired test and p<0.05 was considered significant for analysis. Ethical approval was not required.

Results

269 community pharmacists responded over a two month period and 4% (12/269) were excluded duecmmpetion of the questionnaire. The post
qualification experience of those included in the analysis was an average of 21 years (range 1 to 50 yeai$p Wn®257) having completed a further
qualification ranging from a postgraduate certificate to PhD. 39%(99/257) were also proprietor pharmacists.

In a three month period, 87%(224/257) of community pharmacists completed one or more NMS consulgtiopsoprietor pharmacists undertaken fewer
consultations (p=0.043). 68%(174/257) of pharmacist completed a NMS for oral anticoagulation and those with extraigoaliicatshown statistically to
undertake more consultations (p=0.012). The NMS altetsons for NOACs was completed by 35%(91/257) of community pharmacists.

The confidence of community pharmacists in dealing with NOACs is highlighted in figure 1 and 51%(131/257) confirmedeateyresiource for reference
when undertaking a NM&onsultation, of which 72% (94/131) used the British National Formulary.

m Strongly agree  m Agree Uncertain m Disagree m Strongly disagree  No response

| routinely check whether patients hold a patient alert card for th
NOACS 72 59 23
| use a counselling checklist to counsel patients on NO. 65 68 _ 23

| have access to resources that contain information on counselli
patients on NOACs 130 42 - 23
I am confident in addressing patients concerns about NOA 113 78 . 23
| am confident in counselling the benefits of NOACs to patien 127 64 . 23

| feel confident my knowledge is suitable to undertake an NMS f
Noncs 114 69 27} 23

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
Figure 1.Community Pharmacist confidence and experience with NOACs

Discussion

This evaluation is the first of its kind to determine the current level of knowledge and expedenuaunity pharmacists have in delivering NMS for oral
anticoagulation for stroke prevention in patients with AF. Our data confirms community pharmacists are undertaking NM&ioonsuloral anticoagulants
including NOACs. Furthermore it is clear réhis an opportunity to support pharmacists with knowledge and skills to improve their confidence in providing
effective consultation to patients prescribed NOACs. A competency based training programme that encompasses clinidahbedgzagement skd for

NMS consultation on oral anticoagulants with appropriate resources argbomy support may improve pharmacist confidence and service delivery.

A limitation of the study is the small sample size(n=257) that could potentially limit the geneitiizzlihe study. It was not feasible to statistically compare
the NMS consultation results to national data.

Following the delivery of the training programme:

T Repeat the survey with a larger sample size to establish effectiveness

f  Qualitativelyanalg S G KS AYLI OG 2F ba{ O2yadZidliArAzy 2y I RKSNByO
1 Feedback from community pharmacist and patients on their experience is also essential.

w
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22.Development and Implementation of an All Wales Medication Safety Indicators Reporting System
Harries J*Townsend M?Williams R*Cwm Taf University Health Board (CTUHB), Llantrisant,
2Abertawe Bro Morgannwg University Health Board (ABMUS\Bansea

Introduction

AnallWales, muiINE FSaaA2y Ff FLIINRFOK (2 Y2yAG2NAY3 | ydzYoSNI 2F YSRAOLFGA2Yy 3
/ I N@gort highlighted that medication safety issues, particularly omitted doses, were key areas for improvement for hogpitésinThe Welsh
D2@SNYyYSyiQa vdzatAaite 5StAQSNE tfly ARSY(GAFTASa SOIKS ySSR (G2 RS@St2L) Ij

This project builds on work undertaken in Wales in response to guidance from the National Institute for Health and Gielieac& (NICE)the
National Patient Safety Agency (NP&h the Francis Inquity Previous initiatives have inclutdléhe revision of the All Wales-pratient Medication
I RYAYAAGUNI GA2Yy wSO2NR 60GKS GRNHzZZ OKINIEO (2 AyOfdRS + 3gftbozgd ¢KNRBYO2S

A nursing care metrics dashboard, Fundamentals of Care (Wa€)already established across Wales and being developed further as a multi
professional care indicator system. An ideal opportunity existed to blend two systems to produce an integrated profppsa@athdo medication

safety. Until now there has beeno coordinated, standard approach to measuring missed and delayed doses of medicines in Welsh hospitals. This
quality improvement project rationalized the variety of audits and measures already in place across Wales. |t filleddapsd gonsistencgnd

enabled benchmarking.

Objectives

The objectives of this project were:

1. To agree and develop All Wales Medication Safety Indicators

2. To develop and implement a standard method of data collection

3. To utilise technology to input data directly into thd YMlales Fundamentals of Care System
4 To promote collaborative working and ownership of medication safety

Method

In December 2013, the All Wales Quality and Patient Safety (AWQP@&psiplof the Welsh Chief Pharmacists Committee agreed a set of Medication
Safety Indicators. The key principles and medication safety measures of the Medication Safety Therindmettped in NHS England, were used.
Four indicators were agreed: Allergy status, VTE risk assessment, Medicines Reconciliation and OmittedlliDlosss.indicators could easily be
collected by reviewing the relevant sections of the inpatient drug chart. A commercial software product, Té¥ktop, was purchased for the
seven Welsh Health Boards. This was resourced by a Welsh Governnmdsrnisation fund. A standard data collection form was designed in the
Teleform system.

The Welsh national FoC steering group approved the inclusion of the Medication Safety Indicators into the system. Ag togostas developed
to automaticallypopulate the FoC system. Collated data sets were generated from monthly audits of inpatient drug charts.

¢KS aY2RStf F2NJ AYLINROSYSyié YS(iK2R2t 238 61 & | R2LIISR T 2shihpié &fred LINRP 2 S
inpatiert charts per ward per month would be audited to achieve a balance between the practicalities of collecting informationingdsh#icient

data to demonstrate changing trends over time. The forms and data collection methods were tested and refingéduding y = 523 { (dzR&x !
cycles in two health boards (CTUHB and ABMUHB) from February to June 2014. A standard operating procedure was decetopedny the

data collection forms. The audit was spread to all Welsh Health Boards by February [P0ddntrast to the English model data was collected once

a month by medicines management technicians and pharmacists as part of their routine work.

Prior to starting the project approval was obtained from the All Wales Heads of Nursing Commitsea$tthe first time audit data would be
collected and input into the FoC system by sramrsing healthcare professionals. Ward managers are required to sign off the data for their wards.
Through the PDSA cycles, the procedure evolved to include immeefdiatiback by the pharmacy teams to ward managers at the time of data
collection to ensure ownership and allow any clarification of the data prior to submission.

Results

All Wales Medication Safety Indicators, standard data collection form and methdatatollection were agreed by AWQPS group. The number of
patients included in the audit per month ranged from 1526 in June 2014 to 1704 in January 2015. A standard suite ofaspgitelped in the
FoC system. These can provide ward, directorate tihhdmlard and national level reports.

Discussion

This quality improvement initiative has delivered an integrated approach to medication safety. It uses technology to thgpediieiency of data
collection and reporting. The involvement of pharmacy teammeasuring and recording care indicators has been received positively, promoting
shared ownership of medicines safety. It has changed the focus of nursing staff from data collection to using informatfmoe¥ement. Utilization

of the TeleForrfisdtware and development of the FoC importing process has paved the way for efficiencies in the way other care metrics are
measured and reported in Wales.

A baseline for the indicators has been established. Trends will be monitored and the impact n&hatitbcal interventions on medication safety

will be assessed. For example a pilot has demonstrated improved patient outcomes (increased compliance with VTE risktassdsschetion in
number of hospital associated thromboses) through implementatiba combined VTE risk assessment and prescription on the drug chart. Future
developments could include the use of triggers of possible error or harm from high risk medicines.
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23. Transfer of care study: A study investigating the effect of sending the details of patients' dischargkcat®ns
to their community pharmacist on discharge from hospital
Hockly MK; University of Brighton and Brighton and Sussex University Hospitals NHS Trust; Brighton. Marcus AllenpUBivgnsity.

Introduction

Transferring patients between care providers is a high risk area for medicines manag&ugng hospital admission 60% of patients will have three

or more medication changes mate¢ KSa S OKI y3Sa (KSy ySSR (2 068 dzZllRIGSR Ay GKS LI GASY(
surgery after discharge, but errors often occur at this staglee PRACtICE study (2012) found that 43% of patients had discrepancies between the
medications prescribed on their discharge letter and those subsequently prescribed in pBcfomr communication to the patient regarding

medication changes also occurs. A large American study found patients had no understa@ir3g6fof redosed medications, 81.6 % of stopped
medications, and 62.0 % of new medications prescribed on hospital disdMar§kis poor communication and the pedischarge prescribing
discrepancies lead to adverse effects for the patient. It is estimated that 5pégiefits have medication problems within 2 weeks of dischétde.

dGdzRe t221Ay3 G GKS STTFSOG 2F &aSyRAYy3 RA aDKiulNErdf uhifeitibr@iNbstistrargd - G A Sy
prescription discrepancies in the int@ntion group (where the Community Pharmacist received their discharge letter) was 32% compared to 57% in

the comparator grouf?! The number of medication related adverse events in the intervention group was also lower, 1.6% compared to 3.1%. Sending
a@ll 2F LI dASydiaQ RAAOKINBS tSGGSNA (2 GKSANI 02 YYdzyigiiscrepdiicley | OA ad A

Objective

This study aimsot investigate the effect of sending a copy of the hospital discharge letter taiaAp8 y (i Q& Yy 2 YAy SR 02 YYdzy A i &
YdZYo SNJ 2F YSRAOLF(A2Y RAAONBLI yOASa 05G68Sy GKS LI GASY dedn oDieir NBO2 NR :
medication regime and the discharge letter.

Method

In a randomised, auble-blinded trial, 33 participants in two groups, control and intervention, had their discharge letter sent to either theilyGP on

or their GP and nominated community pharmacy after hospital discharge. At least three weeks after each participaminhaiddharged from
K2aLWAdEt | O2Lk 2F GKS LI NIAOALIyGQa Dt adz2NHSNE OdzNddioy régime daskipl G A2y
obtained via a telephone interview. Discrepancies between the GP patient medicatmn @ud the hospital discharge letter, and between the

LI NIAOALI yiQa NBO2ftSOGA2Yy 2F GKSANI YSRAOIGAz2Y NB3IApakeies (slRtiveltdie RA & OK |
number of drugs prescribed) in the intervention gp was compared with the control group for each of the above two categories, using the CHI
squared test to determine the statistical significance of any differences between the two groups. Ethical approval wed fbtaithe local National

Research amh Ethics Committee and the Trust Research and Development department prior to commencement.

Results

GP medication records were collected forallth® LI NI AOA LI yiaz (St SLIK2yS AyiSNBASsa 6SNBE O2yRe
recdlection of their medication regimeThe intervention group had statistically fewer medication discrepancies than the control fynolbpth data

aSGay Dt NBO2NR& O2YLI NBR gAGK GKS K2aLRAdl t f dodsSthel meaditation Rgindes a4 S 0 Y
compared with the hospital letters (Pt data set): p=0.000043 (p<0.05) [Table 1].

Intervention Group: Intervention Group: Control Group: Control P Value*
Number of discrepancies  Percentage of Number of discrepancies Group:
discrepancies Percentage of
discrepancies
GP data set 25 14% 50 26% 0.00034
Pt data set 10 8% 31 23% 0.000043

Table 1: The number and percentage of medication discrepancies in the control and intervention groups for both data aets PGRnd a
comparison of the difference in discrepancies between the two groups.

*The CHI squared test was used to test fatatistical difference between the two groups for each data set. Ataited test was used and tested
i2 GKS aAIYATAOLYOS 2F hlFaonpod

Discussion

Sendingacopyofeatlt G A Sy i Qa RA&AOKINABS fSGGSN (2 {KSA NDinyealuciagypostiisShargdpzeychibitey A ( & LK
discrepancies and improving patient understanding of the changes made to their medicines. This study did not have tes tesowestigate and
FylrfteasS GKS 02YYdzyAGe LIKI N)YI Qischaiga BterfaytdsSiNSAScedr wvigayirterveatiohsyay havé BeerkcardedA 4 I
by the community pharmacists to help bring about the measured reductions in discrepancies. Because of the small samiplis sizely and the

lack of detailed informatiomnd understanding of the intervention mechanism, further research in this area is needed. In any further work, larger
sample sizes should be used and analysis of the mechanisms behind the intervention that result in a reduction of medarafi@amcieshould be

OF NNRA SR 2 dzi @ {SYRAY3I K2aLWAd+Ff RAAOKINBS fSiGdGSNRE {ventidutoimplémedtand O2 Y Y dz
the incidence of medication discrepancies in the control group was relatively high for bosumeg26% GP data set and 23% Pt data set), and so

the scope for benefit of this intervention is significant and therefore warrants further research.
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24.Preventing hospital admissions: Evaluation of the Pharmacy Reablement Service
Howard Rt, Honeywell § Warner J& Noble KA, 1. Isle of Wight NHS Trust, Newport, Isle of Wight.
2. Pinnacle Health Partnership, East Cowes, Isle of Wight.

Introduction

Around 6% of hospital admissions are caused by problems with medicatiosthioth@ssociated with poor adherence, and ttards considered
preventable! Patients recently discharged to home are at a high risk of readmidsimrefore services should be targeted to support patients
following discharge. As part of a broader reablement service (including physiotherapy and ocuaiphgoapy and intensive support for 6 weeks)
the Isle of Wight offered the pharmacy reablement service (PRS) to help prevent readmissions to hospital between 2014. die ZHS involved
assessing high risk patients (as identified by social serwicke¥pital and referring them to community pharmacists for support following discharge.
This retrospective evaluation aimed to describe the service provided by community pharmacists and explore its effectalratiospsions.

Objectives

1. To describehe problems identified and activities undertaken by community pharmacists as part of the PRS.

2. To evaluate the effect of the community pharmacist review on patients' admissions, lengths of stiy Bfadmissions, excess bed days and
deaths.

Method

Linkanonymised data on the PRS from 2011 to 2014 were obtained from the Electronic Services Monitoring and Quality (ESMA@pwystem
PharmOutcomes) These data detailed the referral process and activity undertaken by the community pharmacistmdrigknsed patient data

(age, gender, primary diagnosis for reablement admission, number of admissions, lengths of stay, excess bed dejayamdddissions) were
obtained from the hospital information department. All databases used the hospital numberseudgnymous patient identifier. Databases were
cleaned (duplicates removed, social services numbers converted to hospital numbers), imported into Excel 2007 and mergeditasmspital
number. Patients were retrospectively grouped according to whethey had received hospital assessment only (HA Only) or assessment and
community pharmacist review (CP Review). This helped determine whether the effect on health service usage was due to teablddent
programme or the pharmacy reablement service.

Demographic data (age, gender, primary diagnosis) were summarised using descriptive statistics. Baseline data were foalthdated years
preceding the PRS start date for each patient (reablement date): number of hospital admissions/patienttgtaynter of bed days/patient/year,
total number of excess bed days/patient/year, number ofd2y readmissions/patient/year. Baseline data were compared between the two patient
groups using-test for continuous data (outliers were removed prior to asiy and Pearson's chi square for categorical data.

The contribution in months for each patient pagtablement was calculated based on the date of death or the date of data extraction. From this, the
postreablement number of hospital admissions/patiepgar, total number of bed days/patient/year, and total number of excess bed
days/patient/year were calculated. The change from baseline to-pemtlement was calculated for number of hospital admissions/patient/year,
total number of bed days/patient/yeaand total number of excess bed days/patient/year and compared between the two patient groups using t
test; the number of deaths and 3flay readmissions were compared using Pearson‘saimre.

The time from reablement date to community pharmacist reviems summarised using descriptive statistics. The problems identified and activities
undertaken were recorded by community pharmacists using dtown lists and free text. Freext descriptions were coded and summarised as
number (%).

Ethical approval wanot required for this service evaluation.

Results

Community Pharmacist Review: 435 patients were referred into the PRS, hospital episode data was available for 433 pda&a$43%; 95%Cl

43, 53) patients received a community pharmacist reviev2/288 (88%; 95%CI 82, 91) "CP review" hospital numbers could be linked to the hospital
statistics data. The median time from reablement to contact by a community pharmacist was 13 days (IQR 13). 108/208 (53285; 98Ypatients
received one domiciliaryisit, 50/208 (24%; 95%CI 19, 30) two visits and 50/208 (24%; 95%CI 19, 30) three visits. Pharmacists identified 517
needs/problems in 208 patients (mean 2.5 per patient; range 0,6) and provided 1191 services (mean 5.7 per patient).

Baseline data: Pati¢s referred into the PRS had a median age of 81 years (minimum 36 years, maximum 99 years). Sixty percent of patients were
female, and patients with a broad range of primary diagnoses were referred into the PRS. At baseline patients had a in@digergiuartile range

(IQR) 1.0) admissions/year, 13.8 bed days/year (IQR 18.0), 0.0 (IQR 0.0) excess bed days/year (only 97/433 (22.4%; 25%)Glati@ms had

excess bed days) and 0.5 (IQR 0.5)@preadmissions/year in the two years geablement.Comparison of the "HA Only" and "CP Review" groups
showed no statistically significant differences in baseline characteristics.

9FFSOG 2F /t wSOASSY [/ 2YLINBR (G2 GKS aqlI! hyteéeé IANRAzZIE lidSls/t wSg,
admissions/patient/year, p=0.003), &lay readmissions (odds ratio (OR) 0.45, p=0.004) length of-&th$ ays/patient/year, p=0.006), excess bed

days (4.5 days/patient/year, p=0.600) and deaths within 1 year of reablement (OR 0.72, p=0:h&€¢. reductions were statistically significant for

all measures except excess bed days and deaths.

Conclusions

Patients at very high risk of medicinesdated problems receiving domiciliary community pharmacist reviews as part of a wider reablement service
experienced statistically significantly reduced numbers of admissiordaB@eadmissions and lengths of staympared to patients receiving hospital
assessment only. This model of care is to be incorporated into a broader referral to community pharmacy service pnedidingsoptimisation

to vulnerabk people on discharge to home (MOTIVE) to be introducethersle of Wight.
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25.Review of Pharmacist independent prescribing in a secondary care setting
Al-Modaris |, loannides (Pharmacy Department, Chesterfield Royal NHS Foundation Trust. Chesterfield

Introduction
Since April 2012, pharmacists, as well as nurses, who have qualified as independent prescribers, have been able est@dslapy medication,
with a small number of exceptioris.

Independent prescribing has expanded the role of the clipibarmacist. Pharmacist independent prescribers (PIPs) at Chesterfield Royal Hospital
NHS Foundation Trust (CRHFT) contribute to a variety of areas, including: outpatient clinics, admission units, mutiglisepiirrounds and
inpatient wards in a vartg of specialties including haematology and oncology, surgery, critical care, medicine, adult and paediatric parenteral
nutrition, anticoagulation and antibiotics. As CRHFT has an unusually high proportion of PIPs working across a broapemiggefve decided

to explore the views of healthcare professionals of PIPs working at CRHFT in order to assess their impact.

Objectives
¢2 SELX 2NB KSIfOGKOINB LINPFS&aaA2YIfAaQ 2LAYAR2YA 2F LKENYIOA&AG AYRSLISY!

Method

A questionnaire wadeveloped to produce anonymous data from healthcare professionals. The questionnaire was sent to pharmacists, technicians,
junior doctors, consultants, nurses, dieticians, physiotherapists and occupational therapists. Ethics approval was edt f@wguestions were
designed to assess the perception of pharmacist prescribing and identify areas for improvement.

Results
See table.
Neither
Strongly Agree agree nor Disagree S.t rongly Unsure
agree disagree disagree
Pharmacists make good prescribers | 76%(23) | 20% (6) 3% (1) 0% (0) 0% (0) 0% (0)
Pharmacist prescribers are a useful
addition to the MDT 76% (23) | 20% (6) 0% (0) 0% (0) 0% (0) 3% (1)
Having a pharmacist prescriber in thg
MDT improves patient safety 83% (25) | 13% (4) 3% (1) 0% (0) 0% (0) 0% (0)
There are enough pharmacist o o o o o o
prescribers at CRHET 0% (0) 30% (9) 27% (8) 27% (8) 10% (3) 7% (2)

The questionnaire included an option for the respondents to add qualitative comments regarding the impact of pharmacidepasdent
prescribers. Advantageacluded improved efficiency in working practices, improved patient safety from fewer prescribing incidents and frees up
doctors time to focus more on patient care. A high proportion of responses did not give any disadvantages to pharmacistrpre&tumber of
responses suggested pharmacist prescribingkils doctors and a lack of a second check for pharmacist prescribed items was a disadvantage.

Discussion

The results demonstrate an overall positive response to pharmacist prescribing at GRelRTajority of healthcare professionals surveyed either
strongly agreed or agreed with the statements that pharmacist prescribers are good prescribers, beneficial to MDT workimyauedpatient
safety. None of those surveyed responded negatively és¢hstatements which is encouraging and suggests that the pharmacist prescriber roles are
valued at CRHFT.

However, it must be noted that of the 30 respondents most of those were pharmacists, both independent prescribers amdependent
prescriberswhich introduces significant bias to the results. 5 doctors responded, F1 to consultant, none of whom responded neghtarely, w
provides validity to this opinion. One reason for the poor response rate amongst doctors was the short return date festiomnaire.

Only 30% of responses agreed that there are currently enough pharmacist prescribers, and none strongly agreed withdiaisofitisates that
although CRHFT has a high proportion of pharmacist prescribers there is a need to expane.tiitgerolrrent plan is to increase the proportion of
pharmacist prescribers from 43% of all pharmacists currently to 60% by 2016.

There was concern that pharmacist prescribings#iiéls doctors. This is a valid concern however it should be noted thaftst amount of prescribing
at CRHFT is still undertaken by junior doctors. Concerns could be reduced by promoting and educating medical staffeoartdemplact of
pharmacist prescribing, both on reducing pressures on junior medical staff and bewsefud addition to the multprofessional team leading to
improvements in patient safety.

Respondents also expressed concerns regarding checking pharmacist prescribing. Pharmacist prescribing on wards at GRg&tTarchgak by

a second pharmacisRestructuring of nosprescribing pharmacists job roles to allow second checks on wards covered by prescribing pharmacists
may address these potential issues. Furthermore the GPhC is considering introducing guidance for pharmacist prescribeayg hfictiefine the

tackle some of the issues highlighted.

One limitation of the study was the low numbers of respondents outside of pharmacists. In future the study could be rejtbedddnger response

time and to include the option of a paper questionmaiAnecdotally many junior doctor, nursing and technician staff do not regularly access their
NHS email accounts, more often use their home email accounts. The response rate from these staff was particularly digappdiese staff
groups are the he#ticare professionals who most commonly liaise with junior doctors regarding prescribing issues and who therefore may have
strong views on the impact of pharmacists as independent prescribers. It would also be interesting to also include tbépadierts as to how

they perceive the role of pharmacists as prescribers.
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26.Learning to lead in hospital pharmacy
Ireland, H. South West Medicines Information and Training, Bristol.

Context

Good leadership withithealthcare staff has been linked with high quality care (1). Within hospitals, the pharmacy team will be led by a Chief
pharmacist. The General Pharmaceutical Council does not specify any regulatory standards specific to this role. Thegbtmdeysha developed
competency frameworks and professional standards to support pharmacists wanting to develop their leadership skillsg(2)d)loFaiory study is
needed to discover how pharmacists prepare for a chief pharmacist post and learned to lead.

