
                                    

 

 
 

 
 

Guild of Healthcare Pharmacists and 
United Kingdom Clinical Pharmacy Association 

 

 
 

11th Joint National Conference 
Lifting the Lid: Facing the difficulties of maintaining 

and enhancing standards 
 
 

 

ABSTRACTS 
 

 
 

 
 

The Queens Hotel, Leeds 
Friday 15th to Sunday 17th May 2015 

 
 
 
 

 



 

 
 

 

Poster Presentations index 
  

Poster 
Number 

Poster Presentations 

  
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 Pharmacy Service, Edinburgh 

2 The Role of an Independent Prescribing Clinical Pharmacist in Rationalising Medications Prescribed to Frail Elderly 
Patients Admitted to the Acute Frailty Unit at Chesterfield Royal Hospital - Agus R, Braithwaite A, Duffin C, Pharmacy 
Department, Chesterfield Royal Hospital NHS Foundation Trust, Chesterfield 

3 Safe and secure handling of medicines in community services clinics ς Ŏŀƴ ǳƴŀƴƴƻǳƴŎŜŘ ΨǎǇƻǘ ŎƘŜŎƪǎΩ ƘŜƭǇΚ - Asiain N, 
Central Manchester University Hospitals NHS Foundation Trust (CMFT), Manchester 

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 Health NHS Trust, London 

5 An evaluation of the impact of a multidisciplinary review of medication in care homes on hospital admissions, out-of-
hours and GP visits - Barrett S, Baqir W, Learmouth M, Hughes J, Desai N, Copeland R, Campbell D, Laverty A., 
Northumbria Healthcare NHS Foundation Trust. 

6 {ǳŎŎŜǎǎŦǳƭ ƛƳǇƭŜƳŜƴǘŀǘƛƻƴ ƻŦ Ψ{ŜǇǎƛǎ сΩ ōǳƴŘƭŜ ƛƴ ǘƘŜ ƳŀǘŜǊƴƛǘȅ ǳƴƛǘΤ ŀ Ƴǳƭǘƛ-disciplinary quality improvement project 
Benn, C; Stapleton C; Lanzman, M; Royal Free London NHS Foundation Trust, London 

7 The Introduction of Pharmacist-Led Peri-ƻǇŜǊŀǘƛǾŜ !ƴǘƛŎƻŀƎǳƭŀǘƛƻƴ .ǊƛŘƎƛƴƎ /ƭƛƴƛŎǎ ŀǘ {ǘ WŀƳŜǎΩ IƻǎǇƛǘŀƭΣ [ŜŜŘǎ - 
Blow, S. E, Akbar, R., Pharmacy Department, Leeds Teaching Hospitals NHS Trust, Leeds 

8 An Audit Assessing the Compliance with National Guidance for extended Venous Thromboembolism Prophylaxis in 
Patients Undergoing Major Abdominal Cancer Surgery at University Hospital Aintree NHS Foundation Trust - Brady A., 
Brennan C. and Arthur J. Aintree University Hospital NHS Foundation Trust, Liverpool. 

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 K., Pharmacy Department, Harrogate District Hospital 
NHS Foundation Trust. Harrogate 

10 Formulation of a 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. Brighton & Sussex University Hospitals NHS Trust 

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, Robinson, G, 
Wright, P, Antoniou, S., Barts Health NHS Trust, London 

12 Adherence to preventative measures for Never Events: wrong route medication - Dhadwal E, Aguado V, Oborne CA., 
DǳȅΩǎ ŀƴŘ {ǘΦ ¢ƘƻƳŀǎΩ bI{ CƻǳƴŘŀǘƛƻƴ ¢ǊǳǎǘΣ [ƻƴŘƻƴ 

13 A pilot study of hospital prescribing error feedback by pharmacist - Dickson F1, Kinnear M1, Coll A1, Weidmann AE2, 1. 
NHS Lothian Pharmacy Service, Royal Infirmary of Edinburgh,2. Weidmann AE2, Pharmacy Faculty, Robert Gordon 
University, Aberdeen 

14 Adherence of Pharmacists to the Lithium Standard Operating Procedure: A clinical Audit - Mader Eloff, Emma Gray. 
Norfolk and Norwich University Hospital 

15 What is the effect on pre-registration pharmacist OSCE pass/fail scores when a specific and weighted communication 
skills assessment is used? - L.J McEwen-Smith, G.S Fleming, Health Education Kent Surrey Sussex, Haywards Heath 

16 An audit of hypersensitivity reactions following subcutaneous trastuzumab (Herceptin®) injection - Foreman E*, 
Waters C#, *Brighton & Sussex University Hospitals NHS Trust (BSUH), #East Kent Hospitals University NHS Foundation 
Trust 

17 A retrospective audit of the prescribing of oral iron against recommended standards in a small acute hospital over a 4 
month period - Mc Garry, N, Galway, M., Mater Infirmorum Hospital, Belfast Health & Social Care Trust 

18 Winter pressures add a clinical pharmacist to the emergency department (ED) - Gotel U1, Henderson K2, Hill J2, 
1Pharmacy Department, 29ƳŜǊƎŜƴŎȅ 5ŜǇŀǊǘƳŜƴǘ DǳȅΩǎ ŀƴŘ {ǘ ¢ƘƻƳŀǎΩ bI{ CƻǳƴŘŀǘƛƻƴ ¢Ǌǳǎǘ 

19 Implementation of a Clinical Pharmacy Service and Near-Patient Dispensing to a Chemotherapy Day Ward -  
Purcell, S., Allen, R., Hale, K. Pharmacy Department, Wirral University Teaching Hospital NHS Foundation Trust, Wirral 

20 An Audit of missed doses of medications at Newham Centre for Mental Health (NCfMH) - Halliday,E , East London NHS 
Foundation Trust, London 

21 Community Pharmacist: Making an impact on stroke prevention - Hamedi N1,2, Levitan M3, Begley A2, Antoniou S1,2, 
1Barts Health NHS Trust, 2UCLPartners, 3Middlesex Group of Local Pharmaceutical Committees 

22 Development and Implementation of an All Wales Medication Safety Indicators Reporting System - 1Harries J, 
1Townsend M, 2Williams R, 1Cwm Taf University Health Board (CTUHB), Llantrisant, 2Abertawe Bro Morgannwg 
University Health Board (ABMUHB), Swansea 

23 Transfer of care study: A study investigating the effect of sending the details of patients' discharge medications to 
their community pharmacist on discharge from hospital - Hockly MK; University of Brighton and Brighton and Sussex 
University Hospitals NHS Trust; Brighton.  Marcus Allen; University of Brighton. 

24 Preventing hospital admissions: Evaluation of the Pharmacy Reablement Service - Howard RL1, Honeywell G1, Warner 
JG2, Noble KA2., 1. Isle of Wight NHS Trust, Newport, Isle of Wight. 2. Pinnacle Health Partnership, East Cowes, Isle of 
Wight. 

25 Review of Pharmacist independent prescribing in a secondary care setting - Al-Modaris I, Ioannides C., Pharmacy 
Department, Chesterfield Royal NHS Foundation Trust. Chesterfield 

26 Learning to lead in hospital pharmacy - Ireland, H. South West Medicines Information and Training, Bristol. 

27 Identifying the learning and development needs of registered pharmacists across different hospital settings ς  
Kapadia, T, and Singal, R, Barts Health NHS Trust, London 

28 An evaluation of practicalities and options available for delivering the self-administration of insulin agenda: Action 
beyond the NPSA - Kavanagh S, Thomas N, Sheffield Teaching Hospitals NHS Foundation Trust. Sheffield, South 
Yorkshire 

  



 

 
 

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. 

30 Improving Medicines Management for Anaesthetists working in Pre-Hospital Emergency Medicine (PHEM) ς  
Marson V*, Bevan F*, Bednall R*, Thomson S* and Nash M#, Departments of Pharmacy*, Anaesthesia#, University 
Hospital of North Midlands (UHNM) NHS Trust, Stoke-on-Trent 

31 Foundation Doctor - Pharmacist Buddy Scheme: Evaluation of a Successful Programme - McCartney C BSc(Hons) MSc 
MRPharmS.  Sadasivam S MBBS MRCGP MClinEd., Shaw F Mpharm(Hons).  Henry A BSc(Hons) MPhil MRPharmS., 
County Durham and Darlington NHS Foundation Trust 

32 Do Foundation 1 doctors value training sessions delivered by Pharmacists? - McFarlane F, Hodgkinson R, Duffy M.  
Wirral University Teaching Hospitals NHS Foundation Trust 

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

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 

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 Trust (HDFT), Harrogate, * Yorkshire and Humber 
Commissioning Support Unit, Harrogate 

36 Accuracy of Chemotherapy Prescribing on Haematopoietic Stem Cell Transplant Prescriptions - Musallam, A.L., 
Kirschke, S., Imperial College Healthcare NHS Trust, London 

37 Using the Guardrail "smart" infusion devices in Critical Care: What are the views of the users? - Negandhi P; Shah S; 
Fischer A., Royal Brompton and Harefield Hospital NHS Foundation Trust, London, United Kingdom. 

38 The use of Always Events in a ǎǳǊǾŜȅ ƻŦ ƛƴǇŀǘƛŜƴǘǎΩ ŜȄǇŜǊƛŜƴŎŜǎ ǿƛǘƘ ǘƘŜƛǊ ƳŜŘƛŎŀǘƛƻƴ ŀƴŘ ǘƘŜ ŎƭƛƴƛŎŀƭ ǇƘŀǊƳŀŎȅ 
service - Onatade R, Gujral S, Phul N, Pamanathan K, Torku A, Sawieres S and Oputu T 

39 Multi-Drug Resistant Tuberculosis Monitoring Guidance: Are we following the national guidelines? - Parmar S, Singal 
R, and Khachi H., Respiratory Pharmacy Department, Barts Health NHS Trust, London  

40 An audit of adherence to NPSA (National Patient Safety Agency) report alerts on insulin prescribing and administration 
- Patacconi, K and Purcell, J; Norfolk and Norwich University Hospital (NNUH), Norwich 

41 An audit of the number and types of medication-related interventions made by pharmacists when clinically screening 
inpatient prescriptions at Northwick Park Hospital - Patel G, Jivraj M, Sanghera I. London North West Healthcare NHS 
Trust 

42 Evaluation of a Medication Review Project in Care Homes in Sefton - Ramsbottom H, Prescott B. Southport and 
Formby/South Sefton Clinical Commissioning Group 

43 Evaluation of pharmacist contributions to the care of inpatients in Community Hospitals - Rogers T, Livingstone C, 
Nicholls J, Wolper S. NHS Specialist Pharmacy Service, England. 

44 The LAST NHS Pharmacy Staffing Establishment and Vacancy Survey What trends have occurred over the last seven 
years? - Sanders, S, Bollington, L and Sharott, P, on behalf of the NHS Pharmacy Education and Development 
Committee 

45 Ψ/ƭƛƴƛǇƘŀǊƳǎΩ- A User Evaluation for Medicines Information - I. Scott, C. Heywood, K. Want- Norfolk and Norwich 
University Hospital 

46 !ƴ ŀǳŘƛǘ ǊŜǾƛŜǿƛƴƎ ǿŀǎǘŀƎŜ ƻŦ ŀŘǳƭǘ ǇŀǊŜƴǘŜǊŀƭ ƴǳǘǊƛǘƛƻƴ ōŀƎǎ ŀǘ YƛƴƎΩǎ /ƻƭƭŜƎŜ IƻǎǇƛǘŀƭ NHS Foundation Trust ς  
Shah, S*; Callaby, H*; Vincent, R*; Dubois, P*; Hoey, S*, *Kings College Hospital NHS Foundation Trust, London 

47 Uptake and impact of smart infusion pump technology in a cardiothoracic intensive care unit three years on from its 
implementation - Shah S1; Fischer A1 ; Hunter D2, 1 Pharmacy Dept, Royal Brompton and Harefield Hospital NHS 
Foundation Trust, London,2 Anaesthetics and Adult Intensive Care, Royal Brompton and Harefield Hospital NHS 
Foundation Trust, London 

48 Impact of Introducing Smart Infusion Pump Technology on Intravenous Medication Errors in Critical Care Areas ς  
Shah S; Hanna C; Fischer A. Pharmacy Dept, Royal Brompton and Harefield Hospital NHS Foundation Trust, London, 
United Kingdom 

49 Reducing the risk of overdose with midazolam injections - Shemirani, R and Ajibodu, S, University College London 
Hospitals NHS Trust 

50 Care by Optimising Medicines for Elderly patients on care Transfer (COMET) - Smith H, Tweed J, Skitt S, Fox G, Leeds 
Teaching Hospitals NHS Trust (LTHT), Leeds 

51 Enhancing patient care through total integration of pharmaceutical care into the multidisciplinary team in an acute 
trust - St. Clair Jones A1, Hills E 2,  Smith M3, (1Lead Pharmacist Gastroentrology, 2 Inflammatory bowel disease (IBD) 
Nurse Specialist, 3 Gastroenterologist, IBD lead), Brighton and Sussex University Hospitals (BSUH) NHS Trust, Brighton 

52 Can You Read the Label?  How a pharmacy department improved access and adherence to medication for individual 
patients - Lim, E and Storey, L, Pharmacy Department, Newcastle Upon Tyne Hospitals NHS Foundation Trust, 
Newcastle 

53 Implementation of a referral tool for screening patients for pharmaceutical care by pharmacy technicians in a 
paediatric medical acute receiving unit ς a pilot - Stuart ZE1, Kinnear M1, 2 and Mullen AB2, 1NHS Lothian Pharmacy 
Service, Royal Hospital for Sick Children, Edinburgh and 2University of Strathclyde, Glasgow. 

54 Improving the service to outpatients attending the main dispensary at the University Hospital of Wales (UHW) -  
Turner, H1, Way, C1 and Browne, C2., 1Pharmacy Directorate, Cardiff and Vale University Health Board, 2School of 
Pharmacy and Pharmaceutical Sciences, Cardiff University, Cardiff. 

55 The role of the pharmacy team in reducing readmissions: general medical patients eligible for NMS not found to be at 
increased risk of readmission - Upton, S a, b., Culshaw, M b., Stephenson, J b. a Calderdale and Huddersfield NHS 
Foundation Trust, West Yorkshire, b University of Huddersfield, West Yorkshire 

56 From Classroom to ConsultationςThe Impact of Patient Centred Consultation Skills Training on practice - Varia, S. 
Middleton, H. London Pharmacy Education and Training, London 

57 An Audit to Assess the Quality of Rivaroxaban Prescribing at Medway NHS Foundation Trust - Wallis E, Austin A, 
Medway NHS Foundation Trust 

58 A randomised controlled trial comparing the East of England Unified Drug Chart (EE UDC) with the Royal College of 
Physicians (RCP) recommended Drug Chart - Willimott H a, Wright D b, Farrow C a, Brett B c, a Norfolk & Norwich 
University Hospitals NHS Foundation Trust, UK. b School of Pharmacy, University of East Anglia, UK. c James Paget 
University Hospital NHS Trust 

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 Healthcare Trust 



 

 
 

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 Pharmacy Service, Edinburgh 

 

Introduction 
Prescribing errors are a priority for improving patient safety. Foundation doctors (FY doctors) undertake the majority of prescribing and are responsible for 
more errors than senior colleagues.1,2 ¢ƘŜ IŜŀƭǘƘ .ƻŀǊŘΩǎ Golden Rules for Prescription Writing (Golden Rules) specify 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 in 40 patients. Prior to the intervention (Nov 
2014), the tool was applied to a convenience sample of 394 patients across 40 wards with FY doctors at three teaching hospitals. Data was analysed using 
Microsoft Excel® and the results incorporated into an interactive education session delivered to FY doctors at each 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 doctors. Approximately four weeks after 
the intervention, the criteria were applied to 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 indicator. ΨtǊŜǎŎǊƛǇǘƛƻƴ ŎƘŀǊǘ ŎƻƳǇƭŜǘŜŘ ƛƴ ŦǳƭƭΩ ǿŀǎ ŘŜŦƛƴŜŘ ŀǎ ƳŜŜting all of the Golden 
Rules (patient details, allergy status and prescribing requirements for all medicines). Subgroup analysis was performed on medicines with documented 
verification by a pharmacist and high risk medicines.3 Data was compared using Chi-square test. Research Ethics approval was not required. 
 
Results 
Table 1 details adherence to audit criteria pre-intervention (394 patients, 3443 medicines) and post-intervention (235 patients, 2342 medicines).  

Audit criteria Pre-intervention Post-intervention 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 
tǊŜǎŎǊƛōŜǊΩǎ ƴŀƳŜ ǇǊƛƴǘŜŘ ƭŜƎƛōƭȅ 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 
Overall adherence 

38791 
33150 

 
85.5 

26367 
23242 

 
88.1 

 
<0.001 

Table 1: Adherence to Audit Criteria  
 
Pre-intervention, no prescription charts were completed in full and 915 (26.6%) medicines met all applicable audit criteria. Post-intervention, one (0.4%) 
prescription chart was completed in full and 853 (36.4%) medicines met all applicable audit criteria (p<0.001). Of high risk medicines, 142/482 (29.5%) met all 
applicable criteria pre-intervention increasing to 98/263 (37.3%) post-intervention (p=0.036).  
Pre-intervention, 206/771 (26.7%) medicines with documented verification by a pharmacist met all applicable criteria compared to 711/2672 (26.6%) which 
were not signed by the pharmacist (p=1.000). Post-intervention, 174/353 (49.3%) medicines with documented verification by a pharmacist met all applicable 
criteria compared to 643/1989 (32.3%) which were not signed by the pharmacist (p<0.001).  
Discussion during the education session indicated FY doctors were aware of their common Golden Rule breaches; citing contributing factors of workload, 
pressure from nursing staff, prescription chart design and disagreement 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 educational intervention. The current 
prescription chart used within the Health Board has limited space for printing names and the extra information required with Ψŀǎ ǊŜǉǳƛǊŜŘΩ ŀƴŘ ŀƴǘƛƳƛŎǊƻōƛŀƭ 
therapy. Unacceptable route abbreviations were common with oral therapy and 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 prescriber and provide effective feedback - a 
recommendatƛƻƴ ǿƻǳƭŘ ōŜ ǘƻ ŎƻƴǎƛŘŜǊ ƴŀƳŜ ǎǘŀƳǇǎΦ tǊŜǎǎǳǊŜ ŦǊƻƳ ƴǳǊǎƛƴƎ ǎǘŀŦŦ ǘƻ ǇǊŜǎŎǊƛōŜ ōȅ ƳǳƭǘƛǇƭŜ ǊƻǳǘŜǎΣ ǇŀǊǘƛŎǳƭŀǊƭȅ ǿƛǘƘ Ψŀǎ ǊŜǉǳƛǊŜŘΩ ŀƴŀƭƎŜǎƛŎǎ ŀƴŘ 
anti-emetics, suggests educational interventions should be delivered wider than the medical team. Current systems across all healthcare settings for clinical 
documentation of allergy status are suboptimal. Those prescribing and administering medicines need to know allergy status and recording should be 
standardised. Progression of a national paper prescription chart may 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 pharmacist-verified prescriptions may result from prioritising 
resolution of errors considered to be higher severity than Golden Rules deviances.  
Limitations included not delivering face-to-face educational interventions to all FY doctors due to shift patterns and the sample of prescriptions not being 
exclusive to FY doctors. The study findings will be disseminated to multidisciplinary stakeholders and a multifaceted toolkit developed for further evaluation.  
 
References 
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(PROTECT) Study. PLoS One. 2014;9(1):e79802 
3. Healthcare Improvement Scotland and NHS Scotland. Scottish Patient Safety Programme. http://www.scottishpatientsafetyprogramme.scot.nhs.uk/ 
(Accessed 30 Mar 2015)  
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2. The Role of an Independent Prescribing Clinical Pharmacist in Rationalising Medications Prescribed to Frail Elderly Patients Admitted to the 
Acute Frailty Unit at Chesterfield Royal Hospital 

Agus R, Braithwaite A, Duffin C, Pharmacy Department, Chesterfield Royal Hospital NHS Foundation Trust, Chesterfield 

 
Introduction 
Polypharmacy is an almost inevitable consequence of ageing. Elderly people tend to have several co-existing medical problems and are prescribed 
multiple medications1. Older age is associated with changes in pharmacokinetics and pharmacodynamics, placing this patient group particularly at 
risk of adverse drug reactions2. There is also a link between polypharmacy and falls3. ¢ƘŜ ά{ƛƭǾŜǊ .ƻƻƪέΣ vǳŀƭƛǘȅ /ŀǊŜ ŦƻǊ hƭŘŜǊ tŜƻǇƭŜ ǿƛǘƘ ¦ǊƎŜƴǘ ŀƴŘ 
Emergency Care Needs (2012), states that an acute crisis in a frail, older person should trigger a structured medication review, with a focus on 
identifying inappropriate prescribing, 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 Prescribing Pharmacist working closely 
with physicians to optimise and rationalise drug treatment. This includes stopping any medication deemed to be inappropriate or contributing to the 
ǊŜŀǎƻƴ ŦƻǊ ƘƻǎǇƛǘŀƭ ŀŘƳƛǎǎƛƻƴΣ ŀǎ ǿŜƭƭ ŀǎ ǎǘŀǊǘƛƴƎ ƳŜŘƛŎŀǘƛƻƴ ŀǇǇǊƻǇǊƛŀǘŜ ǘƻ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŎǳǊǊŜƴǘ ŎƭƛƴƛŎŀƭ ƴŜŜŘΦ 
 
Method 
The Acute Frailty Unit was newly opened in January 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 Independent Pharmacist Prescriber. 
The pharmacist is an integral part of the multidisciplinary team, attending daily ward rounds, undertaking medication reviews, prescribing and 
facilitating medicines optimisation. This involves rationalisation and optimisation of drug treatment using STOPP START principles4. It also involves 
enhanced communication with primary care and rapid processing of discharge prescriptions to allow timely discharge. Data was collected by analysis 
of discharge prescriptions for each patient post discharge over the period of 1 month.  Ethics approval was not required. 
 
Results 
In the first full month of implementation, every patient had an in-depth medication review (total number of patients 69). A mean 2.1 short-term drugs 
per patient were started (total 146 drugs, of which 55 (38%) were analgesics, and 36 (25%) laxatives), and 1.5 long-term drugs were started (total 92 
drugs, of which 29 (32%) were bone protection, and 15 (16%) anaemia). A mean 0.88 medications per patient were stopped (total 61 drugs, of which 
20 (33%) were antihypertensives, and 6 (10%) were benzodiazepines/hypnotics). See Table 1 for numbers of medications started, both short-term 
and long-term, and medications stopped.   
 
Table 1 ς Numbers of medications started and stopped following medication review involving the Independent Prescribing Pharmacist  

Medication started 
Medication stopped 

Short ς term drugs Long-term 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-

blocker/digoxin) 
4 Rate control (Beta-blocker/digoxin) 3 

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 patient-centred approach to medications management for frail elderly patients, stopping inappropriate 
medication and initiating drug treatment appropriate to their current clinical presentation. Prior to undertaking 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. The majority of medication 
started was for short-term use only, in particular opioid analgesics following 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 feedback indicated that 
correcting a low vitamin D level was thought to have little impact on clinical outcomes. However, due to risk factors for vitamin D deficiency and 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 challenge; initially part 
time, the 20-bedded unit now requires full time input. Larger units would require more pharmacy time. Close collaborative 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 the assessment of the 
resulting change.  
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3. Safe and secure handling of medicines in community services clinics ς Ŏŀƴ ǳƴŀƴƴƻǳƴŎŜŘ ΨǎǇƻǘ ŎƘŜŎƪǎΩ ƘŜƭǇΚ 
Asiain N, Central Manchester University Hospitals NHS Foundation Trust (CMFT), Manchester 

 
Background 
The diverse nature and geographical spread of community services clinics presents a particular challenge to pharmacy teams working to support the 
safe and secure handling of medicines.  Risks to patients and staff can be managed by implementing local policies in line with legislation, Care Quality 
Commission (CQC) standards1 and national guidance.  The Safe and Secure Handling of Medicines: a team approach2 published by the Royal 
Pharmaceutical Society in 2005 remains the most comprehensive guidance issued to the NHS to date and together with more recent legislation forms 
the basis of our Medicines Policy.   
In addition to an ongoing staff education programme and formal self-ŀǎǎŜǎǎƳŜƴǘ ŀǳŘƛǘ ƻŦ ǎŜǊǾƛŎŜǎΣ ǿŜ ƛƴǘǊƻŘǳŎŜŘ ŀ ǎȅǎǘŜƳ ƻŦ ΨǎǇƻǘ ŎƘŜŎƪǎΩ ƻƴ 
community services clinic settings in April 2014 and examined the results for evidence of compliance with our standards.  Ethics approval was not 
required as this was an audit project. 
 
Objectives 

¶ Assess compliance with the key standards for safe and secure handling of medicines listed in Table 1. 

¶ Identify any areas of non-compliance and recommend improvements to manage medicines-related risks. 
 
Method 
Pharmacy technicians from the Community Medicines Optimisation Team carried out two waves of unannounced visits to a total of 55 clinics from 
11 different services.  Wave 1 visits took place over the period April to July 2014 and wave 2 visits took place over the period September to November 
2014.   
 
Reception staff at health centres were informed of the visits in advance in order to ensure that staff were available to show the technicians to the 
clinics.  Clinic staff did not have advance warning. 
 
The pharmacy technicians used a checklist of medicines storage and security questions to assess key standards for safe and secure handling of 
medicines and provided feedback to staff on any areas for improvement.  Data was then entered onto an Excelϰ spreadsheet and analysed by the 
Medicines Optimisation Governance Pharmacist.     
 