Objectives
1 Explore if there is difference in role between a senior and chief pharmacist
1 Find out how chief pharmacists knew when they were ready for a chief post
1  Establish what learning could be carried out in preparation to becoming a chief pharmacist
1 Descrbe what learning needs do chief pharmacists have whilst in post
T 5A8020SNJ AT | WwWadz00SaaTdgd Q (iNIyaardaAzy (2 OKASTF LKINXYIFOA&aGaA OFy

Method

An interpretative paradigm approach was adopted. Ethics approval was not needed as the University Hospidbtedarch team reported the

study was service evaluation. All chief pharmacists from South West hospitals were invited to take part. Participatidnnisay @md any power
differential is in the chief pharmacists favour. An initial literature@evand study objectives informed the sestiuctured interview outline to help

direct the interview. However, the interview structure was flexible depending on the discussion. Interviews were recordielty drehscribed. A
confidential lettering systerwas used for any names mentioned. Transcripts were stored on an NHS server via a password controlled and encrypted
computer. Interviews were carried out in Octobldovember 2014. A thematic interpretative analysis approach was used to identify and evaluate
patterns and meaning across the data set.

Results
11 chief pharmacists volunteered to take part. By purposeful sampling, four pharmacists were chosen based on genderiandeetpensure a
mix of perspectives. Three themes were identified,;

Hospital pharmacy contextThe role and responsibilities of chief pharmacists have changed with chief pharmacists charged with potentiating
commercial viability of the department and hospital, as well as medicines safety and optim@satianL. G KAy {1 HXKSI b1 d2 XY&NDHRI A27F
D. Some chief pharmacists do not feel leadership was shared within the pharmacy team, they report greater personal adgoth@ahihey

experienced as senior pharmacists and more isolatioh. i Q& Ij dzA G & Olf t5f &NJ {iRS e @ did |i KRS Hie@halPdcstsgave K & 2 dzé
differing perspectives about how a successful transition to a chief pharmacist post could be measured.

Career pathwaysAll those interviewed said becoming a chief pharmacist was not on theger pathway. Two pharmacists said another person
encouraged them to apply for the post. (In appraistihe manager saidy C2 NBES(G GKF i L GKAy]l &2dz ySSR (2 o068
KR ySOSNI NBIffeé (KPRIZGKASD 21dGI NN OM{ Ba (NS LIFNIIS Ro SIKEBNSBy 68 Sy A2 Ng AR FC
rolesd, 2dz R2y Qi NBIFfA&AS GKFG AWLICHHNEAEGE8REz NNBABROKY Sdzy BIRLINDI ORATA Y RAY
or handover between a leaving and new chief pharmadist Yy G SN & 2F KIFYyR2OSNE y23 L RAR y20 KI @S Iy

Learning to leadThe chief pharmacists reported courses or learning experiences which had helped prepare them for theiercigeflpharmacists

wanted to learn with other members of the muftrofessional team to gain a wider healthcare or managementview.K S& gSNBy Uil FNBY |
background. Hugely refreshing and different....great when became chief and go to divisfralimk yEhé study/ identified that learning solely

with other pharmacists was seen as not helpful, and even potentially harcnful. RA Ry Qi 61 yi LIKFNYIF Odao LI®A F2d G
Identification of further knowledge or skills chief pharmacists may lack and how to address these needs was acknowledgalieaged L (G KA y |

LI NI 2F GKS LINRPofSY A& LIS2LXS R2yQil 1y26 6KIG (KS& R2y Qi (y26é .o

Discussion

The study discovered a sifjoant stepup in the role between a senior and chief pharmacist. This, together with the greater responsibility and
expectations being placed on the chief pharmacist, has implications on how a pharmacist can get ready for this trarggstio8s tqprepare
oneself centred on formal learning opportunities regarding financial and commercial leadership. Importantly this studyhfaumadcists would like

to learn alongside other professions and, surprisingly, identified that learning with pharmacistsnahly be harmful. This has important implications
for curriculum design and delivery.

This study adds to our understanding of career progression by highlighting a chief pharmacist role was not a careen &pthatse interviewed
and therefore prgression was unplanned. This finding has consequences for how to inspire and prepare future chief pharmacists to ersitmsucce
planning and successful recruitment.

This study found a reliable measure of success as a chief pharmacist is elusivensBogieace being chief pharmacists are unsure how they are
performing. It was discovered some chief pharmacists find it difficult to identify learning needs and ask questions abtheéyd@mnot know. This
contributes to the chief pharmacist being underepared for the demands of the role, particularly if newly appointed. The study identified the
succession between chief pharmacists could be improved.

This study is a reflection on the current understanding and experiences of four chief pharmacistsief pharmacists involved were white British
in ethnicity and included one female. This may not represent the pharmacist registrant demographics. Further investigatiodnsmcude more
chief pharmacists and pharmacists at other points of the caraénpay.
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27.\dentifying the learning and development needs of registered pharmacists across different hospital settings.
Kapadia, Tand Singal, RBBarts Health NHS Trust, London

Introduction/ Background/ Context

The development and training of the pharmacy workforce is a professional and statutory requirement. However, we need beypnadea
AYAYAYdzY aidl yRINRéprodsim of dpiaiBy care?tdg pahERts as buliSed recently by the London Pharmacy Workforce Group
(LPWGH: 21t is consequently essential to consider the level of support registered pharmacists are receiving from within the waenkglé&cen
profession&organisations, and to identify and address professional development needs.

Objective(s)
1  To comparatively analyse the learning and development needs of the registered pharmacist workforce between teachingand distr
general hospital (DGH) settings.
1 Toexplore learning and development needs across hospital bands (as per agenda for change).
1  To make recommendations based on analysis of findings. .

Method

An online questionnaire survey was conducted across the entire pharmacy department of -sitaudS Trust. All registered pharmacists were
asked to respond over a fouveek timeframe. Analysis was conducted by descriptive and comparative statistical method. Ethics approval was not
required.

Results

A response rate of >70% was achieved, based on ths aurrent listing of registered pharmacists within the Trust.

Results showed that 68 of the 96 (71%) participants indicated they required more learning and development support irstitlestrated in Table
1.

Table 1.Learning and development suppaequirements

Nature of Support Hospital Band (AFC) Hospital Setting
Required
Band 6 Band 7 Band8a Band8b Total District Teaching Total
and General  Hospital
above Hospital
Evidencebased Count 20 9 9 1 39 16 23 39
medicine
Percentage 83.3% 47.4% 50.0% 14.3% 72.7% 50.0%
Clinical Count 18 10 10 2 40 15 25 40
knowledge
Percentage 75.0% 52.6% 55.6% 28.6% 68.2% 54.3%
Management Count 11 15 13 2 41 14 27 41
Percentage 45.8% 78.9% 72.2% 28.6% 63.6% 58.7%
Leadership Count 11 13 15 4 43 15 28 43
Percentage 45.8% 68.4% 83.3% 57.1% 68.2% 60.9%
Research Count 13 11 9 3 36 11 25 36
Percentage 54.2% 57.9% 50.0% 42.9% 50.0% 54.3%
Mapping against  Count 11 10 9 4 34 13 21 34
competencies
Percentage 45.8% 52.6% 50.0% 57.1% 59.1% 45.7%
Total Count 24 19 18 7 68 22 46 68

Total sample: n=96
Percentages are based on respondents.

Discussion/ Conclusion

The findings demonstrate there is a learning and development support need across all bands of registered pharmacistsatieginasignificant
difference within both teaching and district general hospitals.

There is a trend towards pharmacists in earlier years of practice requiring more development in areas of dwdedcenedicine and clinical

knowledge, shifting towards managemehty R £ SI RSNEKALI ySSRa FTNRBY . lyR T NRfS& dzZLlsl NR& D

proportion of each band that indicates a need towards a particular area of support, with the exception of senior phawh&ests 8b and above.
Senior phamacists (band 8b and above) amount to 10% of all respondents who indicated a need for support. Although this is repeeséttiati
proportion from the entire pharmacy workforce, further research across other organisations would allow significansiomscto be drawn on
learning and development support requirements for this cohort as well as allow for consolidating findings across theospited pharmacy
workforce.

Those who are not members of professional leadership organisations indicateeémgneatds for development (¢i8.1, p= 0.024).

Strategies to address support needs have been identified.
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28.An evaluation of practicalities and options available for delivering the safministration of insulin agenda: Action beyond the NPSA
Kavanagh S, Thomas$heffield Teaching Hospitals NHS Foundation Trustfi€tl, South Yorkshire

Introduction

Insulin is cited as one of the medicines most commonly associated with incidents leading to severe harm'oAdeathlysis of insulin reports by

National Reporting and Learning System (NRLS) showed over 15,000 incidents, the top &ceaumsing for 60% were: wrong dose, strength,

frequency (26%), omitted/delayed medicine (20%), and wrong insulin product (14%). Incidents occurred at all stages hgrespply and
administration, but 61% occurred during administratidncorrect dosing, omission and delay were commonly reported from an inpatient
environment where insulin is administered by health care &taff

In March 2011 the NPSA released the patient safety alert requesting systems be put into place enabling appropriateripadigitdas ito self

administer insulin. The Trustas met the NPSA requirement kave a policy for sedidministration in place. Theurrent policy permits the self
FRYAYAAAGNY GA2Yy 2F Ayadd Ay ¢6KSy (GKS WOdZNNByYy (G Ay adzZ Ayphaacyf whichld8ly 2 NJ OF
O2y Gl Aya AyadZ Ay F2N GKFG LI GA $rgserEs sigrificadt Kakrierk to imple@neritation, aStyfaugheup theRrist G K S ]
there are various different patient lockers styles in use, and many do not fit the specific policy requirements. Whedaahttickers are not

available, medicines including insulvill be stored in a locked cabinet or medicines trolley accessed by nursing staff. This presents other risks to the
patients including picking errors and delayed doses.

Objectives
To undertake a risk assessment and options appraisal for the availablieatien storage options suitable for s@fiministration of insulin.

Method

The incident reporting system (DATIX) was reviewed for all reported insulin incidents within the Trust for the periodioftd gempare the

incidence of omitted and delayedsulin doses against unintended administration or misappropriation of insulin.

A set of criteria that must be assessed when choosing an appropriate storage solution were defined:

1 Security: portability, type of lock

1 Infection control: @sy to clean with sindard procedures for high touch items

1  Suitable for use in all areas: size, one per bed space or a set number per ward

1 Nurse accessibility: available at all bed spaces, portable product that can be stored on ward in easily accessible area

1  Patient accessility: poor mobility, neuropathy, poor eye sight

A review of the NHS supplies catalogues was manually reviewed in July 2014 to identify commercially medication storag@mpitennet based
search was undertaken during the same time period (July 2Qsihg search terms medication lockers, saliinistration lockers, medication
storage, secure personal storage.

Ethical approval was not required for this service review and improvement project.

Results

Datix reports for a 1 year (July 201ine 2014period identified 51 insulin incidents; omitted dose 20%, patientaeihinistered correct dose but
prescription was wrong 4%, incidents preventable if patient had beeradefinistering 40%, duplicate administration (nurse and patient) 4%, patient
selfadministered wrong dose 8%, unintended administration (wrong patient) 0% , misappropriation of insulin 0%.

Review of commercially available products identified that numerous products are available, each with advantages and atigsdaardetailed in
table 1

Table 1: Options appraisal summary

Patient
Security Nurse accessibility accessibility
Storage option Ward secure Lockable Infection All bedsides Easy storage Close to bedside
control

Locker

Extra locker
Cabinet
Cashier box
Locked bag
Patient retains
Medical box
Drug return box
Plastic unit
Ward trolley

R R (R (X |X|X| & & &
R (R R (R (X (R]R(X &R
R R R R R (X ]R DR
X || & |X|(&|X|X| & &G
R R (R R R R DX |
x| & R R R R &R R

Discussion

The data shows that a total of 43% of errors could be prevented if the patient waadseihistering their insulin. There are no incidents of
misappropriation of insulin or administration to the wrong patient despite insulin not always being lockedawd#ye prevalence of this practice

is unknown. Patient access to their own insulin resulted in 6 incidents. It is not clear whether these patients had besed dessetadminister
their own insulin.Many of the commercially available products weré soitable, and others were too expensive to provide one for every bed space.
A previous pilot on a diabetes ward with engaged staff, demonstrated a failure to allocate the storage facilities apfyaptlzee were only a
couple available on the ward.

Given that there is not an ideal storage solution and there are no reported incidents we must consider, is it reasor@ieptttha risks associated
with insulin not being locked away for patients who are-seliinistering? If so what control meassrare required, and if not which storage option

to recommend.

Conclusion

Due to disparities in pharmacy ward cover and medication systems in place it is desirable that a single model appreactoisrialre consistent
service to patients with diabetes across the trust. On review of the incidents and options appraisatigierdeas been agreed to allow patients to
maintain possession of their insulin. The trust policy is to be reviewed and individual wards are to undertake locaissskeads.
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29. A retrospective audit on the prescribing of aclidinium at The University Hospitals of Leicester (UHL) NHS Trust
Mandane B. Murphy A. University Hospitals of Leicester NHS Trust, Leicester.

Background

Aclidinium bromide (Eklira Genugiis a longactingmuscarinic antagonist (LAMA) licensed for use in chronic obstructive pulmonary disease (COPD).
It received a European marketing authorisation in July 2012 and was launched in the UK in September Rz22013, the Therapeutic Advisory
Service (TAS) ppoved its use as an alternative to tiotropium HandiH&ierthose patients who have any contiredications, or cannot manage the
HandiHalefdevice, but not due to a lack of respor’séThe primary aim of this retrospective audit was therefore to asske prescribing practice

of this new inhaler in line with the latest TAS, Leicestershire Medicines Strategy Group (LMSG) and National Instiate ésvdH&linical Excellence
(NICE) COPD Guidarige.

Objectives:¢ To audit against the following stdards:
1. One hundred percent of patients must have a diagnosis of COPD.
2. Ninety percent or more of patients must have previously been prescribed tiotropium.
3. One hundred percent of patients must be prescribed aclidinium according to the licensed dosing.

Method

The inclusion criteria were all patients prescribed aclidinium from May 2013 to end of October 2014 across all threesftespitéhin the Trust;

these were identified using the JAC Medicines Management Programme (n=27). An exclusion criteria gigynahd ethics approval was not

required. Initially, total population sampling (a type of purposive sampling technique) was used as the target populatifieddeas small and

KSyO0S Ittt GKS LI GASydGaqQ OF as y2 éamiaUniariumitely, N8 to tzé Righ GeRand dl@ade notes B wardS & OF |
Ot AyAda 2yfé AAEGSSY o6ylImcO0 FNNAGSR sAlGKAY (KS (62 YasstlirkideGudid A YS T NI
(convenience sampling). At the outset, ilopstage was conducted to assess the suitability of the preliminary data collection form (n=4), after which

further improvements were made to its design. A clinical project planner and registration form was also filled in andisentitocal auditéam

for the purposes of registration. Each patient was anonymised by means of a unique audit number for confidentiality pugsilsesghe data

collected were statistically analysed using Microsoft Office Excel.

Results

Overall, of the sixteen patiestsampled 25% were males and 75% females with an average age of 70 years and a predominant White British ethnic
background (94%,). In relation to standard one, evidence shows that only 81% (n=13) of the patients prescribed aclidaidiaghadis of CORD

contrast to the expected 100%. Similarly, the findings for standard two did not meet the initial expectations either wig9%n(n=11) having
LINEBOA2dzat e 0SSy LINBAONROSR GA2GNRLAdMZY | & 2 LIl 8 Relatibg to staadard shaperonly | y i A OA
approximately 56% (n=9) of patients were prescribed aclidinium according to its licensed dosjrgy t(822 daily).

Figure 1¢ Explanations as to why tiotropium was stopped (n=11)

Reason for stopping tiotropium Percentages (%)
Allergy/Intolerance (e.g. cough) 9.1 (n=1)
Cautions/Contrandications 9.1 (n=1)
No therapeutic benefit 18.2 (n=2)
Unable to use device 27.2 (n=3)
Not specified 36.4 (n=4)
Discussion

Findings for standard one revealed that a significant proportion of asthmatic patients (19%) were prescribed aclidinipatefitia reasons for

thisofitf AOSY &SR dza$S Ay Of dzRS dzyl g1 NBySaa 27F | Of iR dedele Qtagest ohaStiina.z08drall, t y RA O
should be reinforced to prescribers that comprehensive clinical trials of aclidinium in asthma have not yet been condiissexédence and this

type of prescribing certainly carries additional responsibgit

{SO2yRftez GKS 2NAIAYIFE YEN) Ftt20FGSR (2 &bl yRINR ( ¢trityprolemskap e’z = | &
reduced renal function (creatinine clearancg0ml/min) may not be able to have tiotropium first. This audit highlighted that only 69% of the total

sample population had previously tried tiotropium (19% never did and 12% were unknown). Of the total sample, it was iaisecctret 19% had

a renal function classification at stage 2m below, which further helps to rationalize why a significant proportion of patients may not have been

suitable for a trial of tiotropium first.

In relation to standard three, the obtained data highlights some confuasionnd the prescribing dose of aclidinium as only approximately 56% of its
prescribing was in line with the latest guidelifeSExamples of unclear prescribing found included 882875ug and 400ug. It was also noted from

GKS LJ GASyia atprinsddizshre Krasaribezshigré roredikely to write the dose as 375ug as opposed to 322ug in hospitals. On further
investigation, it was recognized that there are differences in the dose settings between the various computer presctiring; 3yss imprtant

issue was subsequently followetzl) ¢ A G K G(GKS ¢NHzaGQa O2yadz GFyd NBALANI G2NE | YR AyidSNF
across all the systems. Respiratory teaching sessions for staff must also raise awareness of thé éachtialivered dose contains 3#p of

aclidinium bromide equivalent to 322ug of aclidinium; the corresponding metered dose is 400ug of aclidinium bromide dqtaivadd&ug of

aclidinium respectively.

Many secondary issues were also identified as altes this audit, such as incorrect recording of tiotropium devices (Handitaher Respim&j

and their respective doses in the notes. Similarly, common misunderstandings were prominent around renal function andégdvidiag; it should

be clarifiedthat only tiotropium needs dose adjustment in renal impairment, aclidinium does not. Last but not least, some of theotisiétihis

FdzZRAG YFAyte NBZ2t SR FNRBdzyR GKS avlrktft ydzyroSN 2¥F LI WasSupdhsextndl 4S5 y 2
aclidinium.

In conclusion, clinical guidance and dose standardization across all the prescribing systems are currently under rentfew iimgtove clinical

practice. Additionally, Trust wide respiratory medicine posteseaening n2 Rdzf S43 Y2060Af S LIK2yS LA FyR aLYyKLF ¢
are all presently being development as a folow from this audit; they are expected to be launched early this summeauRiting to measure the
effectiveness of these initiatives shdube carried out again after their enactment into practice.
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30. Improving Medicines Management for Anaesthetists working in Pespital Emergency Medicine (PHEM)
Marson V*, Bevan F*, Bednall R*, Thomson S* and Ndsbapartments of Pharmacy*, Anaésssid, University Hospital of North Midlands
(UHNM) NHS Trust, Steke-Trent

Introduction

Trauma remains the fourth leading cause of death in western Countries. However many emergency departments deal withinjesestgigitients
less often than onceer week. This lead to the recommendation that trauma services should be planned regionally and that high quiadispjted
care is fundamental in its provisibrPrehospital anaesthesia is the standard of care for trauma patients with airway comgedmavoid death or
hypoxic brain injury In March 2012 UHNM became a major trauma centre and services wergeeered to support the major trauma status. This
included a review of the delivery of care provided by our anaesthetists working in PHEM.

Previously this care was delivered by UHNM anaesthetists, responding from home on a charitable basis, supported by fiaishig&te8ASICS

(NSB), a local preospital care charity. This was under the operational control of West Midlands AmbulanaeS@iMAS) Medicines needed for

treating patients in this field included a range of anaesthetic and controlled drugs (CDs) not routinely stocked on asdniimizkial anaesthetists

purchased their own supplies directly from independent wholesalet 6r2 NNBE ¢ SRQ FTNRY ! I ba &iG201® {201 ¢4l a
with little or no record of stock management and CD use. In 2012 the service became recognised formally as a partneghipeat;sfunded by

UHNM. Consequently improved governanmeangements were required to ensure the safe, esiféctive and legal use of medicines whilst
maintaining high standards of patient care.

Objective
To introduce a new systenwith improved governance arrangements, ensuring the safe,-effettive andlegal use of medicines utilised by
anaesthetists responding in PHEM.

Method

This service evaluation required no ethics approval. Following an options appraisal the best solution identified to stigpbditare and meet legal
requirements, was for eacinaesthetist to have and store their own standard anaesthetic drug kits and controlled drug kit. These would be provided
08 !lba LKINYIOe YR 0SS ai2NBR 6AGKAY (KS Iyl SatKSGAalaQ 26y K2YSa:z
The range of drugs qeiired was identified along with their legal status, storage requirements and the quantity required sufficient to attend two
incidents. Suitable pouches were sourced to be filled by the Technical Services (TS) team, ensuring traceability ofrpoadeicisrecall and
management of expiry dates. A standard operating procedure was developed and trained out for the ordering, storage, ugdé ah€Bs from
pharmacy by the PHEM team. A cost centre was established to monitor expenditure. The prodbssdasussed at the Local Intelligence Network,
approval gained from UHNM Trust Safe Medicines and signed off by the Accountable Officer for CDs and Associate MedlicahiBirfecilitated

the legal agreement between the organisations.

This systenwas piloted for six months with three approved anaesthetists from September 26@&#ruary 2015. Due to the informal nature of
previous arrangements, no pimplementation data was available. Data was gathered on the number of kits produced and issingctiiisrtime,

the associated cost, the number and type of incidents attended and if there was any adverse medication incidents repedteatkReom the
anaesthetists was obtained, any areas for improvement noted and changes implemented at the eagitftth

Results
Table 1 describes the impact to the organisation, staff and patients in the first 6 months.

Table 1: PHEM Anaesthetic KjtService Impact (Sept I4eb 15)

No. of Anaesthetists involved 3

No. of Kits produced by TS 7 standardkits; 8 fridge kits

No. of Kits issued to PHEM team 6 standard kits; 7 fridge kits

No. of CD Kits supplied & refilled 9

Cost of Kits issued £496.25* includes purchase of pouches (expired stock
£3.36)

Adverse incidents with medicines/ discrepancies it Nil

CD use

Number of incidents attended 7
RTCsl/traumatic fall, low GCS; horse riding accident; se\

Examples of patients treated crush injuries. Special cag@lanned transfer of

psychiatric patient fully sedated
*NB this represents 0.002% BMmergency Department (ED) expenditure over same period.

CSSRol O] FTNRBY G(GKS Iyl SadkSiAaraita AyOtdzRRSa GKIG GKSAFt RSAAAGERYYySsRRSWE
FYR gAGK F OKIFAY 2Ba¥2 @dXYYy RAIIG2 & QRS NBWRNRBINA Y I 2F /548 6la R K2OT
a23aGSY 62Nyl a OSNE 6StfQry WIA20SNYIFyOS KFa YIaaagdsSte AYLNROSRQ LI NIAO
Discussion

This innovation hasnsured patients have received timely administration of medicines, including procedural sedation and rapid sequence induction
anaesthesia at the site of major incidents. This was done with legal compliance and strong governance. Were such drudgs anatlabte to
anaesthetists, this would be detrimental to patient morbidity and mortality.

Following a review of the pilot at six months, minor modifications have been made to the standard operating procedurerandetand quantity

of medicines providedThe process has now been formally accepted following the success of the pilot and further anaesthetists will shortly join the
team as the service expands.