Results 
See Table 1. 
Table 1 Audit results 

Standard % of clinics meeting standard ς 
wave 1 

% of clinics meeting standard ς 
wave 2 

Doors to rooms where medicines are stored are access-
controlled 

100% 100% 

Key or code to medicines storage cupboards/fridges is kept 
secure at all times  

100% 100% 

Medicines are segregated, e.g. internal, external etc. 100% 100% 
All medicines are kept in lockable cupboards or lockable 
fridges 

91% 99% 

No medicines 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 only contains medicines 100% 100% 
All medicines in the fridge need refrigeration 100% 100% 
Fridge maximum/minimum temperatures are checked and 
recorded daily during working days (Monday-Friday) 

78% 100% 

There is a record of action taken if the temperature deviated 
from range 

100% 100% 

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 handling of medicines are being 
followed in practice.   
Clinic staff did not have advance warning of the visits.  While this was felt to give a more 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 give feedback 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 remained at 100% in wave 2 
compared to wave 1.  Some clinics had previously struggled to 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 unannounced but better co-ordination with reception staff 
should ensure that clinic staff are always available to answer questions.  This will also mean that a signed copy of any recommendations made can be 
left with clinic staff to pass on to their service lead.  
The spot checks will also be expanded to include any health centre rooms used by CMFT staff at any time (not just those where medicines are known 
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 Health NHS Trust, London 

 
Introduction 
Activation of the platelet glycoprotein IIb/IIIa (GPIIb/IIIa) receptor is the final common pathway leading to platelet aggregation, coronary thrombus 
formation, and myocardial ischemia.  GPIIb/IIIa inhibitors (GPI) are indicated for coronary angioplasty and for initial 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 Centre [HAC]) for primary percutaneous 
coronary intervention (PPCI) in STEMI as an off label indication.  Eptifibatide is administered as two bolus doses separated by 10 minutes with a 
continuous infusion continued for up to 24hr1 although locally it is usually stopped after 12 hours.  This allows sufficient time for oral antiplatelet 
absorption and activation to occur.  
Fabolus PRO2 demonstrated an optimal antiplatelet treatment regimen minimised the need for prolonged GPI infusion time in combination with more 
potent oral antiplatelet agents, this reduced the risk of major bleeding with 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 percutaneous coronary intervention (PPCI) 
with reduced eptifibatide 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 antiplatelet agent (ticagrelor) 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 collected prospectively on the coronary care unit (CCU) in 
April 2014 to collect 50 consecutive patients admitted with acute myocardial infarction (AMI) following the quality improvement initiative.  
Information was collected from documentation in the integrated care pathway, drug chart and cath lab report.   
 
Results 
A review of 50 STEMI patients undergoing PPCI3 revealed 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 extended infusion of GPI (see figure 1). 
 
Discussion 
Major bleeding is a significant driver for mortality following acute coronary syndrome (ACS) particularly within 30 days of ACS event4. A recent in 
house audit3 reviewing the acute management in patients admitted with STEMI (n=43) undergoing primary PPCI showed that 40 (93%) patients with 
STEMI received eptifibatide.  All 40 had a double bolus and infusion.  36 (90%) patients had their infusion running for 12 hours, 2 (5%) stopped early 
due to GI bleed and 2 (5%) received infusions for 24 hours at consultant 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 ischaemic complications due to 
insufficient antiplatelet effect.   
 
Figure 1: Chart showing financial impact of introducing a loading dose of ticagrelor allowing reduction of eptifibatide infusion.   

 
A pharmacy led initiative reviewing peri-ǇǊƻŎŜŘǳǊŀƭ ǇǊŜǎŎǊƛōƛƴƎ ƛƴ ŀƴ ŀǊŜŀ ǿƘŜǊŜ ǇƘŀǊƳŀŎȅ ŘƻŜǎƴΩǘ ǊƻǳǘƛƴŜƭȅ have presence has led to both an 
improvement in outcome for patients as demonstrated from the lack of major bleeding albeit in a small sample and released financial savings for 
the trust.  Financially, this translates to approximately £20,000 saving financially when 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 instance) under direction of the consultant 
physician if needed for complex lesions is a safe and effective cost improvement strategy that has delivered rapid savings and optimised 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 admissions, out-of-hours and GP visits 
Barrett S, Baqir W, Learmouth M, Hughes J, Desai N, Copeland R, Campbell D, Laverty A., Northumbria Healthcare NHS Foundation Trust. 

 
Introduction  
The Care Homes Use of Medicines Study (CHUMS) study1 and the Making Care Safer2 report 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 medicines decisions. The Shine care 
home project developed a pragmatic framework for pharmacist-led medication reviews in care homes where residents and/or family were involved 
in all decisions about medicines.3 Reviews were carried out by clinical pharmacists across 20 care homes working in multidisciplinary teams involving 
the pharmacist, care home nurse or senior carer and the general practitioner (GP) where available.3 Intervention data was collected throughout the 
Shine project but the impact of the medication review intervention on resident admissions to hospital or GP callouts was unknown. 
 
Objectives  
To quantify the impact of the Shine intervention over a 12 month period following reviews on: 

¶ hospital admissions 

¶ out-of-hours (OOH) urgent visits 

¶ GP visits 
 
Method  
The evaluation was conducted in four general practices covering fifteen care homes 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 (care home visits or telephone advice by 
clinical practice team). Subjects 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 not cover a period of 12 
months prior to and 12 months after the Shine intervention. 
 
IBM® SPSS® Statistics (Version 21) was used to test for normal distribution and determine statistical differences in the matched pairs of data. The null 
hypothesis stated there would be no difference in medians of admissions, OOH visits and GP visits before, and after the Shine 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, 157 residents were included in the evaluation. 114 were excluded as 12 month records pre- and post-intervention 
were unavailable. There were 173 hospital admissions, 120 OOH calls and 2,011 GP visits prior to the Shine intervention and 110 admissions, 48 OOH 
calls and 2064 GP visits post-intervention. 
 
All three data sets demonstrated non-parametric distribution. Statistical analysis was performed using Wilcoxon Signed Rank. A 2-tailed test was 
chosen to allow for both increases and decreases in each outcome following the Shine intervention. We demonstrated a statistically significant 
reduction in hospital admissions (p=0.002) and OOH visits (p<0.001) and a non-significant difference in GP visits (p=0.608) (see Table 1). 
 
Table 1: Hospital admissions, OOH and GP visits before and after Shine review for 157 residents 

 Admissions OOH GP 

Pre-Shine Review    
 Total 173 120 2011 
 Mean (S.D.) 1.1 (1.7) 0.8 (1.4) 12.8 (10.7) 

Post-Shine Review    
 Total 110 48 2064 
 Mean (S.D) 0.7 (1.5) 0.3 (0.8) 13.1 (10.6) 

Mean difference 
(95% C.I.) 

-0.4 
(-0.66 , -0.15) 

-0.46 
(-0.68 , -0.24) 

0.34 
(-1.25 , 1.93) 

Sig. a 0.002 <0.001 0.608 

a. Difference following intervention based on Wilcoxon signed rank (2-tailed) 
 
Discussion/Conclusion  
This evaluation provides evidence to indicate that a multidisciplinary review of medication in care homes incorporating shared decision making can 
reduce emergency hospital admissions and urgent OOH calls whilst making no difference to GP calls. A limitation of this study is that it did not explore 
the reasons for these differences. Further analysis of the admission details would also be needed to estimate the costs of secondary care utilisation. 
However it is assumed that any reduction in admissions and out-of-hours calls will reduce healthcare costs.  
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6. Successful implementatioƴ ƻŦ Ψ{ŜǇǎƛǎ сΩ ōǳƴŘƭŜ ƛƴ ǘƘŜ ƳŀǘŜǊƴƛǘȅ ǳƴƛǘΤ ŀ Ƴǳƭǘƛ-disciplinary quality improvement project 
Benn, C; Stapleton C; Lanzman, M; Royal Free London NHS Foundation Trust, London 

 

Introduction  
Sepsis is one of the leading causes of maternal death in the UK. The immunological changes of pregnancy leave otherwise young and healthy women 
ŀǘ Ǌƛǎƪ ƻŦ ǎǳŘŘŜƴΣ ǊŀǇƛŘ ŘŜǘŜǊƛƻǊŀǘƛƻƴ ǿƛǘƘ ǎŜǾŜǊŜ ǎŜǇǎƛǎΦ ¦ǎŜ ƻŦ ǎŜǇǎƛǎ ƳŀƴŀƎŜƳŜƴǘ ŎŀǊŜ ōǳƴŘƭŜǎ ŜΦƎΦ ǘƘŜ Ψ{ŜǇǎƛǎ сΩ1  is recommended2, 3, however 
they need to be administered fast 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 sepsis2.  
At the Royal Free London NHS Trust the Sepsis 6 bundle had been successfully implemented 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 between 85-90% accompanied by a 10% 
reduction in mortality and 50% reduction in length of stay. Concern about maternal sepsis due to national reports3, 4 and 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 improve the identification and management of severely septic pregnant, labouring, or post-partum women. 
Measure: 95% compliance with all 6 bundle interventions within 1 hour in all women with 2 or more severe sepsis triggers and potential/ confirmed 
infection. 
 

Method  
!ƴ ƻōǎǘŜǘǊƛŎ Ψ{ŜǇǎƛǎ сΩ ǇǊƻǘƻŎƻƭ ǿŀǎ ƛƳǇƭŜƳŜƴǘŜŘ ƛƴ ǘƘŜ ƳŀǘŜǊƴƛǘȅ ǳƴƛǘ Ǿƛŀ ŀ ǉǳŀƭƛǘȅ ƛƳǇǊƻǾŜƳŜƴǘ ǇǊƻŎŜǎǎ ǳǎƛƴƎ ǎƳŀƭƭ ǘŜǎǘǎ ƻŦ change; (Plan, Do, Study, 
Act cycles), continual measurement, regular feedback from the Patient Safety Facilitator (PSF) and staff education. 
 

Results 
To date (October 13- December 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, 19% were 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 sepsis. Compliance with all 6 
interventions within 1 hour in all women 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: 

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

¶ October - November 2013: Pilot began:  Sepsis Grab bags provided (equipment, antibiotic guideline, no antibiotics). Compliance measured, notes 
ǊŜǾƛŜǿ ϧ ŦŜŜŘōŀŎƪΤ aƛŘǿƛŦŜ Ψ/ƘŀƳǇƛƻƴΩ ǊŜŎǊǳƛǘŜŘΦ aŀƴŘŀǘƻǊȅ ǘǊŀƛƴƛƴƎ ŦƻǊ 5Ǌǎ ŀƴŘ aƛŘǿƛǾŜǎ 

¶ May 2014- Maternity Sepsis 1st ƭƛƴŜ ŀƴǘƛōƛƻǘƛŎ ΨǉǳƛŎƪ ǊŜŦŜǊŜƴŎŜ ƎǳƛŘŜΩ ǎƘŜŜǘ ŘŜǾŜƭƻǇŜŘ- antibiotics by source of sepsis; pregnant or post natal & 
colour coded for dǊǳƎ ŀƭƭŜǊƎƛŜǎΦ  !ǾŀƛƭŀōƭŜ ƻƴ ƛƴǘǊŀƴŜǘ ϧ ƛƴ ΨƎǊŀō ōŀƎǎΩΣ ŘǊǳƎ ǊƻƻƳ ϧ ǿŀǊŘ ǎŜǇǎƛǎ ŦƻƭŘŜǊΦ 

¶ September 2014 - ΨLƴǘŜǊƴŀǘƛƻƴŀƭ {ŜǇǎƛǎ !ǿŀǊŜƴŜǎǎ 5ŀȅΩ ŎŜƭŜōǊŀǘŜŘ 

¶ October ς November 2014 Sepsis 6 protocol sticker for maternity notes developed. Sepsis Trolley launch with guidance, stickers, antibiotics, 
equipment, swabs. Obstetric sepsis bundle interventions added to Sepsis 6 Smartphone app 
 

 
 

Discussion  
The implementation of a sepsis 6 bundle has improved & simplified 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 fluctuates and needs to be 
measured in order to feedback to staff and maintain the positive changes.  
A multidisciplinary approach is essential to ensure all members of the care team actively support the change. Pharmacists can contribute to the 
development of antibiotic guidance ensuring options and doses meet the different needs of both pregnant and breastfeeding women; and making 
these guidelines simple, consistent, and easily accessible. 
Future developments planned: 

¶ Audit appropriate choice of antibiotic for suspected source of infection 

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

¶ Maternity sepsis Antibiotic options added to Trust antibiotic smartphone app 
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7. The Introduction of Pharmacist-Led Peri-ƻǇŜǊŀǘƛǾŜ !ƴǘƛŎƻŀƎǳƭŀǘƛƻƴ .ǊƛŘƎƛƴƎ /ƭƛƴƛŎǎ ŀǘ {ǘ WŀƳŜǎΩ IƻǎǇital, Leeds 
Blow, S. E, Akbar, R., Pharmacy Department, Leeds Teaching Hospitals NHS Trust, Leeds 

 
Introduction 
The perioperative management of patients receiving anticoagulant therapy requires the assessment, awareness and balancing of ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ 
thromboembolic risk versus the associated bleeding risk1.  An established method of doing this is through conversion of oral warfarin to intravenous 
heparin2.  The overall perceived risk to the patient of a thromboembolic event whilst off anticoagulation needs to drive the decision whether bridging 
therapy is appropriate3.  This has even greater importance when considering that the associated surgical bleeding risk differs by procedure but also 
ŘŜǇŜƴŘŜƴǘ ƻƴ ŜŀŎƘ ǎǳǊƎŜƻƴΩǎ ǇŜǊŎŜǇǘƛƻƴ ƻŦ ōƭŜŜŘƛƴƎ Ǌƛǎƪ3.  In order to safely manage the bleeding risks associated with any surgery, warfarin needs 
to be discontinued in time to allow a pre-operative INR of 1.5 or less4.   
A pharmacist-led peri-operative anticoagulant bridging clinic was piloted within the pre-ƻǇŜǊŀǘƛǾŜ ŀǎǎŜǎǎƳŜƴǘ ŎƭƛƴƛŎ ŀǘ {ǘ WŀƳŜǎΩ ¦ƴƛǾŜǊǎƛǘȅ IƻǎǇƛǘŀƭΣ 
Leeds.  The project was launched following a review of the number of patients being admitted pre-operatively for intravenous heparin, and the 
number of patients whose surgery was cancelled for reasons 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 of surgeries owing to inappropriate 
anticoagulation management was between 6 and 20 surgeries per month. 
 
Objective(s) 
To evaluate the service we determined 

¶ Number of patients whose anticoagulation was safely managed by the bridging clinic. 

¶ Number of patients whose surgery was cancelled because of unstable anticoagulation 

¶ The patient experience of the pharmacist led bridging clinic 

¶ Does the pre-ƻǇŜǊŀǘƛǾŜ ŀƴǘƛŎƻŀƎǳƭŀƴǘ ōǊƛŘƎƛƴƎ ŎƭƛƴƛŎ ǊŜŘǳŎŜ ǇŀǘƛŜƴǘΩǎ ƭŜƴƎǘƘ ƻŦ ǎǘŀȅΚ  
 
Method 
The implementation of the bridging clinic was led by a specialist surgical pharmacist working within a wider team of healthcare professionals.  The 
clinic is situated within surgical pre-assessment. 
 
When patients attend for a pre-operative assessment they are reviewed by the nursing team, who identify those taking anticoagulants.  Patients who 
are taking warfarin, and who are assessed as moderate or high risk of VTE are referred to the pharmacist.  For complex cases a treatment plan is made 
in conjunction with the consultant surgeon, anaesthetist and, where appropriate the cardiologist managing their condition. 
 
Patients who require bridging therapy are tracked by the pre-assessment team, and once a surgical date known booked to attend a clinic appointment 
with the pharmacist.  At this appointment the pharmacist manages the conversion from oral warfarin (and other anticoagulant agents) to sub-
cutaneous injections of tinzaparin.  The clinic pharmacist prescribes the necessary bridging therapy and pre-packs supplied from clinic.  Clinic 
pharmacists teach patients and carers how to administer a sub-cutaneous 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 management of all patients referred to the bridging clinic between January 2013 and January 2014 was recorded (see table one) and reviewed.  
To assess patient experience, a questionnaire was sent to all patients who attended the clinic.  Ethics committee approval was not required. 
   
Results 
Results as follows for the first year of the pilot; 

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

¶ Of the 127 patients who received anticoagulant bridging therapy, six were cancelled on the day of procedure for reasons other than 
anticoagulant management. 

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

¶ Assuming all 127 patients would have previously been admitted for intravenous heparin therapy (3 days pre-operatively), this service made an 
additional 381 bed-days 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 positive, with all patients 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 clinic appointment.   
 
Discussion 
The addition of this clinic has seen benefits 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 improved peri-operative management 
of their anticoagulation.  There has also been an unexpected anecdotal improvement in the multi-disciplinary working between the pharmacist, 
surgeons, matrons and operational managers. 
There has only been one patient whose procedure was cancelled due to an LbwҔмΦрΦ  ¢ƘŜ ǇŀǘƛŜƴǘΩǎ ǎŜƴǎƛǘƛǾƛǘȅ ǘƻ ǿŀǊŦŀǊƛƴ ƘŀŘ ƴƻǘ ōŜŜƴ ƛŘŜƴǘƛŦƛŜŘ ŀƴŘ 
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 the operating surgeons.  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 need to be adjusted to 
prevent any impact on surgical bleeding risk.  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 work ought to consider this patient 
group for inclusƛƻƴΦ  Lƴ ŀŘŘƛǘƛƻƴ ŦǳǊǘƘŜǊ ǿƻǊƪ ƛǎ ƴŜŜŘŜŘ ǘƻ ŀǎŎŜǊǘŀƛƴ ŎƘŀƴƎŜǎ ǘƻ ǇŀǘƛŜƴǘΩǎ ƭŜƴƎǘƘ ƻŦ ǎǘŀȅ ŀǎ ŀ ǊŜǎǳƭǘ ƻŦ ǘƘƛǎ ǎŜǊǾƛŎŜΦ  {ǳŎƘ was the success 
of this clinic, trust wide clinics are being introduced. 
 
References 
1. Jaffer, AK. Perioperative Management of warfarin and antiplatelet therapy. Cleveland Clinic Journal of Medicine. 2009;76(4):537-544 
2. Douketis, J. The Thrombosis Interest Group of Canada: Perioperative Management of Patients who are Receiving Warfarin or Antiplatelet Therapy 

(TIGC Guideline). 2009 
3. Douketis JD. Perioperative management of patients who are receiving warfarin therapy: an evidence-based approach. Blood 2011;117(19):5044-

5049  
4. Douketis JD, Spyropoulos AC, Spencer FA, et al.  Perioperative management of antithrombotic therapy. American College of Chest Physicians 

Evidence-Based Clinical Practice Guidance (8th edition). CHEST 2008;133:2995-3395  



 

 
 

8. An Audit Assessing the Compliance with National Guidance for extended Venous Thromboembolism Prophylaxis in  
Patients Undergoing Major Abdominal Cancer 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 developing postoperative venous thromboembolism (VTE). Previous prospective cohort 
studies have documented the incidence of postoperative deep vein thrombosis (DVT) to be as high as 25%1, and an incidence of pulmonary embolism 
(PE) ranging from 0.13% to 0.63% in the proceeding  4ς6 weeks after surgery2. National Institute of Health and Clinical Excellence (NICE) clinical 
guideline 92 3 and University Hospital Aintree (UHA) Trust guidelines 4 advocates 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 undertaken by D. Hamill 5 in University Hospital Aintree 
(UHA) looked at 87 patients over a three month period in 2011. This audit showed UHA was non-compliant with the NICE guidelines, with only 1 of 
these 87 patients having the recommended 28 days post-operative 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 if UHA 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 the prevalence of VTE incidents 
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 patients who had a pre-operative 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 DVT within 12 weeks post surgery.  
 
Methods 
V A database of information was obtained from UHA coding department of those patients who underwent major abdominal cancer surgery between 
1st January 2013 and 30th July 2013 at UHA.  
V The EPMA system (electronic prescribing 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 identify the number of days each patient 
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 each patient had any VTE event 
within 12 weeks of surgery. 
V Ethics approval was 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 mechanical prophylaxis 

prescribing 
43.70% 
(n=87) 

71.40% 
(n=98) 

100% 

Objective 2 
Compliance with the prescribing of the pre-

operative dose  
Not documented 

66.30% 
(n=98) 

100% 

Objective 3 
Compliance with the prescribing of 

pharmacological prophylaxis for >28days 
1.15% 
(n=87) 

56.80% 
(n=88) 

100% 

Objective 4 
Patients who incurred a VTE within 12 weeks post 

operatively 
3.45% 
(n=87) 

0%  
(n=98) 

0% 

 
The 56.8% (n=88) of patients who met the required course length of pharmacological VTE prophylaxis prescribing either had an inpatient stay of this 
length or had an appropriate course prescribed on discharge. 18.1% of patients (n=88) had only 27 days of VTE prophylaxis prescribed in total and this 
was as a result of an insufficient number of days prescribed on the discharge prescription. The remaining 25% of patients failed to have any 
pharmacological VTE prophylaxis prescribed on discharge when it was required. 
 
Discussion  
The results displayed in table 1 illustrate the standard of 100% compliance to NICE CG 92 was not met by UHA in 2013. Despite not meeting the standards 
of 100% in this audit no patient incurred a VTE event within 12 weeks of surgery. Table 1 also highlights the dramatic improvement in compliance of VTE 
prophylaxis prescribing since 2011, both mechanical and pharmacological. The 18.1% of patients who received 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 date. One recommendation from the 
audit is therefore to improve documentation of operation dates on the 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 overall poor compliance are consultant 
preference and a lack of education amongst junior doctors. At present NICE guidelines and the Trust guidelines fail to elaborate or describe the surgery 
types which are considered 'major'. Subsequently, a further recommendation of this audit is for the Trust to introduce more 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. However there is scope for this to further improve. This could 
be achieved with improved education and the introduction of more specific Trust guidelines regarding the definition of 'major' abdominal 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 K., Pharmacy Department, Harrogate District Hospital NHS Foundation Trust. Harrogate 

 
Introduction  
¢ƘŜ ŘƛǎŎƘŀǊƎŜ ƭŜǘǘŜǊ ƛǎ ǘƘŜ ǎǳƳƳŀǊȅ ŘƻŎǳƳŜƴǘ ǿƘƛŎƘ ŘŜǎŎǊƛōŜǎ ǿƘŀǘ Ƙŀǎ ƘŀǇǇŜƴŜŘ ŘǳǊƛƴƎ ŀ ǇŀǘƛŜƴǘǎΩ ƘƻǎǇƛǘŀƭ ǎǘŀȅΦ aŜŘƛŎŀǘƛƻƴ ƻn discharge can vary from the 
medication taken at admission and may require follow-up in 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 of any medicines that have been stopped, started or changed to avoid any 
unintentional harm to patients. 
Lƴ нллр ǘƘŜ wt{D. ǇǊƻŘǳŎŜŘ ΨaƻǾƛƴƎ ǇŀǘƛŜƴǘǎΣ aƻǾƛƴƎ aŜŘƛŎƛƴŜǎΣ aƻǾƛƴƎ {ŀŦŜƭȅΩ ǿƘƛŎƘ ƘƛƎƘƭƛƎƘǘŜŘ ǘƘŀǘ уп҈ ƻŦ Dtǎ άƻŎŎŀǎƛƻƴŀƭƭȅέ ƻǊ άƴŜǾŜǊέ ǊŜŎŜƛǾŜŘ 
information about why medicines had been altered in hospital.1 Recently, the Royal College of Physicians have published new guidelines for the structure and 
content of hospital discharge records.2 They state that two subheadings should be included; changes to medication and reasons for medication changes. The 
guidelines imply that all discharge letters should comply with these requirements but there are standards for what percentage of changes should be 
communicated on discharge or type of changes should be included/excluded.  
 
Aims  
To assess the quality of discharge letters by examining the completeness of communication of medication changes to primary care 
 
Objectives 

¶ To compare sampled discharge letters against the following standard: All discharge letters should have all medication changes with reasons 
recorded. 

¶ 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 (1-14 February 2013) 496 discharge letters were completed. 67 letters were excluded and random sampling continued until 100 letters 
ǿŜǊŜ ŜǾŀƭǳŀǘŜŘΦ ¢ƘŜ ƳŜŘƛŎŀǘƛƻƴ ƭƛǎǘŜŘ ƻƴ ǘƘŜ ǎŀƳǇƭŜŘ ƭŜǘǘŜǊǎ ǿŀǎ ŎƻƳǇŀǊŜŘ ǿƛǘƘ ǘƘŜ ǇƘŀǊƳŀŎƛǎǘǎΩ ŘǊǳƎ ƘƛǎǘƻǊȅ ŘƻŎǳƳŜƴǘŜŘ ƻƴ ŀŘmission. Any changes to 
medicines during admission that were not documented on the discharge letters were recorded as either stopped, started or changed and classified by BNF 
subgroup. The inclusion criteria were; patients >18 year and drug history documented by a pharmacist. The exclusion criteria were; deceased during admission, 
day-case ward attenders, discharge letters with no medication and multiple admissions during the study period. A limitation for this evaluation is that the 
ŀǎǎǳƳǇǘƛƻƴ Ƙŀǎ ōŜŜƴ ƳŀŘŜ ǘƘŀǘ ǘƘŜ ǇƘŀǊƳŀŎƛǎǘǎΩ drug history is 100% accurate. A potential bias for this method 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. These changes were comprised of 143 medicines 
stopped, 263 medicines started and 20 medicines doses changed. 49% of all medicines changes were not documented on the discharge letters. 17% of letters 
had both the medicines changes and the reasons for changes communicated on the discharge letters. 
Table 1 shows the percentage of medication changes that were communicated on the discharge letters, categorised as medicines stopped, started or changed. 
Communicated, indicates that all medication changes during admission were communicated 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 on the discharge letters 
 
Table 1 Percentage of discharge letters communicating medicines changes 

  Communicated Partially Communicated Not Communicated 

Medicines 
Changes 

Stopped  25%  28%  47%  
Started 22%  42%  36%  
Changed 63%  0%  37%  

Reasons for 
Changes 

Stopped 22%  25%  53%  
Started 20%  42%  38%  
Changed 58%  0%  42%  

The 207 medication changes, missing from discharge letters, were categorised into 43 BNF second-level classes of medicines. 45% of these were three BNF 
classes; analgesics, laxatives and antibiotics. Some BNF classes were considered ΨƘƛƎƘŜǊ ǊƛǎƪΩΦ ¢ƘŜǎŜ ǿŜǊŜ ŀƴǘƛōƛƻǘƛŎǎΣ ŀƴǘƛŎƻŀƎǳƭŀƴǘǎΣ ŎƻǊǘƛŎƻǎǘŜǊƻƛŘǎΣ 
ŀƴǘƛŘƛŀōŜǘƛŎǎ ŀƴŘ ŎŀǊŘƛƻƭƻƎȅ ƳŜŘƛŎŀǘƛƻƴǎΦ мт҈ ƻŦ ƳƛǎǎƛƴƎ ƳŜŘƛŎƛƴŜǎ ŎƘŀƴƎŜǎ ǿŜǊŜ ƛƴ ǘƘŜǎŜ ΨƘƛƎƘ ǊƛǎƪΩ ŎƭŀǎǎŜǎ ƻŦ ƳŜŘƛŎƛƴŜǎΦ ¢Ƙe information about changes to 
medication on discharge letters was predominantly written by doctors, 71% with pharmacists completing 10% of letters and 19% as a combination of both. 
 
Discussion  
¢ƘŜ ǊŜǎǳƭǘǎ ƻōǘŀƛƴŜŘ ǊŜŦƭŜŎǘ ǘƘŜ ǊŜǇƻǊǘ ΨYŜŜǇƛƴƎ ǇŀǘƛŜƴǘǎ {ŀŦŜ ǿƘŜƴ ǘƘŜȅ ¢ǊŀƴǎŦŜǊ ōŜǘǿŜŜƴ /ŀǊŜ tǊƻǾƛŘŜǊǎΩ3 in that 28-40% patients have medicines stopped 
and 45% have medicines started. 17% of discharge letters sampled complied with the standard set which mirrors the RPSGB documŜƴǘ ΨaƻǾƛƴƎ ǇŀǘƛŜƴǘǎΣ aƻǾƛƴƎ 
aŜŘƛŎƛƴŜǎΣ aƻǾƛƴƎ {ŀŦŜƭȅΩ1. From the data collected, dose changes made to 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 which medications have been stopped or 
started but changes to current medication are specified to avoid inadvertent confusion in primary care. The fact that information about medication changes 
are only partially made may indicate that the doctors perception regarding the clinical importance of changes may influence what is communicated; for example, 
a new antihypertensive is communicated but a new laxative is not. 45% of non-communicated medicines changes comprised of analgesics, laxatives and 
antibiotics. Analgesics were highest, predominantly due to paracetamol and codeine being started on surgical wards. Similarly, laxatives are often co-prescribed 
ōǳǘ ŀǊŜ ƎŜƴŜǊŀƭƭȅ ƴƻǘ ƛƴŎƭǳŘŜŘ ŀǎ ŀ ΨƳŜŘƛŎƛƴŜ ǎǘŀǊǘŜŘΩΦ CƛƴŀƭƭȅΣ ŀƴǘƛōƛƻǘƛŎǎ ŎŀƳŜ ǘƘƛǊŘ ŘǳŜ ǘƻ Ƴŀƴȅ ŀŎǳǘŜ Dt ǇǊŜǎŎǊƛǇǘƛƻƴǎ ōŜing switched to more appropriate 
antibiotics during admission, which were not consistently documented as stopped on the discharge letters. Following this evaluation recommendations and 
strategies were put forward and implemented: The discharge letter template was altered to have a mandatory section on medication changes and education 
was provided to medical staff and pharmacists on the importance of communicating changes to medication.  A similar evaluation (November 2014) showed 
that 81% of discharge letters record changes made to medication during the 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 evaluated. The impact of this change in practice 
across the interface with primary care is a possibility for a future piece of work. 
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10. Formulation of a 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. Brighton & Sussex University Hospitals NHS Trust 
 

Background 
The Pharmacy Department collaboratively agreed objectives1 ŦƻǊ ǘƘŜ ƴŜȄǘ ǘƘǊŜŜ ȅŜŀǊǎΦ hƴŜ ƻŦ ǘƘŜ с ƻōƧŜŎǘƛǾŜǎ ǿŀǎ ǘƻ άǎǳǇǇƻǊǘΣ ƴǳǊǘǳǊŜΣ ƳƻǘƛǾŀǘŜ ŀƴŘ ƛƴǾŜǎǘ ƛƴ 
ƻǳǊ ǎǘŀŦŦέΦ  
Within the department, pharmacy support 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 tends to be undervalued and their 
development needs insufficiently recognised.     
It was agreed by the Pharmacy Senior Management Team to review and assimilate current job descriptions of Pharmacy Support Staff and identify training 
strategies to ensure staff are able to carry out 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 with  national publications (NHSPEDC)  
2. Assess the Job Specifications of all Pharmacy Support staff within the department to identify consistent themes for education and training 

opportunities across each staff group. 
3. Assemble a working group to review identified requirements 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 Pharmacy Technicians within the 
department was established. Initial work involved an initial scoping exercise utilising HEKSS EPD peers within the region being approached to identify any 
existing internal strategies being created/used in practice that could be shared for reference and benchmarking. The NHS Pharmacy Education & Development 
Committee (NHSPEDC) Education and Training Programmes to Support Foundation, Advanced and Extended roles of Pharmacy Technicians2 document was also 
consulted to align with national job profile remits (Agenda for Change - AfC). Ethics approval not required. 
The Chief & Principal Pharmacy Technician forum was inclusive of each sector within the Pharmacy Department. Staff development strategies were included as 
a standing agenda item to imbed the development of this work into 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. Assessment of job role person specifications 
was undertaken. The job descriptions informed the relevant training requirements for each band and speciality (linked to AfC role profiles).  This included 
generic Trust wide training such as sickness absence management, recruitment & selection and appraisal training.  Initial 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 being used. The NHSPEDC career pathway document proved a 
useful point of reference, although specifically aimed at Pharmacy Technician roles. There were no identified progressive objectives facilitating the transition 
from one band to the next (band 2 to 3 for Pharmacy admin and assistants or bands 4 to 5 and upwards for Pharmacy Technicians).  Job descriptions were 
reviewed, taking onto account existing specifications and the duties required of the role in practice. This information was then cross referenced to the AfC job 
profiles (to ensure consistency) and also identify distinguishing duties of senior roles in each group. The forum developed a training strategy to align with 
training opportunities provided in-house. Table One below illustrates application to band 2 to 5 Pharmacy Support staff roles (ATO and Pharmacy Technician) 

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

AfC 
band 

Example of Job 
Role 

 

Period of 
time in role 

 

Essential 
Requirements 
Competencies 

Dept. offered 
developmental 

training 

Additional 
roles within 

dept 

Accreditations/ 
Awards 

 

Trust offered 
developmental 

training 

2 
 
 
 

Assistant 
Technical Officer  
(ATO) 

 NVQ  & BTEC Level 2 
Oral Chemotherapy 
training 
Reception training 

NVQ Witness Fire Warden 
First Aid 

HEKSS Medicines 
Management 
Accreditation Module 1 ς 
tŀǘƛŜƴǘΩǎ hǿƴ 5ǊǳƎǎ 

 

3 Senior Assistant 
Technical Officer 
(SATO) 
 
 
 
 

 NVQ & BTEC Level 2 
Oral chemotherapy 
training 
JAC monthly reporting 
Patient Tracker 
System (PTS) 
reporting 

NVQ Witness 
Shadow 
placement 
experience (B4 
Pharm Tech) 

Fire Warden 
First Aid 
 

Practice Supervisor 
Accreditation 
HEKSS Medicines 
Management 
Accreditation Module 1 ς 
tŀǘƛŜƴǘΩǎ hǿƴ 5ǊǳƎǎ 

 

4 Medicines  
Management 
Technician 
(MMT) 

12m Oral chemotherapy 
training 
In-house MM  training 
Controlled Drug 
Checking Competency 

   Maintain 
Mandatory 
Training 

12-18m NVQ witness  HEKSS 
Accredited Checking 
Pharmacy Technician or 
Medicines Management 
Accreditation 

18-36m   

5 Medicines 
Management 
Technician 
(MMT) 

 As above NVQ witness 
Shadow 
placement 
experience (B6 
Tech) 
 

MM Assessor 
MM or 
ACPT 
Education 
Supervisor 
 

HEKSS 
Accredited Checking 
Pharmacy Technician, 
Medicines Management 
Accreditation 
Practice Supervisor 
A1/AQA Award 

The final versions of the strategies were presented for approval 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 for their development. This makes the 
appraisal process consistent and transparent within staff groups. It is envisaged this will be used to imbed development strategies into appraisal process and 
promote on-going development in role to avoid potential stagnation and demotivation of staff. Future work is to undertake a gap analysis to direct resources 
and managing capacity within the Pharmacy Department 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, enabling cost effective education 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, Robinson, G, Wright, P, Antoniou, S., Barts Health NHS Trust, London 

 
Introduction 
National Institute for Health and Care Excellence (NICE) recommend ticagrelor in combination with low-dose aspirin for up to 12 months as a 
treatment option in adults with acute coronary syndrome (ACS).1 Ticagrelor 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 bleeding1. Utilising GRACE2 (ischaemic risk) and 
CRUSADE3 (bleeding risk) scores, patients can be globally risk stratified to guide suitability for most benefit from treatment with ticagrelor vs 
clopidogrel. Barts Health NHS Trust cardiology board recently approved guidance where specialist cardiac pharmacists support antiplatelet choice 
based on individual patients GRACE and CRUSADE scores.  
 
Objectives 
Determine compliance with the following standards based on Trust guidance:  
мΦ млл҈ ƻŦ !/{ ǇŀǘƛŜƴǘǎ ǿƛǘƘ ƭƻǿŜǎǘκƭƻǿ Dw!/9 Ǌƛǎƪ ǎŎƻǊŜ όҖ ууύ ƻǊ ƘƛƎƘκǾŜǊȅ ƘƛƎƘ /w¦{!59 ōƭŜŜŘƛƴƎ ǎŎƻǊŜ όҗ пмύ ǘƻ ǊŜŎŜƛǾŜ Ŏƭopidogrel (in 
combination with low-dose aspirin) for up to 12 months as maintenance antiplatelet therapy.  
2Φ млл҈ ƻŦ !/{ ǇŀǘƛŜƴǘǎ ǿƛǘƘ ƛƴǘŜǊƳŜŘƛŀǘŜκƘƛƎƘ Dw!/9 Ǌƛǎƪ ǎŎƻǊŜ όҗ уфύ ŀƴŘ ƴƻǘ ƘƛƎƘκǾŜǊȅ ƘƛƎƘ /w¦{!59 ōƭŜŜŘƛƴƎ ǎŎƻǊŜ όҖ плύ ǘƻ receive ticagrelor 
(in combination with low-dose aspirin) for up to 12 months as maintenance antiplatelet therapy.  
 
Method 
As an audit, ethics approval was not required.  A prospective audit assessing all patients admitted to a London Heart Attack Centre (HAC) with a 
diagnosis of ACS from 15 July 2014 until 19 January 2015 excluding those with unstable angina, receiving prasugrel; or in whom ticagrelor was 
considered inappropriate such as those with a previous stroke, considered high risk of bleeding despite GRACE risk score e.g. elderly (>75 years old), 
receiving anticoagulation for alternative indications such as atrial fibrillation (AF), 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 were identified by specialist cardiac 
pharmacists covering inpatient cardiology 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 retrospectively following discharge using heart 
attack centre (HAC) integrated care pathway (ICP), medication chart and discharge medications on electronic patient record (EPR) to collate the data. 
The data collection tool was piloted prior to the data collection period with minor amendments made to help ensure 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%) had a diagnosis of ST-segment elevation myocardial infarction (STEMI) 
and 104 (32%) non ST-segment elevation myocardial infarction (NSTEMI). 
 
Standards were met with the same consistency (89%). Diagram 1 highlights the assessment of antiplatelet prescribing in accordance with individuals 
GRACE and CRUSADE scores. 
 

 

 
Diagram1. Calculated GRACE and CRUSADE scores and assessment of prescribing of antiplatelet therapy. 
 
Discussion 
Compliance with standard 1 was excellent from a safety perspective with 53/53 (100%) ACS patients with high/very high CRUSADE bleeding score 
receiving clopidogrel. Non-compliance with standard 1 was mainly due to 15/59 (25%) STEMI patients with lowest/low GRACE risk score receiving 
ticagrelor. Age is a limiting factor of the GRACE score, therefore for STEMI patients the determinant factor for choice of antiplatelet is the risk of 
bleeding.  
Compliance with standard 2 157/177 (89%) was very good with non-compliance 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 guidance was not followed.  
Limitations of this audit include the possibility of missing patients due to the prospective nature of the audit and the Hawthorne effect. 
¦ǘƛƭƛǎƛƴƎ ŀ ǎǇŜŎƛŀƭƛǎǘ ŎŀǊŘƛŀŎ ǇƘŀǊƳŀŎƛǎǘ ǊŜǾƛŜǿƛƴƎ ƛƴŘƛǾƛŘǳŀƭΩǎ ƛǎŎƘŀŜƳƛŎ ŀƴŘ ōƭŜŜŘƛƴƎ Ǌƛǎƪ ŜƴǎǳǊŜǎ ǎŀŦŜ ŀƴŘ ŜŦŦŜŎǘƛǾŜ ǳǎŜ ƻf more potent antiplatelet 
therapy which could offer the opportunity to maximise patient care. A controlled case cohort will be evaluated later in the year to assess outcomes 
of this pharmacist led intervention.  
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Standard 2: 157/177 (89%)

Standard 1: 134/150 (89%) 

Clopidogrel Ticagrelor Clopidogrel Ticagrelor Clopidogrel Ticagrelor

 75 (82%)  16 (18%)  7 (8%)  81 (92%) 3 (7%)  39 (93%)

Moderate Clopidogrel Ticagrelor Clopidogrel Ticagrelor Clopidogrel Ticagrelor

 6 (100%) 0 (0%)  4 (25%)  12 (75%)  6 (19%)  25 (81%)

High Clopidogrel Ticagrelor Clopidogrel Ticagrelor Clopidogrel Ticagrelor

 2 (100%) 0 (0%)  6 (100%) 0 (0%)  25 (100%) 0 (0%)

Very HighClopidogrel Ticagrelor Clopidogrel Ticagrelor Clopidogrel Ticagrelor

 1 (100%) 0 (0%)  1 (100%) 0 (0%)  18 (100%) 0 (0%)
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12. Adherence to preventative measures for Never Events: wrong route medication 
Dhadwal E, Aguado V, Oborne CA., DǳȅΩǎ ŀƴŘ {ǘΦ ¢ƘƻƳŀǎΩ bI{ CƻǳƴŘŀǘƛƻƴ ¢ǊǳǎǘΣ London 

 
Introduction 
bŜǾŜǊ ŜǾŜƴǘǎ όb9ύ ŀǊŜ ŘŜŦƛƴŜŘ ōȅ bI{ 9ƴƎƭŀƴŘ ŀǎ ΨǎŜǊƛƻǳǎΣ ƭŀǊƎŜƭȅ ǇǊŜǾŜƴǘŀōƭŜ ǇŀǘƛŜƴǘ ǎŀŦŜǘȅ ƛƴŎƛŘŜƴǘǎ ǘƘŀǘ ǎƘƻǳƭŘ ƴƻǘ ƻŎŎǳǊ if the available 
preventative ƳŜŀǎǳǊŜǎ ƘŀǾŜ ōŜŜƴ ƛƳǇƭŜƳŜƴǘŜŘΩΦ ¢ƘŜ ŎǳǊǊŜƴǘ b9 ƭƛǎǘ ŀƴŘ ǘƘŜ ǇǊƻǇƻǎŜŘ b9 ƭƛǎǘ ŦƻǊ нлмр-16 considers administration of epidural and 
ƻǊŀƭκŜƴǘŜǊŀƭ ƳŜŘƛŎŀǘƛƻƴǎ Ǿƛŀ ǘƘŜ ƛƴǘǊŀǾŜƴƻǳǎ ǊƻǳǘŜ ŀǎ b9ǎ ΨǿǊƻƴƎ ǊƻǳǘŜ ƳŜŘƛŎŀǘƛƻƴΩ1. 
 
Objective 
The objective of this work waǎ ǘƻ ƳŜŀǎǳǊŜ ǘƘŜ ¢ǊǳǎǘΩǎ ŀŘƘŜǊŜƴŎŜ ǘƻ ōƻǘƘ ƭƻŎŀƭ ŀƴŘ bŀǘƛƻƴŀƭ tŀǘƛŜƴǘ {ŀŦŜǘȅ !ƎŜƴŎȅ όbt{!ύ ǊŜŎƻƳƳŜƴŘŀǘƛƻƴǎ2-4 to 
prevent a) wrong route administration of oral/enteral treatment and b) wrong route administration of epidural medication.  
 
Method 
Two hospital sites in a large acute teaching Trust were included. Paediatric and community wards were excluded, leaving 36 clinical areas. Trust audit 
approval was received. Audit criteria and standards were defined (Table 1). Two data collection forms (oral/enteral syringe use, criteria one to four, 
and safe epidural use, criteria five and six) were designed and piloted on two wards. A questionnaire was designed which assessed visual appearance 
of epidural administration equipment and staff training (criteria seven to nine). The questionnaire was assessed by supervisors for face validity then 
piloted on three nurses. All data were collected by the investigator over two weeks (16th January to 2nd February 2015) using the following methods: 
 
A. Stock, design, labelling and proximity to medication preparation locations of oral/enteral syringes were noted.  
B. Up to five oral/enteral administrations of liquid medication were observed on each clinical area and the method of measurement of the liquid 

dose was noted. 
C. Epidural infusion 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 obstetrician-led birth centre were 

questioned.  
 
Results 
!ƭƳƻǎǘ ŀƭƭ ŎƭƛƴƛŎŀƭ ŀǊŜŀǎ ǎǘƻŎƪŜŘ ƻǊŀƭ ǎȅǊƛƴƎŜǎ ό¢ŀōƭŜ мύΦ !ƭƭ ǎȅǊƛƴƎŜǎ ǎŜŜƴ ǿŜǊŜ ŀǇǇǊƻǇǊƛŀǘŜƭȅ ƳŀǊƪŜŘ ŀǎ ΨƻǊŀƭκŜƴǘŜǊŀƭ ǳǎŜΩ by syringe manufacturers. 
Syringes were inconveniently stored distant from drug preparation location in some clinical areas. A total of 108 administrations of liquid medications 
were observed: 31 (29%) via an enteral route and 77 (71%) via the oral route. The storage and labelling of epidural infusions met recommendations 
(Table 1). Of 33 nurses and midwives interviewed, all reported 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 syringe hold 

stock of oral/enteral syringes* 100 97 
2 hƴƭȅ ǎȅǊƛƴƎŜǎ ƭŀōŜƭƭŜŘ ΨƻǊŀƭκŜƴǘŜǊŀƭΩ ŀǊŜ ǳǎŜŘ ǘƻ ƳŜŀǎǳǊŜ ŀƴŘ ŀŘƳƛƴƛǎǘŜǊ ƻǊŀƭ ƭƛǉǳƛŘ 

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

medicines* 100 99 
4 Liquid medications administered via enteraI feeding tubes are administered using 60ml 

enteral syringe** 100 83 
5 Clinical areas store epidural infusions separately from infusions for intravenous 

administration* 100 100 
6 9ǇƛŘǳǊŀƭ ƛƴŦǳǎƛƻƴ ōŀƎǎ ŀǊŜ ƭŀōŜƭƭŜŘ ǿƛǘƘ ΨŦƻǊ ŜǇƛŘǳǊŀƭ ǳǎŜ ƻƴƭȅΩ ƛƴ ƭŀǊƎŜ Ŧƻƴǘϝ 100 100 
7 Infusion pumps are easily distinguishable from those used for other types of infusion* 100 100 
8 Epidural administration sets and catheters are easily distinguishable from those used for 

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

assessed* 100 67 

* = based on NPSA recommendations2, 3 **= based on local policy4 
 
Discussion/Conclusion 
There was a single observation of oral liquid being drawn up in an intravenous syringe and was a result of the clinical area not stocking 10ml and 20ml 
oral/enteral syringes. This is a system failure that does not support nurses and midwives to avoid wrong route administration errors as described in 
National Reporting and Learning System reports2.  The fourth criterion failed as nursing staff were reluctant to use 60ml syringes when 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 other clinical areas did not have 
the same awareness of epidural training, 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 being interpreted differently by 
nurses and midwives.  
Recommendations for improvement were to ensure that all wards store oral/enteral syringes in medication preparation areas and maintain stocks of 
several sizes of the syringes. The procedure for administering small volumes 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 provided with regular updates and 
competency assessments. This work should be re-audited in one year to assess adherence to recommendations.  
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13. A pilot study of hospital prescribing error feedback by pharmacist 
Dickson F1, Kinnear M1, Coll A1, Weidmann AE2, 1. NHS Lothian Pharmacy Service, Royal Infirmary of Edinburgh, 

2. Weidmann AE2, Pharmacy Faculty, Robert Gordon University, Aberdeen 

 
Introduction 
The National Patient Safety Association (NPSA) receive 150,000 annual reports of patient harm through prescribing errors(1) many of which occur in hospital(2). 
Prescribers are often unaware of their error(s) and it is suggested individualized feedback 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 process from pharmacists to hospital prescribers. 
 
Objectives 
Establish multidisciplinary consensus on process(es) used to deliver feedback to prescribers. Agree on tools used to prioritise errors for feedback. Test and 
evaluate the implementation of this process.  
 
Method 
The study was conducted in a medical ward of a teaching hospital from January 2014 to July 2014. A mix method approach using a focus group (qualitative) and 
a survey questionnaire (quantitative) evaluated the process. Study participants were purposively selected and recruited. Out of the five acute medicine physician 
ǘŜŀƳǎ ƻƴƭȅ ǘƘǊŜŜ ǿƻǳƭŘ ǇŀǊǘƛŎƛǇŀǘŜ ƛƴ ǘƘŜ ǎǘǳŘȅΦ Lǘ ǿŀǎ ŀƎǊŜŜŘ ǘƻ ǘŜǎǘ ǘǿƻ ǇǊƻŎŜǎǎŜǎ όŦƛƎǳǊŜ мύΦ CƻǊ ǘƘŜ ΨǘŜŀƳΩ ƎǊƻǳǇΣ ǿŜŜƪƭȅ reports were emailed to the 
consultant for dissemination to individual prescribers illustrating errors and their sŜǾŜǊƛǘȅΦ CƻǊ ǘƘŜ ΨƛƴŘƛǾƛŘǳŀƭΩ ƎǊƻǳǇΣ ǇǊŜǎŎǊƛōŜǊǎ ǿŜǊŜ ƛƴŦƻǊƳŜŘ ŘƛǊŜŎǘƭȅ ōȅ ǘƘŜ 
ǇƘŀǊƳŀŎƛǎǘ ōȅ ŜƳŀƛƭΦ .ƻǘƘ ǎǘǳŘȅ ƎǊƻǳǇǎ ǊŜŎŜƛǾŜŘ ŦŜŜŘōŀŎƪ ƻƴƭȅ ƻƴ ǇǊŜǎŎǊƛōƛƴƎ ŜǊǊƻǊǎ ǊŀǘŜŘ ΨǊŜŘΩ ƻǊ ΨŀƳōŜǊΩΦ 
 
Figure 1 Overview of project methodology 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
The proposed tools for piloting the processes were agreed by the focus group. The severity error tool was developed by amalgamation of published guidance 
from United Kingdom Medicine Information (UKMi)/ (NPSA) and Medicines Health and Regulatory Agency (MHRA)(3,4) by the project team. It categorises error 
ǎŜǾŜǊƛǘȅ ƛƴǘƻ ǊƛǎƪΤ ΨǊŜŘΩ ǎŜǊƛƻǳǎΣ ΨŀƳōŜǊΩ ƳƻŘŜǊŀǘŜ ŀƴŘ ΨƎǊŜŜƴΩ ƴŜƎƭƛƎƛōƭŜΦ !ƴ ƻƴƭƛƴŜ ǎǳǊǾŜȅ ǉǳŜǎǘƛƻƴƴŀƛǊŜΣ ǘƻ ŜǎǘŀōƭƛǎƘ ǘƘŜ views of the study participants on the 
piloted prescribing error feedback process, was developed 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 group (n=4), individual group (n=11), Consultant 
(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 fed back to prescribers. Survey response 
rate was 58% (n=11) (figure 1) with opinions from pharmacists (n =2) and doctors (n=17). 
Doctors views: 
Doctors (n=4) were receptive to the email feedback method, (D1) ΨŜŀǎƛŜǊ ǘƻ ǊŜŦƭŜŎǘ ƻƴ ŀƴ ŜǊǊƻǊ ƻǳǘǎƛŘŜ ǘƘŜ ōǳǎȅ ǿŀǊŘ ŜƴǾƛǊƻƴƳŜƴǘΩΦ Three prescribers preferred 
alternative feedback methods./ƻƴǎǳƭǘŀƴǘǎ όƴҐнύ ǇŜǊŎŜƛǾŜŘ ǘƘŜ ŜƳŀƛƭ ŦŜŜŘōŀŎƪ ƳŜǘƘƻŘ ŀǎ ƘŀǾƛƴƎ Ψa ǎǘǊƻƴƎ ƛƳǇŀŎǘ ƻƴ ǇŀǘƛŜƴǘ ǎŀŦŜǘȅ ό/мύΩ but recognized its 
ƭƛƳƛǘŀǘƛƻƴǎΣ ΨŦŀŎŜ ǘƻ ŦŀŎŜ ŦŜŜŘōŀŎƪ Ƙŀǎ ƳƻǊŜ ƛƳǇŀŎǘ ōǳǘ L ŀǇǇǊŜŎƛŀǘŜ ǘƘŜ ǇƻǘŜƴǘƛŀƭ ǘƛƳŜ ǊŜǎǘǊŀƛƴǘǎ ƛƴ ǊŜƭŀǘƛƻƴ ǘƻ ǘƘƛǎ ό/мύΩΦ 
Pharmacists (n=2) views: 
Pharmacists preferred verbal one to one feedbacƪ ƳŜǘƘƻŘǎΦ hǇƛƴƛƻƴ ƻƴ ŘŜƭƛǾŜǊȅ ƻŦ ŦŜŜŘōŀŎƪ ǿŀǎ ƳƛȄŜŘ ǿƛǘƘ ƴƻ ŘŜŦƛƴƛǘƛǾŜ ǇǊŜŦŜǊŜƴŎŜ ŦƻǊ ǘƘŜ ΨǘŜŀƳΩ ƻǊ 
ΨƛƴŘƛǾƛŘǳŀƭΩ ŀǇǇǊƻŀŎƘΦ 
 
Discussion/Conclusion 
The pharmacists preferred method of providing feedback to prescribers was one to one verbal. The study confirmed that 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 preferred method, resource limitation to 
implement this was acknowledged. Future considerations should 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 of a broad range of prescribers and the lack of 
potential bias from the project investigator (who was not involved in data collection). Study limitations include small numbers of participants at a single hospital 
site, no direct comparison of methods as prescribers were not exposed to both.  
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Weekly reports emailed to the consultant by the 
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response rate  
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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 based on recommended 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 National Patient Safety Agency (NPSA) 
received 567 incident reports (October 2003 to December 2008) relating to lithium use. Two reports were of severe harm, 34 moderate and 531 low or no 
ƘŀǊƳΦ ¢ƘŜ Ƴƻǎǘ ŎƻƳƳƻƴ ŜǊǊƻǊ ǿŀǎ ΨǿǊƻƴƎ ƻǊ ǳƴŎƭŜŀǊ ŘƻǎŜ ƻǊ ǎǘǊŜƴƎǘƘΩ όмнп ƛƴŎƛŘŜƴǘǎύΦ 
The NHS Litigation Authority dealt with two fatal and 12 severe harm incidents (between 1995 - 2004) 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 Safety Alert relating to the safer use of lithium therapy1 following 36 reports of death 
and severe harm related to the use of lithium therapy. 
An audit in 20092 found that only 42 per cent of patients on initiation of lithium therapy were documented to have been informed of risk factors for toxicity. 
For patients maintained on lithium therapy in the previous year, the audit found: 

ω ƻƴŜ ƛƴ мл ǇŀǘƛŜƴǘǎ ƘŀŘ ƴƻ ŘƻŎǳƳŜƴǘŜŘ ƭƛǘƘƛǳƳ ōƭƻƻŘ ƭŜǾŜƭΦ όbL/9 ǎǘŀƴŘŀǊŘΥ ƻƴŜ ōƭƻƻŘ ƭŜǾŜƭ ƳŜŀǎǳǊŜƳŜƴǘ ŜǾŜǊȅ ǘƘǊŜŜ ƳƻƴǘƘǎΦ bot met for 70 per 
cent of patients); 
ω ƻƴŜ ƛƴ ŦƛǾŜ ǇŀǘƛŜƴǘǎ ƘŀŘ ƴƻ ǊŜƴŀƭ ŦǳƴŎǘƛƻƴ ǘŜǎǘǎ ŘƻŎǳƳŜƴǘŜŘ όbL/9 ǎǘŀƴŘŀǊŘΥ ŀǎǎŜǎǎƳŜƴǘ ŜǾŜǊȅ ǎƛȄ ƳƻƴǘƘǎΦ bƻǘ ƳŜǘ ŦƻǊ пс ǇŜǊ cent of patients); 
ω ƻƴŜ ƛƴ ǎƛȄ ǇŀǘƛŜƴǘǎ ƘŀŘ ƴƻ ǘƘȅǊƻƛŘ ŦǳƴŎǘƛƻƴ ǘŜǎǘǎ ŘƻŎǳƳŜƴǘŜŘ όbL/9 ǎǘŀƴŘŀǊŘΥ ŀǎǎŜǎǎƳŜnt every six months. Not met for 51 per cent of patients). 