The arrangement of anaesthetists being called from home 24/7 to PHEM work, in a partremstiigement, may be unique to Staffordshire.
However we believe this novel approach to medication supply is reproducible at other major trauma centres where anaeatbesistslarly
responding to calls from sites other than their Trust base. Recensfoouhe ED pharmacist role has concentrated particularly around management

of minor illness and prdischarge medicines optimisation. This innovative PHEM process demonstrates the value of an alternative enhanced ED
pharmacist role, as an integral parttble ED team, to improve governance and benefit patient care.
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31. Foundation Doctor Pharmacist Buddy Scheme: Evaluation of a Successful Programme
McCartney C BSc(Hons) MSc MRPharmS. Sadasivam S MBBS MRCGFSkMiiERlpharm(Hons). Henry A BSc(Hons) MPhil MRPha|
County Durham and Darlington NHS FoundatiarsfTr

Introduction

Slps and knowledgdased mistakes are the most common type prescribing error seen amongst F1 doctors when commencing a new job drotation.
Pharmacists are ideally placed to prevent and correct such errors. Indeed, although F1 doctors in the EQUIP study verteafeeiadprescribing

error rate of 8.4% almost all of these were detected and corrected by the pharmdeistioctors reporthat they often feel inadequately supported
when prescribing, and support by pharmacists is vafueBtudies have shown that 1 to 1 education and feedback can lead to prescribing
improvements® A positive environment and relationships are necessary t¢iongi for the giving and receiving of feedback. We sought to foster the
pharmacist F1 relationship within this acute Trust by increasing the contact with pharmacists during the induction peaiddimgdtructure to the

initial meeting between the warddsed pharmacist and F1 doctor.

Aims and Objectives

[0 To evaluate the perceived usefulness of a pharmacist buddy scheme for F1 doctors.
w To evaluate perceptions of the impact of the scheme on medication errors
Methods

Pharmacists have several slotstba Trust taught induction programme with 6 of 23 hours of teaching provided by pharmacists. Following the taught
component F1 doctors spent a four day shadowing period in the hospital prior to starting work. All F1 doctors were agsigmathcist budy,

where possible this was the pharmacist assigned to their first ward. Names of the pharmacists and buddies were cirdhlafédibyfoundation

team thereby making this a Trust led initiative. Pharmacists were asked to contact their buddy phieir first shadowing day on the ward. On
GKSANI FANAG 6FNR RIFIegz CmQa ¢gSNB GAYSGFrot SR (2 &LISy Rscribingi&t shektivds U KSA N
produced along with a checklist of essential information tacbeered during the meeting. Pharmacists also added to the fact sheet specific advice
for their wards.

The buddy scheme was evaluated from August to November 2014 by means of a paper questionnaire distributed to all Fhdgttarmacists

taking part h the scheme. The questionnaires both contained statements with a five point Likert scale to indicate agreement or desegrEeane

was also a free text section to record any comments about the scheme. Questionnaire Likert responses were anajyaptiexhdnd the free text
comments underwent thematic analysis to record any cited themes.

Results

Out of a possible 54 F1 doctors, 46 returned their questionnaires. One questionnaire was discarded as the free text adichmantsatch the
multiple choice responses and it appears highly likely that the responses were misread. Out of 31 pharmacists assigned as mahdjgste?d
their questionnaires.

For F1 doctors the scheme appeared to result in increased confidence with prescribing (82%eimesd), a perceived reduced likelihood of
prescribing error (78% in agreement). More than half of pharmacists felt that the scheme had reduced prescribing enersard {59%) and the
majority felt that it had improved the relationship between fourtde doctors and pharmacists (83%). Both groups felt strongly that the buddy
scheme had been a valuable exercise (93% of F1 in agreement and 86% of pharmacists) with 25 of the 29 pharmacist respanteas they
continued to regularly interact wittheir buddies. The individual break down of results is displayed in table 1 below.

Table 1 Summary of Questionnaire results

F1 Strongly Agree Neutral Disagree Strongly
Agree Disagree

Information provided by the pharmacist gave me increased confidenpeescribing 22 15 8 0 0

| feel that information provided reduced the likelihood of me making a mistake on 19 16 9 1 0

ward

This was a valuable exercise 25 17 2 1 0

Pharmacist

| feel that the scheme has reduced prescribing errors on the ward 3 14 6 5 1

The buddy scheme has improved the relationship between foundation doctors 8 16 3 2 0

pharmacists

This was a valuable exercise 10 15 4 0 0

Additional feedback was collated via free text. Analysis revealed several common themes athon@sé Y 2} NR LIKFNYIFOA&aGA 085
helpful (eight doctors), good advice provided (four Doctors). Other themes included help with prescribing policiesk(ibréieg who to seek help

from (three) and the fact that the scheme was a good ideau(F Pharmacists fed back that they felt that doctors learnt a lot through the scheme

and this led to improved communication and confidence.

Problems with the scheme included difficulties contacting the pharmacist (four) and not being based on the lsaiB w 6 C2 dzZNJ Cm Q& |
Pharmacists).

Conclusions

The majority of foundation doctors and pharmacists felt that the pharmacy buddy scheme was a valuable exercise and whdiglgvenodel
could be replicated in other trusts across the UK

SubjectivelyF1 doctors reported increased confidence and felt less likely to make mistakes whilst pharmacists felt that the exeisel itheir
working relationship with junior doctors and 59% of pharmacists felt that having an early opportunity to discusiipgeserd ward based issues
had reduced prescribing errors on the ward.

For the scheme to be effective, it appears important to have a pharmacist based on the same ward as their buddy and toagrisaractivity is
timetabled.
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32.Do Foundation 1 doctors value training sessions delivered by Pharmacists?
McFarlane F, Hodgkinson R, Duffy Wirral University Teaching Hospitals NHS Foundation Trust

Introduction

It is well recognised that involving clinical pharmacists in training junior doctors is beneficial to both the doctorsaamedyhdepartment. It can improve
prescribing practiceand encourages closer working relationsBips

Each year the Pharmacy department at Wirral Hospitals NHS Trust delivers training sessions to Foundation 1(F1) dootdentTete sessions is based

on Foundation Programme Curriculum competences, comtherapeutic areas, advice around high risk medicines and recent significant medication errors in
the Trust. The programme has expanded gradually over the years but never been formally evaluated.

The training sessions are developed by specialist phastsagith the support of the Pharmacy Education team. Sessions usually include a presentation and
some interactive real life patient scenarios to facilitate discussion. Clear objectives are set for all sessions andiiseasesgiality assured by the &macy
Education team to ensure the syllabus criteria above are followed. The content of sessions are checked where possihé tétimioilg programmes running

to avoid unnecessary duplication.

Objectives
T 9@Ftdzad G§S Cm R2 Ol 2 N& Qled2tialing bedsjpds thawatteddk St K| NXY' I O&
T Identify any potential improvement to the teaching delivered

Method

Between August 2013 and July 2014 thirty Pharmadytraining sessions were delivered to F1 doctors. Feedback forms were completed anonymously at the

SYyR 2F Ftt 2F (KS aSaarzya (2 RSGSNX¥AYS R200G2NBQ AK5)Swera usdyor quéstonslpskihgt A G & |
doctors to rate the usefulness of sessions, rate the quality of visual aids and speakevbethdr aims were made clear and met. Average scores were

calculated for each response and then a total average calculated for all responses for each session to give a % satisfaclibare were additional open

questions to allow for comments. Ethi approval was not deemed to be necessary since this was a service evaluation.

Results
There were 47 F1 doctors in the Trust from August 2013 to July 2014. Attendance at the training sessions was an avétaganfeSftom 47 to 100%).
Figures were aculated on the numbers of doctors available to attend taking into consideration on call commitments and sickness. Gorapéstifor
feedback forms averaged 88% per sessi@ble 1 summarises the overall satisfaction score as a percentage for esicims8sores ranged from 79% to 97%.
Some of the additional comments about sessions included:

9 Found sessions very relevant to their current ward work

1 Sessions improved their dag-day prescribing on wards

1 Would recommend these sessions to future F1 dot

1 Would consider these sessions to have made them a safer prescriber
Suggested improvements for future teaching programmes include to change the running order of topics delivered; givedfichenshow to use the hospital
WA Y G NI y S i QccésT theSdibdol@éhd polici@saandlcover how to manage an agitated or aggressive patient.

Discussion

Overall the 30 training sessions were well received and considered to be of great value to the F1s. The diabetes caseseigssithe lowest sce as the

aims were not made completely clear and it had less structure than the other sessions. This session interestingly vpaegeintiyg by the pharmacist and

two specialist diabetes nurses and the pharmacist fedback it was more difficultgcesent than present alone. The diabetes specialist nurses added their

own case on the day that did not fit with the objectives of the session. This was the only session where other healtfessiepats were involved.

C2NJ FdzidzNB LINBPINI YYSa (GKS NUzyyAy3a 2NRSNI 2F (2L 0a KIENIYYRSI @ SISWR OKO FAESHRA -
has been added. There were a few limitations to this study. The F1 doctors work very closeéhevgtfarmacists on the wards so may have given them

favourable feedback as they may have felt negative feedback might affect their future working relationships. The corapefiorieedback forms was not

100% so the results do not fully represent thyginions of all the doctors attending.

Table 1 Summary of Satisfaction Scores for PhargladyTraining sessions for F1 doctors

Topic % completed forms completed % satisfaction score
Injectable medicines 87 86
Medicines reconciliation 100 87
SafeUse of Insulin 87 86
Prescribing in Chronic Kidney Disease 82 82
Electronic Prescribing 100 85
Managing Electrolyte Abnormalities 90 90
Managing Acute Coronary Syndrome 97 89
Managing Hypeand Hyperglycaemia 100 84
Managing Common Medic&londitions 95 93
Managing Oral Anticoagulants Safely 92 95
Analgesia and Pain Control 95 89
Opioid Awareness 92 91
Antibiotics 92 92
Starters for Surgery 97 92
Management of Stroke and Dementia 47 96
Prescribing in Acute Kidney Injury 66 80
Diabetic ketoacidosis 94 94
Diabetes Cases 79 79
Palliative Care 91 83
Pharmacokinetics 59 91
Adverse Drug Reactions 81 90
Heart Failure 75 93
Seamless Care Post Intensive Care Unit 63 95
Practical Prescribing in Respiratory Disease 72 93
Risk Managemeng Key Incidents 84 97
Prescribing in the Elderly (Falls) 88 94
Prescribing in Liver Disease 91 92
Anticoagulation Scenarios 94 92
Insulin therapy 91 88
Antibiotic Scenarios 84 89

ReferenceWilliamson A. Raising PrescribfBgndards through doctor training. British Journal of Clinical Pharmacy 2009:12423



33. Cost and Benefit of Providing a Clinical Pharmacy Service
Miller G, Imperial Coltge Healthcare NHS Trust, London

Introduction

Ward pharmacy plays an essential role in optimising patient care and ensuring the safe use of medicines within hospitelem@hg department of Imperial
College Healthcare NHS Trust, which comprises of three teaching hosmlsot collected actity data for ward pharmacy since the London region annual
prescription monitoring survey of the 1990s. Ward based pharmacy activity data is required to provide information onrthetimomof pharmacy to patient

care; identify areas to help improve meribing; provide data as evidence for various requirements including the Care Quality Commission; and provide
information to support business cases.

Objectives
A Develop and implement an appropriate method to collect ward pharmacy activity data.
A Develop reorts to disseminate the data within the trust.

Method

Data collection tool & explanatory notes were developed and piloted. Training sessions were held on each site to highiigitrtance of this work and

explain the data to be collected. Data werdlected for one week (Monday to Friday) on pharmacy contributions, which was defined as all activities undertaken

by a pharmacist during their ward visit. A few weeks later, this was followed by data collected for one week (Monday @i Gtiaicalrterventions made

68 LIKIFN)YIFIOA&GA RdNAY3I GKSANI 6 NR GAardo 'y AY (S NIdgeinmiddviduallJh § RSYAENPEROF 8B
All interventions were graded by a pharmacist and validated by a seiémacist, using a 7 point scafeThe cost of potential harm avoided by the pharmacy
contributions and interventions was calculated using publisheddataost of pharmacists providing the ward pharmacy service was based on tpoimid

of their agenda for change (A4C) band, including the&osts (income tax and NI contributions).

The trust approved this study as a service evaluation project, therefore ethical approval was not required.

Results

Pharmacy Contributions

15,702 activities were recded by ward pharmacists in 665 hours over 5 working days. Each pharmacist spent a median of 100 minutes on a ward each day
and saw 13 patients for which they undertook a clinical screen.

Pharmacists undertook a drug history for 647 patients (mean of h&@#pacist/ward/day), of which 354 (55%) required a second source, and clarified or
corrected the allergy status for 688 patients (mean of 2.0/pharmacist/ward/day). Patients' blood tests were checked 1583(rtieen of
4.5/pharmacist/ward/day) and 823 callations were performed (mean of 2.4/pharmacist/ward/day).

Pharmacists recorded that they endorsed 3369 prescribed medication for safety or clarity (mean of 9.9/pharmacist/wardédsgpd 1159 sets of medical
notes for information (mean of 3.4/pharmatiward/day) and made 1324 changes to prescribed medication following the clinical review (mean of
3.9/pharmacist/ward/day).

During the clinical pharmacy visits, pharmacists screened 412 discharge prescriptions (mean of 1.2/pharmacist/ward/biey)188448%) required at least

one change to the discharge prescription. Of these screened discharge prescriptions, 138 (33%) were made up on the wfathibwiten for pharmacy to
dispense them.

Pharmacist Clinical Interventions

2,270 interventions were ade during the week on 295 ward visits. Data were not collected from 54 (15%) ward visits. The clinical significanc®iflanst a

of the interventions are detailed in table 1. Total cost avoidance of these interventions for one week34&r890.

Tale 1: Clinical significance and cost avoidance of interventions

Clinical Significance Rating of Intervention Number of interventions (%) Cost avoidance

(Cost avoidance for each type of interventidf (min-max)

'I: Good practice implemented (£0) 219 (9.6%) £0

II: Minor benefit, preventing minimal harm or extra observatié {£6) '939 (41.3%) '£2,817
(EO-£5,634)

lla: Preventing increased length of stay (£150) 271 (11.9%) '£40,650

‘llib: Ensure evidence based standards of treatment  or clinical protocols follov 458 (20.2%)
(E65-£150)

'£49,235

(£29,7706£68,700)

v Preventing potential readmission, transfer to increased level of care or reve 220 (9.7%) '£241,670

organ failure(£713- £1,484) (£156,866£326,480)

v Preventing permanent organ damage, severe or fatal harm (£1£8920) 7 (0.3%) '£11,218
(£7,595£14,840)

'NA: Information or enquiry answering (£0) 156 (6.9%) £0

Total 2270 '£345,590
(E234,875£456,304)

Cost of Clinical Pharmacy Service
Pharmacists spent 135 hours per day on wards. The cost for ward based work based on the midpoint A4C band (includingrotuabktave & time off in
lieu) is£19,991 per week.

Discussion

The cosbf providing a clinical ward pharmacy service is £19,991 per week. The associated cost avoidance from the interventiopphsadecists in one
week was £345,590, which is in addition to all the other patient care activities undertaken thaetndoeurrently have an associated cost benefit or cost
avoidance.

Trust reports on the contributions and interventions audits have been dissemin@ggd.is being used to build business cases, develop ward based KPIs and
identify training needs.

The mairlimitation of this study was that the data was only collected for one week and only included work undertaken by pharfascisgsdata collection

will involve collecting data each quarter by all ward based pharmacy staff. Another limitation was traisthavoidance was based on 2007 data, which
although is the most recent data, is likely to be an underestimate of current costings, as healthcare costs have inczedisisdime

Work is ongoing at benchmarking the clinical pharmacy service, by comgpiata from sevedifferent acute hospitals in three large trusts.
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34.An audit of prescribing, storage and administration of insulin at UCLH NHS Foundation Trust.
Mistry, K. and Jani, Y. University College London Hospitals, London

Introduction

Insulin is a high risk medicine which has been identified as a cause of hadpiiasionsThe National Patient Safety Agency (NPSA) received 3,881
dosing error reports between August 202009 relating to Insulin, where one death and one severe harm was caused by a 10 fold dosing error,
RdzS (2 G(KS 62NR WQdzaA ¢ Q NBRANBEA G SR LAR WBALRYyAaS NBLER2NI 6 4
written in full and for all policies for Insulin to be reviewed. UCLH have a specific policies, which incorporate théstatidaeds for the presibing,
administration and storage of insulin. Additionally a number of changes, such-psimed sections on the inpatient chart, and stickers for insulin
infusions were implemented to improve the prescribing of insulin. The aim of this projecovesséss compliance to the Trust standards for the

management of insulin.

Objectives

Lldzo f A A KSR

To assess if insulin prescriptions written on inpatient prescription charts met the Trust standards as outlined in theeli&thciagement policy.
1  Todetermine if the sirage of insulin in ward areas complied with the recommendations in the UCL-&ti8effistration of Medicines in Adults

Policy and the UCLH Medicines Management Palicy.

1  To assess if administration records for patients on insulin therapy complied withstansiards.

Method

This audit was conducted over eight days (from 27.08.2014 to 05.09@Q@%4luding the weekend) at the three main inpatient sites by a pre
registration pharmacist with the aid of a senior pharmacist. The surgical and medical admission wards at thie meire siudited once daily, due

to high patient turnover; all other wards were audited on a point prevalent basis. An audit tool was designed based andéelstset in the Trust
policies and piloted in August 2014. Insulin therapy patients were idedtiby contacting pharmacists, nurses, doctors, by reviewing handover
sheets, prescription charts and patients notes. All patients on Insulin therapy were included in the audit and data wtasl csileg the audit tool

by one preregistration pharmacisto reduce bias. Data was entered and analysed using Microsoft Excel ®.

Results

53 patients were included in the audit (n=53). A third of the patients (18/53) weradgifnistering their insulin.

Table 1: Audit Results

Criteria

All drug chart prescriptions for Insulin must specify the following:

- approved medicine name (Brand only)

- dose

- frequency of administration (only applicable to regular prescribed

medicines)

= route of administration.
¢CKS fSGGFRINGDS v¥aeSR G2 0O0ONBGAIFGS
handwritten prescriptions were assessed for compliance).

Insulin must be kept in a suitable locked area e.g. locked medicine refrigerato
locked bedside medication cabinet

The prescription chart must always be signed to indicate administration or an
appropriate code recorded if not administered.

All patients that are selddministering insulin must be assessed by a doctor,
pharmacisiand nurse and a selddministration assessment form must be
completed.

All patients that are selédministering insulin must indicate their agreement of

participation in and understanding of the salfiministration scheme.

Discussion

Standard
100%

0%

100%

100%

100%

100%

Compliance
52/53 (98.1%)

2/15* (13.3%)

52/53 (98.1%)

53/53 (100%)

2/18 (11.1%)

2/18 (11.1%)

Overall the compliance to prescribing standards was high; however, in four cases {penpee charts and stickers had not been used, resulting in
the abbreviation of the term units. Compliance of storage requirements was alsowithhonly one instance of insulin being stored in an unlocked

bedside medication cabinet. See table 1 for results.

Nearly a third of the patients were sedfiministering; which aligns with national recommendations that promote this as a strategy to senimaulin
dose omissioris The majority of patients who were salfiministering their insulin did not have a formal assessment document in their medical
records. Generally, the nurses noted they were not aware of such forms and others reported they were aware but thougdtteitpasmacist and
doctors who complete these forms. This shows a lack of awareness amongst staff of the documentation process involvedy pitittiag) both
patients and staff at risk. In addition, a limitation of this audit is that it was point pretaed does not reflect wider practice.

Insulin prescribing, storage and administration within the trust seems to be satisfactory; however, in order to improeedstacichical staff should
be reminded of the policies and also the dangers of instilit prescribed, stored or administered as recommended. Further work is required to

promote assessment for and application of the Trust-adtinistration policy.

Recommendation: To produce a document of the risks with Insulin therapy and remindeespsbcedures in the policy to reduce these risk, which

then should be distributed to all staff.
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35. Improving transfer of medicines and medicines information between hospital and care homes.
Moore S, Sweeney S* and Alldred,A
#Harrogate and District NHS Foundation TrtHDET), Harrogate, * Yorkshire and Humber Commissioning Support Unit, Harrogate

Introduction

The Royal Pharmaceutical Society (RPS) links improving medicine information transfer between care settings to a redediemtsnof avoidable harm,
improved patient safety and a reduction in avoidable medicines related admissions and readmissions to hdéispisl.been recognised that provider
organisations must have systems in place to ensure that medicines information is transferred accurately drabehitking over the care of the patient check
that they receive, record and act upon this information.

Discharge letters (TTOs) at Harrogate and District NHS Foundation Trust (HDFT) are generated electronically and aby mhéemadists to ensureauracy
of prescription and inclusion of drug monitoring requirements and information regarding medicine changes.

However, even with these safeguards, discharge from secondary care was identified by Harrogate and Rural District Com@issiprfHaRD Gfand care
home colleagueas requiring further review. The feedback from listening exercises between HaRD CCG, local care homes and HDFT piasikifat thed,
implementation of changes to the discharge process araludit.

Aim
To undertake anwadit to determine the clarity of medicines information included on TTOs and to implement changes to the TTO if necegsaapEtval
was not required for this audit.

Objectives
1 Audit TTOs for patients discharged to care homes against the follstandards
o] Care home address is documented on the TTO.
o !'RYAYAAOGNIrGAz2zy GAYSa F2NIFff YSRAOAYySa INB Of SINIé& R20dzySyidsSR
o  All medicines prescribed less frequently than daily (weekly, 72hrly) have the date afdmeixtistration clearly documented.
o  Area for topical administration is clearly documented.
o !ttt WgKSYy NBIdZANBRQ YSRAOAYySa KIFI@S GKS GAYS 2F flLad Rz2asS Ot SN
i Review audit results, carry out intervention andaedit.

Method

60 patients that weralischarged to care homes were identified through clinical coding and their TTOs included in the initial audit. 76 pateetentied

in the same way for raudit 6 months later.

The initial audit identified a number of areas for improvement, prongtmplementation of changes to the TTO pro forma. A mandatory field for destination

2y RAAOKINBS 61+a AyOfdRRSR YR FRYAYAAUGNI A2y (GAYS a68SOWN2WYV Al EQWE G BNBKXI
briefed to ensue time of next administration was included for medicines not given daily and that site of application was included &tregiments.

A standard operating procedure (SOP) was developed for pharmacy staff to follow when discharging a patiert tomear

Results

See Table 1.

PEf | dzRAG ONRGSNRE AYLINROSR | FOUOSNI AYGSNIDSY(GA2yY 6AGK .INKGirecSitdddntitin wasy 2 F R?2
ARSYGATASR (2 | RRNBaa (KAa DIaAMmFOOOKEYyORNDSNAR2TKEAZOKNBEEZ G SRYRYSY Y 2Bt 8
audit than those that required direct pharmacist intervention such as adding the site topical application.

Table 1: Audit and Raudit results

Criteria Initial Audit Reaudit

Care Home address documented 23% 89%
Administration times for all medicines are clearly documented on the TTO 15% 98%
All medicines prescribed less frequently than daily (weekly, 72hrly) have the date of next 53% 83%
administration clearly documented

Site for topical administration documented 42% 76%
1tf WpKSYy NBIdZANBRQ YSRAOAYSa KI @S GKS (A 0% 0%

Discussion

The RPSand NICEboth recommend a core content of records for medicines when patients transfer care provitiesss supported by the Professional

Standards for Hospital Pharmacy Services and suggests that the healthcare team taking over patient care should reatenadimely information about

GKS LI GASYydiQa YSRAOAYySao®

Inclusion of place of transfer information as a mandatory field has led to a marked improvement in General Practitiogeirsfidrened that their patients

have been admitted to care homes.

EleetNEYyAO RAAZOKINBS tSG0SNB KI @S faz2 0SSy I YSYRSR (2 NBWadkde omieyidde RI Af 8 Q
dose is due, reducing the ambiguity that was found on the previous audit. Only one of the dischaiiteg diddchot include this information.

There are many medicines that are administered less often than daily (e.g. weekly bisphosphonates or Fentanyl patchesvemai@edours) and so clarity

of next dose due is paramount to continue appropriate adsetmtion. There was a 30% rise in the number of TTOs that included this information, from 53 to

83%.

There was also a similar rise in details of sooal medicine administration (e.g. site of application for creams).