 
In response to the NPSA Safety Update the NNUH released a Medications Briefing (2011) where it stipulated that pharmacists will review prescriptions for 
lithium in accordance with the SOP. 
 
Aim 
To ŘŜǘŜǊƳƛƴŜ ǘƘŜ ǉǳŀƭƛǘȅ ƻŦ ŀŘƘŜǊŜƴŎŜ ǘƻ ǘƘŜ bƻǊŦƻƭƪ ŀƴŘ bƻǊǿƛŎƘ ¦ƴƛǾŜǊǎƛǘȅ IƻǎǇƛǘŀƭΩǎ {ǘŀƴŘŀǊŘ hǇŜǊŀǘƛƴƎ tǊƻŎŜŘǳǊŜ ŦƻǊ [ƛǘƘƛǳƳΦ 
 
Objectives 
In patients who are admitted on lithium therapy, ascertain the: 

o level of adherence to NICE guidelines on the management of bipolar4  

o level of pharmacist adherence to the lithium NNUH SOP3 

o level at which the recommendations of the NPSA1 are adhered to 

Method 
The audit was registered with the trust audit department. Ethics approval was not required as it is an audit project. A data collection form (see appendix 2) was 
developed and piloted on 5 patients (13-17 January 2014) and adjustments were made to the form prior to commencing full data collection (3 February ς 9 
June 2014). Data was collected in order to assess adherence 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 and 21 November 2013. Method was by 
ǊŜǘǊƻǎǇŜŎǘƛǾŜ Řŀǘŀ ŎƻƭƭŜŎǘƛƻƴ ǳǎƛƴƎ ǇŀǘƛŜƴǘΩǎ ƳŜŘƛŎŀƭ ƴƻǘŜǎ ŀƴŘ ƴŜǘǿƻǊƪ ǎȅǎǘŜƳ όL/9TM). Appropriate descriptive statistical analysis will be undertaken. 
 
Results 
30 patients were included in the audit of which 100% were deemed appropriate for inclusion. Adherence 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 in figure 1. 50% of lithium prescriptions 
clinically checked by pharmacist did not 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. 
 

Table 1 ςAdherence to Audit Standards 
 
 
Discussion 
Adherence to standard 1 was generally very good with the recommended NICE guidance monitoring being followed. I would have expected 100% adherence 
to all three subsections of standard 1 but not all the information was available on ICETM as the monitoring of lithium 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 drug chart noticeboards having all the required 
information. This may be because the remaining information (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 and checked interactions are necessary to be 
documented on the noticeboard. Due to the audit being retrospectively carried out it was not possible to check whether the patient had a lithium card and 
hence it is unknown whether the Trust complies with standard 3a from the NPSA. Another limitation 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 this audit, but it is important that the relevant people are made aware 
of its outcome and undertake a future audit to re-evaluate adherence. To improve prescribing of lithium and in particular clarification of the brand of lithium, 
it is suggested that the SOP is circulated 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 to say the dose, brand, form, route 
frequency and interactions have been verified. 
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No. Percentage adherence (%) 

1a. 93% 

1b. 86% 

1c. 100% 

2a. See figure 1 

2b. No data 

2c. 100% 

2d. 3% 

3a. N/A 

3b. 100% 
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Figure 1 - Percentage Adherence to Standard 2a 



 

 
 

15. What is the effect on pre-registration pharmacist OSCE pass/fail scores when a specific and weighted  
communication skills assessment is used? 

L.J McEwen-Smith, G.S Fleming, Health Education Kent Surrey Sussex, Haywards Heath 

 
Introduction 
UK pharmacy practice is being driven by competency-based practice and the expanding roles of pharmacy practitioners. Competency-based learning 
and assessment in the form of Objective Structured Clinical Examination (OSCE) has long been advocated by pharmacy professional and regulatory 
bodies as a method of assessing competence against the necessary high standards of professional pharmacy practice [1]. A method of OSCE assessment, 
as described by Austin [2], is attracting national interest within medical and pharmacy schools in the UK. This method is used widely for high-stakes 
h{/9Ωǎ ƛƴ /ŀƴŀŘƛŀƴ ǇƘŀǊƳŀŎȅ ǎŎƘƻƻƭǎ ŀƴŘ ŦƻǊ ǇǊƻŦŜǎǎƛƻƴŀƭ ǊŜǾŀƭƛŘŀǘƛƻƴ ŀƴŘ comprises a specific and weighted assessment of communication and 
interpersonal skills.  
 
Objective 
The objective of this study was to examine the effect on pre-registration pharmacist OSCE pass/fail scores trialling this assessment method. 
 
Method 
Data were gathered on the performance of a regional cohort of 62 NHS pre-registration trainee pharmacists, sitting 7 formative OSCE stations in the 
latter stages of their training programme. This study involved testing within normal education requirements and was exempt from the requirement 
for regional ethics committee (REC) approval. Informed consent was obtained from all participants. Two assessment instruments were used 
concurrently for data collection. The first used borderline regression methodology, comprising a marking grid of case specific performance elements 
with global judgment of holistic competence.  The second comprised an analytical checklist and a communication and interpersonal skills checklist, 
individually weighted dependant on the station context. {ǘŀƴŘŀǊŘ ǎŜǘǘƛƴƎ ŦƻǊ ǘƘŜ ŀƴŀƭȅǘƛŎŀƭ ŎƘŜŎƪƭƛǎǘǎ ǿŀǎ ŎŀǊǊƛŜŘ ƻǳǘ ǳǎƛƴƎ 9ōŜƭΩǎ ƳŜǘƘƻŘΦ CŜŜŘōŀŎƪ 
and results from the borderline regression assessment were distributed to the trainees as normal, with comparison of results carried out afterwards 
using anonymised 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 analysis identified three stations with significant difference in outcome; Station 1 (p <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/interpersonal checklist by the Exam Board, 
dependant on their context i.e. medicines reconciliation, consultation. 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 assessment of communication and interpersonal skills has the potential to provide a case or content specific indication of 
performance that might be difficult to capture in other areas of training.  However, closer scrutiny of these two distinct assessment areas by the 
examiners, combined with the absence of an overall global rating, appears to have resulted in a higher trainee fail rate for the questions allocated a 
higher weighting against either checklist. These findings have important implications if this method is to be utilised for high-stakes assessment i.e. 
undergraduate, rather than the formative nature of the current preregistration pharmacist OSCEs.  Further work is needed around standard setting 
and weighting to improve reliability of this assessment and to determine whether it is valuable in the assessment of overall performance. 
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16. An audit of hypersensitivity reactions following subcutaneous trastuzumab (Herceptin®) injection 
Foreman E*, Waters C#, *Brighton & Sussex University Hospitals NHS Trust (BSUH), #East Kent Hospitals University NHS Foundation Trust 

 
Introduction/background/context 
Trastuzumab (Herceptin®) is an established treatment for HER2 positive breast cancer, both in early breast cancer where its use in the adjuvant setting 
has been shown to reduce the risk of disease recurrence, and in advanced disease where it can prolong life1,2.  Trastuzumab is a humanised monoclonal 
antibody, and like other drugs of this type, carries a risk of hypersensitivity reactions including anaphylaxis. 
 
The original formulation of trastuzumab 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, subsequent 3-weekly maintenance doses of 6mg/kg can be infused over 30 minutes. 
There is also a requirement to undertake an observation period post administration; patients should be observed for at least six hours after the start 
of the first infusion and for two hours after the start of subsequent infusions for symptoms like fever and chills or other infusion-related symptoms. 
A survey sent to all NHS England area team cancer pharmacists indicated that in practice, observation times for subsequent cycles are often reduced.  
 
In September 2013 a subcutaneous (SC) formulation, Herceptin® 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 time (2-5 minutes); it does not require pharmacy aseptic preparation; and it is a fixed 
dose, independent of patient size or weight which helps to minimise waste and reduce overall drug costs compared with equivalent use of IV 
ǘǊŀǎǘǳȊǳƳŀōΦ ¦ƴŦƻǊǘǳƴŀǘŜƭȅΣ ŀƭǘƘƻǳƎƘ ƴƻǘƛƴƎ ǘƘŀǘ Ψserious administration related reactions, including dyspnoea, hypotension, wheezing, 
bronchospasm, tachycardia, reduced oxygen saturation and respiratory distress, were not reported in the clinical trial with the Herceptin 
ǎǳōŎǳǘŀƴŜƻǳǎ ŦƻǊƳǳƭŀǘƛƻƴΩ ǘƘŜ ǎǳƳƳŀǊȅ ƻŦ ǇǊƻŘǳŎǘ ŎƘŀǊŀŎǘŜǊƛǎǘƛŎǎ ό{t/ύ ŦƻǊ {/ IŜǊŎŜǇǘƛƴ® still states that patients should be observed for 6 hours 
after the first dose and 2 hours after subsequent doses3.  This 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 undertake an audit hypersensitivity reactions following subcutaneous trastuzumab injection to assess the safety of a reduced observation time 
and to determine what that time should be. 
 
Method 
The audit took place in 6 Trusts within the Kent, Surrey, Sussex and Medway area ς 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 patients were identified from the 
chemotherapy day unit diary each day.  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 when the reaction occurred 
and the Common Toxicity Criteria (CTC) grading of the reaction4  
 
Results 
A total of 142 administrations (85 patients) were audited across the 6 Trusts:  

¶ 25(17.6%) for metastatic disease, 109(76.8%) in the adjuvant setting and 8(5.6%) where the treatment intent was not stated.   

¶ 41(28.9%) administrations were first cycles, 32(22.5%) were second cycles, 56(39.4%) were subsequent cycles and in 13 cases (9.1%) the 
cycle number was not recorded. 

¶ 8 reactions were reported (5.6% of cycles): 
o 6 grade 1 reactions (4%) 
o 2 grade 2 reactions (1%) 
o м ŀƴǎǿŜǊ ΨȅŜǎΩ ǘƻ ǊŜŀŎǘƛƻƴΣ ōǳǘ ǊŜŀŎǘƛƻƴ ƴƻǘ ƎǊŀŘŜŘ 
o о ŀƴǎǿŜǊ ΨƴƻΩ ǘƻ ǊŜŀŎǘƛƻƴΣ ōǳǘ ŀƴ ƛƴƧŜŎǘƛƻƴ ǎƛǘŜ ǊŜŀŎǘƛƻƴ ǿŀǎ ƴƻǘŜŘ 
o There were 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 documented on the e-prescribing 
ǎȅǎǘŜƳ ŀǎ ΨŀŘƳƛƴƛǎǘŜǊŜŘ ǿƛǘƘƻǳǘ ƛƴŎƛŘŜƴǘΩΦ ¢ƘŜǎŜ ǊŜŀŎǘƛƻƴǎ Řƻ ƴƻǘ ƳŜŜǘ the criteria for a grade 1 reaction according to the CTC grading system. The 
ǳƴƎǊŀŘŜŘ ǊŜŀŎǘƛƻƴ ǿŀǎ ƴƻǘŜŘ ŀǎ Ψŀ ǘƛƴƎƭƛƴƎ ǎŜƴǎŀǘƛƻƴ ƻƴ ǘƘŜ ƭƛǇǎ ŦƻǊ млƳƛƴǎ ǿƘƛŎƘ ǘƘŜƴ ǎŜǘǘƭŜŘΩΦ  hƴŜ ŦǳǊǘƘŜǊ ƎǊŀŘŜ м ǊŜŀŎǘƛƻn was reported: a patient 
complained of feeling shivery 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 without incident. Cycle 1 of SC 
trastuzumab had been well tolerated, but on cycle 2 the patient experienced a grade 2 reaction within 5-10 minutes of the injection.  A similar reaction 
occurred 5-10 minutes after cycle 3 and the patient stopped treatment (a return to the IV preparation had been considered but as treatment was 
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 patients).  This indicates that SC 
trastuzumab is a well-tolerated treatment.  No new reaction occurred after cycle 2 and no significant reaction occurred after 10 minutes post-injection.  
This data supports a shorter observation period than that recommended in the SPC, and as such, protocols in Kent, Surrey and Sussex have been 
modified to allow a lesser observation period, particularly for patients who have already received 2 cycles without incident. We would recommend 
that chemotherapy nurses continue to report any hypersensitivity reactions so that the policy can be reviewed if necessary. 
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17. A retrospective audit of the prescribing of oral iron against recommended standards in a small acute hospital over a 4 month period. 
Mc Garry, N, Galway, M., Mater Infirmorum Hospital, Belfast Health & Social Care Trust. 

 
Introduction 
The British Society of Gastroenterology (BSG) has published guidelines for the management of iron deficient anaemia (IDA)1. The Belfast Health & 
Social Care Trust (BHSCT) guidelines for the management of anaemia are based on these and the NICE (National Institute for Health and Care 
Excellence) Clinical Knowledge Summary guidelines2,3.  
 
Anaemia is defined by the World Health Organisation4 as:  

¶ Haemoglobin below 13g/dl in men over 15 years. 

¶ Haemoglobin below 12g/dl in non-pregnant women over 15 years. 

¶ 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 blood cell Mean Corpuscular Volume 
(MCV) less than 76fl, a Mean Haemoglobin Concentration (MCH) less than 27pg, Haemoglobin less than 130g/L in male patients and less than 120g/L 
in non-pregnant 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 not be iron deficient. This has been 
further substantiated by feedback on potentially inappropriate requests for intravenous iron from primary care and 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 perceptions are valid and then take 
action to improve on this, we first of all need to do a baseline audit to capture our current performance against BHSCT guidelines2. 
 
Aim 
To undertake an audit to establish our current level of performance in prescribing oral iron for patients who have IDA according to best practise 
guidelines1. The results will be used to review and reflect on our current practise in prescribing oral iron. We will make a realistic, agreed positive 
intervention after discussion with our medical lead and then re-audit this next year.  
 
Objective 
To assess whether all patients between November 2014 and February 2015 newly started on oral iron have IDA in accordance with the BHSCT policy2. 
To feedback our findings to medical and pharmacy staff and decide on a positive intervention that will improve our performance and plan a re-audit. 
To use this as a foundation for a further audit on establishing how effective oral iron therapy was in restoring iron stores and haemoglobin within 3 
months. 
 
Method 
We registered our audit with the audit department. We did not require ethics 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 had been newly started whilst 
in hospital by investigating eŀŎƘ ǇŀǘƛŜƴǘΩǎ ƳŜŘƛŎŀǘƛƻƴ ƘƛǎǘƻǊȅ ǳǎƛƴƎ Dt 9ƭŜŎǘǊƻƴƛŎ /ŀǊŜ wŜŎƻǊŘǎ ό9/wύΦ ²Ŝ ŜǎǘŀōƭƛǎƘŜŘ ƻǳǊ ŜȄŎƭǳǎƛƻƴ ŎǊƛǘŜǊƛŀ ς pregnancy 
and chronic renal disease. We piloted our audit form on our first 2 patients then tailored it further to suit our required data. We collected data on 
each patient and collected data on Haemoglobin, MCV, MCH, iron profile measures and other parameters such as patient identifiers, age, C-Reactive 
Protein, liver function (if known) and renal function. We evaluated whether each patient had IDA by comparing their laboratory results against the 
criteria in the BHSCT policy2.  
 
Results 
Our results (see Table 1) have shown so far that 5 out of 18 patients did not have IDA consistent with the BHSCT policy2. Two of these patients had a 
degree of renal 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 
started on oral iron. 

Number of patients who 
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 criteria for 
IDA. 

5 (28%)   

 
Discussion 
Our audit results demonstrate that we are adhering to the BHSCT policy2 in starting 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 therapy in patients who do not have 
IDA in 5 (28%) patients.  
Our next step is to present these results to our medical and pharmacy staff across BHSCT and consider our next step in improving practise. It may be 
necessary to have more guidance and explanation for the management of IDA, to look at how it is presented in the laboratory 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 cases, in renal impairment or in borderline 
cases. The limitations in the 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 ECR but our experience to date would 
not be consistent with having drugs omitted 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 address these limitations again when we conduct our re-audit. 
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18. Winter pressures add a clinical pharmacist to the emergency department (ED) 
Gotel U1, Henderson K2, Hill J2, 1Pharmacy Department, 2Emergency 5ŜǇŀǊǘƳŜƴǘ DǳȅΩǎ ŀƴŘ {ǘ ¢ƘƻƳŀǎΩ bI{ CƻǳƴŘŀǘƛƻƴ ¢Ǌǳǎǘ 

 
Introduction 
UK urgent and emergency care (UEC) services are facing significant increased patient demand. The final two weeks of 2014 vs. 2013 saw 849,000 ED attendances, 
~70,000 increase and 4-hour target performance fell for all attendances to 89.6% vs. 95.9%1. In November £700 million additional funding was announced to 
support winter pressures2. Increased demand is occurring alongside shortages of staff trained in UEC. Trust ED service pressures reflect the UK picture and 
agency staff are a significant unplanned cost. Pharmacy services are developing to support ED provision with similar roles to in-patient clinical pharmacists3 but 
cƭƛƴƛŎŀƭ ǇƘŀǊƳŀŎƛǎǘΩǎ ǎƪƛƭƭǎ ŀǊŜ ǳƴŘŜǊǳǘƛƭƛǎŜŘ ƛƴ ¦9/Φ tilot work has outlined benefits pharmacists bring to UEC patients, this work is being rolled out as a national 
pilot4. Locally there was potential to optimise ED skill mix, support medicines management and add value for money as no operational clinical pharmacy service 
existed direct to the ED. Such a service would ensure 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 medication and medicines information on discharge from the ED. Medicines 
advice could be provided directly to patients/carers freeing nursing time and reducing reattendance due to non-adherence. Pharmacy bid and secured funding 
for one WTE clinical pharmacist on the ED shop floor. The clinical pharmacy service will run from 29.09.14 - 31.03.15. It is staffed by AfC B7 and B6 (3 years 
qualified) pharmacists rostered 1-9.30pm Fri/Sat/Sun, 12-6pm Monday plus 6-9.30pm Mon-Fri. This review aims to demonstrate the impact of a clinical 
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 medical post-take ward round (PTWR)  
 
Methods 
Activity and specific drug data were collected for every shift. A standard operational data collection proforma was piloted and amended for use. Pharmacists 
tasks were identified as drug history (DH) fully completed, MR fully completed, identification of patients with own drugs (PODs), patients/relatives asked to 
bring PODs, patients counselled, drug charts transcribed, items supplied from dispensary, out-patient prescriptions screened, allergy status confirmed, staff 
information/resource provision, antibiotic prescription clarification, referral to doctor or healthcare professional, contact with GP or Community pharmacist. 
PTWR data collected using standard data collection forms for 29/09 ς 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 were seen 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 prevent an ADR 60% (233/388) followed by 
efficacy 32% (123/388), length of stay 10% (39/388), compliance/concordance 16% (62/388). Six percent (24/388) were for safety in relation to an ADR. Most 
requests where for medicines acting on the CNS 26% (101/388), CVS 23% (88/388) or to treat infection 21% (81/388).  
 
Completed MR on PTWR 13-14 / 14-15: PTWR pharmacists 7.1 vs. 5.7, AT 2.1 vs. 4.7. Pharmacist contributions on PTWR 13-14 / 14-15, 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 ED shop-floor. The main aims were to enhance patient safety and free-up clinician time. 
Key pharmacist safety inputs were 1) allergy confirmation, providing a medicines safety barrier supporting safer prescribing in a high risk environment 2) 
reduction in missed or delayed doses through early DH identification and supply of non-stock medicines 3) avoidance of ADRs and 4) provision of specific, timely 
drug advice. The ED pharmacist also ensured 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 DH, MR and transcribing, supporting 
ǎƪƛƭƭ ƳƛȄΣ ƛƳǇǊƻǾƛƴƎ ǿƻǊƪŦƭƻǿ ŀƴŘ ŀƭƭƻǿƛƴƎ ŎƭƛƴƛŎƛŀƴǎ ǘƻ ŦƻŎǳǎ ƻƴ ǇŀǘƛŜƴǘΩǎ ƘƛǎǘƻǊȅ ŀƴŘ ŜȄŀƳƛƴŀǘƛƻƴΦ tƘŀǊƳŀŎƛǎǘǎ t¢²w ƛƴǇǳǘ ǿas also altered. Current processes 
require pharmacist confirmation of DH and MR whilst on the round. With 2.6 more MRs/round complete prior to the PTWR, pharmacists could clinically review 
patient care with full information. Interestingly, PTWR contributions only fell by 2% (0.5/pt) demonstrating alternative contributions are made when MR is 
already completed. An additional value cost 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 a result. PODs also enhance quality DH, MR 
and facilitate discharge. Direct pharmacist provision of medicines information supported discharge through GP and community pharmacist liaison, highlighting 
the need for referrals into new medicines schemes. New clinical pharmacy services must be 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 Pharmacy Service and Near-Patient Dispensing to a Chemotherapy Day Ward 
Purcell, S., Allen, R., Hale, K. Pharmacy Department, Wirral University Teaching Hospital NHS Foundation Trust, Wirral 

 
Background 
Chemotherapy is a high-risk area for prescribing & administration of medicines, requiring specialist pharmacy input to ensure patient safety and 
compliance with national guidance. Chemotherapy drugs are often high-cost and optimising their use offers opportunity for cost improvement. 
 
The haematology day ward at Wirral University Teaching Hospital NHS Foundation Trust (WUTH) treats approximately 40-50 patients per week with 
intravenous/oral chemotherapy and drug spend for this area has increased by approximately 15% year on year since 2008. This increase is due to the 
increase in chemotherapy delivery, the increased complexity of chemotherapy prescribed, as well as an increase in the number of drugs and regimens 
available for the treatment of cancer.  
 
The National Chemotherapy Advisory Group (NCAG) report1, NHS Cancer Plan2, the Manual of Cancer Quality Measures3, National Confidential Enquiry 
into Patient Outcome and Death (NCEPOD) report4, and National Patient Safety Agency (NPSA) oral chemotherapy alert5 require competent and 
suitably trained pharmacists to 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 into haematology services. 
Approximately 18 months ago the clinical verification of chemotherapy prescriptions transferred from taking place in the dispensary or aseptic unit 
to being undertaken alongside the prescribers in the clinic.  
 
Objectives 
To reduce waiting times for patients prescribed oral chemotherapy or take-home 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 errors by allowing only trained staff to dispense chemotherapy 
 
Method 
A 6-week pilot of near-patient dispensing was conducted in September to October 2013. A 0.5 whole-time equivalent (WTE) band 5 medicines 
management technician was seconded into the haematology team to facilitate this. A portable medicine dispensing trolley was loaned from 
Medstrom. Throughout the trial data on dispensing turnaround times were recorded using the pharmacy prescription tracking system. All patients 
were offered additional consultation on their medication from a member of the haematology pharmacy team, including a review of their existing 
medicines, counselling on new medicines and checking adherence. A pre-piloted questionnaire was distributed to all patients and staff following the 
trial. Ethics approval was not required for this service development project.  
 
Results 
See Table 1. Waiting times were reduced from 39 mins to 13 mins. All patients were offered a consultation from a member of the haematology 
pharmacy team. Medicines wastage was avoided since patients were able to inform pharmacy staff which medicines they had enough supply of 
already (savings approx. £1k/year). Patient and staff satisfaction with the trial was high, as displayed in the written and verbal comments received 
from patients (see below) in the evaluation questionnaire (responses 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 (6-week trial) Main Pharmacy Dispensary (6-weeks 
preceding trial) 

Number of prescriptions 104 75 
Average time to process prescription (mins) 13 39 
Total time (mins) 1354 2908 
Range (mins) 1 to 68 12 to 166 

 
Positive comments received from patients included: 

¶ άDƻƻŘΦ .ŜǘǘŜǊ ǎŜǊǾƛŎŜ ƴƻǿ ǘƘŀǘ ŘǊǳƎǎ ŀǊŜ ƻŦŦŜǊŜŘ ŦǊƻƳ Řŀȅ ǿŀǊŘΦ [Ŝǎǎ ǿŀƛǘƛƴƎ ǘƛƳŜέ 

¶ ά¢ƘŜ ƴŜǿ ǎŜǊǾƛŎŜ ƻŦ ǇǊŜǎŎǊƛǇǘƛƻƴ ŘŜƭƛǾŜǊȅ ǘƻ ǘƘŜ Řŀȅ ǿŀǊŘ ƛǎ ƳŀǊǾŜƭƭƻǳǎέ 

¶ άDƻƻŘ ǘƻ ōŜ ŀōƭŜ ǘƻ ŘƛǎŎǳǎǎ ƳŜŘƛŎŀǘƛƻƴ ǿƛǘƘ ǇƘŀǊƳŀŎȅ ǎǘŀŦŦΦ /ŀǊǊȅ ƻƴΦέ 
 
Discussion 
In line with the national QUIPP agenda the introduction of a clinical pharmacy service and near-patient dispensing to the haematology day ward at 
WUTH both improved the service offered to patients and demonstrated cost and time efficiencies. By introducing a dedicated technician into the 
haematology team effective skill-mix was achieved and increased familiarity and knowledge with complex regimes will hopefully lead to a safer 
service. 
 
!ƴ ŜǾŀƭǳŀǘƛƻƴ ƻŦ ǘƘŜ ǘǊƛŀƭ ǎƘƻǿŜŘ ǘƘŀǘ ƛǘ ƛƳǇǊƻǾŜŘ ǇŀǘƛŜƴǘǎΩ ǉǳŀƭƛǘȅ ƻŦ ŎŀǊŜΣ ƛƳǇǊƻǾŜŘ ǇǊƻŘǳŎǘƛvity, and prevented medicines wastage. In addition, by 
removing complex chemotherapy prescriptions from the main pharmacy dispensary the pilot has supported a reduced turnaround tiƳŜ ŦƻǊ Ψǘƻ-take 
ƘƻƳŜΩ ό¢¢IΩǎύ ŀƴŘ ƻǘƘŜǊ ƳŜŘƛŎƛƴŜǎ ŦƻǊ ǘƘŜ ǊŜǎǘ ƻŦ ǘƘŜ ƘƻǎǇƛǘal. The trial has shown how efficiencies can be delivered through an innovative 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 approximate response 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 recovery process and subsequently reduce the 
length of stay in hospital. However, 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), Code 4 means that the medication was 
not available at the time. 
Missed medication doses has been highlighted as national priority for the NHS after a review of medication incidents in 20101 revealed that omitted and delayed 
medicines was the second largest cause of medication incidents. The report found that for some kinds of medicines such as antibiotics, anticoagulants and 
insulin, an omitted or delayed dose can have serious or even fatal consequences1. 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 Mental Health (NCfMH) 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 revise the culture of endorsing Code 
4 or omission of doses without justification. 
 
Standards 
1. Omitted doses should account for less than 4% of the total number of doses administered. 
2. There should be zero omitted doses of critical medicines (antibiotics, anticoagulants, clozapine, antidiabetics, lithium, L-dopa preparations, 

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 with reasons for the Code 4 endorsement. 

 
Method 
A spreadsheet was devised in Microsoft Excel 2010 to record the total number of doses for each patient and the total number of missed doses with a further 
form to record details of any omitted doses. This audit tool was piloted on Ward 1 on 02/12/2014 by the auditor after which no changes were made to it. Data 
ǿŀǎ ǘƘŜƴ ŎƻƭƭŜŎǘŜŘ ŀƴŘ ǊŜŎƻǊŘŜŘ ŦǊƻƳ лоκмнκнлмп ǳǎƛƴƎ ǇŀǘƛŜƴǘǎΩ ƳŜŘƛŎŀǘƛƻƴ ŎƘŀǊǘǎΣ ǇŀǘƛŜƴǘǎΩ ǇǊƻƎǊŜǎǎ ƴƻǘŜǎ ŀƴŘ ƛƴǘŜǊǾƛŜǿǎ ƻŦ staff members administering 
medication. There were no exclusions made for blank boxes or endorsing Code 4 on administration charts. An ethics approval was not required as this was an 
audit project. 
 
Results 
In total there were 45 (0.50%) missed doses recorded at NCfMH, of which 34 (0.38%) were blank boxes 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. 
 
 

Ward Total Missed 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%) 

Ward 4 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 code 4s were endorsed on wards 1,2 and 7. 
Therefore, these wards failed to meet Standard 3. No ward passed Standard 4 as no ward contacted the DSN and recorded 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 occasion. Ward 1 did not contact 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 unsigned when a patient was transferred 
between wards during medication rounds. The breakdown in communication during transfer could be a cause of further omitted doses and therefore needs to 
be addressed. I speculate that this may be due to inadequate use of the ward handover checklist, which aims to reduce communication errors such as this. On 
Wards 1,2,4 and 6 failure of Standard 2 was due to the omission 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 during medication rounds 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 omitted doses. I believe this is due to an 
increased workload increasing the number of mistakes made, and hence the number of medication omissions. Despite this, Ward 5 had the lowest number of 
missed doses, despite having the second largest number of doses per day. This is due to increased datix 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 suggests that if we want to reduce the 
number of medication omissions then we need 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 medications and improve ǇŀǘƛŜƴǘǎΩ ǉǳŀƭƛǘȅ 
of life as a result.  
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21. Community Pharmacist: Making an impact on stroke prevention 
Hamedi N1,2, Levitan M3, Begley A2, Antoniou S1,2, 1Barts Health NHS Trust, 2UCLPartners, 3Middlesex Group of Local Pharmaceutical Committees 

 
Introduction 
Stroke prevention in patients with Atrial Fibrillation (AF) is a national priority and has been revolutionised with evidence demonstrating the value of oral 
anticoagulation over aspirin.  Most recently, the National Institute of Health and Care Excellence (NICE) guidelines have recommended the use of warfarin or 
Non-vitamin K antagonist Oral Anticoagulants (NOACs) as equal first line therapy with the ŎƘƻƛŎŜ ōŀǎŜŘ ƻƴ ǇŀǘƛŜƴǘǎΩ ŎƭƛƴƛŎŀƭ ŦŜŀǘǳǊŜǎ ŀƴŘ ǇǊŜŦŜǊŜƴŎŜǎ1.   
 
Unlike warfarin, patients prescribed NOACs do 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 NOACs through their New Medicine 
Service (NMS).  However, to date the learning requirements of community pharmacists to provide a NMS to patients initiated on oral anticoagulant has not 
been formally assessed2,3. 
 
Aim and objectives 
Determine the baseline training, support and resources used by community pharmacist to deliver a NMS consultation on oral anticoagulants for stroke 
prevention in patients with AF. 
 
Method 
An online survey questionnaire was designed and modified in response to the pilot feedback then sent by e-mail to community pharmacists in London through 
their Local Pharmaceutical Committees and the Royal Pharmaceutical Society local practice forum. The survey questionnaire was live and accessible by London 
community pharmacists for a period of 2 months (4th December 2014 to 31st January 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 due to non-completion of the questionnaire.  The post 
qualification experience of those included in the analysis was an average of 21 years (range 1 to 50 years) with 31% (79/257) 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 consultations, with proprietor pharmacists undertaken fewer 
consultations (p=0.043).  68%(174/257) of pharmacist completed a NMS for oral anticoagulation and those with extra qualification were shown statistically to 
undertake more consultations (p=0.012).  The NMS consultations 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) confirmed they utilised a resource for reference 
when undertaking a NMS consultation, of which 72% (94/131) used the British National Formulary.  

 
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 experience community pharmacists have in delivering NMS for oral 
anticoagulation for stroke prevention in patients with AF. Our data confirms community pharmacists are undertaking NMS consultation on oral anticoagulants 
including NOACs.  Furthermore it is clear, there is 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 clinical and patient engagement skills for 
NMS consultation on oral anticoagulants with appropriate resources and on-going 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 generalizability of the study.  It was not feasible to statistically compare 
the NMS consultation results to national data.   
Following the delivery of the training programme: 

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

¶ Qualitatively analyǎŜ ǘƘŜ ƛƳǇŀŎǘ ƻŦ ba{ Ŏƻƴǎǳƭǘŀǘƛƻƴ ƻƴ ŀŘƘŜǊŜƴŎŜΣ ǇŀǘƛŜƴǘǎΩ ǉǳŀƭƛǘȅ ƻŦ ƭƛŦŜ ŀƴŘ ǘƘŜ bŀǘƛƻƴŀƭ IŜŀƭǘƘ {ŜǊǾƛŎŜ ŜŎƻƴƻƳȅ ŀƴŘ 

¶ Feedback from community pharmacist and patients on their experience is also essential. 
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22. Development and Implementation of an All Wales Medication Safety Indicators Reporting System 
1Harries J, 1Townsend M, 2Williams R, 1Cwm Taf University Health Board (CTUHB), Llantrisant,  

2Abertawe Bro Morgannwg University Health Board (ABMUHB), Swansea 

 
Introduction 
An all Wales, multi-ǇǊƻŦŜǎǎƛƻƴŀƭ ŀǇǇǊƻŀŎƘ ǘƻ ƳƻƴƛǘƻǊƛƴƎ ŀ ƴǳƳōŜǊ ƻŦ ƳŜŘƛŎŀǘƛƻƴ ǎŀŦŜǘȅ ƛƴŘƛŎŀǘƻǊǎ ǿŀǎ ŘŜǾŜƭƻǇŜŘ ŀƴŘ ƛƳǇƭŜƳŜƴǘŜŘΦ  ¢ƘŜ ά¢ǊǳǎǘŜŘ ǘƻ 
/ŀǊŜέ1 report highlighted that medication safety issues, particularly omitted doses, were key areas for improvement for hospitals in Wales.  The Welsh 
DƻǾŜǊƴƳŜƴǘΩǎ vǳŀƭƛǘȅ 5ŜƭƛǾŜǊȅ tƭŀƴ ƛŘŜƴǘƛŦƛŜǎ ǘƘŜ ƴŜŜŘ ǘƻ ŘŜǾŜƭƻǇ ǉǳŀƭƛǘȅ ŀƴŘ ǎŀŦŜǘȅ ƛƴŘƛŎŀǘƻǊǎ ƛƴ ǘƘŜ ²ŜƭǎƘ bIS.    
 
This project builds on work undertaken in Wales in response to guidance from the National Institute for Health and Clinical Excellence (NICE) 2, the 
National Patient Safety Agency (NPSA) 3 and the Francis Inquiry4.  Previous initiatives have included the revision of the All Wales In-patient Medication 
!ŘƳƛƴƛǎǘǊŀǘƛƻƴ wŜŎƻǊŘ όǘƘŜ άŘǊǳƎ ŎƘŀǊǘέύ ǘƻ ƛƴŎƭǳŘŜ ±Ŝƴƻǳǎ ¢ƘǊƻƳōƻŜƳōƻƭƛǎƳ ό±¢9ύ Ǌƛǎƪ ŀǎǎŜǎǎƳŜƴǘ ŀƴŘ aŜŘƛŎƛƴŜǎ wŜŎƻƴŎƛƭƛŀǘƛƻƴ sections.    
 
A nursing care metrics dashboard, Fundamentals of Care (FoC), was 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 professions approach to medication 
safety.   Until now there has been no 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.  It filled gaps, produced consistency and 
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 the All Wales 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 (AWQPS) sub-group of the Welsh Chief Pharmacists Committee agreed a set of Medication 
Safety Indicators. The key principles and medication safety measures of the Medication Safety Thermometer5, developed in NHS England, were used.  
Four indicators were agreed: Allergy status, VTE risk assessment, Medicines Reconciliation and Omitted Doses.  All these indicators could easily be 
collected by reviewing the relevant sections of the inpatient drug chart.  A commercial software product, TeleForm® desktop, was purchased for the 
seven Welsh Health Boards. This was resourced by a Welsh Government modernisation 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.  An importing tool was developed 
to automatically populate the FoC system. Collated data sets were generated from monthly audits of inpatient drug charts.   
 
¢ƘŜ άƳƻŘŜƭ ŦƻǊ ƛƳǇǊƻǾŜƳŜƴǘέ ƳŜǘƘƻŘƻƭƻƎȅ ǿŀǎ ŀŘƻǇǘŜŘ ŦƻǊ ǘƘƛǎ ǇǊƻƧŜŎǘΤ ƴƻ ŜǘƘƛŎǎ ŀǇǇǊƻǾŀƭ ǿŀǎ ǊŜǉǳƛǊŜŘΦ  Lǘ ǿŀǎ ŀƎǊŜŜŘ ǘƘŀǘ ŀ sample of ten 
inpatient charts per ward per month would be audited to achieve a balance between the practicalities of collecting information and having sufficient 
data to demonstrate changing trends over time. The forms and data collection methods were tested and refined using άtƭŀƴΣ 5ƻΣ {ǘǳŘȅΣ !Ŏǘ όt5{!ύ 
cycles in two health boards (CTUHB and ABMUHB) from February to June 2014.   A standard operating procedure was developed to accompany the 
data collection forms.  The audit was spread to all Welsh Health Boards by February 2015.   In contrast 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 Committee. This was the first time audit data would be 
collected and input into the FoC system by non-nursing healthcare professionals.  Ward managers are required to sign off the data for their wards.  
Through the PDSA cycles, the procedure evolved to include immediate feedback 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 method of data collection 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 of reports was developed in the 
FoC system. These can provide ward, directorate, health board and national level reports. 
 
Discussion 
This quality improvement initiative has delivered an integrated approach to medication safety. It uses technology to improve the efficiency of data 
collection and reporting.  The involvement of pharmacy teams in measuring 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 information for improvement.  Utilization 
of the TeleForm® software 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 of national or local interventions on medication safety 
will be assessed. For example a pilot has demonstrated improved patient outcomes (increased compliance with VTE risk assessment and reduction in 
number of hospital associated thromboses) through implementation of a 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' discharge medications  
to their community pharmacist on discharge from hospital 

Hockly MK; University of Brighton and Brighton and Sussex University Hospitals NHS Trust; Brighton.  Marcus Allen; University of Brighton. 

 
Introduction 
Transferring patients between care providers is a high risk area for medicines management.  During hospital admission 60% of patients will have three 
or more medication changes made.[1]  ¢ƘŜǎŜ ŎƘŀƴƎŜǎ ǘƘŜƴ ƴŜŜŘ ǘƻ ōŜ ǳǇŘŀǘŜŘ ƛƴ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ƳŜŘƛŎŀǘƛƻƴ ǊŜŎƻǊŘǎ ŀǘ ǘƘŜƛǊ DŜƴŜǊŀƭ tǊŀŎǘƛǘƛƻƴŜǊ όDtύ 
surgery after discharge, but errors often occur at this stage.  The PRACtICE study (2012) found that 43% of patients had discrepancies between the 
medications prescribed on their discharge letter and those subsequently prescribed in practice.[2]  Poor communication to the patient regarding 
medication changes also occurs.  A large American study found patients had no understanding of 69.3 % of re-dosed medications, 81.6 % of stopped 
medications, and 62.0 % of new medications prescribed on hospital discharge.[3]  This poor communication and the post-discharge prescribing 
discrepancies lead to adverse effects for the patient.  It is estimated that 57% of patients have medication problems within 2 weeks of discharge.[4]  A 
ǎǘǳŘȅ ƭƻƻƪƛƴƎ ŀǘ ǘƘŜ ŜŦŦŜŎǘ ƻŦ ǎŜƴŘƛƴƎ ŘƛǎŎƘŀǊƎŜ ƭŜǘǘŜǊǎ ǘƻ ǇŀǘƛŜƴǘǎΩ /ƻƳƳǳƴƛǘȅ tƘŀǊƳŀŎƛǎǘǎ ŦƻǳƴŘ ǘƘŀǘ the number of unintentional post-discharge 
prescription discrepancies in the intervention group (where the Community Pharmacist received their discharge letter) was 32% compared to 57% in 
the comparator group.[5]  The number of medication related adverse events in the intervention group was also lower, 1.6% compared to 3.1%.  Sending 
a cƻǇȅ ƻŦ ǇŀǘƛŜƴǘǎΩ ŘƛǎŎƘŀǊƎŜ ƭŜǘǘŜǊǎ ǘƻ ǘƘŜƛǊ ŎƻƳƳǳƴƛǘȅ ǇƘŀǊƳŀŎƛǎǘ ƛǎ ŀ Ŏƻǎǘ ŜŦŦŜŎǘƛǾŜ ǿŀȅ ƻŦ ǊŜŘǳŎƛƴƎ Ǉƻǎǘ ŘƛǎŎƘŀǊƎŜ ǇǊŜǎŎǊƛōƛng discrepancies.   
 

Objective 

This study aims to investigate the effect of sending a copy of the hospital discharge letter to a paǘƛŜƴǘΩǎ ƴƻƳƛƴŀǘŜŘ ŎƻƳƳǳƴƛǘȅ ǇƘŀǊƳŀŎȅ ƻƴ ǘƘŜ 
ƴǳƳōŜǊ ƻŦ ƳŜŘƛŎŀǘƛƻƴ ŘƛǎŎǊŜǇŀƴŎƛŜǎ ōŜǘǿŜŜƴ ǘƘŜ ǇŀǘƛŜƴǘΩǎ Dt ǊŜŎƻǊŘǎ ŀƴŘ ǘƘŜ ŘƛǎŎƘŀǊƎŜ ƭŜǘǘŜǊΣ ŀƴŘ ōŜǘǿŜŜƴ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǊŜŎƻƭlection of their 
medication regime and the discharge letter. 
 
Method 
In a randomised, double-blinded trial, 33 participants in two groups, control and intervention, had their discharge letter sent to either their GP only 
or their GP and nominated community pharmacy after hospital discharge.  At least three weeks after each participant had been discharged from 
ƘƻǎǇƛǘŀƭ ŀ ŎƻǇȅ ƻŦ ǘƘŜ ǇŀǊǘƛŎƛǇŀƴǘΩǎ Dt ǎǳǊƎŜǊȅ ŎǳǊǊŜƴǘ ƳŜŘƛŎŀǘƛƻƴ ǊŜŎƻǊŘ ǿŀǎ ƻōǘŀƛƴŜŘΦ  ¢ƘŜ ǇŀǊǘƛŎƛǇŀƴǘΩǎ ǎŜƭŦ ŘŜǎŎǊƛōŜŘ ƳŜŘication regime was also 
obtained via a telephone interview.  Discrepancies between the GP patient medication record and the hospital discharge letter, and between the 
ǇŀǊǘƛŎƛǇŀƴǘΩǎ ǊŜŎƻƭƭŜŎǘƛƻƴ ƻŦ ǘƘŜƛǊ ƳŜŘƛŎŀǘƛƻƴ ǊŜƎƛƳŜ ŀƴŘ ǘƘŜ ŘƛǎŎƘŀǊƎŜ ƭŜǘǘŜǊ ǿŜǊŜ ŎƻǳƴǘŜŘΦ  ¢ƘŜ ƴǳƳōŜǊ ƻŦ ƳŜŘƛŎŀǘƛƻƴ ŘƛǎŎǊŜpancies (relative to the 
number of drugs prescribed) in the intervention group, 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 was obtained from the local National 
Research and Ethics Committee and the Trust Research and Development department prior to commencement.   
 
Results 
GP medication records were collected for all the оо ǇŀǊǘƛŎƛǇŀƴǘǎΣ ǘŜƭŜǇƘƻƴŜ ƛƴǘŜǊǾƛŜǿǎ ǿŜǊŜ ŎƻƴŘǳŎǘŜŘ ƻƴ нс ǇŀǊǘƛŎƛǇŀƴǘǎ ǘƻ ƻōǘŀƛƴ ǘƘŜ ǇŀǊǘƛŎƛǇŀƴǘΩǎ 
recollection of their medication regime.  The intervention group had statistically fewer medication discrepancies than the control group for both data 
ǎŜǘǎΥ Dt ǊŜŎƻǊŘǎ ŎƻƳǇŀǊŜŘ ǿƛǘƘ ǘƘŜ ƘƻǎǇƛǘŀƭ ƭŜǘǘŜǊǎ όDt Řŀǘŀ ǎŜǘύΥ ǇҐлΦлллоп όǇғлΦлрύΤ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ǊŜŎƻƭƭŜŎtions of their medication regimes 
compared with the hospital letters (Pt data set): p=0.000043 (p<0.05) [Table 1].   
 

 Intervention Group: 
Number of discrepancies 

Intervention Group: 
Percentage of 
discrepancies 

Control Group: 
Number of discrepancies 

Control 
Group: 
Percentage of 
discrepancies 

P Value* 

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 sets, GP and Pt, and a 
comparison of the difference in discrepancies between the two groups.   
 
*The CHI squared test was used to test for a statistical difference between the two groups for each data set.  A one-tailed test was used and tested 
ǘƻ ǘƘŜ ǎƛƎƴƛŦƛŎŀƴŎŜ ƻŦ ʰҐлΦлрΦ   
 
Discussion 
Sending a copy of each ǇŀǘƛŜƴǘΩǎ ŘƛǎŎƘŀǊƎŜ ƭŜǘǘŜǊ ǘƻ ǘƘŜƛǊ ƴƻƳƛƴŀǘŜŘ ŎƻƳƳǳƴƛǘȅ ǇƘŀǊƳŀŎȅ ŎƻǳƭŘ ōŜ ōŜƴŜŦƛŎƛŀl in reducing post-discharge prescribing 
discrepancies and improving patient understanding of the changes made to their medicines.  This study did not have the resources to investigate and 
ŀƴŀƭȅǎŜ ǘƘŜ ŎƻƳƳǳƴƛǘȅ ǇƘŀǊƳŀŎƛǎǘǎΩ ƛƴǘŜǊǾŜƴǘƛƻƴǎ ǳǎƛƴƎ ǘƘŜ ƘƻǎǇƛǘŀƭ discharge letter and so it is unclear what interventions may have been carried 
by the community pharmacists to help bring about the measured reductions in discrepancies.  Because of the small sample size in this study and the 
lack of detailed information and 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 medication discrepancies should be 
ŎŀǊǊƛŜŘ ƻǳǘΦ  {ŜƴŘƛƴƎ ƘƻǎǇƛǘŀƭ ŘƛǎŎƘŀǊƎŜ ƭŜǘǘŜǊǎ ǘƻ ǇŀǘƛŜƴǘǎΩ ŎƻƳƳǳƴƛǘȅ ǇƘŀǊƳŀŎƛǎǘǎ ƛǎ ŀ ǊŜƭŀǘƛǾŜƭȅ ƭƻǿ Ŏƻǎǘ ŀƴŘ ǎƛƳǇƭŜ ƛƴǘŜǊvention to implement and 
the incidence of medication discrepancies in the control group was relatively high for both measures (26% 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 RL1, Honeywell G1, Warner JG2, Noble KA2., 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 medication, one-third associated with poor adherence, and two-thirds considered 
preventable.1 Patients recently discharged to home are at a high risk of readmission,2 therefore services should be targeted to support patients 
following discharge. As part of a broader reablement service (including physiotherapy and occupational therapy and intensive support for 6 weeks) 
the Isle of Wight offered the pharmacy reablement service (PRS) to help prevent readmissions to hospital between 2011 and 2014. The PRS involved 
assessing high risk patients (as identified by social services) in hospital 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 effect on hospital admissions. 
 
Objectives 
1. To describe the 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 stay, 30-day readmissions, excess bed days and 

deaths. 
 
Method 
Link-anonymised data on the PRS from 2011 to 2014 were obtained from the Electronic Services Monitoring and Quality (ESMAQ) system (now 
PharmOutcomes).3 These data detailed the referral process and activity undertaken by the community pharmacists. Link-anonymised patient data 
(age, gender, primary diagnosis for reablement admission, number of admissions, lengths of stay, excess bed days and 30-day readmissions) were 
obtained from the hospital information department. All databases used the hospital number as a pseudonymous patient identifier. Databases were 
cleaned (duplicates removed, social services numbers converted to hospital numbers), imported into Excel 2007 and merged based on the hospital 
number. Patients were retrospectively grouped according to whether they 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 the wider reablement 
programme or the pharmacy reablement service. 
 
Demographic data (age, gender, primary diagnosis) were summarised using descriptive statistics. Baseline data were calculated for the two years 
preceding the PRS start date for each patient (reablement date): number of hospital admissions/patient/year, total number of bed days/patient/year, 
total number of excess bed days/patient/year, number of 30-day readmissions/patient/year. Baseline data were compared between the two patient 
groups using t-test for continuous data (outliers were removed prior to analysis) and Pearson's chi square for categorical data. 
 
The contribution in months for each patient post-reablement was calculated based on the date of death or the date of data extraction. From this, the 
post-reablement number of hospital admissions/patient/year, total number of bed days/patient/year, and total number of excess bed 
days/patient/year were calculated. The change from baseline to post-reablement was calculated for number of hospital admissions/patient/year, 
total number of bed days/patient/year, and total number of excess bed days/patient/year and compared between the two patient groups using t-
test; the number of deaths and 30-day readmissions were compared using Pearson's chi-square. 
 
The time from reablement date to community pharmacist review was summarised using descriptive statistics. The problems identified and activities 
undertaken were recorded by community pharmacists using drop-down lists and free text. Free-text descriptions were coded and summarised as 
number (%). 
 
Ethical approval was not required for this service evaluation. 
 
Results 
Community Pharmacist Review: 435 patients were referred into the PRS, hospital episode data was available for 433 patients. 208/435 (48%; 95%CI 
43, 53) patients received a community pharmacist review; 182/208 (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 (52%; 95%CI 45, 59) patients 
received one domiciliary visit, 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: Patients 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 median of 1.0 (interquartile 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%; 95%CI 18.7, 26.6) patients had 
excess bed days) and 0.5 (IQR 0.5) 30-day readmissions/year in the two years pre-reablement. Comparison of the "HA Only" and "CP Review" groups 
showed no statistically significant differences in baseline characteristics. 
 
9ŦŦŜŎǘ ƻŦ /t wŜǾƛŜǿΥ /ƻƳǇŀǊŜŘ ǘƻ ǘƘŜ άI! hƴƭȅέ ƎǊƻǳǇΣ ǘƘŜ ά/t wŜǾƛŜǿέ ƎǊƻǳǇ ǎƘƻǿŜŘ ƎǊŜŀǘŜǊ ǊŜŘǳŎǘƛƻƴǎ ŦǊƻƳ ōŀǎŜƭƛƴŜ ƛƴ ŀŘƳƛǎǎions (-1.5 
admissions/patient/year, p=0.003), 30-day readmissions (odds ratio (OR) 0.45, p=0.004) length of stay (-11.6 days/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=0.156). These reductions were statistically significant for 
all measures except excess bed days and deaths. 
 