In order to ensure continuity ofcafe / F NB 1 2YS adl FF aK2dA R 1y26 6KSy ySE(G R2a8a 2F YSRAOAYS:
GAUK WgKSY NBIdANBRQ YSRAOAYSa LINBEAONROGSR AyOf dzZRSR dvémerd sie gravdusdduditi A 2 y @ ¢ K A
Due to the time between pharmacy staff viewing the TTO and the time of discharge, it is not feasible for pharmacy stafihentithis information on the

letter. Further work is required to establish the best way to facilitate thegfanof this information.

The SOP developed alongside this work ensured that care home staff were contacted by pharmacy staff at the point of. di$ehangeouraged good
communication between care providers, reiterating the written advice includedénTTO. Although not directly identified through this audit, anecdotal

feedback from care home staff has shown an improvement in communication at discharge and has empowered care home dzéf thecpharmacy for

advice.
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36. Accuracy of Chemotherapy Prescribing on Haematopoietic Stem Cell Transplant Prescriptions
Musallam, A.L., Kirschke, S.pemal Colleg Healthcare NHS Trust, London

Introduction

National guidance advocates the use of chemotherapy prescription proformas and policies to reduce risks associatednitithgpréssuch patients
undergoing haematopoietic stem cell transplantations (HSCT) at Imperial College Healthcare NHS Tilshé@Hah individual HSCT protocol
written in line with the conditioning regimen prior to admission. This is approved and circulated to ensure that all ineaiwedare informed. The
final HSCT prescription, screened and processed in the Aseptisgehérated from the HSCT protocol and is expected to reflect those anticipated
drugs and doses.

The Adult Stem Cell Transplantation (ASCT) unit was scheduleddocreglitation by the Joint Accreditation Committt®CT Europe (JACIE) in
February 20140ne of the assessed standards was the verification of chemotherapy drug and dose against the HSCT prescriptiong@uoul.its pro
This audit aimed to determine the accuracy of prescribed chemotherapy drug and dose on HSCT prescriptions in line pvidtoE8£and whether
documentation was in place if deviations occurred.

Objectives(will be referred to as audit standards throughout)
1. From 1st June 2013 to 30th November 2013, 100% of all chemothdraggon HSCT
prescriptions are in line with the HE@rotocol for the respective patient.

2. From 1st June 2013 to 30th November 2013, 100% of all chemothdre@son HSCT prescriptions are in line with the HSCT protocol for the
respective patient (Within +/5% of the dose as per the ICHNT Clinical Chieenapy Services Operational Policies).

3. From 1st June 2013 to 30th November 2013, where a chemotherapy drug or dose on a HSCT prescription deviates from thtedeSoT pro
the respective patient, a reason will be documented in 100% of occurrence$ (Hi€Cription dose deviations are defined as >5% of the dose
on the HSCT protocol).

Method

Chemotherapy records were retrospectively analysed in Aseptics at ICHNT for patients who underwent HSCTs between 18t diuehe3QIDiL
November 2013. Patients weiridentified on the 2013 Pharmacy HSCT database and the chemotherapy drug and dose on HSCT prescriptions was
compared against the HSCT protocol. The data collection tool was not piloted as the prescriptions and protocols welnée dongssvithin

Pharmay and data was input into an Excel Sprshdet simultaneously. The dispensing patient medication record and medical notes were accessed
where paper copies of the HSCT prescription were unavailable. A Clinical Pharmacist accredited to screen chervoltbetagydata and formed

tallies using Microsoft Excel functions to report results. Ethical approval was sought to access medical notes.

The conditioning protocols included in the audit were for Chronic Myeloid Leukaemia (CML), Acute Leukaemia Neltpte (MM), Lymphoma,
Haploldentical Transplantation, Reduced Intensity Conditioning (RIC) Allograft fadodgkin's and Hodgkin's Lymphoma,-RECICML and MM
and Germ Cell Tumours. The Cutaneo@ell Lymphoma conditioning protocol was excludedause it was undergoing review during this audit.

Results

Audit standard 1 was met but standards 2 and 3 were not:
Audit Standards Result
1. Percentage of chemotheramrugs on HSCT prescriptions in line with the HSCT protocol fol 100% (55/55)
respective patient
2. Percentage of chemotheragloseson HSCT prescriptions in line with the HSCT protocol fo| 91% (50/55)
respective patient
3. Percentage of documented dad®viations on HSCT prescriptions 60% (3/5)

Of these, 3 were due to renal function and 2 for patient weight:

1 2 chemotherapy doses were reduced for deteriorated renal function and 1 was increased as renal function improved duerngdheaaling
up to the conditioning. All the dose changes regarding renal function were instigated by the screening Pharmatisuamehted on the
prescription.

1 2 doses were reduced due to weight loss. Despite the doses being appropriate at the time of prescribing, these devidtefidig tfie HSCT
protocol dose and were not documented on the prescription.

Discussion & Concéiion
Although standards 2 and 3 were not met, the majority of prescriptions were accurate. In 5 instances it was necessasy tioeadiise to the
LI ASY (i Q& LKearazt23A0Ft 2NI 6A20KSYAOIE LINRBFAES G GKS GAYS 2F GKS LI

These 5 HSCT protocols were not updated to reflect chemotherapy dose changes. National guidance is clear in statirdgthati@my from the
HSCT protocol must be explicit, unambiguous and recorded. Documentation must be improved in the designatesi afettte HSCT prescription
proforma.

Direct feedback was given to the screening Pharmacists and the audit report was disseminated to all chemotherapy accestited Bharmacists
at ICHNT to reiterate the principles of the ICHNT Clinical Chenapih&ervices Operational Policies. The results were discussed with prescribers at
the monthly JACIE Quality Meeting prior to the JACIE reaccreditation. Practice will be audited annually.
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37.Using the Guardrail "smart" infusion devices in Critical Care: What are the views of the users?
Negandhi P; Shah S; FischeiRyal Brompton and Harefield Hospital NHS Foundation Trust, London, United Kingdom.

Introduction

Infusion pumps offering smart software technology was introduced to all adult critical care areas in our specialishtesfizayin 2011Smart infusion

pumps (SPs) incorporate software which allows specifiénatalled drugs to be chosen from arliy. Each drug is associated with a-pe¢ standard

concentration plus a soft and hard infusion rate liffihe pumpshave 3 modes that can be chosen by the user atdgklY a5w! Dé Y2 RS 062
software) provides alerts based on pset limits inthe drug A 6 N} NBEX a5h{LbDé Y2RS adzZJNIa G(KS 2LISNI G
dzyAGa Ayid2z2 | 002dzyi FyR OFftOdzZ FiAy3d GKS NIdSsT FyR aYfabébEupfateRE o KA OK
aprescribeddrugisndty Of dZRSR Ay GKS RNHzZ fAO0NINBEZ SAGKSNI GKS a5h{LbDé¢ 2NJ aYftk
pump outside of theprét SG €t AYA(Ga Ay 5w! D Y2RSZ | aDdzr NRNI Afé¢ S@Syid Aa t233ISR o8

Data obtained from the pumps three yedrst § SNJ A Y LI SYSy (I GA2y &aK24SR Sy O2dzN} 3Ay3I NB&adAg GAT ¢ K
457 (8.8%) were hard limit alerts. A substantial portion (23%) of these hard limits involved users attempting to seibarraiéusiore than twie that

of the maximum hard limit The software may have been a valuable asset in preventing significant infusion related errors. In spite of the @éar clinic

benefit that the software demonstrates, current uptake of the DRUG mode stands at an aver&§é.of

Aims and Objectives
In order to achieve an increased usage of DRUG mode, this study set out to identify the factors that influence mediaairandtati to select
infusion modes other than the DRUG mode when administrating intravenousi{igions.

Method

An online questionnaire (via Survey Monkey) was designed and trialled between 29/11¥0/14 to the band 7 Practice Nurse Educator and a
Consultant Anaesthetist. Modifications were made according to the feedback provided. Thg savalistributed as a paper copy of the Survey
Monkey guestionnaire or as an online link over a period of two weeks. The inclusion criteria were critical care stafietoss. Staff selection was

at convenience; with both day and night shift SPerafors across all critical care units invited to participate over the observation period. The responses
of the survey were collated onto an excel spreadsheet and analysed to identify any trends between responses. Ethicavapprotedquired as this

was a quality improvement project.

Results

60 participants (5 doctors, 44 nurses and 11 who did not disclose their occupitisix) critical care units completed the questionnaire between
3/11/14 and 14/11/14. Figure 1 shows the responses to the factbat influence nursing and medical staff when selecting the DRUG rao%e.
(39/49) felt that the software reduced medication erroB§%(45/52) deemed the software simple to us&%(37/49) positively agreed that the
desired drug was available in theud library,69%(35/51) were of the opinion that the prescribed drug was within the-@econfiguration of the drug
library, 87%(45/52) considered the time to set up the infusion using DRUG mode to be reasonat8d%ii2/50) thought that the frequecy of
alarms did not dissuade them from using the DRUG médeen asked what additional drugs should be added to the existing drug library, common
responsesvere magnesium, piperacillin/tazobactam aegdsimendan85%(45/59) of respondents believed that the smart software should be rolled
out to the volumetric pumps.

With regards to the training provided on how to use the softw#4%(28/44) felt that they had sufficient training to use the devices. Of the 16
participants who felt that training was insufficient, 12509 were junior nurses at band 5 and 6 level (with 7 out of the 12 nurses having between 0
2 years of experience.)

CA3dzNB wmY wSaLR PlaaSaindidag thé dedree ljodzBich fludiadviyig faictors ifluence you when selecting the DRu®Bde £
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Discussion and Conclusion

The survey has shed light on views that the critical care staff hold regarding smart software, which essentially inSuesegien administrating 1V

infusions The results described in Figure 1 show that the nursing and medical staff found DRUG mode to be a useful feature iordtas dewas

simple to use and perceived to be associated with a reduction in medication errors. Positive comments by responfiénfsdzRS R aL G Y 1 S
FRYAYAAGNr GA2y Sl aé FyR NBRdzZOSE RNHzZZ SNNBNEZ FyR & @8NE2 NdzZaSifrdFiFadEe [/ 2 v

Limitations of this survey were a relatively small cohort of participants and a numipeartally completed responses on the paper copies. Although
the response rate was lower than expected, the authors feel that the mix of participants was representative of theanétisalrkforce.

To improve the uptake of the smart software featuregds should be on training new and junior staff on the devices, updating the existing drug library
to incorporate the additional drug suggestions made and rolling out the software to volumetric pumps. The authors praplosewpfreview to
ascertain thempact of implementing such improvements. A more favourable staff perception towards DRUG mode and an increased uptake outcom
would indicate that the findings of this quality improvement project have been successfully addressed.
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38.The use of Always Events ifladzNI3S& 2F Ay LI GASYy(i&aQ SELISNASYyOSa sewidek (KY
Onatade R, Gujral S, Phul N, Pamanathan K, Torku A, Sawieres S and Oputu T

Background

¢KS wz2elft tKIFNXIOSdziStaddarids fér Hd3pitad Bharfacy SeNiBedviia guidladog brfbest practices for hospital pharmacy. At this
¢CNHzZAGZ 2dzNJ Of AyA Ol t LIKI NXYI 08 &SNIA OSQal) patients ardigivén hifdidhation2aBout hairfrietkidahd/hévd 6+ & 6 A
expressed needs for information met and (8.2) Feedback from patients informs the development of the service. We recagnisedithnot know enough

about the experiences patients were having with their medicines and the pharmacy seficé. | € 2 9 @Sy iaQ | NB FaLS0dGa 2F (KS
important to patients and families that health care providers must perform them consistently for every patient, everyTtireeise of Always Events supports

continuous improvement of the pant experience and service delivery. Asking patients about Always Events is another method of gaining feedback about a
service. Currently there are no defined pharmacy or medieiakged Always Events in the literature.

Objectives
1. Toderivealistof f 61 84 9@Syda NBESOlIyld (2 AyLIGASyiaQ SELISNASYOSa 6AGK GKSANI YS
2. To develop and conduct a simple survey to measure the occurrence of Always Events and improve our ability to meet RIS standar

Methods

A literature search as carried out using PubMed and EMBASE. Short interviews with doctors, nurses and pharmacists were also conductedagkasktions

were-P Adld p AYLRNIIYG LRAyGEa GKFG Py AYyLIF GASYy(d &K2 dzthi hdshitad what thingS waiild folR | 6 2 dzii
gl yild (2 SELISNASYOS 6AGK 22dNJ YSRAOAYSEAKQ FyR WLT &2 dzE S NG Rgmisdsed (A Sy i
combined with the information from the literature to produce at lef possible Always Events which were incorporated into a patient survey. Approval to
approach patients was obtained from the Patient and Public Involvement (PPI) department. Issues assessed during thsepifatiydhed time taken to
completetheq® & GA2YYFANBZ LI GASY(GaQ AyGSNLINBGFGAZ2ya 2F (GKS | dzS a ohsesywargalsd K S  |j dzl f
used to compile a list of common answers which could be included as prompts in the final Siareeypilot roundsvere needed.The final questionnaire was

approved by the PPI department. 100 patients (50 from cardiac and acute medicine wards on one site and 50 from all \uardecumd site) and were

approached for the final survey, which took place over 5 dag814. Inclusion criteria wer@ver the age of 18, in hospital for more than two days, understood

English, and had the capacity and capability to answer the survey questions. Ethics approval was not required as tisieeas\amiation.

Results

Eleven potential Always Events were identified. Three deemed most easily measured and within the control of ward phafimese sfaosen as the focus
for the survey.

1. Patients should always be aware of common side effects of their medication

2. Patientsshould receive enough information* about their medication from their pharmacist

3. Patients should always be told about any update to their medication; any new medication or if medication has been stopped

FQOY2daAK AYyF2NXIGA2YyQ a RSTAYSR o6& (KS LI GASYyG®

Piloting showed that all patients should be offered help to complete the questionnaire, although not all would need it. On aberagestionnaire took 8
minutes to complete. The final questionnaire had five sections. Some sections asked patients todielpplicable statements, whilst others where Y/N
questions. Table 1 shows the main results.

Table 1. Key results of the patient survey

Questions Replies (n=100)
Information about your medicines
1 | received information on my medication without request* 57%
1 The side effects of my medication were not explained to me* 40%
1 My questions were answered adequately 50%
1 My questions were not answered at all 7%
f  The reasons for my medication changes were not explained to me 20%
1 | received enough information about my medication* 70%
1 Someone from the pharmacy team gave me the information about my medication* 34%
Improvements you would like to see in the medication service provided
1 1 would like to receive more information on the side effects of my medication* 41%
1 | want more information about the reason for my medication 35%
i | want someone to check with me if my medication is effective and adequate 31%
1 The pharmacist should spend more time consulting with the patient 25%
Have you experienced problemith your medication during your stay?
1 I have experienced problems with my medication during my stay 22%
o] | spoke to a nurse about my problem 19/22
o] | spoke to a doctor about my problem 3/22
1 I have not had a problem with my medication 65%
o Ifldid have a problem, | would speaith a pharmacist 10/65
1  Did not answer 13%

*relates to Always Events

Discussion/Conclusions

This study shows that it is possible to develop and measure Always Events, to obtain information on needed improversénisainpharmacy service. The
use of Always Events is not common within the NHS. Yet they provide a simple and effective wiyngf ideportant aspects of the patient experience and
then improving on them.

Limitationsg Patients who did not understand English could not be surveyed. There are likely to be differences in their experiencedsaaddchtherefore
we are assessingopropriate mechanisms to ensure we do not continue to exclude this patient group (e.g. translating the survey). Owshesultsat we
are not meeting the medicines information needs of many of our patients. This is therefore one of our main areas. &¥&have now defined some standards
for the way pharmacy team members interact with patients on the wards. Staff should always identify themselves to patiamie and role, and at least
twice during their stay, patients should be asked if theyehamy questions. Appropriate written and verbal medicines information should also be provided
proactively. All staff have access to a website which provides customisable patient information leaflets. All cliniad stéaffiired to undertake the CPPE
consultation skills training. These actions will increase pharmacy contact, and our visibility, with patients, and give {regiepportunity to ask questions
and provide feedback. Introducing these actions is not expected to increase staff workldead jnswill focus our efforts on providing a patiefiocussed
service. The patient questionnaire has been refined and we plan to introduce regular (monthly/bimonthly) surveys of anspt@lbpatients and feeding
back to staff on our performance agat the Always Events.
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39. Multi-Drug Resistant Tuberculosis Monitoring Guidance: Are we following the natiguadelines?
Parmar S, Singal R, and KhachRdspiratory Pharmacy DepartmeBgrts Health NHS Trust, London

Introduction

Multi-Drug Resistant Tuberculosis (MDR) is a form of TB that is resistant to the two most powerfukHfingtanti-tuberculosis antibiotics available,
rifampicin and isoniazid. Between 2004 and 2011, the proportion of cases withiTBDitreased from 1.2% to 1.6%, of which it has remained stable
over the past 3 years. Due to the complexity of treatment regimesesl isr MDRTB, national monitoring guidelines have been developed by the
British Thoracic Society (BTS) to aid monitoring for adverse effects during tredtténprevious study identified that prior to the development of

these monitoring guidelinesie incidence of adverse effects associated with MDR TB medicines was high, with 38.9% reporting hausea and vomiting,

27.8% hearing loss, 27.8% tinnitus, 11.1% hepatic impairment and 5.6% renal impairment amongkt btteetertiary centre for MDR TB) audit
was undertaken to assess the adherence to these guidelines.

Objectives
Assess the level of adherence to national monitoring guidelines at a large MDR TB centre.

Standards
100% of all baseline and @oing monitoring parameters must be carriedt throughout treatment in accordance with the guidelines for each drug
prescribed.

Method

Ethics approval was not required as part of this audit. MBRpatients currently on treatment were identified from the TB clinic. A data collection
form was desiged and piloted over two days prior to undertaking the audit. The data collection form included all aspects as spedigeB TS t
MDR TB monitoring guidelines, including baseline monitoring and ongoing monitoring as per each individual drug usepieRoy fsmonitoring
was also carried out for each parameter discussed in the guidelines. Patient notes and clinical records were used ko edtdblié A S-JRi Q &
regimen and reviewed as part of data collection. Frequency of monitoring from initiatteruedl present date was recorded. Results were analysed
by comparing frequency of monitoring carried out by the clinic in relation to the frequency recommended in the guidelmesliBetion took place
within a two week period in November 2014.

Results

9 patients with MDRIB were included. The findings (see Table 1) show that baseline monitoring was not undertaken in the majority of patients.

Whilst orrgoing monitoring was predominantly undertaken in over 80% of occasions, the audit standandtwast.

Table 1:Percentage adherence of monitoring against UK MIBRyuidelines.

Drug Number of patients Baseline monitoring Ongoing monitoring Drug specific
taking drug [n=9] carried out (%) carried out (%) monitoring carried out
(%)

85% 91%

85%

90%

Amikacin
Capreomycin
Clofazamine
Coamoxiclav
Cycloserine
Ethambutol
Linezolid
Moxifloxacin
PAS
Prothionamide
Pyrazinamide
Rifampicin
*Drugs did not require specific monitoring, according to drug monographs
RED= <80%

= 80-99%
GREEMN 100%

W oMM lO(W(W|[FL|O
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Discussion/Conclusion

Despite the presence of national guidance to support the monitoring of complex regimens foff BIDRs audit shows that monitoring of these in
a tertiary centre is below the audit standard. Whilst adherence tgyoimg monitoring parameters were usualigdertaken in over 80% of instances,
it is of particular concern that baseline monitoring was significantly below the audit standard.

Specific parameters that were poorly monitored included uric acid levels, G6PD deficiency screening and nutritesrabasseRecommendation

of an educational training session to all personnel involved in the monitoring of patient drug treatment would be a spipabkech to enhance the
service currently in place. This would be of particular value within hospitahgsttvhere patients are often admitted at initiation of their drug
regimens. Whilst patients are in anratient setting, it would be of particular importance that all ward staff and healthcare professionals involved in
the care of the patient are aware tife impact of suboptimal monitoring. Furthermore, the development of electronic systems that can flag up which
monitoring parameters are required at a given time point could also significantly improve the adherence to these guidelines.

As the experts airug therapy, pharmacists are ideally placed to support the safe and effective monitoring of these toxic medicines. thendatel
of a pharmacist to support the TB clinics and the monitoring of patients with-VBBould significantly improve this adeece and reduce the risk
of adverse effects owing to sedptimal monitoring.
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40. An audit of adherence to NPSA (National Patient Safety Agency) report alerts on insulin prescribing and administration
Patacconi, K and Purcell, J; Norfolk amavich University Hospital (NNUH), Norwich

Introduction

Insulin is frequently included in the list of top 10 higllert medicine& Errors involving the wrong insulin product, omitted, delayed or incorrect insulin
dose accounts for 60% of insutielated adverse drug events reported in the UKhe NPSA has issued a number of ingelmted alerts within the

last 4 years; their scope is to ensure that the insulin products that patients use are correct, that the dose is right, avitetie appropriatepatients
selfadminister their insulin in hospitalThe National Diabetes Inpatient Audit (NaDIA) provides both a local and national picture of inpatient diabetes
management Data collected over the past 3 years has highlighted that 40% of patientsliafibtes experience medication errors during their
hospital staj. The aim of this audit was to determine the safety of insulin prescribing on medical and surgical wards at NNUH.

Objectives
To ascertain the level of adherence to NPSA alerts in patienésving insulin and the quality of insulin prescribing within the Trust.

Standards

100% of patients have prescribed: (1) correct insulin, (2) correct device, (3) insulin at the correct time/ frequencys {4)fulh, (5) insulin on

admission.

100% @ patients: (6) do not miss any doses of insulin, (7) have any dose changes clearly made.

Additionally the audit tried to determine how many patients saffminister their insulin whilst in hospital, how many have an insulin passport or any
otherdocumentdi A 2y RSGIFAf Ay3 GKSANI AyadAZ AyZ YR 6KSNB (KS LI A Syoite@bdy Ay adzZ A
our Trust therefore it was not deemed to be recognised as a standard.

Method

The ethics approval was required and obtd. A data collection form was designed and piloted on 5 patients. After the pilot some changes were

made to the collection sheet. Data collection was carried out by the author over a 5 day period betWemmd25" of August 2014 (Monday to

Friday) byvisiting different wards every day. The patients treated with insulin were identified from nursing handovers or by apgroacsiing staff

where handovers were unavailable. 10 medical and 8 surgical wards were audited and data was extracted frof QatiedtK | NIl & | y R { K NJ
consultation with the patients. The inclusion criteria were adult patients who were on regular insulin treatment.

Results

36 patients were included in the audit data. 25 patients (69%) were male and 11 (31%) were female. Tlagenean 68, (SD 17.8). 19 (53%) of
patients were present on a surgical ward whereas 17 (47%) were present on a medical ward.

28 (77%) of patients brought their insulin into the hospital and 18 (50%) of theradseihistered insulin whilst inpatient. 268%) confirmed as
having an insulin passport or similar document which states what dose of insulin they are taking, but only 6 patientso{@#96}He document
with them. The insulin in use was stored in equal proportion in the ward fridge, POD twakethe bedside table.

The adherence to the audit standards is presented in figurel.

Percentage adherence
0 20 40 60 80 100

(1) insulin type correct
(2) device correct
(3) time and dose correct
(4) units in full
(5) insulin prescribed on admissioi
(6) no missed doses
(7) any dose changes cleal

Audit standards

H surgical mmedical

Figure 1: Percentage adherence to the audit standards by different type of ward.