Conclusions 
Patients at very high risk of medicines-related problems receiving domiciliary community pharmacist reviews as part of a wider reablement service 
experienced statistically significantly reduced numbers of admissions, 30-day readmissions and lengths of stay compared to patients receiving hospital 
assessment only. This model of care is to be incorporated into a broader referral to community pharmacy service providing medicines optimisation 
to vulnerable people on discharge to home (MOTIVE) to be introduced on the Isle of Wight. 
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25. Review of Pharmacist independent prescribing in a secondary care setting 
Al-Modaris I, Ioannides C., 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 to legally prescribe any medication, 
with a small number of exceptions.1 
 
Independent prescribing has expanded the role of the clinical pharmacist. Pharmacist independent prescribers (PIPs) at Chesterfield Royal Hospital 
NHS Foundation Trust (CRHFT) contribute to a variety of areas, including: outpatient clinics, admission units, multidisciplinary ward rounds and 
inpatient wards in a variety 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 broad range of specialties we decided 
to explore the views of healthcare professionals of PIPs working at CRHFT in order to assess their impact.  
 
Objectives 
¢ƻ ŜȄǇƭƻǊŜ ƘŜŀƭǘƘŎŀǊŜ ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ ƻǇƛƴƛƻƴǎ ƻŦ ǇƘŀǊƳŀŎƛǎǘ ƛƴŘŜǇŜƴŘŜƴǘ ǇǊŜǎŎǊƛōƛƴƎ ŀǘ /wIC¢Φ  
 
Method 
A questionnaire was developed 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 not required. The questions were 
designed to assess the perception of pharmacist prescribing and identify areas for improvement. 
 
Results 
See table. 
 

  
Strongly 
agree 

Agree 
Neither 
agree nor 
disagree 

Disagree 
Strongly 
disagree 

Unsure 

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 the 
MDT improves patient safety 83% (25) 13% (4) 3% (1) 0% (0) 0% (0) 0% (0) 

There are enough pharmacist 
prescribers at CRHFT 

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 pharmacists as independent 
prescribers. Advantages included 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 pharmacist prescribers. A number of 
responses suggested pharmacist prescribing de-skills 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 CRHFT. The majority of healthcare professionals surveyed either 
strongly agreed or agreed with the statements that pharmacist prescribers are good prescribers, beneficial to MDT working and improve patient 
safety. None of those surveyed responded negatively to these statements 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 and non-independent 
prescribers, which introduces significant bias to the results. 5 doctors responded, F1 to consultant, none of whom responded negatively, which 
provides validity to this opinion. One reason for the poor response rate amongst doctors was the short return date for the questionnaire.  
  
Only 30% of responses agreed that there are currently enough pharmacist prescribers, and none strongly agreed with this. This demonstrates that 
although CRHFT has a high proportion of pharmacist prescribers there is a need to expand this role. The current plan is to increase the proportion of 
pharmacist prescribers from 43% of all pharmacists currently to 60% by 2016. 
   
There was concern that pharmacist prescribing de-skills doctors. This is a valid concern however it should be noted that the vast amount of prescribing 
at CRHFT is still undertaken by junior doctors. Concerns could be reduced by promoting and educating medical staff on the role and impact of 
pharmacist prescribing, both on reducing pressures on junior medical staff and being a useful addition to the multi-professional team leading to 
improvements in patient safety.  
 
Respondents also expressed concerns regarding checking pharmacist prescribing. Pharmacist prescribing on wards at CRHFT may not get a check by 
a second pharmacist. Restructuring of non-prescribing 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 prescribers which may help define the 
tackle some of the issues highlighted.2 
 
One limitation of the study was the low numbers of respondents outside of pharmacists. In future the study could be repeated with a longer response 
time and to include the option of a paper questionnaire. Anecdotally 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 disappointing as these staff 
groups are the healthcare 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 the views of patients 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 within healthcare 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. The professional body has developed 
competency frameworks and professional standards to support pharmacists wanting to develop their leadership skills (2,3). This exploratory study is 
needed to discover how pharmacists prepare for a chief pharmacist post and learned to lead. 
 
Objectives 

¶ Explore if there is difference in role between a senior and chief pharmacist 

¶ Find out how chief pharmacists knew when they were ready for a chief post 

¶ Establish what learning could be carried out in preparation to becoming a chief pharmacist 

¶ Describe what learning needs do chief pharmacists have whilst in post 

¶ 5ƛǎŎƻǾŜǊ ƛŦ ŀ ΨǎǳŎŎŜǎǎŦǳƭΩ ǘǊŀƴǎƛǘƛƻƴ ǘƻ ŎƘƛŜŦ ǇƘŀǊƳŀŎƛǎǘǎ Ŏŀƴ ōŜ ƳŜŀǎǳǊŜŘ 
 
Method 
An interpretative paradigm approach was adopted. Ethics approval was not needed as the University Hospitals Bristol research team reported the 
study was service evaluation. All chief pharmacists from South West hospitals were invited to take part. Participation was voluntary and any power 
differential is in the chief pharmacists favour. An initial literature review and study objectives informed the semi-structured interview outline to help 
direct the interview. However, the interview structure was flexible depending on the discussion. Interviews were recorded and fully transcribed. A 
confidential lettering system was used for any names mentioned. Transcripts were stored on an NHS server via a password controlled and encrypted 
computer. Interviews were carried out in October-November 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 gender and experience to ensure a 
mix of perspectives. Three themes were identified; 
 
Hospital pharmacy context: The 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 optimisationΦ άL ǘƘƛƴƪ ǘƘŜ bI{ Ƙŀǎ ǘƻ Ǝƻ ŦƻǊ ŀ ŎƻƳƳŜǊŎƛŀƭ ŦƻƻǘƛƴƎΦέ 
D. Some chief pharmacists do not feel leadership was shared within the pharmacy team, they report greater personal accountability than they 
experienced as senior pharmacists and more isolation. άLǘΩǎ ǉǳƛǘŜ ŎƭŜŀǊ ǘƻ ȅƻǳ ǘƘŀǘ ŀŎǘǳŀƭƭȅ ǘƘŜ ōǳŎƪ ŘƻŜǎ ǎǘƻǇ ǿƛǘƘ ȅƻǳέ /Φ The chief pharmacists gave 
differing perspectives about how a successful transition to a chief pharmacist post could be measured. 
 
Career pathways: All those interviewed said becoming a chief pharmacist was not on their career pathway. Two pharmacists said another person 
encouraged them to apply for the post. (In appraisal - line manager said) άCƻǊƎŜǘ ǘƘŀǘΣ L ǘƘƛƴƪ ȅƻǳ ƴŜŜŘ ǘƻ ōŜ ƭƻƻƪƛƴƎ ŦƻǊ ŀ ŎƘƛŜŦ ǇƘŀǊƳŀŎƛǎǘ ǊƻƭŜΩΦΦΦ L 
ƘŀŘ ƴŜǾŜǊ ǊŜŀƭƭȅ ǘƘƻǳƎƘǘ ŀōƻǳǘ ƛǘ ƭƛƪŜ ǘƘŀǘέ .. ThŜ ŎƘƛŜŦ ǇƘŀǊƳŀŎƛǎǘǎ ǊŜǇƻǊǘŜŘ ǘƘŜǊŜ ǿŀǎ ŀ ǎƛƎƴƛŦƛŎŀƴǘ ΨǎǘŜǇ-ǳǇΩ ōŜǘǿŜŜƴ ǎŜƴƛƻǊ ŀƴŘ ŎƘƛŜŦ ǇƘŀǊƳŀŎƛǎǘ 
roles. ά¸ƻǳ ŘƻƴΩǘ ǊŜŀƭƛǎŜ ǘƘŀǘ ƎŀǇ ǳƴǘƛƭ ȅƻǳ ŀǊŜ ŀ ŎƘƛŜŦ ǇƘŀǊƳŀŎƛǎǘέ /Φ ¢Ƙƛǎ ǎǘǳŘȅ ǊŀƛǎŜŘ ŀƴ ǳƴŜȄǇŜŎǘŜŘ ŦƛƴŘƛƴƎ ŀǊƻǳƴŘ ǘƘŜ ƭŀŎƪ ƻŦ ΨǎǳŎŎŜǎǎƛƻƴΩ ǘǊŀƴǎŦŜǊ 
or handover between a leaving and new chief pharmacist. άLƴ ǘŜǊƳǎ ƻŦ ƘŀƴŘƻǾŜǊΣ ƴƻΣ L ŘƛŘ ƴƻǘ ƘŀǾŜ ŀƴȅǘƘƛƴƎ ƛƴ ǘŜǊƳǎ ƻŦ ǊŜŀƭƭȅέ .Φ 
 
Learning to lead: The chief pharmacists reported courses or learning experiences which had helped prepare them for their role. The chief pharmacists 
wanted to learn with other members of the multi-professional team to gain a wider healthcare or management view. ά¢ƘŜȅ ǿŜǊŜƴϥǘ ŦǊƻƳ ŀ ǇƘŀǊƳŀŎȅ 
background. Hugely refreshing and different....great when became chief and go to divisional mŜŜǘƛƴƎǎέ /Φ The study identified that learning solely 
with other pharmacists was seen as not helpful, and even potentially harmful. άL ŘƛŘƴΩǘ ǿŀƴǘ ǇƘŀǊƳŀŎȅΦ LǘΩǎ Ǝƻǘ ǘƻ ōŜ ǿƛŘŜǊΣ ƛƴ ǘƘŜ ǿƛŘŜǊ ŎƻƴǘŜȄǘέ D. 
Identification of further knowledge or skills chief pharmacists may lack and how to address these needs was acknowledged as a challenge. άL ǘƘƛƴƪ 
ǇŀǊǘ ƻŦ ǘƘŜ ǇǊƻōƭŜƳ ƛǎ ǇŜƻǇƭŜ ŘƻƴΩǘ ƪƴƻǿ ǿƘŀǘ ǘƘŜȅ ŘƻƴΩǘ ƪƴƻǿέ .Φ  
 
Discussion 
The study discovered a significant step-up 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 transition. Suggestions to prepare 
oneself centred on formal learning opportunities regarding financial and commercial leadership. Importantly this study found pharmacists would like 
to learn alongside other professions and, surprisingly, identified that learning with pharmacists alone may 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 career aspiration for those interviewed 
and therefore progression was unplanned. This finding has consequences for how to inspire and prepare future chief pharmacists to enable succession 
planning and successful recruitment. 
 
This study found a reliable measure of success as a chief pharmacist is elusive. The consequence 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 about what they do not know. This 
contributes to the chief pharmacist being under prepared 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 pharmacists. The chief pharmacists involved were white British 
in ethnicity and included one female. This may not represent the pharmacist registrant demographics. Further investigations should include more 
chief pharmacists and pharmacists at other points of the career pathway. 
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27. Identifying the learning and development needs of registered pharmacists across different hospital settings. 
Kapadia, T, and Singal, R, Barts Health NHS Trust, London 

 
Introduction/ Background/ Context 
The development and training of the pharmacy workforce is a professional and statutory requirement.  However, we need to move beyond a 
άƳƛƴƛƳǳƳ ǎǘŀƴŘŀǊŘέ ŎǳƭǘǳǊŜ ǘƻǿŀǊŘǎ ǘƘŜ provision of quality care to patients as outlined recently by the London Pharmacy Workforce Group 
(LPWG).1, 2 It is consequently essential to consider the level of support registered pharmacists are receiving from within the workplace and from 
professional organisations, and to identify and address professional development needs. 
 
Objective(s) 

¶ To comparatively analyse the learning and development needs of the registered pharmacist workforce between teaching and district 
general hospital (DGH) settings.  

¶ To explore learning and development needs across hospital bands (as per agenda for change).  

¶ To make recommendations based on analysis of findings. . 
 
Method 
An online questionnaire survey was conducted across the entire pharmacy department of a multi-site NHS Trust. All registered pharmacists were 
asked to respond over a four-week 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 the most current listing of registered pharmacists within the Trust. 
Results showed that 68 of the 96 (71%) participants indicated they required more learning and development support in the areas illustrated in Table 
1. 
 
Table 1. Learning and development support requirements 

Nature of Support 
Required 

  Hospital Band (AFC) Hospital Setting 

Band 6 Band 7 Band 8a Band 8b 
and 
above 

Total District 
General 
Hospital 

Teaching 
Hospital 

Total 

Evidence-based 
medicine 

Count 20 9 9 1 39 16 23 39 

Percentage 83.3% 47.4% 50.0% 14.3%  72.7% 50.0%  

Clinical 
knowledge 

Count 18 10 10 2 40 15 25 40 

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 
competencies 

Count 11 10 9 4 34 13 21 34 

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 pharmacists, demonstrating no significant 
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 evidence-based medicine and clinical 
knowledge, shifting towards management ŀƴŘ ƭŜŀŘŜǊǎƘƛǇ ƴŜŜŘǎ ŦǊƻƳ .ŀƴŘ т ǊƻƭŜǎ ǳǇǿŀǊŘǎΦ LƴǘŜǊŜǎǘƛƴƎƭȅ ǘƘŜ ǊŜǎǳƭǘǎ ǎƘƻǿ ǘƘŀǘ ǘƘŜǊŜ ƛǎ җтр҈ 
proportion of each band that indicates a need towards a particular area of support, with the exception of senior pharmacists of Band 8b and above. 
Senior pharmacists (band 8b and above) amount to 10% of all respondents who indicated a need for support. Although this is representative of the 
proportion from the entire pharmacy workforce, further research across other organisations would allow significant conclusions to be drawn on 
learning and development support requirements for this cohort as well as allow for consolidating findings across the entire hospital pharmacy 
workforce. 
Those who are not members of professional leadership organisations indicated greater needs for development (chi2 5.1, 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 self-administration of insulin agenda: Action beyond the NPSA 
Kavanagh S, Thomas N, Sheffield Teaching Hospitals NHS Foundation Trust. Sheffield, South Yorkshire 

 
Introduction  
Insulin is cited as one of the medicines most commonly associated with incidents leading to severe harm or death1. An analysis of insulin reports by 
National Reporting and Learning System (NRLS) showed over 15,000 incidents, the top 3 errors accounting for 60% were: wrong dose, strength, 
frequency (26%), omitted/delayed medicine (20%), and wrong insulin product (14%). Incidents occurred at all stages of prescribing, supply and 
administration, but 61% occurred during administration. Incorrect dosing, omission and delay were commonly reported from an inpatient 
environment where insulin is administered by health care staff2.  
In March 2011 the NPSA released the patient safety alert requesting systems be put into place enabling appropriate hospital inpatients to self-
administer insulin. The Trust has met the NPSA requirement to have a policy for self-administration in place. The current policy permits the self-
ŀŘƳƛƴƛǎǘǊŀǘƛƻƴ ƻŦ ƛƴǎǳƭƛƴ ǿƘŜƴ ǘƘŜ ΨŎǳǊǊŜƴǘ ƛƴǎǳƭƛƴ ǾƛŀƭΣ ǇŜƴ ƻǊ ŎŀǊǘǊƛŘƎŜ Ƴǳǎǘ ōŜ ǎǘƻǊŜŘ ƛƴ ŀ ƭƻŎƪŜŘ ǊŜŎŜǇǘŀŎƭŜ ŀǇǇǊƻǾŜŘ ōȅ pharmacy, which only 
Ŏƻƴǘŀƛƴǎ ƛƴǎǳƭƛƴ ŦƻǊ ǘƘŀǘ ǇŀǘƛŜƴǘΣ ǘƻ ǿƘƛŎƘ ǘƘŜ ǇŀǘƛŜƴǘ ƘƻƭŘǎ ǘƘŜ ƪŜȅΩΦ ¢Ƙƛǎ presents significant barriers to implementation, as throughout the trust 
there are various different patient lockers styles in use, and many do not fit the specific policy requirements. Where individual lockers are not 
available, medicines including insulin will 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 available medication storage options suitable for self-administration of insulin. 
 
Method 
The incident reporting system (DATIX) was reviewed for all reported insulin incidents within the Trust for the period of 1 year, to compare the 
incidence of omitted and delayed insulin doses against unintended administration or misappropriation of insulin. 
A set of criteria that must be assessed when choosing an appropriate storage solution were defined:  

¶ Security: portability, type of lock 

¶ Infection control: easy to clean with standard procedures for high touch items 

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

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

¶ Patient accessibility: poor mobility, neuropathy, poor eye sight 
A review of the NHS supplies catalogues was manually reviewed in July 2014 to identify commercially medication storage options. An internet based 
search was undertaken during the same time period (July 2014), using search terms medication lockers, self-administration 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 2013- June 2014) period identified 51 insulin incidents; omitted dose 20%, patient self-administered correct dose but 
prescription was wrong 4%, incidents preventable if patient had been self-administering 40%, duplicate administration (nurse and patient) 4%, patient 
self-administered 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 disadvantages as detailed in 
table 1. 
 
Table 1: Options appraisal summary  

  
Security 

  
Nurse accessibility 

Patient 
accessibility 

Storage option Ward secure Lockable Infection 
control 

All bedsides Easy storage Close to bedside 

Locker       

Extra locker       

Cabinet  x   x  

Cashier box x   x   

Locked bag x  x x   

Patient retains x x     

Medical box    x   

Drug return box       

Plastic unit       

Ward trolley    x  x 

 
Discussion 
The data shows that a total of 43% of errors could be prevented if the patient was self-administering their insulin. There are no incidents of 
misappropriation of insulin or administration to the wrong patient despite insulin not always being locked away, but the prevalence of this practice 
is unknown. Patient access to their own insulin resulted in 6 incidents. It is not clear whether these patients had been assessed to self-administer 
their own insulin.  Many of the commercially available products were not suitable, 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 appropriately if there 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 reasonable to accept the risks associated 
with insulin not being locked away for patients who are self-administering? If so what control measures are 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 approach is taken to ensure consistent 
service to patients with diabetes across the trust. On review of the incidents and options appraisal the decision has been agreed to allow patients to 
maintain possession of their insulin. The trust policy is to be reviewed and individual wards are to undertake local risk assessments.  
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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 Genuair®) is a long-acting muscarinic 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 2012.1 In May 2013, the Therapeutic Advisory 
Service (TAS) approved its use as an alternative to tiotropium HandiHaler® in those patients who have any contra-indications, or cannot manage the 
HandiHaler® device, but not due to a lack of response.2, 3 The primary aim of this retrospective audit was therefore to assess the prescribing practice 
of this new inhaler in line with the latest TAS, Leicestershire Medicines Strategy Group (LMSG) and National Institute for Health and Clinical Excellence 
(NICE) COPD Guidance.1-3  
 
Objectives: ς To audit against the following standards: 

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 three hospital sites within the Trust; 
these were identified using the JAC Medicines Management Programme (n=27). An exclusion criteria did not apply and ethics approval was not 
required. Initially, total population sampling (a type of purposive sampling technique) was used as the target population identified was small and 
ƘŜƴŎŜ ŀƭƭ ǘƘŜ ǇŀǘƛŜƴǘǎΩ ŎŀǎŜ ƴƻǘŜǎ ǿŜǊŜ ǊŜǉǳŜǎǘŜŘ ŦǊƻƳ ǘƘŜ ƳŜŘƛŎŀƭ ǊŜŎƻǊŘǎ ǘeam. Unfortunately, due to the high demand of case notes in wards and 
ŎƭƛƴƛŎǎ ƻƴƭȅ ǎƛȄǘŜŜƴ όƴҐмсύ ŀǊǊƛǾŜŘ ǿƛǘƘƛƴ ǘƘŜ ǘǿƻ ƳƻƴǘƘǎΩ ǘƛƳŜŦǊŀƳŜ ŀƭƭƻŎŀǘŜŘ ŦƻǊ Řŀǘŀ ŎƻƭƭŜŎǘƛƻƴΣ ǘƘŜǊŜŦƻǊŜ ƻƴƭȅ ǘƘŜǎŜ ǿŜǊŜ used in the audit 
(convenience sampling). At the outset, a pilot stage 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 and sent to the clinical audit team 
for the purposes of registration. Each patient was anonymised by means of a unique audit number for confidentiality purposes. Lastly, the data 
collected were statistically analysed using Microsoft Office Excel.  
 
Results 
Overall, of the sixteen patients sampled 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 aclidinium had a diagnosis of COPD in 
contrast to the expected 100%. Similarly, the findings for standard two did not meet the initial expectations either with only 69% (n=11) having 
ǇǊŜǾƛƻǳǎƭȅ ōŜŜƴ ǇǊŜǎŎǊƛōŜŘ ǘƛƻǘǊƻǇƛǳƳ ŀǎ ƻǇǇƻǎŜŘ ǘƻ ǘƘŜ җфл҈ ŀƴǘƛŎƛǇŀǘŜŘ όǎŜŜ CƛƎΦ м ŦƻǊ ƳƻǊŜ ŘŜǘŀƛƭǎύΦ Cƛƴally, in relation to standard three only 
approximately 56% (n=9) of patients were prescribed aclidinium according to its licensed dosing (322µg twice daily).  
 
Figure 1 ς Explanations as to why tiotropium was stopped (n=11) 

Reason for stopping tiotropium Percentages (%) 

Allergy/Intolerance (e.g. cough) 9.1 (n=1) 
Cautions/Contra-indications 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 aclidinium. Two potential reasons for 
this off-ƭƛŎŜƴǎŜŘ ǳǎŜ ƛƴŎƭǳŘŜ ǳƴŀǿŀǊŜƴŜǎǎ ƻŦ ŀŎƭƛŘƛƴƛǳƳΩǎ ƭƛŎŜƴǎŜŘ ƛƴŘƛŎŀǘƛƻƴ ƻǊ ŜȄǇŜǊǘ ŎƭƛƴƛŎƛŀƴǎ ǳǎƛƴƎ ƛǘ Ŧor more severe stages of asthma. Overall, it 
should be reinforced to prescribers that comprehensive clinical trials of aclidinium in asthma have not yet been conclusive in its evidence and this 
type of prescribing certainly carries additional responsibilities.  
{ŜŎƻƴŘƭȅΣ ǘƘŜ ƻǊƛƎƛƴŀƭ ƳŀǊƪ ŀƭƭƻŎŀǘŜŘ ǘƻ ǎǘŀƴŘŀǊŘ ǘǿƻ ǿŀǎ җфл҈Σ ŀǎ ƛǘ ƛǎ ǊŜŎƻƎƴƛȊŜŘ ǘƘŀǘ ƛƴ ǇǊŀŎǘƛŎŜ ǇŀǘƛŜƴǘǎ ǿƛǘƘ Ƴŀƴǳŀƭ ŘŜȄterity problems or 
reduced renal function (creatinine clearance <50ml/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 also confirmed that 19% had 
a renal function classification at stage 3a or 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 confusion around the prescribing dose of aclidinium as only approximately 56% of its 
prescribing was in line with the latest guidelines.2, 3 Examples of unclear prescribing found included 332µg, 375µg and 400µg. It was also noted from 
ǘƘŜ ǇŀǘƛŜƴǘǎΩ ŘǊǳƎ ƘƛǎǘƻǊƛŜǎ ǘƘat primary care prescribers were more likely to write the dose as 375µg as opposed to 322µg in hospitals. On further 
investigation, it was recognized that there are differences in the dose settings between the various computer prescribing systems. This important 
issue was subsequently followed-ǳǇ ǿƛǘƘ ǘƘŜ ¢ǊǳǎǘΩǎ Ŏƻƴǎǳƭǘŀƴǘ ǊŜǎǇƛǊŀǘƻǊȅ ŀƴŘ ƛƴǘŜǊŦŀŎŜ ǇƘŀǊƳŀŎƛǎǘǎ ƛƴ ǾƛŜǿ ƻŦ ǎǘŀƴŘŀǊŘƛȊƛƴƎ ǘƘŜ ŘƻǎŜ ǘƻ оннҡƎ 
across all the systems. Respiratory teaching sessions for staff must also raise awareness of the fact that each delivered dose contains 375µg of 
aclidinium bromide equivalent to 322µg of aclidinium; the corresponding metered dose is 400µg of aclidinium bromide equivalent to 343µg of 
aclidinium respectively.  
Many secondary issues were also identified as a result of this audit, such as incorrect recording of tiotropium devices (HandiHaler® and Respimat®) 
and their respective doses in the notes. Similarly, common misunderstandings were prominent around renal function and LAMAs prescribing; it should 
be clarified that only tiotropium needs dose adjustment in renal impairment, aclidinium does not. Last but not least, some of the limitations of this 
ŀǳŘƛǘ Ƴŀƛƴƭȅ ǊŜǾƻƭǾŜŘ ŀǊƻǳƴŘ ǘƘŜ ǎƳŀƭƭ ƴǳƳōŜǊ ƻŦ ǇŀǘƛŜƴǘǎΩ ŎŀǎŜ ƴƻǘŜǎ ŀǾŀƛƭŀōƭŜ ŀƴŘ ǇƻƻǊ ŘƻŎǳƳŜƴǘŀǘƛƻƴ ŀǊƻǳƴŘ ƻǳǘŎƻƳŜ data upon starting 
aclidinium. 
In conclusion, clinical guidance and dose standardization across all the prescribing systems are currently under review to further improve clinical 
practice. Additionally, Trust wide respiratory medicine posters, e-learning mƻŘǳƭŜǎΣ ƳƻōƛƭŜ ǇƘƻƴŜ ŀǇǇǎ ŀƴŘ άLƴƘŀƭŜǊ 5ŜǾƛŎŜǎ /ƘŀƳǇƛƻƴέ ƛƴƛǘƛŀǘƛǾŜǎ 
are all presently being development as a follow-on from this audit; they are expected to be launched early this summer. Re-auditing to measure the 
effectiveness of these initiatives should be carried out again after their enactment into practice. 
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Introduction 
Trauma remains the fourth leading cause of death in western Countries. However many emergency departments deal with severely injured patients 
less often than once per week. This lead to the recommendation that trauma services should be planned regionally and that high quality pre-hospital 
care is fundamental in its provision1. Pre-hospital anaesthesia is the standard of care for trauma patients with airway compromise, to avoid death or 
hypoxic brain injury2. In March 2012 UHNM became a major trauma centre and services were re-engineered 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 North Staffordshire BASICS 
(NSB), a local pre-hospital care charity. This was under the operational control of West Midlands Ambulance Service (WMAS).  Medicines needed for 
treating patients in this field included a range of anaesthetic and controlled drugs (CDs) not routinely stocked on ambulances.  Individual anaesthetists 
purchased their own supplies directly from independent wholesalers or ΨōƻǊǊƻǿŜŘΩ ŦǊƻƳ ¦Iba ǎǘƻŎƪΦ {ǘƻŎƪ ǿŀǎ ŘƛǎǘǊƛōǳǘŜŘ ŀƳƻƴƎǎǘ ŀƴŀŜǎǘƘŜǘƛǎǘǎ 
with little or no record of stock management and CD use. In 2012 the service became recognised formally as a partnership arrangement, funded by 
UHNM. Consequently improved governance arrangements were required to ensure the safe, cost-effective and legal use of medicines whilst 
maintaining high standards of patient care.  
 