Discussion

The results showed that the compliance with standards 1 and 4 wasgyeexy on both types of wards. 77% of patients brought their insulin to the

hospital allowing for the correct name of insulin to be confirmed during clerking. However, this did not always mean ttmatebedevice was

prescribed (standard 2). The timingdhaccuracy of insulin dosing (standard 3) was poor. Possible reasons for this could be the lack of a reliable source

2F GKS LI GASy(dUYa dzadztf R2aST 2N GKIFIG GKS LI G§ASydQa OQesamardiidsyin 2y | RY
prescribed on admission) and 6 (no missed doses) on surgical wards. This is likely due to more surgical patients bbed)qmesouous variable

rate infusions whilst in the penperative period. There is persistently inaccurate and ungbeascribing when dose changes are made (standard 7);

this weakness should be addressethere were a number of limitations such as: the small sample size due to inability to cover the whole hospital

during the audit collection, the fact that data coltem relied on accuracy of nursing handover or reliability of nursing staff and that there was no
particular order in which different wards were visited over the 5 days.

Recommendations:

To produce an additional paragraph in the local medicines polidyomnto amend the insulin prescription on the chart in order to avoid unclear
prescriptions.

To include advice on insulin prescribing and dose changes inttA@ang for junior doctors.

To reach local consensus regarding an insulin card or a monitmoibigwhich each patient would use and be recommended to bring with them to
the hospital.

To encourage more patients to be in charge of their insulin treatment by including more patients in thdra@lifstration scheme.

To utilise the available posterstipictures of different insulin devices available and attach it on wards where doctors clerk patients.
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41. An audit of the number and types of medicatierelated interventions made by pharmacists when
clinically screening inpatient prescriptions at Northwick Park Hospital.
Patel G, Jivraj M, Sanghera |. London North West Healthcare NHS Trust

Introduction

Pharmacists routinely make clinical interventions as part of their daily duties on the wardg ghd dispensary when clinically screening
prescriptions. Often this involves identifyingedicationrelated errors where there has been an error in the process of prescribing, preparing,
dispensing, administering, monitoring or providing advice on meelici These errors cost the NHS approximately £2@00 million per yea?.

Results of a previous collaborative audit looking at the quality of written hospital discharge prescriptions showed tbaedhlgd of prescriptions

were safe requiring npharmacist interventiot.¢ KA a4 KAIKE AIKGa GKS AYLRNIFYOS 2F | LKIFNYIOA&GQ:
Aim
To audit the number and type of medicatioelated interventions being made by pharmacists when clinically screening inpatiewtiptess, and
to assess their clinical significance.
Objectives
1 Toidentify the number and types of interventions being made by Pharmacists when screepatigin drugs charts and discharge prescriptions.
1 To assess the clinical significance of theserventionsg using the NPSA Grade of Patient Safety Inciflent.
Method
A snapshot audit was conducted by Pharmacists on 32 wards over one day at Northwick Park Hospital site. 650 inpatiemtsdweyelscreened
onthe wards and inthe dispensary.De A f & 2F SI OK AydiSNBSydGrzy 6SNBE NBO2NRSR 2y | aLISOAT
intervention was then graded by the pharmacist making the intervention, using the NPSA Grade of Patient Safety Incidiemisdefin
Results
From analysis of the data, a total of 346 medicatielated interventions were recorded. Table 1 below shows that 27 pharmacists spent over 55
hours making these interventions, with an average time of 10 minutes being spent per intervention. On averagpatients (53%) required some
form of pharmacist intervention.
Table 1: Audit results

Total number of interventions 346

Total time spent making interventions (minutes) 3314

Total number of patients 650

Total number of wards 32

Total number ofudit pharmacists 27

Average time spent making one intervention (minutes) 9.6

Average number of interventions per patient 0.5

Average number of interventions per 25 beds 13.3

Average number of interventions per pharmacist 12.8
Discussion
The majorityof these interventions were made on the wards where a pharmacist provides a full day service, compared to the tradititvuairone
service. The highest numbers have been recorded on the admissions, critical care and high dependency wards, where plaaenmaaléhg an
average of at least one intervention for every patient seen. Pharmacists are also making more clinical interventionsegh@mggmescriptions on
the ward (96.5%) compared to in the dispensary (3.6%%ijs reflects the findings of a pveusly reported collaborative audit.
Ly GSN¥&a 2F GKS GelLlSa 2F AYyGSNBSyidAz2ya o0SAy3 YIRSI (dGhicNT1dadid & 0O H(

omitted drugs. Pharmacists are also contributing by asking the prasgtiéam to review the dose and/or frequency of medication (15.3%), to clarify
inpatient prescriptions (12.7%) and to review the need for drug therapy (21%).

In order to give the interventions clinical significance, each pharmacist scored their inteneosmg the NPSA Grade of Patient Safety Incident
definitions? Although this is a subjective method of scoring, it was used to show the level of harm prevented due to pharmacist cméitnlito
determine how different pharmacists view the significaraf their interventions. Data shows that interventions were judged to have averted low
(25.1%), moderate (9%) or severe (1.7%) patient harm due to pharmacist intervention.

Conclusion

Pharmacist contribution on the wards is having a significant impati@number of medicatiosrelated errors that are avoided. Over half of audited
inpatient drug charts required some form of pharmacist intervention in order to improve the clinical quality of prescrgpitbimscrease patient
safety. Pharmacists are magimmore contributions on wards receiving an-@gdly pharmacy service, in particular on the admissions and high
dependency wards. The move to have more pharmacists on the wards for the majority of the day can only help to improvadtison, by
integrating pharmacists into the multidisciplinary team (MDT), for example by attending ward rounds and MDT meetings, willuciteate
opportunities for intervention, increase the level of clinical input and subsequently reduce the potential for mediedditad prescribing errors.

Limitationsof the audit included time, staff shortages, subjective pharmacist scoring, and incomplete data collection forms. Thibefdata
collected may not be a true reflection of the number of clinical interventions actually made by pharmacists on asiily ba

Proposed future workTo validate results by grading interventions retrospectively by a multidisciplinary team. To repeat the audit to allow for
comparison of data.

This abstract describes an audit, therefore ethics approval was not required.
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42. Evaluation of a Medication Review Project in Care Homes in Sefton
Ramsbottom H, Prescott B. Southport and Formby/Soutlo8&tinical Commissioning Group

Introduction

Around 352,700 people live in care homes in EngirdiWales, or 6.1 per 1000 population. Of these, 82.5% are aged 65 or older, compared to 16%
of the general populatiohAge related changes in pharmacokinetics and pharmacodynamics make older people particularly susceptible to the adverse
effects of medimes.

The Care Homes Use of Medicines study (CHUMS) found that care home residents take an average of 8 different medicipéd emotodgpares

to an average of 4.4 drugs per patient in one general population stu@gre home residents appear to be more at risk of medication error than
other groups: 70% of patients in CHUMS had at least one &fftiis compares to 47% of patient receiving 10 or more items (ie an even higher
number of medicines) in general practite

Inappropriate prescribing may occur ind@0% of care home resident®espite this, a survey of UK care homes found that 44% of residents did not

have a regular planned review of their medicif@¢lCE states that medication review in care homesukhde led by a dedicated care home
pharmacist and should take place at least annually for all residents.

In light of this evidence, and the density of the local care home population (approximately 10.5 per 1000) two ClinicakidamgiGroups (CCGs)

iy @SaGSR Ay Y2NB LINI OGAOS LKINYIFOA&G GAYS (2 O02YYAl (rastedexgedwithds K2 YS
primary care, with flexibility to meet the needs of patients and work with busy primary care colleagues.

Objectives
To evaluate the effect of clinical medication reviews on prescribing quality, safety and cost for patients within residentialsing homes across
the two CCGs.

Methods

Medication reviews were carried out by clinical primary care pharmaciEte pharmacists visited GP surgeries to gather background information

about the patients and their medication, then visited the care homes to conduct a review of all medicines taken by the wétensenior member

of care staff and the patient andfdheir family where appropriate. Any interventions that could not be made directly during the visit were taken
001 G2 GKS LI GASYydoa 3ISYySNIft LINFOGAGAZ2YSNI 6Dt 0 F2NJ G§KSANI Ay Lzl &
The sixmonth period from 1st June to 30November 2014 was used for this dysis. Details of actions undertaken during the reviews were entered

onto a confidential wekd 8 SR WA KEF NBLRAY(GIQ o6& GKS LKINXYIOA&GaAD lye aAIYATAOL Y
evaluation, ethics approval was not reced.

Results

Six hundred and ninety one medication reviews were recorded during the analysis period, leading to 2132 interventionsréagen patient). Of

iKSaSs mMtohp o6ym:r0 6SNB | O0OSLIISR o6& (KS nslivaiens®ppédR4s0 nediches were ¢hénged feg’ 3 (1 K ¢
dosage change) and 142 new medicines were started. Three hundred patients (43%) required monitoring carrying out foomneedicines.

The average prescribing cost saving made per patient was £488l&ted using annualised drug cost using the Drug Tariff). This gave a total saving
of £81,771 across the two CCGs for the six month period studied.

Fifty seven significant events were recorded during thergixth period, and 63 admissions were potially avoided as evaluated subjectively using
GKS LIKIFNYIFOAaGAQ 26y Ot AYyAOlLE 2dzRASYSyYyildod ¢KSasS Ay i &mBSeyitioinayhavel y 32 @
been classed as both an avoided admission and a signifiwent, this was not usually the case. Examples of significant events included:

1  Hyperkalaemia/renal failure with Ramipril (routine monitoring not completed).

1  Patient with past medical history of oesophageal ulcer unable to take alendronic acid propigntploes not mobilise unaided so was

at low fracture risk).
1 Incorrect discharge information from hospital leading to patients missing medication or having incorrect doses.
1  Patient at risk of falls able to mobilise unaided following review of antihypsites.

Discussion

The results of this service evaluation add to evidence that a significant number of interventions can be made when pbatfRacetd care home

staff conduct a medication review togetheFhe reviews conducted during this project geally resulted in a reduction in the number of medications

prescribed (net decrease of 457 medicines or 0.66 per patient). As the likelihood of adverse events increases with theoihommediines

prescribed this could be expected to improve safety the patients reviewed. Safety was also improved by ensuring outstanding monitoring was
completed appropriately. In addition, prescribing costs were reduced by the review process. Most interventions profibeqehbymacists were

accepted by their GBpme of those that were not were rejected after a consideration of the risks and benefits of that course of action bytliee GP,

LK NYFOA&G FyR GKS LI GASYd 2N GKSANI OF NBNY ¢ Kdza (KS84WISNDOSy Gl 3as 27
Completing the medication reviews was more time consuming than originally anticipated. A review involved background réséagthe home,

F2N¥dzZf F GAYy3 NBO2YYSYyRIGAZYyE F2N GKS LI GASydaQ Dtz O2Mibo®0inasy 3 FSSF
recommendations were accepted by GPs, considerable flexibility was needed by the pharmacists to present their intememfimsait suitable

for each GP. Pharmacist prescribing is one possible solution which might reduce the butdsroofboth the pharmacists and the GPs. However

it is likely that a high proportion of clinical interventions (eg the decision to stop long term medication where a riSkadmeaigsis is needed) would

AGAff NBIdzh NB RA & O deaquangfythe éimeliaken fleKréviewndielad&ytately Zhe phiaracists will be recording the time spent

on each review going forwards.

As the evaluation of admissions avoided due to the project was subjective, a peer review of the interventionasogjgaidicant events is planned.
This, along with reflections to be gathered from care home staff, managers and GPs will help to confirm the benefiterwidbes quality of
patient care.
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43. Evaluation of pharmacist contributions to the care of inpatients in Community Hospitals
Rogers T, Livingstone C, Nicholls J, WolpdHSSpecialist Pharmacy Service, England.

Background

Community Hospitals with inpatierfacilities provide an alternative to acute hospital care and the level of dependency of their inpatients has
increased over the last ten years. The provision of a prescription review service by pharmacists to these type of leede&oafted according
historical patterns of service and may not reflect the severity and morbidity of the current patient population. Pharmtexisnitions in the care of
patients in acute hospitals have been shown to reduce the risks associated with meéidineshe contribution by pharmacists to patient care in
community hospitals has not been published previously.

Objectives
This collaborative evaluation aimed to quantify the types of pharmacy interventions and their potential impact on theimaagiexritsin community
hospitals.

Method

Fifteen organisations with community hospitals within East and South East England registered to take part in the callalbahastion. Pharmacists
providing a prescription review service to inpatients in community Halpivere asked to record interventions made to inpatient care every time
they reviewed an inpatient medication chart over a 14 day period during November 2013.

A pharmacy intervention was defined a¥:! vy AY i SNIBSYy A2y ¢ KA OK pras®ikiinderainstribingyerrofi & $ie l@iNANBIOG A 2 v
LIKF NI OSdziAOFf | ROAOS ¢ KAOKNIRAMMIIIAYAGE AXKNES LOFEASR i NB OBMRy G KS 8@ LIS
number of medicines prescribed, whether the allertptiss was recorded and where the pharmacist made an intervention they we asked to record

the name of the drug, record the type of intervention and then-ssess the clinical impact of their intervention according to a framework similar

to that used by Bdds? adapted from theNational Reporting and Learning Syste(NRLS* Data were submitted on the frequency of pharmacy

visits. Ethics approval was not sought as the study was a service evaluation. Organisations remained anonymous and patientilaritatnde

from the data collected.

Results
4077 medication charts (equating to 52,033 medication orders) were screened by pharmacists, an intervention by a phaamatsteron 1 in 3
(37.7% (1537)) of these charts for one of more medicatioristahof 2782 pharmacy interventions were made.

The majority of interventions made were categorised as a prescribing error (67%, 1872/2782). The remainder (33%, 9haladed) i
administration issues and of these, omitted and delayed medicine adnati@irwas the most common intervention (11%; 298/2782). The clinical
impact of these interventions, as sel§sessed by the pharmacists, is given in Table 1.

Table 1. Clinical Impact of Interventions (n=2782)

Level 1- None/Insignificant 681 (24.5%)
Level 2; Low/Minor 1225 (44.0%)
Level X Moderate 769 (27.6%)
Level 4 Severe/Major 107 (3.9%)

¢KS ydzyoSNJ 2F NB3Idz I NJ YSRAOAYS&a o6SAy3a Gl 1Sy NIy3aSR TNEBWenufromil2o Hp 0Y2
29 medicinegmode 11). The frequency of pharmacy clinical visits ranged from 1 to 5 times a week with a median of 2 visits per w888/ 3(82)

of interventions were made at the point of admission; the majority of interventions (62%, 1717/2782) were madebaequant point during the

LI GASydQa adlre FyR GKS NBYFAYRSNI G GKS LRAYG 2F RA&AOKINBSO

When interventions were considered by the pharmacist to be Level 4 the most frequently involved medicines belonged lmntimg five groups:
antibacterials, anticoaglants, bisphosphonates, insulins and opioid analgesics.

Discussion

Pharmacists reported intervening to improve the care provided to over a third of the patients within this study. Of thask ia left undetected,

might have led to moderate or severe harm to the patient and an associated increased length of stagratettimental sequelae62% of the

LIKI NXYIF OSdzi AOItf AydSNBSyiAz2ya 6SNB YIRS RdNAyYy3I GKS LI (sydeymadigines G &8> N
reconciliation was not undertaken within 24 hours of admission due to tlieqoency of the clinical pharmacy visit. Typically a community hospital

would receive a pharmacist visit on 2 days a week. However it may also be due to the fact that medication changes wenangate ddmission

which subsequently required a pharneadtical intervention to optimise patient care. Organisations need to be aware that medication changes
KIEILIISY GKNRdzAK2dzi GKS LI GASyGQa adle FyR GKS Ot AyAOlFt LKIFNYEO® &SN

The patients in this study were receiving, on averdde(range X 29) medicines. When the patients return home they may have to manage these
medicines themselves. It is known that adherence can be an issue for patients who are prescribed many medicines. @m tadatsshmunity
hospital is an opportuty to review with the patient their entire medication. Pharmacists would be ideally placed to contribute to this process.

This evaluation demonstrated that the contribution made by pharmacists to the care of inpatients in community hospitadasidsable. It is
important that current pharmacy services to these units respond to patient severity and morbidity. Where access to a iphasnliagted,
consideration should be given to targeting those on high risk medicines.
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44. The LAST NHS Pharmacy Staffing Establishment and Vacancy Survey What trends have occurred over the last seven year
Sanders, S, Bollington, L and ShargtgrPbehalf of the NHS Pharmacy Education Begelopment Committee

Introduction

The NHS Pharmacy Education and Development Committee (NHS PEDC) has undertaken research to survey NHS pharmacyistafiéngsestatvacancies

for several years. In each year since 2008, a 100% response rate has been achieved fr@nseVisél providers, and Clinical Commissioning Groups (CCGs) /
Clinical Support Units (CSUs) and NHS England Area Teams across England (or their predecessors), enabling usefubéneindudabara of posts and
vacancy rates to be noted. This abstradNB a Sy da G(KS 9y It A&K RIFGIT 2GKSNI 'Y O2dzyiNARSaQ RIEGL

Objectives

A To collect and collate complete and accurate data on pharmacy staffing establishments, head count and vacancy ratétSargérisations across
the UK on 31 May 2014.

A Tocompare these data with those collected in previous years.

A To consider trends and vacancy rates to inform patterns of activity and growth.

A To identify issues from the data with implications for workforce planning purposes, including consideration aithersiof trainees required.

Method

The National NHS Pharmacy Staffing Establishment and Vacancy Survey (NHS PSEVS) 2014 included all NHS acute antrosts@htigatiiders of NHS
services, and Clinical Commissioning Groups (CCGs) / Clinicatt $imps (CSUs) and NHS England Area Teams across England.

The methodology was similar to previous surveys. A spreadsheet template, covering all pharmacy staff, was sent to ther@i@esPin each NHS
organisation. Nosresponders were followedp repeatedly. Ethics Committee approval was not obtained.

The survey asked for point prevalence data on 31 May 2014, and is therefore comparable with similar data collected om JireMiayis years, enabling
comparison and trends to be observed.

Results

246 NHS service providers and 405 commissioning organisations in England were identified and surve¥/bthpr2314. A 100% response rate was achieved
every year since 2008, allowing comparisons to be made and trend data to be noted.

Number of posts / &ffing Establishment (Table 1).

Note:FTE = Full Time Equivaleat37.5hrs per week.

The number of pharmacist posts has riser2b%sfrom 2008 and 2014.

The number of pharmacy technician posts has riseh§%from 2008 to 2014.

Post numbers havesen by 3.9% for pharmacists and 1.6% for pharmacy technicians between 2013 and 2014.

Table 1. Trends in Pharmacy Staffing Establishments in NHS service provider and commissioning organisations in
England 2008-2014

England
% Change in % Change in
Established Established Established E: E: i E: i i reported staffing reported staffing
Staff Group Posts (FTE) Posts (FTE) Posts (FTE) Posts (FTE) Posts (FTE) Posts (FTE) Posts (FTE) establishment establishment
2008 2009 2010 2011 2012 2013 2014 from May 2013 to from May 2008 to
May 2014 May 2014

Pharmacists

Band 9 92.60 98.48 98.08 96.02 99.29 100.01 103.45 3.4% 11.7%

Band 8d 273.21 296.78 302.94 284.84 268.94 245.86 244.31 -0.6% -10.6%

Band 8c 460.06 474.07 486.91 458.85 439.86 444.08 447.52 0.8% -2.7%

Band 8b 1,074.69 1,127.71 1,151.61 1,129.46 1,114.83 1,123.70 1,118.59 -0.5% 4.1%

Band 8a 1,919.38 2,163.28 2,317.95 2,321.43 2,326.66 2,389.47 2,435.61 1.9% 26.9%

Band 7 1,504.82 1,637.26 1,743.19 1,792.91 1,897.50 2,026.07 2,226.67 9.9% 48.0%

Band 6 1,287.90 1,266.96 1,228.51 1,238.37 1,247.35 1,305.82 1,356.10 3.9% 5.3%
Total Qualified Pharmacists 6,612.66 7,064.54 7,329.19 7,321.88 7,394.43 7,635.01 7,932.25 3.9% 20.0%
Pharmacy Technicians

Band 8c 0.00 2.00 4.00 7.30 2.00 3.00 1.00 -66.7%

Band 8b 18.80 22.44 19.84 21.82 22.73 25.84 22.84 -11.6% 21.5%

Band 8a 34.23 38.81 51.17 58.96 56.07 61.20 69.19 13.1% 102.1%

Band 7 426.41 455.34 463.86 454.80 446.96 438.51 433.81 -1.1% 1.7%

Band 6 1,078.55 1,238.09 1,282.23 1,298.22 1,311.84 1,322.61 1,310.43 -0.9% 21.5%

Band 5 2,865.08 3,022.90 3,154.15 3,249.23 3,281.61 3,377.39 3,490.04 3.3% 21.8%

Band 4 1,560.67 1,510.26 1,460.72 1,513.97 1,507.34 1,512.15 1,521.42 0.6% -2.5%
ol QIJlallfled FUREITTEES) 5,983.74 6,289.84 6,435.97 6,604.30 6,628.55 6,740.70 6,848.73 1.6% 14.5%
Technicians

Vacancy Rates

Pharmacistdn 2008, 22.2% Band 6 posts, 16.9% Band 7 posts and 10.2% of Band 8a posts were vacant, threatening service provigicate¥ dwzavec
dropped significantly over the years. In 2014 Band 7 and Band 6 vacancy rates are still in double figures.

Pharmacy Techniciangacancy rates for pharmacy technicians have similarly dropped over the years, but have risen again between 2013 and 2014.

Discussion

T There has been a steady increase in both pharmacist ad pharmacy technician posts over the years, suggesting that pharmtcg igmge of NHS
services is valued.

1 For pharmacists there has been a greater number of Band 7 posts than Bapais& throughout the years surveyed, reflecting the importance of
O2y&ARSNAY3 ff WINIAYAY3I 3INIRSQ LixegistéatiomakdRoundafioh Yeyra tyalingF 2 NJ (G NI Ay Ay 3

1 Similarly fopharmacy techniciansthere has been a great number of Band 5 posts than Band 4 posts throughout the years surveyed, reflecting a similar
issue.

Workforce Analysis and Planning 2015 and beyond.

T The National NHS Pharmacy Staffing Establishment and Vacancy Survey will no longer be carried0du4t;siine@y was the last one funded by Health
Education England.

1 Health Education England is undertaking a cleansing of the Electronic Staff Record (ESR) in collaboration with NH&nergadi§tiief Pharmacists.
In future, the ESR data will be usedattalyse workforce patterns in NHS organisations in the same way as for other groups of NHS staff.

1 HEE is also working on assessment of the community pharmacy workforce in order to facilitate a more holistic approastaty ptaukforce planning.

y dzy"
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Living Pharmacies, the Pharmacy Urgent Repeat Medicines Services, NHS 111, etc..
Limitations The survey imited to NHS organisations. All known organisations were identified and surveyed. Some organisations providing NHSneervices
the PCT purchaser/provider split and NHS transition may have been inadvertently omitted.
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45. 9/ £ Ay A AJKderNEYaBigdon foMedicines Information
1. Scott, C. Heywood, K. Wahtorfolk and Norwich University Hospital

The Medicines Information (MI) department at this hospital receives around 2600 calls a year. This pharmacy led serldogesdntrachieving the

3 2 @S N ter§ey'td ithfRove patient safety in hospitals and primary é@re YR (i KS ¢ NHZA (1 Q& 26y aGNILS3IAO FAvya G2 N
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related topics to prescribers, pharmacists and nursing staff, and have the benefit of being accessible out of hours. Whtgrasnd distributed when

required; frequency varies from monthly to yearlystudies indicate that health professionals value an engamgwering service but the MI department has

not previously evalugd the Clinipharm bulletins A Cochrane review has advised that issuing clinical guidelméealthcare professionals may reduce

variations in practice and improve patient cgreowever to be effective they must be presented in a simple, accessible format.

Aim
To evaluate the use and acceptability of Clinipharms by staff.

Objectives

Todetermine:

1 The method of access/ reasons for use of Clinipharms by staff

9 Satisfaction with current Clinipharms

T Staff opinion on usefulness of Clinipharms compared to other sources of information
1 Staff opinion on subject areas for future Clinipharms

Method

I ljdzSaiAaz2yyrANB 61 & LINPRAZOSR dzaAy3a W{dNBSeaz2ylSeQr | hSdacpstati dRasinaNBSe L

number of amendments made. The survey was sent to all doctors, nurses and pharmacists within the@\&td&ll. The link to the survey was accompanied

by an explanation of purpose and an example Clinipharm bulletin for reference.

The questionnaire was composed of 15 questions, separated into the three sections:

1 Section 1: To evaluate if responders wnabout Clinipharms, the purpose they were used for, which were accessed most regularly and what further
topics may be useful.

1 Section 2: To evaluate satisfaction levels with appearance, accessibility, clarity, and ability of Clinipharms to advigelasind, monitoring and
administration of medicines.

1  Section 3: To determine what other sources of information are used within the Trust to access information about medicatignndonitoring and
administration, comparing this to the information providbg Clinipharms and identify suggestions on how to improve them.

The survey was sent to a total of 932 staff. Sisters and charge nurses were asked to forward the survey to nurses odstheidibe link was uploaded to

the communication bulletin. Thienk was made available for a period of 2 weeks.

Results

A total of 114 responses were received. Of those who responded 100% of pharmacists knew what Clinipharms were, conf8arefdntardes (95% Cl 26.4

65.6) and 28% of doctors (95% CI 140%). Tlose that were aware of the Clinipharms use them as a basis for drug monitoring (47.4 % (95%g0Ii34ahd

prescribing (28.1% (95% Cl) 18647). 59.6% of the respondents (95% CI 469 ®0 0 dza SR G KSY Wl NRdzyR m (2 382.1¥oh YSa Y2y
NEaLRyRSyia RSAONAOSR G(KSY lFa WFHa dzaS¥tdzZ aQ 2N WoSGiSND GKFy 23GKSNI a2 dzh
¢KS Y280 TFTNBdSyiate F0O0OS&d8aSR /tAYALKEINYA 6SNB WI RYAYAASBNIYBSYY Q2F yRA W I

Withdr 6+ f | yR aAdaSR R2454 2F /2NIAO240SNRPAREQ® CAIdNE N WESEGAINBYSADP(iK24S

The ability of Clinipharms to advise you on drug dosing/ monitoring/
administration
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sectors, and one senior doctor expressed concern that they may circumvent full guidelines.

Discussion

The results indicate that those using Clinipharms find them useful, using them on a regular lwesisibfity and awareness of them needs improving; the Ml

department intends to email staff reminding them which Clinipharms are available and where to access them. They wikseddisgunior doctors teaching

sessions, and it has been suggested thadink to Clinipharms could be posted on the main intranet pa§eme suggestions for future Clinipharms are

unsuitable, due to complex topics needing individual patient dosing (eg: IV iron administration), or being already asifathl®&INUH guidelas (eg:

vancomycin, hyperkalaemia). Clinipharms are not designed to replace full, evaluated guidelines, though these suggesiolisatagyoor access. Other

2LIA0a AyOtdzRS FTRYAYAAGNI GA2y 2F SLIAt SLABI@ Thery &e limitaths koythis Btyd, &s itVsH& poSsiblg Ba 6 K S
determine exact numbers receiving the survey. Some respondents answered only a selection of questions, and some didatheiisptofessionAlthough

they cannot be proven to reducprescribing errors, having Clinipharms available may improve the quality of prescribing, medicines management and
administration, and therefore patient safety. Future surveys should look at staff beliefs, evaluating if Clinipharms srerspesve pratice in the Trust.
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Introduction/Background/Context

A service evaluation was undertaken in April 2014 following a restructure of the-disdiplinary nutrition team (MDT) to review if this led to less
wastage of parenteraiutrition bags (PN) and financial savihg&his evaluation highlighted that 3.4% (n=42/1227) of bags manufactured were wasted
and that with careful monitoring of PN bag use it is possible to make financial savings of at least £5,644 per annunthéareagjbcation of PN
bags. Prior to April 2014, patients commenced on PN were reviewed on a daily basis by the chemical pathology registrar. Piribasl jares
manufactured in advance where possible to aid capacity within the pharmacy aseptic unitill@044 the trust recruited a specialist nutrition
support nurse and introduced twice weekly consultant led MDT ward réuhtdsaddition an active patient management nutrition support team was
formed with daily reviews of all patients receiving or reéetifor PN by the specialist nutrition support nurse, pharmacist and chemical pathology
registra?>. In June 2014 adult parenteral nutrition was formally outsourced to an external provider in order to increase unit capargtyare strict
order deadlins associated with the outsourced PN provider meaning efficient ordering is required to facilitate timely receipt of Piip®ke pf

this audit is to establish if there is a continued reduction in wastage post prescribing and procurement changedinaddia¢implications of these
changes.

Objectives
Standards were set in order to measure the extent to which the objectives were met. These were set as follows:
1) 90% of adult PN bags must be used for the intended patient.
2) 90% of adult PN bags not usen the intended patient must be reallocated.
The standards were not set to 100%, due to the unpredictability of changes to clinical conditions which require wastageaoflbspecifically
tailored PN bags that cannot be reallocated to another patient.

Method

Following approval of the project proposal by the local research and audit committee, a pilot study was conducted oveveskvperiod in

September 2014. Prospective data was collected on adult PN bags allocated for waste disposal and th@e tieatlacated to other patients at
YAy3dQa /2t€t83S 12aLAdGlrto 5FG1F gl a 02ttt SOGSR 2@SNI I o YagyheWdullSNA 2 R
nutrition ward rounds. Collected data was recorded using Micr8&oétel for angkis. Information captured included: total number of adult PN bags,
financial cost of the PN bag, type of PN bag, reasons for wastage or return, why the bag could not be reallocatedk{ieppplicthe number of

bags reallocated. Results were compareddata collected during a previous service evaluation conducted between April and July 2014 and
conclusions drawn. Ethical approval was not required for completion of this project.

Results
Table 1: Summary of the percentage and number of adult PN bagd, wasted and reallocated compared to results obtained from the service
evaluation undertaken in April 2014.
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Discussion/Conclusion

91% (n=568/627) of PN bags were used for the intended patient, compared to 90% (n=1109/1227) recorded previously, shavimgnige in
procurement did not negatively impact this. 55.9% (n=33/59) of PN bags were not administered to the intendedagatientwere fully established

on oral/lenteral feed and thus PN was prematurely stopped. Other reasons for bags not being used included: no centrgladicatbss,care
/mortality and requirement changes. Ordering PN on a daily basis, reduced the nofiizgs not used for the intended patient by 1% (n=117/1854).
69% (n=41/59) of unused bags were able to be reallocated, an improvement from 64% (n=76/118) recorded previously. Hiemdallets noted

in this audit financially produce a projected tsaving of £8926 per annum. The number reassigned fell below the set target of 90% PN bags being
reallocated. 44% (n=8/18) were not reallocated due to electrolyte additions, 33% (n=6/18) as there was no suitable gh@at §n=4/18) were

not used as de to lack of documented availability of these bags. The number of wasted bags as a whole reduced by 0.5%, due tovdaihdrevie
prescribing of PN and use standard bags with no additions where appropriate.

This audit highlights the need to continue tader adult PN bags on a daily basis to maintain the low number of wasted bags and associated financial
costs. The reallocation of PN bags should be improved which can be established wittgareiéed ordering and documentation of PN bags available

for use. To increase the reallocation of wasted PN bags, it is essential to highlight that ordering standard bags and coeoiytesloutside of

the bag where appropriate will help to reduce wastage. A limitation of this audit was when less experibaoedgists covered the adult nutrition

ward round, some data may not have been collected, and less reallocation of PN bags may have occurred. In additiorptagsl teathe same
patient for a different day were not recorded thus underestimating eat®d savings. A system to highlight which PN bags are available for
reallocation should be introduced locally to avoid available bags not being utilized. The adherence to ordering deaditmesissatiated cost to

the trust in staff overtime for normdherence and late delivery and release of PN was not considered in this audit but should be for future audits to
further assess financial costs incurred.
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47. Uptake and impact of smart infusion pump technology in a cardiothoracic intensive care unit three y@afeom its implementation
Shah § Fischer A; Hunter B, *Pharmacy Dept, Royal Brompton and Harefield Hospital NHS Faamdatist, London
2 Anaesthetics and Adult Intensive Care, Royal Brompton and Harefield HospitBbNiktfation Trust, London

Introduction

The 2007 National Patient Safety Alert (NPSA) report showed that injectable medicines account for a quarter of the totdiomeuidents
reportedt. Many errors occur during medication administration with calculating infusion rates amplgsroning pumps highlighted as higkk steps.
Smart infusion pumps (SPs) include software which allows standard concentrations of specific drugs to be chosen frorwithrbettuhard and

soft dose limits presefThey can reduce administration errorssasiated with: rate, unit, concentration, calculation and push button erfofdone

of these would be detected or prevented by standard infusion pumps. Smart technology is thought to reduce drug erracalinazet(CC) but the
impact of their introdtion has not yet been quantifi&d. Smart software records all programming steps taken and this data can be downloaded for
subsequent analysis. A local review of sefforted medication incidents from the Hospital Incident Reporting System revealeeri®8 relating to
wrong infusion rates reported in a 3 year period (January A2D88ember 2010). Of those relating to syringe pumps, it was estimated that 69% might
have been prevented by using SPs withif. C8e aim of this project was to analyse frdne downloaded data, the uptake of the software and the
impact it has had on infusion related errors since its implementation.

Methods

Standard concentrations and hard and soft infusion limits for a drug library of common drugs used in CC were con@ifllecbbgultants and

pharmacy staff, and uploaded to the devices (Alaris® CC Syringe Pump). These pumps have 3 modes which can be choserabgehgus

a5w! D¢ Y2RS LINPGARSAa fSNIia oFlasSR 2y (KS aacs taking weight aril dose/unitR INtztcofinh 6 NI NE
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or ml/hr modes must be used. Where a user attempts to progran I+ LJdzY' L) 2dzi aARS 2F G(KS LINBaSi fAvYAada Ay
by the software. After staff training, SPs were introduced in CC areas in January 2011. Data from all accessible @etimeslosed from Jan

2011 to Dec 2013, analysé&dreviewed by a pharmacist & CC consultant. Ethics approval was not required as this is a quality improvement project.

Results

An average of 7000 (71.9%) infusions were set up per month in DRUGs mode compare to 1000 (12%) in DOSING and 1406r(&&8dein@ver
the 3 year study period there was a total of 5210 (2%) Guardrail events. Of these 457 (8.8%) were hard limit eventsrd-jpeogseammed the
pump after 374 of these events. The table below shows the number of hard limits generated fouthelasses most commonly used in CC (table
1). Of these 106 (23%) involved setting a rate >2 times higher than the hard limit. Of concern, cardiology drugs (sucltaraso@rdne and
furosemide) were the class with highest recorded errors.

Table 1: No of times infusion rates set above the hard limits for drug classes commonly used in CC

Factor rate set > hard limit
Total >1-1.5 >1.52 >2-2.5 >2.55 >510 >1050

Inotropes / vasopressors 98 26 41 5 14
Anticoagulants 67 28 6 4 14
Sedatives 18 9 4 2 3
Cardiology drugs 267 190 42 6 14
Others 7 5 2
Total 457 258 93 17 47

Discussion

The use of the smart software increased over the study period. The recorded error rate was 1 event every 50 infugpasdséthard limit event
every 550 infusions. This is much higher than thersplbrted rate in our retrospective audit. As 81% of the hard limits were reprogrammed it is
assumed that these were true errors recognised by the user. Moreover, 23% abimfase errors involved rates at least 2 times the preset limit.
We conclude that the software may well have prevented major drug errors & believe that this data suggests that smart softvees patient
safety.
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48. Impact of Introducing Smart Infusion Pump Technology on Intravenous Medicafimors in Critical Care Areas
Shah S; Hanna C; FischePAarmacy Dept, Royal Brompton and Harefield Hospital NHS Foundation Trust, London, United Kingdg

Introduction

Injectable medicines account for a quarter of the total medication incidents repbriddny errors occur during medication administration and the

NRA]l Ad KATKSNI 6KSYy YSRAOFGA2ya INB FRYAYAAGSNBR OAlF NY L ddk Dy KL
been designed to intercept such errors by supportthg setup of device, displaying alerts if infusion rates exceed hosgéfihed ranges or
concentrations are set incorrectly. The use of smart pumps has therefore been recommended as one intervention to redueedisesethe

National Patient Safethgency aleft Smart pump technology was rolled out on syringe pumps in adult critical areas in the Trust in January 2011.
Although smart pump technology can reduce administration errors associated with: rate, unit, concentration and calautaigh®e R2y Qi LINBE @S
all infusion related errors (such as user set up errors eg. where a user inputs an incorrect weight of the patient arseleotsect concentration

from the drug library). The aim of the project was to compare the impact of smart pumghe occurrence, type and severity of infusion related

incidences pre and post implementation of the smart software.

Methods

The Datix® (clinical incident reporting system) database was queried and all infusion related medication reports eeee that had the word
WLYyTdzaA2yQ AyOfdzRSR Ay G(KS RSAONARLIIAZY GSEG 2F (KS A eden®idn).dheo S 6 SSy
incidents were downloaded to an excel spreadsheet and were categorised by the pharmemigiragto clinical area, the stage of error and the type

of medication error. All incidents relating to administration of medication via syringe pumps were further analysed godsedeo type of errors

(i.e. concentration, rate, unit, weight), thefOG 2 NJ 6@ KA OK GKS NI GS aSid é6Fa o208 GKS NIdGS LINB3
by the smart software. The severity of an incident (green, yellow or red) was obtained from the original Datix® entmel@eeto minor injury

requiring minor intervention; yellow relate to moderate injury requiring medical attention; red relate to major incidentadeadieath).

Results

I G2GFf ydzyoSNJ 2F Tmp NBLRNIA ¢SNBE ARSY(ATA St ofchidon &dkilS waidS, linfudolk @ H ¢ T
pump incidences accounted for 117 (43.8%) with 80 (68.4%) of these related to drugs given by a syringe pump. 44 of tregbevitisicucritical

care, 33 prentroduction of smart software (Jan 2008ec 2010) and 11 postimplementation (Jan 20tDec 2013). As shown in table 1 post
implementation the type of incidents that the smart software can help prevent (such as rate and unit errors) have detne@éatibn to potential

harm, all of the documented infusiorump incidents fall under the green and yellow category. We observed a fall in the number of yellow incidents
reported post implementation of the software. Over 50% of incidents reported prior to implementation involved infusiorseatgsimes the

prescibed rate (table 1) compare to 18% post implementation.

Table 1¢ impact of smart software on the occurrence, type, severity and factor rate above the prescribed rate of infusion reld@ttaxpre and
post implementation

Preiimplementation Postimplementation
Type of incidents
Incorrect concentration selected 7 (21.2%) 3 (27%)
Incorrect rate set 20 (61%) 4 (36%)
Incorrect units set 4 (12%) 1 (9%)
Incorrect weight 2 (6.1%) 3 (27%)
Severity of incidents:
Green 18 (55%) 9 (82%)
Yellow 15 (45%) 2 (18%)
Red 0 0
Factor rate set > prescribed rate
>1-1.9 4 (12%) 4 (36%)
>2-4.9 8 (24%) 5 (45%)
>59.9 7 (21.2%) 1 (9%)
>1049.9 11 (33%) 1 (9%)
>50-100 1 (3%) 0
Inadequate data 1 (3%) 0
Discussion

Wrong infusion rate incidents account for 44% of all reported infusion related administration errors in the Trust. Applyx&0&a of these errors
were reported within critical care, which most likely relate to high usage of infusions in this areaelt k;jown that incidents are undeeported

in health care settings and that the data generated from the Datix reports is not a true reflection of the occurrenceiohinélated incidents
making it difficult to make definitive decisions about the mspof the implementation. However an interesting pattern has emerged in relation to
the type of incidents, severity of incidents and the magnitude of the factor the rate has been set above the prescrib@fittetel1 incidents that
occurred post implerantation, 3 could have been prevented by the smart software had the user selected the smart software mode. The other 8 were
considered unpreventable as the user selected the incorrect concentration in 3 cases involving morphine, milrinone aedalora@vhere more

than one concentration exists in the drug library) and the user input the incorrect weight for the patient in 3 casgs ZHimadlved heparin whereby

the patient received 1.1 and 2.5 times more heparin respectively. The pump did notadatime heparin dose administered was within the-pet
range. This is consistent with what the results have shown with regards to a reduction in >5 fold dosing errors factbrataieesthe prescribed

rate. In conclusion, although the reported numh#rincidents is small, we believe the software has helped to prevent errors associated with rate
and unit settings and reduced the severity of incidents since implementation. The software does not prevent all infusidringi@ents and may
depend on tke drug and user seip of the pump.
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49. Reducing the risk of overdose with midazolam injections
Shemirani, R andjibodu, S, University College London Hospitals NHS Trust

Introduction

Parenteral midazolam is a benzodiazepine used in conscious sedation and flumazenil a benzodiazepine antagonist usedtsoceveat sedative
effects. Flumazenil use in midazolam overdose is unlicensed and can be hazardous. The National PhatrSadettiéaency (NPSA) identified
serious deficiencies in the use of midazolam for conscious sedation in adults and issued a Rapid Response Report irepo@getnaed all NHS
independent organisations to implement actions to prevent harm [1]. Ma#am overdose during conscious sedation has since been classified as a
never event as defined by the Department of Health [2] and applies to all healthcare premises excluding areas where ftteghsstrength
midazolam is appropriate and excluding pedc care.

The purpose of this project was to audit the use of midazolam injections for the use of conscious sedation in athltsraity College London
Hospital(UCLH) against the NPSA standards [1].

Objective(s)
To ascertain the number of repted incidents involving the use of midazolam for conscious sedationaddtermine whether the NPSA standards
are being met across UCLH.

Method

A multisite retrospective audit was carried out across all UCLH sites for the period 01.123B01B2014. This included any UCLH area that routinely
stocked midazolam injections for conscious sedation in adults but excluded areas requesting midazolam injections foprated apes, such as
syringe driver use in cancer patients, when it is not patheir stock. The UCLH dispensing system was used to find out which areas stock midazolam
and flumazenil injections. Information was also obtained by speaking to the ward sister, staff nurse in charge or wardigth&timas approval was

not required beause this was an audit project.

Results

A review of practices at our organisation indicated thisy incidents relatingto A Rl T 2f 'Y 2NJ Ff dzyF 1 Sy At 4 SNB NB L2 NI
during a twelve month period, of which two incidents relatéol midazolam overdose and were graded as medium risk. Within UCLH, 75 areas
routinely stock midazolam injections for conscious sedation in adlilts.Heart Hospital had nine areas that stock midazolam 10mg/5ml injections.

Five areas are currently usingetinidazolam injections for conscious sedation. They are not being used for general anaesthesia, palliative medicine,
intensive care and have not been formally risk assessed. Having highlighted that there also exists a 1mg/ml injectamh ctirdite phamacist

endeavours to change the stock for most of the areas, restricting them to the lowest strength injections.

Table 1:.UCLH compliance with regards to the NPSA standards.

Standard Compliance

100% of stored and used high strength midazo(@mg/ml, 5mg/ml)is restrictedto general anaesthesia, intensiyy 16/21 76%

care, palliative medicine and clinical areas/situations where its use has been formally risk assessed. areas

100% of all other areas are restricted to the storage of low dose zolde(1mg/ml). 54/58 93%
areas

Sedation is covered by organisational policy. Yes 100%

The organisation reviews its sedation protocols. Yes 100%

100% of procedures should have overall responsibility assigned to a senior cliviicianay be amnaesthetist. Yes 100%

100% of healthcare practitioners involved in sedation techniques have the relevant competence. Yes 100%

The organisation audits the use of midazolam injections. Yes 100%

100% of areas which stock midazolam also have stocks of flumazenil available. 71/75 95%
areas

Flumazenil use is regularly audited as a marker of excessive dosing of midazolam. Yes 100%

Average 96%

Discussion / Conclusion

Overall UCLH has good but not complete compliance with the NPSA standards. Staff involved in administrating midazokeiofcr sehation on
the wards are generally band 5 or above staff nurses who have been deemed competent in intravenous administtatiay be an anaesthetist
or doctor.Through discussion with staff nurses at each relevant area it was clear many are not familiar with flumazenil, itésris&s iorinidazolam
overdose. It is imperative that if such an emergency occasion araé&isbw the protocol in administering it. In one area, it was found that the ward
nurses carry out their own stock teyps and overtime the flumazenil injections had been used up and as it is sparsely used, was not replaced.

UCLH is on average 96% caoanu with regards to the NPSA standards (Table 1). This is unacceptable as these standards have been set since 2009 in
order to reduce the risk of overdose with midazolam injections. Albeit this risk is a never event, measures should é¢drajldisprevention. The
organisation grades well in account of the policies and protocols set as well as the staffing competence levels in usitgmidactions. lts

downfall is the storage and use of the higher strength midazolam injections occurringpropaate areas and the lack of concurrent flumazenil

stock. A result of this audit should be aasadit by 31.11.2016. Other recommendations are as follows. Review the clinical need for midazolam
injections in the different areas and ensure flumazenstécked concurrently. Also inform all relevant staff on individualising midazolam doses and

the use of flumazenil injections.
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50. Care by Optimising Medicines for Elderly patients on care Transfer (COMET)
Smith H, Tweed J, Skitt S, Fox G, Leeds Teaching Hospitals NHS Trute@dsiT)

Introduction

Older people are at increased risk of medicinelsted problems including medicineslated admissions to hospital. In a large study in the North

West of England, medicingslated admissions accounted for 6.5% of all admissions to hdspitathis could be as high as 30% in older pedple.

Previous project work in Leeds, The Integrated Medicines oPtimisAtion on Care Transfer (IMPACT) project, supportedifiatieritswedicines

after discharge from the older people admission wards. $hisved a 6% absolute reduction in-88y readmissions for the project patients versus

the average readmission rate for the ward® { dzo0 & SljdzSy Gf 8 X FdzZNIKSNJ LINP2SOG 62N)] o1 a dzy RSNI | 1.
at LTHT.

Objectives
The aim of the project was to optimise medicines and to reduce medicélated readmissions through improved communication and support for
patients and carers and improved communication across the whole heath economy.

The key objectives were to:
1 Meawre the readmission rate for patients who were discharged with a medicines management plan (MMP) in their discharge
communication
1 Measuretherd RYA&&A2Y NI OGS F2NI Fff GKS 2f RSNJ LIS2L)X SQ& 6 NRa yR 02YLJ

Methods
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included medicines stopped or adjusted to reduce siffects, medicines support put in place to improve adherence suchrgsifying regimens

and medicines changed in response to patient preferences. Patients were also assessed by clinical pharmacists and pihainiacy te determine

if they had a medicineeelated need postlischarge. Where a need was identified, ande#liy Sa Yl yI 3SYSyd LX Iy odaato gl &
discharge advice note, which was sent electronically to the GP within 24 hours of discharge. Patients were signpostaddceh@alfessionals in

primary care for followup action where appropriateThese included community pharmacists, primary care pharmacists, pharmacy technicians,
community matrons, GPs, practice nurses and district nurses. Examples of signposting included referrals to communitysishfomtaei new

medicine service and poslischarge medicine use reviews, to primary care pharmacists for clinical medication reviews, to community pharmacy
technicians for medicines support assessments and interventions and to practice nurses for review of inhaler techniquétidi$wpimary eam

in the community was responsible for completing the actions requested in the MMP. A retrospective case review of all MiM®\pht were re

admitted within 30 days was carried out by a Consultant Pharmacist for Older People and a Consultanti@et@ttetermine if the readmission

was medicineselated. We were advised that Ethics Committee approval was not required for this project.