Objective 
To introduce a new system, with improved governance arrangements, ensuring the safe, cost-effective and legal 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 support patient care and meet legal 
requirements, was for each anaesthetist to have and store their own standard anaesthetic drug kits and controlled drug kit. These would be provided 
ōȅ ¦Iba ǇƘŀǊƳŀŎȅ ŀƴŘ ōŜ ǎǘƻǊŜŘ ǿƛǘƘƛƴ ǘƘŜ ŀƴŀŜǎǘƘŜǘƛǎǘǎΩ ƻǿƴ ƘƻƳŜǎΣ ƻǊ ǾŜƘƛŎƭŜǎ ǿƘŜƴ ǊŜǎǇƻƴŘƛƴƎ ǘƻ ŀƴ ƛƴŎƛŘŜƴǘΦ  
The range of drugs required 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 of products in case of re-call and 
management of expiry dates. A standard operating procedure was developed and trained out for the ordering, storage, use and audit of CDs from 
pharmacy by the PHEM team. A cost centre was established to monitor expenditure. The process was then discussed at the Local Intelligence Network, 
approval gained from UHNM Trust Safe Medicines and signed off by the Accountable Officer for CDs and Associate Medical Director. This facilitated 
the legal agreement between the organisations.  
This system was piloted for six months with three approved anaesthetists from September 2014 - February 2015. Due to the informal nature of 
previous arrangements, no pre-implementation data was available. Data was gathered on the number of kits produced and issued during this time, 
the associated cost, the number and type of incidents attended and if there was any adverse medication incidents reported. Feedback from the 
anaesthetists was obtained, any areas for improvement noted and changes implemented at the end of the pilot.  
 
Results 
Table 1 describes the impact to the organisation, staff and patients in the first 6 months.   
 
Table 1: PHEM Anaesthetic Kits ς Service Impact (Sept 14 ς Feb 15) 

No. of Anaesthetists involved 3 
No. of Kits produced by TS 7 standard kits; 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 in 
CD use 

Nil 

Number of incidents attended 7 

Examples of patients treated 
RTCs/traumatic fall, low GCS; horse riding accident; severe 
crush injuries. Special case ς planned transfer of 
psychiatric patient fully sedated 

*NB this represents 0.002% of Emergency Department (ED) expenditure over same period. 
 
CŜŜŘōŀŎƪ ŦǊƻƳ ǘƘŜ ŀƴŀŜǎǘƘŜǘƛǎǘǎ ƛƴŎƭǳŘŜǎ ǘƘŀǘ ǘƘŜ ƻƭŘ ǎȅǎǘŜƳ ǿŀǎ Ψŀǘ ōŜǎǘ ŜǊǊŀǘƛŎΩΣ /5ǎ ǿŜǊŜ ōŜƛƴƎ ƘŜƭŘ ƛƴ ΨƭŀǊƎŜ ǉǳŀƴǘƛǘƛŜǎ ƛƴ ƭŜǎǎ ǘƘŀƴ ƛŘŜŀƭ ŎƻƴŘƛǘƛƻƴǎΩ 
ŀƴŘ ǿƛǘƘ ŀ ŎƘŀƛƴ ƻŦ ƳƻǾŜƳŜƴǘǎ ŎƻƴǎƛŘŜǊŜŘ ΨƭŜǎǎ ǘƘŀƴ ƻǇǘƛƳŀƭΩΦ ΨhǊŘŜǊƛƴƎ ƻŦ /5ǎ ǿŀǎ ŀŘ ƘƻŎΤ ŀ ƭƻǘ ŜȄǇƛǊŜŘ ƻǊ ǿŀǎǘŜŘΩΦ Lƴ ŎƻƳǇŀǊƛǎƻƴΣ ΨǘƘŜ ƴŜǿ /5 
ǎȅǎǘŜƳ ǿƻǊƪǎ ǾŜǊȅ ǿŜƭƭΩΣ ΨƎƻǾŜǊƴŀƴŎŜ Ƙŀǎ ƳŀǎǎƛǾŜƭȅ ƛƳǇǊƻǾŜŘΩ ǇŀǊǘƛŎǳƭŀǊƭȅ ǿƛǘƘ ΨƛƳǇǊƻǾŜŘ ǎǘƻǊŀƎŜ ŀƴŘ ŀŎŎƻǳƴǘƛƴƎ ƻŦ /5ǎΩΦ  
 
Discussion  
This innovation has ensured 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 drugs not made available 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 procedure and the range and quantity 
of medicines provided. The 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 partnership arrangement, may be unique to Staffordshire. 
However we believe this novel approach to medication supply is reproducible at other major trauma centres where anaesthetists are similarly 
responding to calls from sites other than their Trust base. Recent focus on the ED pharmacist role has concentrated particularly around management 
of minor illness and pre-discharge medicines optimisation. This innovative PHEM process demonstrates the value of an alternative enhanced ED 
pharmacist role, as an integral part of the ED team, to improve governance and benefit patient care. 
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Introduction 
Slips and knowledge-based mistakes are the most common type prescribing error seen amongst F1 doctors when commencing a new job or rotation.1,2  
Pharmacists are ideally placed to prevent and correct such errors.  Indeed, although F1 doctors in the EQUIP study were found to have a prescribing 
error rate of 8.4% almost all of these were detected and corrected by the pharmacist.2  F1 doctors report that they often feel inadequately supported 
when prescribing, and support by pharmacists is valued.2  Studies have shown that 1 to 1 education and feedback can lead to prescribing 
improvements.3  A positive environment and relationships are necessary conditions 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 period and adding structure to the 
initial meeting between the ward based pharmacist and F1 doctor. 
 
Aims and Objectives 
ω To evaluate the perceived usefulness of a pharmacist buddy scheme for F1 doctors. 
ω To evaluate perceptions of the impact of the scheme on medication errors 
 
Methods 
Pharmacists have several slots on the 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 assigned a pharmacist buddy, 
where possible this was the pharmacist assigned to their first ward.  Names of the pharmacists and buddies were circulated by the Trust foundation 
team thereby making this a Trust led initiative.  Pharmacists were asked to contact their buddy prior to their first shadowing day on the ward.  On 
ǘƘŜƛǊ ŦƛǊǎǘ ǿŀǊŘ ŘŀȅΣ CмΩǎ ǿŜǊŜ ǘƛƳŜǘŀōƭŜŘ ǘƻ ǎǇŜƴŘ ǘƛƳŜ ǿƛǘƘ ǘƘŜƛǊ ǇƘŀǊƳŀŎƛǎǘ ōǳŘŘȅ ŀǘ фŀƳΦ  ¢ƻ ŦŀŎƛƭƛǘŀǘŜ ǘƘŜ ƳŜŜǘƛƴƎΣ ŀ ǇǊescribing fact sheet was 
produced along with a checklist of essential information to be covered 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 F1 doctors and pharmacists 
taking part in the scheme.  The questionnaires both contained statements with a five point Likert scale to indicate agreement or disagreement.  There 
was also a free text section to record any comments about the scheme.  Questionnaire Likert responses were analysed and graphed and 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 comments did not match the 
multiple choice responses and it appears highly likely that the responses were misread.  Out of 31 pharmacists assigned as buddies, 29 completed 
their questionnaires. 
For F1 doctors the scheme appeared to result in increased confidence with prescribing (82% in agreement), a perceived reduced likelihood of 
prescribing error (78% in agreement).  More than half of pharmacists felt that the scheme had reduced prescribing errors on the ward (59%) and the 
majority felt that it had improved the relationship between foundation 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 responders stating that they 
continued to regularly interact with their buddies.  The individual break down of results is displayed in table 1 below. 
 
Table 1 Summary of Questionnaire results 

F1 Strongly 
Agree 

Agree Neutral Disagree Strongly 
Disagree 

Information provided by the pharmacist gave me increased confidence in prescribing 22 15 8 0 0 

I feel that information provided reduced the likelihood of me making a mistake on the 
ward 

19 16 9 1 0 

This was a valuable exercise 25 17 2 1 0 

Pharmacist      

I 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 and 
pharmacists 

8 16 3 2 0 

This was a valuable exercise 10 15 4 0 0 

 
Additional feedback was collated via free text.  Analysis revealed several common themes amongst CмΩǎΥ  ²ŀǊŘ ǇƘŀǊƳŀŎƛǎǘǎ ōŜƛƴƎ ŀǇǇǊƻŀŎƘŀōƭŜ ƻǊ 
helpful (eight doctors), good advice provided (four Doctors).  Other themes included help with prescribing policies (three), knowing who to seek help 
from (three) and the fact that the scheme was a good idea (Four).  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 same wŀǊŘ όCƻǳǊ CмΩǎ ŀƴŘ CƛǾŜ 
Pharmacists). 
 
Conclusions 
The majority of foundation doctors and pharmacists felt that the pharmacy buddy scheme was a valuable exercise and we believe that this model 
could be replicated in other trusts across the UK 
Subjectively, F1 doctors reported increased confidence and felt less likely to make mistakes whilst pharmacists felt that the exercise improved their 
working relationship with junior doctors and 59% of pharmacists felt that having an early opportunity to discuss prescribing and 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 to ensure that the activity is 
timetabled.   
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32. Do Foundation 1 doctors value training sessions delivered by Pharmacists? 
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Introduction 
It is well recognised that involving clinical pharmacists in training junior doctors is beneficial to both the doctors and Pharmacy department. It can improve 
prescribing practice and encourages closer working relationships1.  
Each year the Pharmacy department at Wirral Hospitals NHS Trust delivers training sessions to Foundation 1(F1) doctors. The content of the sessions is based 
on Foundation Programme Curriculum competences, common therapeutic 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 pharmacists with 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 and the sessions are quality assured by the Pharmacy 
Education team to ensure the syllabus criteria above are followed. The content of sessions are checked where possible with other training programmes running 
to avoid unnecessary duplication.  
 

Objectives 

¶ 9ǾŀƭǳŀǘŜ Cм ŘƻŎǘƻǊǎΩ ƻǇƛƴƛƻƴǎ ƻƴ ǘƘŜ tƘŀǊƳŀŎȅ ςled  training sessions they attend 

¶ Identify any potential improvement to the teaching delivered 
 

Method 
Between August 2013 and July 2014 thirty Pharmacy-led training sessions were delivered to F1 doctors. Feedback forms were completed anonymously at the 
ŜƴŘ ƻŦ ŀƭƭ ƻŦ ǘƘŜ ǎŜǎǎƛƻƴǎ ǘƻ ŘŜǘŜǊƳƛƴŜ ŘƻŎǘƻǊǎΩ ǾƛŜǿǎ ƻƴ ǘƘŜ ǉǳŀƭƛǘȅ ŀƴŘ ǾŀƭǳŜ ƻŦ ǘŜŀŎƘƛƴƎ ŘŜƭƛǾŜǊŜŘΦ  [ƛƪŜǊǘ ǎŎŀƭŜǎ όǎŎƻǊŜǎ 1-5) were used for questions asking 
doctors to rate the usefulness of sessions, rate the quality of visual aids and speakers and whether 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 % satisfaction score. There were additional open 
questions to allow for comments.  Ethical 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 average of 81% (range from 47 to 100%). 
Figures were calculated on the numbers of doctors available to attend taking into consideration on call commitments and sickness. Completion rates for 
feedback forms averaged 88% per session. Table 1 summarises the overall satisfaction score as a percentage for each session. Scores ranged from 79% to 97%.  
Some of the additional comments about sessions included:  

¶ Found sessions very relevant to their current ward work 

¶ Sessions improved their day-to-day prescribing on wards 

¶ Would recommend these sessions to future F1 doctors 

¶ 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; give further advice on how to use the hospital 
ΨƛƴǘǊŀƴŜǘΩ ŜŦŦŜŎǘƛǾŜƭȅ ǘƻ ŀccess the protocols and policies and cover 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 cases session received the lowest score as the 
aims were not made completely clear and it had less structure than the other sessions. This session interestingly was jointly presented by the pharmacist and 
two specialist diabetes nurses and the pharmacist fedback it was more difficult to co-present 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 healthcare professionals were involved. 
CƻǊ ŦǳǘǳǊŜ ǇǊƻƎǊŀƳƳŜǎ ǘƘŜ ǊǳƴƴƛƴƎ ƻǊŘŜǊ ƻŦ ǘƻǇƛŎǎ Ƙŀǎ ƴƻǿ ōŜŜƴ ŎƘŀƴƎŜŘ ŀƴŘ ƳƻǊŜ ǇǊŀŎǘƛŎŀƭ ǘŜŀŎƘƛƴƎ ŀǊƻǳƴŘ ǳǎŜ ƻŦ ƘƻǎǇƛǘŀƭ ΨƛƴǘǊŀƴŜǘΩ ŀƴŘ ŀŎŎŜǎǎƛƴƎ ƎǳƛŘŜƭƛƴŜǎ 
has been added. There were a few limitations to this study. The F1 doctors work very closely with the pharmacists on the wards so may have given them 
favourable feedback as they may have felt negative feedback might affect their future working relationships.  The completion rate for feedback forms was not 
100% so the results do not fully represent the opinions of all the doctors attending.  
 

Table 1 Summary of Satisfaction Scores for Pharmacy ςled Training sessions for F1 doctors  

Topic % completed forms completed % satisfaction score 

Injectable medicines 87 86 

Medicines reconciliation 100 87 

Safe Use 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 Hypo- and Hyperglycaemia  100 84 

Managing Common Medical Conditions 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 Management ς 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 

 
Reference: Williamson A. Raising Prescribing Standards through doctor training. British Journal of Clinical Pharmacy 2009: 1:123-124.  



 

 
 

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

 
Introduction 
Ward pharmacy plays an essential role in optimising patient care and ensuring the safe use of medicines within hospitals. The pharmacy department of Imperial 
College Healthcare NHS Trust, which comprises of three teaching hospitals, has not collected activity 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 on the contribution of pharmacy to patient 
care; identify areas to help improve prescribing; provide data as evidence for various requirements including the Care Quality Commission; and provide 
information to support business cases. 
 
Objectives 
Å Develop and implement an appropriate method to collect ward pharmacy activity data. 
Å Develop reports 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 highlight the importance of this work and 
explain the data to be collected. Data were collected 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 to Friday) on clinical interventions made 
ōȅ ǇƘŀǊƳŀŎƛǎǘǎ ŘǳǊƛƴƎ ǘƘŜƛǊ ǿŀǊŘ ǾƛǎƛǘΦ  !ƴ ƛƴǘŜǊǾŜƴǘƛƻƴ ǿŀǎ ŘŜŦƛƴŜŘ ŀǎ άŀƴ ŀŎǘƛƻƴ ǿƘƛŎƘ ǿƛƭƭΣ ƻǊ ƛǎ ƛƴǘŜƴŘŜŘ ǘƻΣ ǊŜǎǳƭǘ ƛƴ ŀ change in an individual ǇŀǘƛŜƴǘΩǎ ŎŀǊŜΦέ 
All interventions were graded by a pharmacist and validated by a senior pharmacist, using a 7 point scale1,2. The cost of potential harm avoided by the pharmacy 
contributions and interventions was calculated using published data1,2. Cost of pharmacists providing the ward pharmacy service was based on the mid-point 
of their agenda for change (A4C) band, including the on-costs (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 recorded 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 1.9/pharmacist/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 1533 times (mean of 
4.5/pharmacist/ward/day) and 823 calculations 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/ward/day), assessed 1159 sets of medical 
notes for information (mean of 3.4/pharmacist/ward/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/day), of which 198 (48%) required at least 
one change to the discharge prescription. Of these screened discharge prescriptions, 138 (33%) were made up on the ward without the need for pharmacy to 
dispense them. 
Pharmacist Clinical Interventions 
2,270 interventions were made during the week on 295 ward visits. Data were not collected from 54 (15%) ward visits. The clinical significance & cost avoidance 
of the interventions are detailed in table 1. Total cost avoidance of these interventions for one week were £345,590. 
 
Table 1: Clinical significance and cost avoidance of interventions 

Clinical Significance Rating of Intervention  
(Cost avoidance for each type of intervention1,2)  

Number of interventions (%)  Cost avoidance 
(min-max) 

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

II: Minor benefit, preventing minimal harm or extra observation (£0 - £6)  939 (41.3%)  £2,817 
(£0-£5,634)  

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

IIIb: Ensure evidence based standards of treatment    or clinical protocols followed 
(£65 - £150)  

458 (20.2%)  £49,235 
(£29,770-£68,700)  

IV: Preventing potential readmission, transfer to increased level of care or reversible 
organ failure (£713 - £1,484)  

220 (9.7%)  £241,670 
(£156,860-£326,480)  

V: Preventing permanent organ damage, severe or fatal harm (£1,085 - £2,120)  7 (0.3%)  £11,218 
(£7,595-£14,840)  

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

Total  2270  £345,590 
(£234,875-£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 (including on costs, annual leave & time off in 
lieu) is £19,991 per week. 
 

Discussion 
The cost of providing a clinical ward pharmacy service is £19,991 per week. The associated cost avoidance from the interventions made by pharmacists in one 
week was £345,590, which is in addition to all the other patient care activities undertaken that does not currently have an associated cost benefit or cost 
avoidance. 
Trust reports on the contributions and interventions audits have been disseminated. Data is being used to build business cases, develop ward based KPIs and 
identify training needs. 
The main limitation of this study was that the data was only collected for one week and only included work undertaken by pharmacists. Future data collection 
will involve collecting data each quarter by all ward based pharmacy staff. Another limitation was that the cost avoidance 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 increased over this time 
Work is ongoing at benchmarking the clinical pharmacy service, by comparing data from seven different acute hospitals in three large trusts. 
 

References 
1. Karnon J et al. Modelling the expected net benefits of interventions to reduce the burden of medication errors. Journal of Health Services Research & Policy 
2008 13: 85 DOI: 10.1258/jhsrp.2007.007011 
2. Campbell F et al. A systematic review of the effectiveness and cost-effectiveness of interventions aimed at preventing medication error (medicines 
reconciliation) at hospital admission. The University of Sheffield, School of Health and Related Research (ScHARR), Sep 07. Available from 
http://www.nice.org.uk/nicemedia/pdf/patientsafetymedssystematicreview.pdf Accessed 1/2/14  
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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 hospital admissions1.The National Patient Safety Agency (NPSA) received 3,881 
dosing error reports between August 2003 ς 2009 relating to Insulin, where one death and one severe harm was caused by a 10 fold dosing error, 
ŘǳŜ ǘƻ ǘƘŜ ǿƻǊŘ ΨǳƴƛǘΩ ŀōōǊŜǾƛŀǘŜŘ ŀǎ Ψ¦Ω2.  !ǎ ŀ ǊŜǎǳƭǘΣ ŀ ǊŀǇƛŘ ǊŜǎǇƻƴǎŜ ǊŜǇƻǊǘ ǿŀǎ ǇǳōƭƛǎƘŜŘ ƛƴ WǳƴŜ нлмлΦ ¢Ƙƛǎ ǊŜǇƻǊǘ ǊŜŎƻƳƳŜƴŘŜŘ ǘƘŜ ǘŜǊƳ άǳƴƛǘǎέ 
written in full and for all policies for Insulin to be reviewed. UCLH have a specific policies, which incorporate the national standards for the prescribing, 
administration and storage of insulin. Additionally a number of changes, such as pre-printed sections on the inpatient chart, and stickers for insulin 
infusions were implemented to improve the prescribing of insulin.  The aim of this project was to assess compliance to the Trust standards for the 
management of insulin. 
 
Objectives 
To assess if insulin prescriptions written on inpatient prescription charts met the Trust standards as outlined in the Medicines Management policy. 

¶ To determine if the storage of insulin in ward areas complied with the recommendations in the UCLH Self-administration of Medicines in Adults 
Policy and the UCLH Medicines Management Policy. 

¶ To assess if administration records for patients on insulin therapy complied with Trust standards. 
 
Method 
This audit was conducted over eight days (from 27.08.2014 to 05.09.2014 ς excluding 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 the main site were audited once daily, due 
to high patient turnover; all other wards were audited on a point prevalent basis. An audit tool was designed based on the standards set in the Trust 
policies and piloted in August 2014. Insulin therapy patients were identified; by 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 was collected using the audit tool 
by one pre-registration pharmacist to 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) were self-administering their insulin.  
 
Table 1: Audit Results 

 
Discussion 
Overall the compliance to prescribing standards was high; however, in four cases the pre-printed charts and stickers had not been used, resulting in 
the abbreviation of the term units. Compliance of storage requirements was also high, with only one instance of insulin being stored in an unlocked 
bedside medication cabinet. See table 1 for results. 
 
Nearly a third of the patients were self-administering; which aligns with national recommendations that promote this as a strategy to minimise insulin 
dose omissions1.  The majority of patients who were self-administering 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 thought it was the pharmacist and 
doctors who complete these forms. This shows a lack of awareness amongst staff of the documentation process involved, ultimately putting both 
patients and staff at risk. In addition, a limitation of this audit is that it was point prevalent, and does not reflect wider practice.  
 
Insulin prescribing, storage and administration within the trust seems to be satisfactory; however, in order to improve standards, clinical staff should 
be reminded of the policies and also the dangers of insulin if not prescribed, stored or administered as recommended. Further work is required to 
promote assessment for and application of the Trust self-administration policy. 
 
Recommendation: To produce a document of the risks with Insulin therapy and reminders of the procedures in the policy to reduce these risk, which 
then should be distributed to all staff. 
 
References 

1.  NPSA/2011/PSA003   ¢ƘŜ ŀŘǳƭǘ ǇŀǘƛŜƴǘΩǎ ǇŀǎǎǇƻǊǘ ǘƻ ǎŀŦŜǊ ǳǎŜ ƻŦ LƴǎǳƭƛƴΦ 
2.  NPSA/2010/RRR013   Rapid Response Report, Safer Administration of Insulin 

  

Criteria Standard Compliance 

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. 

100% 52/53 (98.1%) 

¢ƘŜ ƭŜǘǘŜǊ ά¦έ Ƴǳǎǘ ƴƻǘ ōŜ ǳǎŜŘ ǘƻ ŀōōǊŜǾƛŀǘŜ ǘƘŜ ǿƻǊŘ ά¦bL¢έΦ όϝƴ ғ ро ŀǎ ƻƴƭȅ 
handwritten prescriptions were assessed for compliance). 
 

0% 2/15* (13.3%) 

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

100% 52/53 (98.1%) 

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

100% 53/53 (100%) 

All patients that are self-administering insulin must be assessed by a doctor, 
pharmacist and nurse and a self -administration assessment form must be 
completed. 
 

100% 2/18 (11.1%) 

All patients that are self-administering insulin must indicate their agreement of 
participation in and understanding of the self-administration scheme. 
 

100% 2/18 (11.1%) 



 

 
 

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 Trust (HDFT), Harrogate, * Yorkshire and Humber Commissioning Support Unit, Harrogate 
 
Introduction 
The Royal Pharmaceutical Society (RPS) links improving medicine information transfer between care settings to a reduction in incidents of avoidable harm, 
improved patient safety and a reduction in avoidable medicines related admissions and readmissions to hospital.1 It has been recognised that provider 
organisations must have systems in place to ensure that medicines information is transferred accurately and that those taking 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 are reviewed by pharmacists to ensure accuracy 
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 Commissioning Group (HaRD CCG) and care 
home colleagues as requiring further review. The feedback from listening exercises between HaRD CCG, local care homes and HDFT provided the basis for audit, 
implementation of changes to the discharge process and re-audit. 
 
Aim 
To undertake an audit to determine the clarity of medicines information included on TTOs and to implement changes to the TTO if necessary. Ethics approval 
was not required for this audit. 
 
Objectives 

¶ Audit TTOs for patients discharged to care homes against the following standards 
o Care home address is documented on the TTO. 
o !ŘƳƛƴƛǎǘǊŀǘƛƻƴ ǘƛƳŜǎ ŦƻǊ ŀƭƭ ƳŜŘƛŎƛƴŜǎ ŀǊŜ ŎƭŜŀǊƭȅ ŘƻŎǳƳŜƴǘŜŘ ƻƴ ǘƘŜ ¢¢h όŜΦƎΦ ΨƳƻǊƴƛƴƎΩ ǊŀǘƘŜǊ ǘƘŀƴ ΨŘŀƛƭȅΩύΦ 
o All medicines prescribed less frequently than daily (weekly, 72hrly) have the date of next administration clearly documented. 
o Area for topical administration is clearly documented. 
o !ƭƭ ΨǿƘŜƴ ǊŜǉǳƛǊŜŘΩ ƳŜŘƛŎƛƴŜǎ ƘŀǾŜ ǘƘŜ ǘƛƳŜ ƻŦ ƭŀǎǘ ŘƻǎŜ ŎƭŜŀǊƭȅ ŘƻŎǳƳŜƴǘŜŘΦ 

¶ Review audit results, carry out intervention and re-audit. 
 

Method 
60 patients that were discharged to care homes were identified through clinical coding and their TTOs included in the initial audit. 76 patients were identified 
in the same way for re-audit 6 months later. 
The initial audit identified a number of areas for improvement, prompting implementation of changes to the TTO pro forma. A mandatory field for destination 
ƻƴ ŘƛǎŎƘŀǊƎŜ ǿŀǎ ƛƴŎƭǳŘŜŘ ŀƴŘ ŀŘƳƛƴƛǎǘǊŀǘƛƻƴ ǘƛƳŜ ǎŜƭŜŎǘƛƻƴ ǿŀǎ ŀƭǘŜǊŜŘ ǘƻ ǊŜƳƻǾŜ ΨŘŀƛƭȅΩΤ ǇǊŜǎŎǊƛōŜǊǎ Ƴǳǎǘ ǎŜƭŜŎǘΣ ŦƻǊ ŜȄŀƳǇƭŜΣ ΨƳƻǊƴƛƴƎΩΦ tƘŀǊƳŀŎƛǎǘǎ ǿŜǊŜ 
briefed to ensure time of next administration was included for medicines not given daily and that site of application was included for topical treatments.  
A standard operating procedure (SOP) was developed for pharmacy staff to follow when discharging a patient to a care home. 
 