Results
Readmissions for COMET project patients versus Older People Ward Average
Nov 13 Dec 13 Jan 14 Feb 14 Mar 14

Discharges Elderly Medicine 600 655 728 630 623
Number of readmissions 123 (20.5) 123 140 125 114
(%) (18.8) (19.2) (19.8) (18.3)
Number of COMET patients with MMP 39 39 41 39 43
COMET patients with MMP -admitted within 30 12 6 6 6 8
days
%COMET patients with MMP-gmitted within 30 30.8 15.4 14.6 15.4 18.6
days

261 patients were identified as being at higbk of medicineselated problems postischarge by pharmacists and pharmacy technicians. 201
patients (76%) were discharged with a medication management plan on their electronic discharge advice noteairtueremere lost to follow up
usually because they became more unwell or were discharged from other speciality areas e.g. Surgery.

There were a total of 251 clinical actions and 67 medicines support actions documented on the medication managemesumkapsatients had
more than one action.

All 38 COMET patients with a MMP who wereadmitted were reviewed. 3 (8%) of these patients were identified as having a medielag=d
problem contributing to their readmission.

Discussion/ Conclusion

Thec@9¢ LINRP2SOG KAIKEAIKAGSR GKIFG | ydzYoSNI 2F 2t RSNJ LIS 2reldite8 prablBiGA G G SR
postdischarge which could increase their risk ofadmission to hospital. This was a service development and not debignpowered to be a

research project. Unlike the IMPACT project there was no statistically significant difference indag Bfadmission rate for the patients with a

MMP compared to the average 3fay readmission rate for all the older people wartlss unclear why readmissions in November were higher than

usual for the COMET patients but this did not appear to be related to issues with medicines. Althoughl#tlyer@admission rate was not reduced,

there were additional benefits from this praje including improved quality especially in relation to medicines optimisation, improved communication

with the multidisciplinary team across the interface and identification of future work that could further improve the nesdjgéthways for this

patient cohort.
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51. Erhancing patient care through total integration of pharmaceutical care into the multidisciplinary team in an acute trust
St. Clair JonestAHills B, Smith M, (*Lead Pharmacist Gastroentrologynflammatory bowel disease (IBD) Nurse Specialist,
2 Gastroenterologist, IBD leadrighton and Sussex University Hospitals (BSUH) NHS Trust, Brighton

Introduction

A multidisciplinary team approach is essential to ensure high quality and compassionate care for patients with chromis disggsovidean
encompassing patient experience.

A holistic care model for the inflammatory bowel disease (IBD) service was established using a multidisciplinary tearpp{id&xh) ta provide
optimal long term support through easy access to the relevant members dgé#ire and flexible pathways providing tailored care according to the
LI GASYyGQa ySSRo® . NAIKG2Yy KFR | yd2NAS €t SR aSNWAOS g Aitpétin® th&infusidaNE S LINR
clinics. When she retired no successwas in place and pharmacy proposed a pharmacist led service integrating it into the nursing team once two
IBD nurses were appointed. The business case for the comprehensive IBD team was accepted by the trust fully integradityg qeraives.

In addition to medical and nursing staff a full time post for a specialist pharmacist was incorporated into the IBD spemmalidihe pharmacist
complemented the nursing and medical team with emphasis on the total integration of medical, nursing and@henies Multidisciplinary services

are widely reportedibut having nursing and pharmacy staff sharing responsibility for patients long term care is innovative and new ways g@f workin
were explored in the redesigning of the IBD service.

Aim
Integrate a pparmacy led comprehensive medication optimisation service for Gastroenterology into the specialist MDT.

Objectives

Provide an independent prescribing service initiating and monitoring drug therapies
Provide a therapeutic drug monitoring (TDM) servicenttividualise therapy
Strategically and clinically manage the biologics infusion clinic to optimise capacity
Provide an access point for patients to the IBD service

Develop pathways to standardise therapeutic decision making

Assess workload impact, fineial benefits and acceptability of service

I N

Method

1. A weekly pharmacist outpatient clinic was established, to initiate immunomodulating drugs and undertake biochemical ngofitain
pharmacist optimised therapy according to blood levels, adverse drugisaadADRs) & concordarfce
A new blood & TDM service for immunomodulators & biologics was introduced to optimise therapy décisions
Strategic and operational management of the biologics infusion clinic was transferred to the pharmacist.
The rapid accegbelpline) service was reviewed to see whether the pharmacist could add value.
Pathways to access the IBD service integrating the pharmaceutical skills were developed and the pharmacist facilitaigordBd
pathways to initiate and review immunomodites.
A workload and prescription audit was conducted over four months with financial impact assessment. Patient & anonymaugecollea
feedback was sought.

a bk wn
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Results
1. Ina four months period 14 pharmacist clinics were held. Clinical governance was enguneaitoring bloods of 382 patients of which
138 patients were seen during clinic appointments during that time and the reminder monitored remotely.
2. The biologics infusion clinic expanded to include a espeziality services serving IBD and dermatojogfyent, iron deficiency anaemia
patients and providing nutritional supplementation.
3. 65 patients had their inmunosupressant therapy adjusted in the TDM service. The pharmacist was the gatekeeper for testirsg and
responsible for optimising therapies asonmedical prescriber.
4. The advice sought from the rapid access service was primarily -ntisgated and the service remains nurkad, with pharmacist
deputising to maximise resources. In a four months period 142 of 1032 queries were answeregbgrthacist.
5. Pathways were developed for:
1 Newly diagnosis patients triaged to attend either the medical or the clinical nurse specialist clinics.
1 Established patients seen for follow ups by the clinical nurse specialist and providing rapid accesenadbdams patients with
exacerbation of their disease.
1 Referrals to pharmacist clinic for patients needing initiation and optimisation of immunomodulating therapies, experieRses AD
or with perceived concordance issues.
The pharmacist facilitateMDT-approved pathways to initiate and review immunomodulators.
6. Inafour months period the MDT reviewed 42 patients on biologics according to the new pathways. The TDM service resuitéchim
of £60,000 savings for the health economy. Six of six-psgessors returned overwhelmingly positive reviews of the service and patient
feedback was favourable.

Conclusions

No data prior to the establishment of the IBD specialist team was available for comparison. As a highly specialised phamspissible to
maintain a safe service whilst the trust took 18 months to appoint two new nurses. Involving the pharmacist in all agpedisnofterm care of
patients with IBD enhanced patient safety and standardised treatment & monitoring protocolst imtividualising therapy.

The focus of the MDT shifted to early medicines optimisation, realising considerable cost savings gmbfiessional relationships profited from
working closely together and deputising for each other. In view of futurdesiges facing the health service barriers separating professions need to
be questioned.

Embedding pharmaceutical skills into the multidisciplinary team influenced therapeutic decision making, ensuring thatisensigerated good
medicine management anaedicine optimisation principles at conception to guarantee kjghlity, compassionate care and strong governance.
This nodel of total integrated pharmaceutical care beyond clinics is applicable to any speciality and can be used as a mbeepfofstsions
involved in the multidisciplinary team. Evidence of specialist competencies that pharmacists acquire through undertaliaditimmal roles can
be used to support Royal Pharmaceutical Society faculty submissions.
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52. Can You Read the LabeHow a pharmacydepartment improved access and adherence to medication for individual patients
Lim, E and Storey, Rharmacy Department, Newcastle Upon Tyne HospielS Foundation Trust, Newcastle

Introduction

Poor dexterity, poor c@rdination, and the inability tainderstand instructions about the use of their medication are only a few reasons why some
patients are unable to take medication effectivelin 2007, 58 of the reported medication errors to the NPSA involved blind and partially sighted
patients; severaincidents highlighted the lack of medicinal aids or assistance as a cause of the error

According to the Disability Discrimination Act 133e pharmacy service should provide medicinal aids to enable patients to use their medication
and understand theinformation provided. These aids include prompt charts and physical devices, for example an Opticare® to enable self
administration of eye drops. Improving medication adherence will allow patients to use their medication more effectivedgumitily impoving

disease managemeht

During a pharmacied Trust Medication Safety Week, the Eye Clinic Liaison Officer highlighted a lack of medicinal aids for patients with visua
impairment. This raised the need for clearer guidance on identifying and defiubersupport needed for patients to use and take their medications.
A project team was set up to improve how to identify the support needs of patients and ensure solutions can be offerpdhedeepatients.

Objectives
1  Review the current pharmadyledicines Support Needs Assessment Tool (MSNA) to establish if any patient needs would not be identified
in its current form and update accordingly.
1  Review available medicinal aids incorporating:
0 Available medicinal aids in the Trust, and there suitatfityuse.
o0  The need for new or replacement medicinal aids, ensuring support of a wider range of medicinal needs.
o  Procurement of medicinal aids.
1 Develop and implement a standard operating procedure (SOP) for the supply of medicinal aids.
1 Raise awareness Win the Trust, at both staff and patient level, regarding the availability of support and medicinal aids.

Method

Clinical pharmacists met to discuss the patient medication support needs. The most common support needs were groupechisninigtai four

categories. Support strategies and medicinal aids were then sought to address those needs. A list of commercially avdithéd amds was

compiled using the Royal National Institute of the Blind product catalogue and by contacting specialist pafwdenpliance aids. Samples were

obtained and ease of use and suitability was assessed. Formulary approval was then sought for these aids. The MSNAdoalpdased to

incorporate clearer guidance linking the identified patient needs with the supgdior medicinal aids obtainable. This formed the basis for the
RSOSt2LI¥Syi 2F GKS YSRAOAYIt FTARa {htd ¢KS dzLJRI 1SR a {tholthedeg@the 61 & (i NJ
Trust. Early promotion included presentaticiaspharmacy staff, targeted wards, posters and leaflets placed around the hospital.

Results

The MSNA tool now has clear recommendations related to specific patient needs: Eyesight, Dexterity/Swallowing, Undekdtandiggand
Access. Of the medicinaligport that was available at the time, there was a clear lack of support for patients with visual impairment, patients
struggling to use eye drops or who have a poor understanding of English. The hospital pharmacies now stock a wide esahge afediyery devices,
inhaler delivery devices, a Braille labeller, and the option for kprijg labels. The SOP was written and implemented within the dispensary and
training was provided to the dispensary staff. Presentations were targeted to OPM and Ophtigimol

The table below reflects the increased uptake of medicinal aids within the Trust before and after promotion.

Haleraid® 120 and 200 Opticare® Autodrop®
(formulary) (nonformulary)
Last financial year 17 4 5
Year to date (April 2014 to Febru&915) 28 12

Discussion

Ethics approval was not required as no patient identifiable data was collgRtadew of the medicinal aids provided many challenges. Ease of use,
cost implications, and availability in primary care all had to be considered. Compatibility of eye drop bottles intovibwy delvices was another
challenge; an eye drop compatibilitiiart was drawn up to aid selection of the correct device. However, this requires regular updates due to formulary
changes and as new generics appear on the market. As several medicinal aids-bit¢Siprescribable, this has resulted in a commitment frioen t
Trust to provide replacement devices. Therefore, patient information leaflets were produced to advise patients how toegiaiements.

The medicinal aids project is ongoing as new medicinal aids and support options are identified, thereforeworthes planned. For example, a
LIAOGdNBE 1 06Sf LINBINIYYS F2N LI GASyida K2 OF yQi NBI R 9.yHefelk KlsoKl & 65
medicinal aids that have not gained formulary approval that may be of benefiatents such as the Pill Glide® for patients with swallowing
difficulties.

Improving staff confidence in recommendations and the use of the medicinal aids has improved, but the process has beiertelasivaras most
staff report that group sessionsere more useful than promotional materi@o far work has been focused on Ophthalmology and OPM; promotion
of this project in other areas is planned over the coming year.

The Trust is working towards a patiergntred culture, where individual needs adentified and linked to patierspecific interventionsgncouraging
informed medication adherenéeThere has been an increase in uptake of medicinal aids being dispensed and hopefully this trend will.continue
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53. Implementation of a referral tool for screening patients for pharmaceutical caregharmacy technicians
in a paediatric medical acute receiving urgta pilot
Stuart ZE Kinnear M 2and Mullen AB
INHS Lothian Pharmacy Service, Royal Hospital for Sick Children, Edinbiitghiesrdity of Strathclyde, Glasgow.

Introduction

The keytarget within paediatric care set by the Scottish Patient Safety Programme (SPSP) is a 30% reduction in avoidable hammbédyy2D&8&.

To achieve this, pharmacy departments have examined staff skill mix and efficient, safe systems of work. TheGowettishent strategy,

Prescription for Excellence proposes that all patients receive a high level of pharmaceutical care using the skillptafrthaaists to their full

potentiaP. In order to do that, the pharmacist must be able to prioritise patiesmsl focus on high priority, complex patients with pharmacy
GSOKYAOALFYaA LINPGARAY3I LINPFSaaA2ylFf adzZlIll2NI 6@ LISNF 2 N Iupph istiSohedl G A2y
model of working includes screening patients hg pharmacy technician and referral to the pharmacist of patients who meet agreed criteria. This

study aimed to test agreed referral criteria in a paediatric population.

Objectives
1  To evaluate a referral tool, agreed through focus group consensus, fety safid effectiveness in screening patients who should be
targeted for pharmacist review and delivery of pharmaceutical care.
1  Obtain feedback from pharmacist and technician users of the tool.

Method

Approval was granted from the South East Scotland &ebkeEthics Committee. A referral tool used in a local adult population, which is fully validated
and used extensively, formed the basis of a draft tool informed by reported medication incidents in the paediatric popRlefigoral criteria were
discussd and agreed at a meeting of national paediatric pharmacists. A pharmacy technician (16 years qualified) was trainee if the agreed

tool (22 criteria) which was piloted in 93 admissions to the medical acute receiving unit during two one weelliatzon periods. Patient
recruitment was based solely on the date of their admission to the ward. Those who did not consent or had already beed bgragrharmacist
were excluded from data collection. The pharmacy technician applied the tootlopedient and criteria met (one or more) were documented prior

to notifying the pharmacist (2.75 years qualified) that a patient required clinical review. The patients were then rewetivecpbarmacist as per
normal practice and the appropriateness tbe referral evaluated using the code justified or unjustified and was dependent on the information
available to the pharmacy techniciarthe tool was further evaluated through sending four anonymised scenarios from the data collection to 5
technicians ad 5 pharmacists with no prior experience or training of using the tool. Technicians were asked to apply the tool anthetateoiild

refer the patients and pharmacists were asked if they would expect the patients to be referred. Responses were ctmtipeuaction the pharmacy
technician actually took in the pilot. Verbal feedback about the tool was invited.

Results

Of the 93 patients, 45 were referred to the pharmacist as they met one or more of the referral criteria. A total numb@rmrefetral criteria were
triggered with five of the criteria accounting for 80.0% of referrals made to the pharmacist. Of thetotder of patients referred, 40/45 (89.0%)
were justified. Of those not referred 6/48 (12.5%) were unjustified.-Ngarral was subsequently identified to be caused by the pharmacy technician
not comprehensively checking all sides of the medicines chattusion of the 6 unjustified nemeferrals increased the sensitivity of the tool to 100%
as shown in table 1.

Table 1 Showing the sensitivity and specificity of criteria

Referral criteria Sensitivity (%)95% CI) Specificity (%)95% CI)
Top 5 criteriag 94.4 (87.498.1) 85.0 (62.196.6)

40 justified referrals
All 22 criteriaq 87.0 (73.795.0) 89.4 (76.996.4)

40 justified referrals,
6 unjustified referrals
All 22 criteriac 100(92.2100) 89.4 (76.996.4)

46 justified referrals,

0 unjustified referrals
Discussion of the four scenarios by both technicians and pharmacists raised similar issues such as clarity on courfsangiigtice and at what
point should the patient be referred to the pharmacist and should patieetsaferred if they are prescribed oral steroids for longer than five days?
Feedback received included clarity on special products and suggested amendments to the tool to make it more effectiy@muottocumented
that the tool was well laid out, cle@nd easy to follow and would be happy to use in their clinical areas.

Discussion

The pilot of the referral tool showed that five criteria accounted for 80% of referrals when reviewing the other critextadecided that due to the

high risk nature ofhe drugs included they should remain. The sensitivity and specificity of the referral tool was also increased wheriaallerde

applied rather than the top five, taking into account the unjustified meferrals. Piloting of the referral tool suggesilmost half of the admissions

to the ward during the data collection periods require pharmacist review. Those patients not referred to the pharmacist tiave any
pharmaceutical care issues which could not be dealt with by the pharmacy technicles.tRditionally carried out by a clinical pharmacist were

FotS G2 08 RStS3IFGSR G2  GNFAYSR LKIN)¥IO& GSOKyAOA leynjustiie®réfertala | a4 Sa
highlighted the need for some further training help avoid human error. Limitations of the pilot include only one technician and pharmacist piloted

the tool, further pilots with other members of staff are required and in other clinical areas to fully validate tool. &pdeting of medication

incRSy ia o¢gAftf KIFBS FTFFSOGSR GKS ONARGSNALF OK2aSyo ¢KS spffmicdNdalicarel 2 2 f A 2
needs change during inpatient stayhe findings of this pilot is also confirmed by published research whimlved the pharmacy technician at ward

level reduces risks and can have a positive impact on the amount of clinical time the pharmacist spent on #ieQvamall this pilot has shown

that through the introduction of a pharmacy technician to the wanére is potential to direct clinical pharmacist resource to those who require

intensive pharmaceutical care without compromising the overall level of care.
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54. Improving the service to outpatients attending the main dispensarytaé University Hospital of Wales (UHW)
Turner, H, Way, €and Browne, €, ‘Pharmacy Directorate, Cardiff and Vale University Health Board,
2School of Pharmacy and Pharmaceutical Scgneardiff University, Cardiff.

Introduction

There is a drive within the National Health Service (NHS) in Wales to improve the safe and effective delivery of heathtadécaes to patients.
All departments providing healthcare services within the NHS, including pharmacy, are facing findindislachel reductions in staffing levels. It is
therefore vital that the systems in place are efficient and robust in order to maintain a high level of care for all phsienge healthcare services.
Leanis a concept based on being able to improvegutcare with existing resource$he NHS Institute for Innovation and Improvement describes

how Lean thinkingcan be used within the NHS to introduce new concepts, tools and methods to improve process flow
The number of outpatient prescription itent8spensed by Cardiff and Vale University Health Board (CVUHB) hospital pharmacies has increased by

25% over the last three years, whilst pharmacy staff numbers have decreased by 17% over this period. This has reseésinig iaiting times

for outpatient prescriptions; the average waiting time for outpatient prescriptions at the University Hospital of Wales (UHW) idyc@rerinutes
(01/04/14 ¢ 30/06/14). The results of a CVUHB Outpatient Satisfaction Survey showed that the majority of pagipris.(85%) using the service
at UHW would expect to wait less than 20 minutes for their prescriptiés there is a mismatch between the expected time and reality, it was

decided to undertake a service improvement project in this area.

Aim and Objective

The aim of this project was to reduce outpatient prescription waiting times so that 100% of outpatients wait no more timamutes for their
prescription from UHW pharmacy. This was considered a realistic target to achieve by September 2014. Tihesohféice project were:

1  Toreview and improve the overall dispensing process for outpatient prescriptions at UHW pharmacy department.
1  Toincrease/maintain adequate staff levels working in UHW outpatient dispensary.
1  Toimprove the ease of finding compet outpatient prescriptions for patients who have come to collect them.

Method
Ethics approval was not required for this project as it was classed service improvement.

Various service improvement methodologies were used to help identify problems ioverall dispensing process. Methods included a spaghetti
diagram, Pareto analysis and process mapping. The use of a Driver diagram helped to summarise problems identified @il tHesensing

process and potential interventions that could help taluee outpatient prescription waiting times.

The potential interventions were presented to dispensary staff for feedback and three feasible interventions were filihksiederventions were
put in place fromthe 30Wdzy S wnamn | G & SlahDeBtiddg! Ay Seat 5dgal Aoy 30 8u0t Sa 6aSS TAIdzNB
dispensary staff complete their ward tagps before 9.30am or in the afternopto maximisestaffing levels at peak prescription times. A problem

MU @

repeatedly highlighted bgervice improvement methodologies was difficulty finding completed outpatient prescriptions in the dispensary, taking

staff away from the dispensing proce§¥DSA cycle 2 involved the implementation of an alternative outpatient prescription collecti@msyst
PDSA cycle 3 was to return dispensed outpatient prescriptions to stock if not collected within 7 days. The percentage@tieat prescriptions
completed within 45 minutes each day was collected continuously over-anforgh period (01/04/14¢ 28/08/14). Data was plotted onto a control

chart using Microsoft Excel® and the SPC XL statistics programme.

Results

Between 2 April and 3@ June 201433.8%0f prescriptions were completed within 45 minutes each day. ARBSA cycle 1 andwiere hitiated,

there was a steady improvement in outpatient prescription waiting tiraedthe average percentage of prescriptions completed within 45 minutes
each day increased t43.5%.After PDSA cycle ®as put into place, the average time to find an outpatient prescription in UHW dispensary was
reduced from2.5 minutesto 32 secondsAfter PDSA cycle Wasinitiated, the proportion of outpatient prescriptions completed within 45 minutes

continued to rig. Since all three PDSA cycles have been implemented, the average percentage of outpatient prescriptions dispensed within 45
minutes each day was increased from 33.8% to 60.8%.

Prescriptions completed within 45 minutes (%)
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Figure 1:Control chart of the percentage (%) of outpatient prescriptions completed within 45 minutes each day.

Discussion/Conclusion

After all three PDSA cycles were implemented, the average percentage of outpatient prescapiigisted within 45 minutes increased from 33.8%
to 60.8%. There was also a reduction variation between the upper and lower control limits, illustrating standardisatenlisp#imsing process.
Although not all outpatient prescriptions dispensed were teted within 45 minutes after the three interventions were made, the results show
that overall there has been an improvement in outpatient prescription waiting tinTége aim to complete 100% of outpatient prescriptions within

18/08/2014

26/08/2014 1

45 minutes (by September 28) has not been met during this project and it is clear that further improvements need to be implemented to achieve

this target. A service improvement project will be taken forward in 2015, focusing on the work flow and layout of theemtifiapensary
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55. The role of the pharmacy team in reducimgadmissions: general medical patients eligible for NMS
not found to be at increased risk of readmission
Upton, S$*®, Culshaw, M., Stephenson, %
aCalderdale and Huddersfield NHS Foundation Trust, West Y orkdbineversityof Huddersfield, WesYorkshire

Introduction

It has been estimated that around five per cent of hospital admissions are due to preventable adverse drug reactione {& hdheever, little
evidence of which medicines are specifically associated with readmission. Piesaiptardiovascular medication at discharge has previously
been identified as associated with readmission (2), and because over half of New Medicines Service (NMS) consultateitedrippatients

newly prescribed medicines for hypertension, aatigulants and antiplatelets (3), it could be anticipated that patients whose prescriptions met the
NMS criteria may be at increased risk of readmission.

The NMS is designed to improve adherence in patients taking medicines to manage specific longdéionsdLTCs) by involving them in

decisions about their treatment and optimising the use of medicines. The NMS is targeted to LTCs that contribute to entamidgod the

National Health Service (NHS), and that are expected to have potential forcsighimprovements in medicines adherence, health and quafity

life (4). It has been proven that the NMS improves adherence, and it is consequently thought to improve patient outcorada@nthedicines

related hospital admissions (3). Medicines stdrie hospital that meet the NMS criteria require referral for the patient to receive the service, and
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appropriatefollow-up or support at transitions in care (5). In light of increasing financial pressures and the need to make unprecedeietecleffic

savings, evidence of readmission reduction, a key quality and financial priority for the NHS, could provide waltizdtien to hospital teams to

make referrals to the NMS.

Objectives
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prescription data to determine whether pregption of new medicines on discharge, particularly prescriptions meeting the NMS criteria, were

associated with an increased risk of readmission.

Method

Data were collected retrospectively from discharge notes (TTOs) for all patients over 18 yeardistlagged from Calderdale and Huddersfield

bl { C2dzyRIliA2Y ¢NHZGQaEa 6GKS ¢NHAGQaA0 aSRAOFf {K2NI {dweendtyAda of{{! ai
routinely made by the Trust. Data collected included demographic and présaripformation, as well as whether the patient was readmitted or

died within 30 days. All newly prescribed medicines were categorised according to whether they met the NMJ3;ritgoianot, and each patient

was thereby identified as either potentig eligible, or ineligible for the NMS at the point of discharge. Capacity to consent for and willingness to

LI NGAOALN GS Ay (GKS ba{ 6SNB y2i IsquardtéstiaBdihi cofficiert usingdBNESPES/Stafistica ekion@2 t S| |
Ethical approval has been granted for the study.

Results
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readmitted and 42 patients died within 30 dayi$reequarters (77%, 1078/1407) of patients were prescribed at least one new medicine (mean 2.5,

range 113), and 12% (174/1407) were potentially eligible for the NMS on discharge. A small but statistically significant assihiatiadmission

(- =0.071 p=0.009,2=6.83) was identified for patients prescribed at least one new medicine (19%, 193/1040) compared with patients not

prescribed any new medicine (12%, 40/325). However, a significant association with readmission (F=0.036) was nodentified for patients

whose discharge prescriptions met the NMS criteria (17%, 29/172) compared with patients who were not eligible for the%MB4117193).

Discussion/conclusion

The association of newly prescribed medicines with readmission denavesthat pharmacists are ideally placed to identify patients at increased
risk of readmission at the point of discharge, if not before. However, the finding that patients whose discharge prescriptite NMS criteria

were not at increased risk of ag@mission indicates that they are not necessarily the patients secondary care need to prioritise in order to reduce
readmissions. The NMS has been proven to be effective in improving adherence, and there is no evidence to say that #istoreeatmioNMS
eligible patients would not have reduced had they received the service. It is noted, however, that the significant imptonexdbarence

achieved by the NMS after ten weeks was not apparent at wedB)siand the consequences of naaherence in TCs may take much longer to
develop.

Considering that an association with readmission has previously been identified for those prescribed cardiovascular medisoearg€2), and

over half of NMS consultations are provided for patients receivindicirees for hypertension, anticoagulants and antiplate(@sit is surprising

that patients whose discharge prescriptions met the NMS criteria were not found to be at increased risk of readmisgiossililsthat the

inclusion of medicines for agtia, chronic obstructive pulmonary disease and type 2 diabetes, and the exclusion of other cardiovascular medicines
from the NMS criteria weakened the association of cardiovascular medicines with readmission. Alternatively, perhapspatigrsisirted on
cardiovascular medicines do not carry the same increased risk as those prescribed cardiovascular medicines in general.

It is acknowledged that the group identified as associated with readmission accounted for the majority of patients, adfaherwork is being

undertaken to identify risk factors for patients not prescribed a new medicine, as well as to further refine the assémidtiose who were. Data

FNE 0SAy3 FylftedaSR FOO02NRAyYy3 (2 (-KS ANYiQISHBekifD to@hdmission, & i inténddd thi@wiltbg (2 AR
useful to clinical pharmacists for identifying patients at increased risk of readmission in their routine practice.

References

1. Pirmohamed M, James S, Meakin S, et al. Adverse drug reactioasse of admission to hospital: prospective analysis of 18 820 patients.
BMJ. 2004;329:18.

2. Health Services Research and Pharmacy Practice 2015. A preliminary study identifying prescription factors associatdchisgtomea
(accepted). Forthcoming.

3. Elliott RA, Boyd MJ, Waring J, et al. Understanding & Appraising the New Medicines Service in the NHS in England giAS¥0124).

4. Department of Health. Introduction of the New Medicine Service Impact Assessment. 2011.

5. Royal Pharmaceutical SogieProfessional Standards for Hospital Pharmacy Services. 2014.



56. From Classroom to Consultatigithe Impact of Patient Centred Consultation Skills Training on practice
Varia, S. Middleton, H. London Pharmacy Education and Training, London

Context

Enhancing consultation skills within pharmacy was identified as a key priority to support medicines optimisation as lpanteofetv of post
registration development of pharmacy professionals by Modernising Pharmacy Careers (MPC).iAddifi@nallythe Royal Pharmaceutical Society
(RPS) has made patient centred care the focus of the four key principles of medicines optifighimhas led to new standards and a national
programme for enhancing patient centred consultation skills, developed by#mdre for Pharmacy Postgraduate Education (CPPE) on behalf of
Health Education England (HEH$uperseding the MPC]. Pharmacy professionals need to change their interactions with patients and adopt a patient
centred approach to improve medicines optgation. Employers and training providers are encouraged to develop consultation skills training aligned
to the new standards to support the delivery of the national programme. But does this facilitate the change in approaed?egioé aim of this

study was b explore the opinions of preegistration trainee pharmacists (trainees) on their ability to adopt a patient centred approach to
consultations following a hatfay training intervention by a regional NHS education and training provider.

Objectives(between November 2014 and January 2015)

-58aA3y S@ltddGAazy F2N¥Y FyR 02ttS0OG RFGIF 2y GNIAY
-/ 2y RdzOG FT20dzda INRdzLIA (2 S E Liff consBitationskills yabiSgidihei? draktifel 2
- Analyse findings from course evaluation and focus groups and evaluate against original aim
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Method

A halfday training session was developed and delivered to 227 trainees working in NHS organisdtimmgoim and Midlands and East (East of

England, Beds, Essex and Herts). An evaluation form was designed and used post course to collect quantitative dateof trathédA Y A 2y a4 2y
extent to which the learning outcomes were met, usingofht Likert sale. Open questions were used to gather opinions on training quality. A self

selected sample of trainees participated in a focus group nine weeks post training. Open questions were used to ex@osedtr@in 2 LAY A2y & 2
impact of consultation skills tiaing to their practice. Qantitative data was collated and reported as percentages and qualitative data was themed

to support quantitative analysis. Ethics approval was not required as this was an evaluative study of opinions of NH¥ pteffroadmpat of

training upon their practice.

Results

Course Evaluatior®1.2% (n=207/227) of trainees completed an evaluation form. The majority of trainees thought that the learning outcdhees for

session had been met. See table 1.0.
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the theory, knowledge and skills into practice hasdcotanged the way | will ...deal with patiehts readybtd adopt amore patient centred
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Table 1.0: Extent to which Learning Outcomes Met

Learning Outcome Strongly agree Agree Disagree Strongly
Trainees should be able to: disagree
describe the meaning of patient centred consultations 137/206 68/206 1/206 0
66.5% 33% 0.5% 0%
summarise the reasons for neadherence to medicines 115/207 90/207 21207 0
55.5% 43.5% 1% 0%
describe thesteps of the Calgar€ambridge guide to structure ¢ 119/203 81/203 2/203 1/203
patient centred consultation 58.5% 40% 1% 0.5%
identify the skills, knowledge and behaviours necessary to conduc 127/204 71/204 5/204 1/204
effective patient centred consultation 62% 35% 2.5% 0.5%
list questions that can be used during a structured patient cent 126/204 771204 1/204 0
consultation 61.8% 37.7% 0.5% 0%
conduct a structured patient centred consultation 125/205 77/205 2/205 1/205
61% 37.5% 1% 0.5%

FocusGroupy d®o’2 6y I HMKHHTO 2F (NI AySSa 6Kz KIFIR FGdGdSyRSR (KSapdiedd Ay Ay 3
their learning includedrapport: d L | £ g @& YI 1S | .IB#iani Seerd MoreRrizidly and beldulEteniyigkand asking [rather

than telling]: & hdve found out information from the patient that was very relevant as to why their treatment had failed ame mdse had listened

2NJ a1 SR | ye& | dzSa i A febting thekphtiént d6an Rqual exgert:di o aipkitieni who Preferred..herbal medicines. | had to
understand her perspectivé,. encouraging patient responsibility for decisioné: now ask Is there anything you could do to help you remember to

take your medicings ¢ ¢ N3aill §h&) eeded more support to manage complex consultations e.g. mental health patients [beyond the scope of

the original session].

Discussion and Conclusions

The majority of trainees believed the learning outcomes for the session were met. Qualitatavérom the evaluation form supported this finding
with trainees giving examples of applying their learning during the session and being ready to adopt a patient centrechdpproasultations.
Focus group discussions demonstrated that trainees teties! adopting a patient centred approach with potential for delivering improvements in
medicines optimisation. A limitation is potential bias towards positive examples of application of the learning due ® tfa sslf selected sample
for the focusgroups. Additional training could address challenges to patient centred approaches e.g. short consultations and maragsgvipati
complex needs and conditions.
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57. An Audit to Assess the Quality of Rivaroxaban Prescribing at Medway NHS Foundation Trust
Wallis E, Austin AMedway NHS Foundation Trust

Introduction

There has been multitude of prescribing errofsinvolving the New Oral Anticoagulants (NOACs) at Medway NHS Foundation Trust (MFT) from
October 2013 to May 2014. Between 1 and 5 errors were reported each month. Many were potentially serious and a patigdatated which

may have been attributed to the eorescribing of dabigatran with dalteparin and an antiplatelet. Consequently, it was decided that rivaroxaban
g2dzZ R 0SS GKS 2yt& bh! / 2anddior Kdy B0ll4Sivafoyabaa mrdsQibing WalNdvedzitantNdEtiated only. Rivaroxaban

was also removed from ward stock. The pharmacy department embarked on a major educational programme for medical antafilisingpsove

their knowledge on rivaroxaban prescribing

Aim
To assess whether any rigaaban prescribing errors occurred in July 2014 and to ascertain the type of errors made. To identify if NOAC training has
reduced the number of rivaroxaban prescribing errors at MFT.

Objectives

1  All patients newly prescribed rivaroxaban should have bessaltant initiated and this documented in the medical notes.

1  All patients should have the correct dose of rivaroxaban prescribed for the indication for treatment as per the Summaguof Pr
Characteristics (SPC)

1  All patients converted from daltepario rivaroxaban should have a 24 hour gap between the last dose of dalteparin administered and the first
dose of rivaroxaban.

1  All patients prescribed rivaroxaban should not have any concomitant anticoagulants prescribed.

1 All patients prescribed rivaroxabahould not have any doses omitted unless there is a clinically significant reason.

Method
The audit was conducted fron¥t1o 31t July 2014. A data collection table was designed and distributed to ward pharmacists. Pharmacists were asked
to complete the table for any patient prescribed rivaroxaban. Information was recorded on:
1  whether or not the patient was newly initiated
1  dosesprescribed
1  concomitant anticoagulants or antiplatelets prescribed
1  conversion of dalteparin to rivaroxaban
1  omitted doses.
The usage of rivaroxaban from the pharmacy emergency drug cupboard (EDC) and the number of Datix incidents were alsg. fatmore
approval was not required.

Results

19 patients were audited. There was an approximate equal split between new and existing patients with the majority (89¥betaial patients.

Out of 10 newly initiated patients only 1 (10%) was not initiated byrswaitant. One patient (5%) out of 19 had an incorrect dose of rivaroxaban
prescribed. 8 newly initiated patients were converted from dalteparin to rivaroxaBdrihese 8 patients, 3 (38%) were not given a 24 hour gap
between the last dose of dalteparin awhistered and the first dose of rivaroxaba@ne patient (5%) out of 19 had a concomitant anticoagulant
(fondaparinux) prescribedl patient (5%) was cprescribed an antiplatelet. The combination of rivaroxaban with aspirin was appropriate and was
not dassed as a prescribing errdiwo patients (11%) had doses of rivaroxaban omitted. One was prescribed rivaroxaban for atrial fibrillation (AF)
and had 7 doses omitted with no documented reason as to why. The other patient was prescribed rivaroxahameaues pulmonary embolism

(PE) and missed one dose due to awaiting pharmacy to order.

Only one Datix incident report relating to rivaroxaban prescribing was filed in July. The incident related to an omitt#fdidasexaban for a patient
with a venais thromboembolism (VTE) as no administration time had been documented on the drug chart.

Discussion

Only a small number of patients were audited. Possible reasons for this included a reduction in the prescribing of rivdotiealag increased

awareneas amongst clinicians of prescribing errors that had occurred, and lack of reporting by pharmacists. No audit data wad fabmihe

AGNRB1S 6 NR 6KAOK FTNBIljdSyidfe dzaSa NRGINBEI 6 y o githatSlinivianwend Jariiltar wahF LI ( A
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15mg twice daily for 21 days despite the VTE occurring a year agon@iésiufrom the SFGhat a loading dose is only necessary for 21 days post
diagnosis, therefore this is not a significant error. Many Datbidents prior to rivaroxaban training involved patients prescribed incorrect doses for

their indications e.g. 1fg daily instead of twice daily, for PE. Thus this audit shows a vast improvement in terms of correct doses prescribed. Howev

the audit identifies that further learning is required around converting patients from dalteparin to rivaroxaban. All patierited were prescribed

rivaroxaban for AF. The dose of dalteparin was not documented on the data collection form and therefore the bleedingoiskecdrtermined.

For future audits this data should be collated as well as the exact time lag betwedsstidose of dalteparin and the first dose of rivaroxaban. The

error rate of anticoagulant eprescribing was low. This was significant as a number of'Daprrts had involved the eprescribing of dalteparin

with rivaroxaban. Further guidance is reigd for clinicians managing patients with acute coronary syndromes who are prescribed rivaroxaban prior

to admission. A small number of patients had omitted doses of rivaroxaban. No dose of rivaroxaban should be missed iéppesiaibed for DVT

or PE. All strengths of rivaroxaban are stocked in the pharmacy EDC. No stock of rivaroxaban was taken from the pharmaoy HINC2004.

The prescribing of rivaroxaban at Medway NHS Foundation Trust has markedly improved most likely duedtaatien of medical and nursing
staff. This will be enhanced further when simulation training involving NOACSs and the bleeding patient will be deliveedidiFteaching sessions
in September 2014. The 2 main areas that need further improvemenharaeed for a 24 hour gap between dalteparin and rivaroxaban and omitted
doses.
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58. A randomised controlled trial comparing the East of England Unified Drug Chart (EE UDC) with the
Royal College dPhysicians (RCP) recommended Drug Chart
Willimott H a, Wright D b, Farrow C a, Brett, B dlorfolk & Norwich University Hospitals NHS Foundation Trust, UK. b School of Pharm
University of East Anglia, UK. ¢ James Pagieetsity Hospital NHS Trust

Introduction

A substantial proportion of medication errors reported to the National Patient Safety Agency are related to presdribihg UK a recent study in acute
hospitals the rate of prescribing errors was found to be 8.9Pke use of differenprescription charts and therefore the need to learn a new set of rules for

their completion in every hospital has been cited as a factor contributing to these ®riidnis is supported by a study in Queensland Australia where
implementation of a standardrug chart led to a reduction in prescribing errors

In 2014 a multidisciplinary team from hospitals across the East of England began a project to produce a unified chaftl thatused in acute Trusts but also

in mental health and community hospigalThe EE UDC drug chart was developed following consultation of over 1000 healthcare staff from 20 Trusts across
the East of England. Over 30 drug charts from the UK along with some international examples were reviewed during the process.

Part way throu@ development of the EE UDC the RCP made a recommendation for an existing UK chart to become the standard chart fspitdldJK ho

Objectives
To compare use of the EE UDC against the RCP recommended chart among a naive population of junior Doespsavii;

T Accuracy of chart completion
1  Appropriate location of information
1 Appropriateness of information recorded
1 Usability with respect to amount of space available for completion and user opinions
T Completion time
Method

Two matched sets of two prescribing scenarios were developed, the first set were based on an admission clerking, thetsbasad en amending or
stopping medicines on an existing chart. Higtk areas of prescribing were incorporated throughout therseios.

Twentysix newly qualified Doctors were randomly allocated to complete four scenarios each (two using the EE UDC and two @hgtthet)RTo reduce
any effects of familiarity and fatigue the order each Doctor completed the scenarios andicimehart were varied.

Each completed chart was assessed according to the study objectives. Consistency in marking was achieved by using nodabiangegeendent double
checking.A percentage correct score was calculated by dividing the numbeitafi@ achieved by the total number of criteria which could have been met and
multiplying by 100. 95% confidence intervals were calculated and where no overlap was identified the two sets of resultsemect to be significantly
different. Qualitativefeedback regarding use of the two charts was collected at the end of the session.

Ethics approval was deemed to not be required as the project was considered to be part of a service development.

Results

26 doctors competed the user testing. The percgetaorrect score for each of the initial objectives by chart and scenario type are shown in figure 1. Completion
times for each scenario were not statistically different between the two charts.

In the associated qualitative feedback 100% of testers thothighEE chart supported safer documentation of prescriptions and 88% found it easier to use than
the RCP chart.

Figure 1: % Correct Scores: EE UDC Vs RCP recommended chart, (*significant difference)
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Discussion

Quality of completion was found to bedh for both charts when used by naive Doctors. Importantly the EE UDC was not found to be inferior to the RCP
recommended chart with respect to safe and accurate prescribing or completion times. User Feedback relating to usabdityearet! safety faaured the

EE UDCDetailed analysis of scenario completion has shown the main advantage of the EE UDC to be a layout that allows sufficienabijthe required
information to be clearly documented. Compromised space to write key information sudfugsrame or dose may encourage use of made up or unsafe

I 60oNBGAlIGAZya &adzOK & WL!Q Ay&adSFR 2F WdzyAdaQo 9 Edjaghin wittvthefpétentdINg leadjtdzl & K S R
administration and/or dispensingers.

The EE UDC also appeared to be superior with respect to promoting all the required information being present. This wasohty&geificant for the
scenarios focusing on amending an existing prescription and was likely to be due to poor emngildte dose amendment feature of the RCP chart. Significant
limitations that should be noted include small sample size, the fact that it is impossible to recreate real life presdasssdnrbased scenarios and that by
providing scenarios the tests had to be given all the required information. The benefit of set fields in the EE chart to prompt for required inforfeafio
indications and stop / review dates for antimicrobials) may therefore have been diluted.

As scenario testing has discoveneo significant design flaws it is recommended that the EE chart is now piloted in a real life environment.
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59. An audit on the use of MaPPs (Medicines: A patient profile summary) leaflets on discharge from hospital
Zamir. A, Pharmacy department, Surrey and Sussex NHS Healthestre

Introduction:

In 2012 a local inpatient survey found that only 40% of patients received information on new medication in an accessitlatfdischarge,
(supported by 45% in the Empathica sufvpps a result of this a local CQUIN (CommisgioieinQuality and Innovation) payment framework was
set up. This stated that 95% of patients should receive verbal/written information, where appropriate, from staff (madisialg npharmacy) at
discharge if any changes to their medication has takeneptiuring their admission to hospital. This included medication type, dose, side effects,
regime, route and frequency. This led to the business proposal of implementing MaPPs leaflets and supplying on?discharge

In 2014 the MaPPs programme was launched to help meet our local CQUIN target as limited medicines information was @paitenits tin an
accessible format. The MaPPs system contains concise information for over 5000 medicines, providing a surhmépeodt drug, use of drug,
main side effects and major cautions and contraindications. It uses patient friendly language and summarises each drug50 eloods. The new
process implemented in the discharge process involved issuing a MaPPs teafiehtpatient discharged on new medicines. The utilisation of this
new service needed to be audited to ensure patients were gaining benefit and the hospital was utilising this new resicientyeft is a high
priority for the Trust, especially thekpk NI 0& RSLI NI YSy iz (2 SyadaNB (GKS adaiasSy Aa 2LIAYAAA
meeting our CQUIN target.

Objectives:

The standards set for the audit were as follows:

1. 100% of patients/carers should receive a dischargetett

2. 100% of patients started on a new medication should be issued with a MaPPs leaflet on discharge

3. 100% of patients should have new medication explained to them on discharge using the MaPPs leaflet

4. 100% of patients/carers should understand the purposeew medications and side effects from the MaPPs leaflet on assessment, 2 weeks post
discharge.

5. 100% of patients find the MaPPs leaflet contains beneficial information on both medication use and side effects

Method:

A data collection form was designéalcollect all the relevant data. A pilot was conducted on AMU (acute medical unit) as well as completed by the
discharge team for 2 days. Data was then collected for one week from 7th July 2014 to 11th July 2014 for all patiergedizctreaw medicadin
during pharmacy working hours. The following exclusions were applied: patients for whom there was a medication dose afiemge;ggmmenced
on an unlicensed medication, palliative care patients, children and adults subject to safeguarding camckpatients cared for on the Intensive
care (ITU), high dependence u(titDU) and neonatal unit (NNU.).

Data was collected by ward pharmacists and summer students using the amended collection tool. 90 patients were captgredtdirailection,
whichexceeded the intended 50. Results were then analysed. From the patients issued a MaPPs leaflet a minimum of 30 wedbtolpesetected
and contacted 2 weeks post discharge for a follow up telephone questionnaire using the designed form. Consentedid to be obtained at this
point for the follow up, and all patients randomly selected were screened by the audit department for appropriatenesscbefarting. Patient
consent was gained when speaking to patients on the phone. Ethics approvabtweseded for this audit.

Results:

90 patient discharges were recorded during the 1 week data collection period from which only 73% (66) of patients rédaREd kaflet. Leaflets

were not issued due to time constraints and the MaPPs system notimgpdk containing inappropriate indications for the medications. From the 66

patients issued a MaPPs leaflet 30 (45%) were counselled by the pharmacist and 36 (55%) by the nurse. 40 patients whreettdedhfor a

follow up questionnaire andonly B 8 L2 Y RSR® owS&LRyaS NI GSTrrpmsro0 m: 2F LI GASYyd&a F2dzyR
ok: 2F LI GASyida F2dzyR AG (G2 0S8 WdzaSFdzZ QX nm: ¥F2dzy R skrdm tNedelephSne K (i dza
questionnaire are shown in Table 1 below.

Table 1: Qestions and responses to the telephone questionnaire 2 weeks post discharge (n=30)

Number Question asked Responsg%)
Yes No
1 Did you receive a discharge letter 97 (n=29) 3 (n=1)
2 Were yougiven a MaPPs leaflet on discharge 93 (n=28) 7 (n=2)
3 Did a staff member go through the MaPPs leaflet with you 83 (n=25) 17 (n=5)
4 Do you think the MaPPs leaflet explained new medication clearly 93 (n=28) 7 (n=2)
5 Do you think the MaPPs leaflexplained side effects clearly 93 (n=28) 7 (n=2)

Discussion and conclusion:

Only 97% (29/30) of patients received a discharge letter which indicates the discharge process needs to be reviewed.bEhduenay poor
communication on discharge, as letters may be handed to patients in the bag without notifying them. 73% (6§J@t¢rds started on new
medication were issued out a MaPPs leaflet on discharge. This did not meet the second standard and reasons includedréimts eomsthe IT

system not working or having the correct information. This shows the MaPPs systemtodmdassessed to ensure all indications of medications

are listed and it is easily accessible from all areas of the hospital. Training the nursing staff to produce and issleafléa$&s discharge may help

meet our 100% standardresponse rate for the questionnaire was good at 75% (30/40), however due to a small sample size the validity of the results
may not be significant and may not provide a true reflection of the impact the MaPPs leaflet is having on dischargelivitati@r was the narrow

time scale for this audit and undertaking a telephone questionnaire, only a small sample of patients could be contacied ésnié consuming,

thus a postal questionnaire could be done in the future to provide a better scope andhdettiback from a larger patient group.

100% of patients were explained their medication on discharge. Only93% (28/30) of patients understood the purpose ofritelications and

side effects 2 weeks post discharge. This may have been due to pati¢mtsing able to recall a member of staff going through it with them or staff
y2i O2dzyaSttay3ao !tf LI GASylda F2tf26SR dzZl) 0K2dzZaAK{G (skstein is beediciabals t t & S
scores for medication counsely) improved. Overall the audit results showed that when MaPPs leaflets are provided on discharge, they help patients
understand the new medication they were prescribed and they found it to be beneficial for the discharge service. A yamatly skeouldbe
undertaken to ensure continual compliance and improvement, with this system.
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