Results 
See Table 1.  
!ƭƭ ŀǳŘƛǘ ŎǊƛǘŜǊƛŀ ƛƳǇǊƻǾŜŘ ŀŦǘŜǊ ƛƴǘŜǊǾŜƴǘƛƻƴ ǿƛǘƘ ǘƘŜ ŜȄŎŜǇǘƛƻƴ ƻŦ ŘƻŎǳƳŜƴǘŀǘƛƻƴ ƻŦ ƭŀǎǘ ŘƻǎŜ ƻŦ ΨǿƘŜƴ ǊŜǉǳƛǊŜŘΩ ƳŜŘƛŎŀǘƛƻƴ. No direct intervention was 
ƛŘŜƴǘƛŦƛŜŘ ǘƻ ŀŘŘǊŜǎǎ ǘƘƛǎ ƛǎǎǳŜΦ ¢ƘŜ ŎǊƛǘŜǊƛŀ ǘƘŀǘ ǊŜǎǳƭǘŜŘ ƛƴ ŀƴ ΨŜƭŜŎǘǊƻƴƛŎΩ ƛƴǘŜǊǾŜƴǘƛƻƴ ǎǳŎƘ ŀǎ ŀƳŜƴŘƳŜƴǘ ƻŦ ǘƘŜ ¢¢h ǇǊƻ ŦƻǊƳŀΣ ƘŀŘ ƎǊŜŀǘŜǊ ƛƳǇŀŎǘ ŀǘ ǊŜ-
audit than those that required direct pharmacist intervention such as adding the site topical application. 
 
Table 1: Audit and Re-audit results 

Criteria Initial Audit Re-audit 

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 
administration clearly documented 

53% 83% 

Site for topical administration documented 42% 76% 
!ƭƭ ΨǿƘŜƴ ǊŜǉǳƛǊŜŘΩ ƳŜŘƛŎƛƴŜǎ ƘŀǾŜ ǘƘŜ ǘƛƳŜ ƻŦ ƭŀǎǘ ŘƻǎŜ ŎƭŜŀǊƭȅ ŘƻŎǳƳŜƴǘŜŘ 0% 0% 

 
Discussion 
The RPS1 and NICE2 both recommend a core content of records for medicines when patients transfer care providers. This is supported by the Professional 
Standards for Hospital Pharmacy Services and suggests that the healthcare team taking over patient care should receive accurate and timely information about 
ǘƘŜ ǇŀǘƛŜƴǘΩǎ ƳŜŘƛŎƛƴŜǎΦ3  
Inclusion of place of transfer information as a mandatory field has led to a marked improvement in General Practitioners being informed that their patients 
have been admitted to care homes. 
ElectǊƻƴƛŎ ŘƛǎŎƘŀǊƎŜ ƭŜǘǘŜǊǎ ƘŀǾŜ ŀƭǎƻ ōŜŜƴ ŀƳŜƴŘŜŘ ǘƻ ǊŜƳƻǾŜ ΨƻƴŎŜ ŘŀƛƭȅΩ ŀǎ ŀƴ ŀŘƳƛƴƛǎǘǊŀǘƛƻƴ ŎƘƻƛŎŜΦ tǊŜǎŎǊƛōŜǊǎ Ƴǳǎǘ ƴƻǿ ŘŜǘŀƛl what time of the day the 
dose is due, reducing the ambiguity that was found on the previous audit. Only one of the discharges audited did not include this information. 
There are many medicines that are administered less often than daily (e.g. weekly bisphosphonates or Fentanyl patches changed every 72 hours) and so clarity 
of next dose due is paramount to continue appropriate administration. 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 non-oral medicine administration (e.g. site of application for creams).  
In order to ensure continuity of careΣ /ŀǊŜ IƻƳŜ ǎǘŀŦŦ ǎƘƻǳƭŘ ƪƴƻǿ ǿƘŜƴ ƴŜȄǘ ŘƻǎŜǎ ƻŦ ƳŜŘƛŎƛƴŜǎ ǇǊŜǎŎǊƛōŜŘ ΨǿƘŜƴ ǊŜǉǳƛǊŜŘΩ Ŏŀƴ ōŜ ƎƛǾŜƴΦ bƻƴŜ ƻŦ ǘƘŜ рн ¢¢hǎ 
ǿƛǘƘ ΨǿƘŜƴ ǊŜǉǳƛǊŜŘΩ ƳŜŘƛŎƛƴŜǎ ǇǊŜǎŎǊƛōŜŘ ƛƴŎƭǳŘŜŘ ǘƘƛǎ ƛƴŦƻǊƳŀǘƛƻƴΦ ¢Ƙƛǎ ƛǎ ǘƘŜ ƻƴƭȅ ŀǊŜŀ ŀǳŘƛǘŜŘ ǘƘŀǘ ŘƛŘ ƴƻǘ ǎƘƻǿ ŀƴȅ ƛƳǇǊovement since previous audit. 
Due to the time between pharmacy staff viewing the TTO and the time of discharge, it is not feasible for pharmacy staff to document this information on the 
letter. Further work is required to establish the best way to facilitate the transfer of this information. 
The SOP developed alongside this work ensured that care home staff were contacted by pharmacy staff at the point of discharge. This encouraged good 
communication between care providers, reiterating the written advice included in the TTO. 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 staff to contact the pharmacy for 
advice. 
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36. Accuracy of Chemotherapy Prescribing on Haematopoietic Stem Cell Transplant Prescriptions 
Musallam, A.L., Kirschke, S., Imperial College Healthcare NHS Trust, London 

 
Introduction 
National guidance advocates the use of chemotherapy prescription proformas and policies to reduce risks associated with prescribing. As such patients 
undergoing haematopoietic stem cell transplantations (HSCT) at Imperial College Healthcare NHS Trust (ICHNT) have an individual HSCT protocol 
written in line with the conditioning regimen prior to admission. This is approved and circulated to ensure that all involved teams are informed. The 
final HSCT prescription, screened and processed in the Aseptic unit, is generated from the HSCT protocol and is expected to reflect those anticipated 
drugs and doses.   
 
The Adult Stem Cell Transplantation (ASCT) unit was scheduled for re-accreditation by the Joint Accreditation Committee-ISCT Europe (JACIE) in 
February 2014. One of the assessed standards was the verification of chemotherapy drug and dose against the HSCT prescriptions and its protocol. 
This audit aimed to determine the accuracy of prescribed chemotherapy drug and dose on HSCT prescriptions in line with HSCT protocols 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 chemotherapy drugs on HSCT 

prescriptions are in line with the HSCT protocol for the respective patient. 
 

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

3. From 1st June 2013 to 30th November 2013, where a chemotherapy drug or dose on a HSCT prescription deviates from the HSCT protocol for 
the respective patient, a reason will be documented in 100% of occurrences (HSCT prescription 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 1st June 2013 and 30th 
November 2013. Patients were identified 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 were accessible from within 
Pharmacy and data was input into an Excel Spread-sheet 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 chemotherapy collected data 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, Multiple Myeloma (MM), Lymphoma, 
Haplo-Identical Transplantation, Reduced Intensity Conditioning (RIC) Allograft for non-Hodgkin's and Hodgkin's Lymphoma, RIC-HSCT-CML and MM 
and Germ Cell Tumours. The Cutaneous T-Cell Lymphoma conditioning protocol was excluded because 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 chemotherapy drugs on HSCT prescriptions in line with the HSCT protocol for the 
respective patient 

100% (55/55) 

2. Percentage of chemotherapy doses on HSCT prescriptions in line with the HSCT protocol for the 
respective patient 

91% (50/55) 

3. Percentage of documented dose deviations on HSCT prescriptions 60% (3/5) 

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

¶ 2 chemotherapy doses were reduced for deteriorated renal function and 1 was increased as renal function improved during the period leading 
up to the conditioning. All the dose changes regarding renal function were instigated by the screening Pharmacist and documented on the 
prescription.  

 

¶ 2 doses were reduced due to weight loss. Despite the doses being appropriate at the time of prescribing, these deviated by >5% from the HSCT 
protocol dose and were not documented on the prescription.  

 
Discussion & Conclusion  
Although standards 2 and 3 were not met, the majority of prescriptions were accurate. In 5 instances it was necessary to adjust the dose to the 
ǇŀǘƛŜƴǘΩǎ ǇƘȅǎƛƻƭƻƎƛŎŀƭ ƻǊ ōƛƻŎƘŜƳƛŎŀƭ ǇǊƻŦƛƭŜ ŀǘ ǘƘŜ ǘƛƳŜ ƻŦ ǘƘŜ ǇǊƻŎŜŘǳǊŜΦ  
 
These 5 HSCT protocols were not updated to reflect chemotherapy dose changes. National guidance is clear in stating that any deviations from the 
HSCT protocol must be explicit, unambiguous and recorded. Documentation must be improved in the designated sections of the HSCT prescription 
proforma.  
 
Direct feedback was given to the screening Pharmacists and the audit report was disseminated to all chemotherapy accredited screening Pharmacists 
at ICHNT to reiterate the principles of the ICHNT Clinical Chemotherapy Services 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; Fischer A., Royal 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 specialist tertiary hospital in 2011. Smart infusion 
pumps (SPs) incorporate software which allows specific pre-installed drugs to be chosen from a library. Each drug is associated with a pre-set standard 
concentration plus a soft and hard infusion rate limit. The pumps have 3 modes that can be chosen by the user at set-ǳǇΥ ά5w¦Dέ ƳƻŘŜ όǎƳŀǊǘ 
software) provides alerts based on pre-set limits in the drug ƭƛōǊŀǊȅΣ ά5h{LbDέ ƳƻŘŜ ǎǳǇǇƻǊǘǎ ǘƘŜ ƻǇŜǊŀǘƻǊ ōȅ ǘŀƪƛƴƎ ŀ ǇŀǘƛŜƴǘΩǎ ǿŜƛƎƘǘ ŀƴŘ ŘƻǎŜ 
ǳƴƛǘǎ ƛƴǘƻ ŀŎŎƻǳƴǘ ŀƴŘ ŎŀƭŎǳƭŀǘƛƴƎ ǘƘŜ ǊŀǘŜΣ ŀƴŘ άƳƭκƘǊέ ƳƻŘŜ ǿƘƛŎƘ ŘƻŜǎ ƴƻǘ ǇǊƻǾƛŘŜ ŀŘŘƛǘƛƻƴŀƭ ǎǳǇǇƻǊǘ ōǳǘ ŀƭƭƻǿǎ ǘƘŜ ǇǳƳǇ ǘo be set up faster. If 
a prescribed drug is not ƛƴŎƭǳŘŜŘ ƛƴ ǘƘŜ ŘǊǳƎ ƭƛōǊŀǊȅΣ ŜƛǘƘŜǊ ǘƘŜ ά5h{LbDέ ƻǊ άƳƭκƘǊέ ƳƻŘŜǎ Ƴǳǎǘ ōŜ ǳǎŜŘΦ ²ƘŜǊŜ ŀ ǳǎŜǊ ŀǘǘŜƳǇǘǎ ǘƻ ǇǊƻƎǊŀƳƳŜ ŀ 
pump outside of the pre-ǎŜǘ ƭƛƳƛǘǎ ƛƴ 5w¦D ƳƻŘŜΣ ŀ άDǳŀǊŘǊŀƛƭέ ŜǾŜƴǘ ƛǎ ƭƻƎƎŜŘ ōȅ ǘƘŜ ǎƻŦǘǿŀǊŜΦ  
 
Data obtained from the pumps three years ŀŦǘŜǊ ƛƳǇƭŜƳŜƴǘŀǘƛƻƴ ǎƘƻǿŜŘ ŜƴŎƻǳǊŀƎƛƴƎ ǊŜǎǳƭǘǎΤ ¢ƘŜǊŜ ǿŜǊŜ ƛƴ ŜȄŎŜǎǎ ƻŦ рллл άDǳŀǊŘǊŀƛƭέ ŜǾŜƴǘǎΣ ƻŦ ǿƘƛŎƘ 
457 (8.8%) were hard limit alerts. A substantial portion (23%) of these hard limits involved users attempting to set an infusion rate more than twice that 
of the maximum hard limit1. The software may have been a valuable asset in preventing significant infusion related errors. In spite of the clear clinical 
benefit that the software demonstrates, current uptake of the DRUG mode stands at an average of 75%1.   
 
Aims and Objectives  
In order to achieve an increased usage of DRUG mode, this study set out to identify the factors that influence medical and nursing staff to select 
infusion modes other than the DRUG mode when administrating intravenous (IV) infusions.  
 
Method  
An online questionnaire (via Survey Monkey) was designed and trialled between 29/10/14 - 31/10/14 to the band 7 Practice Nurse Educator and a 
Consultant Anaesthetist. Modifications were made according to the feedback provided. The survey was distributed as a paper copy of the Survey 
Monkey questionnaire or as an online link over a period of two weeks. The inclusion criteria were critical care staff across the Trust. Staff selection was 
at convenience; with both day and night shift SPs operators 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. Ethical approval was not required as this 
was a quality improvement project. 
 
Results  
60 participants (5 doctors, 44 nurses and 11 who did not disclose their occupation) in six critical care units completed the questionnaire between 
3/11/14 and 14/11/14. Figure 1 shows the responses to the factors that influence nursing and medical staff when selecting the DRUG mode. 80% 
(39/49) felt that the software reduced medication errors, 86% (45/52) deemed the software simple to use, 76% (37/49) positively agreed that the 
desired drug was available in the drug library, 69% (35/51) were of the opinion that the prescribed drug was within the pre-set configuration of the drug 
library, 87% (45/52) considered the time to set up the infusion using DRUG mode to be reasonable and 84% (42/50) thought that the frequency of 
alarms did not dissuade them from using the DRUG mode. When asked what additional drugs should be added to the existing drug library, common 
responses were magnesium, piperacillin/tazobactam and levosimendan. 85% (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 software, 64% (28/44) felt that they had sufficient training to use the devices. Of the 16 
participants who felt that training was insufficient, 12 (75%) were junior nurses at band 5 and 6 level (with 7 out of the 12 nurses having between 0-
2 years of experience.)  
 
CƛƎǳǊŜ мΥ wŜǎǇƻƴǎŜǎ ǘƻ ǘƘŜ ǉǳŜǎǘƛƻƴ άPlease indicate the degree to which the following factors influence you when selecting the DRUG mode.έ 

 
 
Discussion and Conclusion 
The survey has shed light on views that the critical care staff hold regarding smart software, which essentially influences its use when administrating IV 
infusions. The results described in Figure 1 show that the nursing and medical staff found DRUG mode to be a useful feature on the devices as it was 
simple to use and perceived to be associated with a reduction in medication errors. Positive comments by respondents ƛƴŎƭǳŘŜŘ άLǘ ƳŀƪŜǎ ŘǊǳƎ 
ŀŘƳƛƴƛǎǘǊŀǘƛƻƴ Ŝŀǎȅ ŀƴŘ ǊŜŘǳŎŜǎ ŘǊǳƎ ŜǊǊƻǊέΣ ŀƴŘ άǾŜǊȅ ǳǎŜŦǳƭΦέ /ƻƴǎǘǊǳŎǘƛǾŜ ŎǊƛǘƛŎƛǎƳ ŜȄŀƳǇƭŜǎ ƛƴŎƭǳŘŜŘ άƳƻǊŜ ǘǊŀƛƴƛƴƎ ŦƻǊ ƧǳƴƛƻǊ ǎǘŀŦŦΦέ  
 
Limitations of this survey were a relatively small cohort of participants and a number of partially 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 the critical care workforce. 
 
To improve the uptake of the smart software feature, focus 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 propose a follow-up review to 
ascertain the impact of implementing such improvements. A more favourable staff perception towards DRUG mode and an increased uptake outcome 
would indicate that the findings of this quality improvement project have been successfully addressed.   
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1) Shah S, Fischer A, Hunter D. Uptake and impact of smart infusion pump technology in a cardiothoracic intensive care unit three years on from its 

implementation. The Royal Brompton and Harefield NHS Foundation Trust. Report number: 1, 2014.  
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38. The use of Always Events in a ǎǳǊǾŜȅ ƻŦ ƛƴǇŀǘƛŜƴǘǎΩ ŜȄǇŜǊƛŜƴŎŜǎ ǿƛǘƘ ǘƘŜƛǊ ƳŜŘƛŎŀǘƛƻƴ ŀƴŘ ǘƘŜ ŎƭƛƴƛŎŀƭ ǇƘŀǊƳŀŎȅ service 
Onatade R, Gujral S, Phul N, Pamanathan K, Torku A, Sawieres S and Oputu T 

 

Background 
¢ƘŜ wƻȅŀƭ tƘŀǊƳŀŎŜǳǘƛŎŀƭ {ƻŎƛŜǘȅΩǎ tǊƻŦŜǎǎƛƻƴŀƭ Standards for Hospital Pharmacy Services1 provide guidance on best practices for hospital pharmacy.  At this 
¢ǊǳǎǘΣ ƻǳǊ ŎƭƛƴƛŎŀƭ ǇƘŀǊƳŀŎȅ ǎŜǊǾƛŎŜΩǎ ƭƻǿŜǎǘ ƭŜǾŜƭ ƻŦ ŎƻƳǇƭƛŀƴŎŜ ǿŀǎ ǿƛǘƘ ǘǿƻ ǎǘŀƴŘŀǊŘǎ ς (3.1) Patients are given information about their medicines and have 
expressed needs for information met and (8.2) Feedback from patients informs the development of the service. We recognised that we did not know enough 
about the experiences patients were having with their medicines and the pharmacy service.  ΨAƭǿŀȅǎ 9ǾŜƴǘǎΩ ŀǊŜ ŀǎǇŜŎǘǎ ƻŦ ǘƘŜ ǇŀǘƛŜƴǘ ŜȄǇŜǊƛŜƴŎŜ ǘƘŀǘ ŀǊŜ ǎƻ 
important to patients and families that health care providers must perform them consistently for every patient, every time2. The use of Always Events supports 
continuous improvement of the patient 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 medicines-related Always Events in the literature.  
 
Objectives 
1. To derive a list of !ƭǿŀȅǎ 9ǾŜƴǘǎ ǊŜƭŜǾŀƴǘ ǘƻ ƛƴǇŀǘƛŜƴǘǎΩ ŜȄǇŜǊƛŜƴŎŜǎ ǿƛǘƘ ǘƘŜƛǊ ƳŜŘƛŎŀǘƛƻƴ ŀƴŘ ǘƘŜ ǇƘŀǊƳŀŎȅ ǎŜǊǾƛŎŜ 
2. To develop and conduct a simple survey to measure the occurrence of Always Events and improve our ability to meet RPS standards 
 

Methods 
A literature search was carried out using PubMed and EMBASE. Short interviews with doctors, nurses and pharmacists were also conducted. Questions asked 
were -Ψ[ƛǎǘ р ƛƳǇƻǊǘŀƴǘ Ǉƻƛƴǘǎ ǘƘŀǘ ŀƴ ƛƴǇŀǘƛŜƴǘ ǎƘƻǳƭŘ ŀƭǿŀȅǎ ōŜ ǘƻƭŘ ŀōƻǳǘ ǘƘŜƛǊ ƳŜŘƛŎŀǘƛƻƴΩΤ ΨLŦ ȅƻǳ ǿŜǊŜ ŀƴ ƛƴǇŀǘƛŜƴǘ ƛƴ this hospital what 3 things would you 
ǿŀƴǘ ǘƻ ŜȄǇŜǊƛŜƴŎŜ ǿƛǘƘ ȅƻǳǊ ƳŜŘƛŎƛƴŜǎΚΩ ŀƴŘ ΨLŦ ȅƻǳ ǿŜǊŜ ŀƴ ƛƴǇŀǘƛŜƴǘ ƛƴ ǘƘƛǎ ƘƻǎǇƛǘŀƭ ǿƘŀǘ о ǘƘƛƴƎǎ ǿƻǳƭŘ ȅƻǳ bh¢ ǿŀƴǘ ǘƻ ŜȄǇŜǊƛŜƴŎŜΚΩ Responses were 
combined with the information from the literature to produce a list of 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 the pilot phase included - time taken to 
complete the quŜǎǘƛƻƴƴŀƛǊŜΣ ǇŀǘƛŜƴǘǎΩ ƛƴǘŜǊǇǊŜǘŀǘƛƻƴǎ ƻŦ ǘƘŜ ǉǳŜǎǘƛƻƴǎΣ ǘƘŜ ǉǳŀƭƛǘȅ ƻŦ ŀƴǎǿŜǊǎΣ ŀƴŘ Ƙƻǿ ǘƻ ŀŘƳƛƴƛǎǘŜǊ ǘƘŜ ǎǳǊǾŜȅΦ tƛƭƻǘ ǊŜǎǇonses were also 
used to compile a list of common answers which could be included as prompts in the final survey. Three pilot rounds were 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 wards on the second site) and were 
approached for the final survey, which took place over 5 days in 2014.  Inclusion criteria were - over 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 this was a service evaluation. 
 

Results  
Eleven potential Always Events were identified. Three deemed most easily measured and within the control of ward pharmacy staff were chosen as the focus 
for the survey.  
1. Patients should always be aware of common side effects of their medication 
2. Patients should 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 
ϝΩ9ƴƻǳƎƘ ƛƴŦƻǊƳŀǘƛƻƴΩ ŀǎ ŘŜŦƛƴŜŘ ōȅ ǘƘŜ ǇŀǘƛŜƴǘΦ 
Piloting showed that all patients should be offered help to complete the questionnaire, although not all would need it. On average, the questionnaire took 8 
minutes to complete.  The final questionnaire had five sections. Some sections asked patients to tick the applicable 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 

¶ I received information on my medication without request*  

¶ The side effects of my medication were not explained to me* 

¶ My questions were answered adequately 

¶ My questions were not answered at all 

¶ The reasons for my medication changes were not explained to me 

¶ I received enough information about my medication* 

¶ Someone from the pharmacy team gave me the information about my medication* 

 
57% 
40%  
50% 
7% 
20% 
70% 
34% 

Improvements you would like to see in the medication service provided 

¶ I would like to receive more information on the side effects of my medication*  

¶ I want more information about the reason for my medication  

¶ I want someone to check with me if my medication is effective and adequate  

¶ The pharmacist should spend more time consulting with the patient  

 
41% 
35% 
31%   
25% 

Have you experienced problems with your medication during your stay? 

¶ I have experienced problems with my medication during my stay 
o I spoke to a nurse about my problem 
o I spoke to a doctor about my problem 

¶ I have not had a problem with my medication 
o If I did have a problem, I would speak with a pharmacist 

¶ Did not answer 

 
22% 
19/22 
3/22 
65% 
10/65 
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 improvements in a clinical pharmacy service. The 
use of Always Events is not common within the NHS. Yet they provide a simple and effective way of defining important aspects of the patient experience and 
then improving on them.   
Limitations ς Patients who did not understand English could not be surveyed. There are likely to be differences in their experiences and needs and therefore 
we are assessing appropriate mechanisms to ensure we do not continue to exclude this patient group (e.g. translating the survey).  Our results show that we 
are not meeting the medicines information needs of many of our patients. This is therefore one of our main areas of focus. We have now defined some standards 
for the way pharmacy team members interact with patients on the wards.  Staff should always identify themselves to patients by name and role, and at least 
twice during their stay, patients should be asked if they have any 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 clinical staff are required to undertake the CPPE 
consultation skills training. These actions will increase pharmacy contact, and our visibility, with patients, and give patients the opportunity to ask questions 
and provide feedback.  Introducing these actions is not expected to increase staff workload, instead, it will focus our efforts on providing a patient-focussed 
service. The patient questionnaire has been refined and we plan to introduce regular (monthly/bimonthly) surveys of a small sample of patients and feeding 
back to staff on our performance against the Always Events.  
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39. Multi -Drug Resistant Tuberculosis Monitoring Guidance: Are we following the national guidelines? 
Parmar S, Singal R, and Khachi H., Respiratory Pharmacy Department, Barts Health NHS Trust, London  

 
Introduction 
Multi-Drug Resistant Tuberculosis (MDR-TB) is a form of TB that is resistant to the two most powerful first-line anti-tuberculosis antibiotics available, 
rifampicin and isoniazid. Between 2004 and 2011, the proportion of cases with MDR-TB increased from 1.2% to 1.6%, of which it has remained stable 
over the past 3 years. Due to the complexity of treatment regimens used for MDR-TB, national monitoring guidelines have been developed by the 
British Thoracic Society (BTS) to aid monitoring for adverse effects during treatment 1, 2.  A previous study identified that prior to the development of 
these monitoring guidelines the incidence of adverse effects associated with MDR TB medicines was high, with 38.9% reporting nausea and vomiting, 
27.8% hearing loss, 27.8% tinnitus, 11.1% hepatic impairment and 5.6% renal impairment amongst others3.  In a tertiary centre for MDR TB, an 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 on-going monitoring parameters must be carried out throughout treatment in accordance with the guidelines for each drug 
prescribed. 
 
Method 
Ethics approval was not required as part of this audit. MDR-TB patients currently on treatment were identified from the TB clinic. A data collection 
form was designed and piloted over two days prior to undertaking the audit. The data collection form included all aspects as specified by the BTS 
MDR TB monitoring guidelines, including baseline monitoring and ongoing monitoring as per each individual drug used. The frequency of monitoring 
was also carried out for each parameter discussed in the guidelines. Patient notes and clinical records were used to establisƘ ǇŀǘƛŜƴǘΩǎ a5w-TB 
regimen and reviewed as part of data collection. Frequency of monitoring from initiation date until 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 guidelines. Data collection took place 
within a two week period in November 2014.   
 
Results 
9 patients with MDR-TB were included. The findings (see Table 1) show that baseline monitoring was not undertaken in the majority of patients. 

Whilst on-going monitoring was predominantly undertaken in over 80% of occasions, the audit standard was not met.  

Table 1: Percentage adherence of monitoring against UK MDR-TB guidelines.  

Drug Number of patients 
taking drug [n=9] 

Baseline monitoring 
carried out (%) 

On-going monitoring 
carried out (%) 

Drug specific 
monitoring carried out 
(%) 

Amikacin 6 58% 85% 91% 

Capreomycin 1 81% 85% 100% 

Clofazamine 3 71% 90% 55% 

Co-amoxiclav 3 38% 77% N/A* 

Cycloserine 9 61% 82% 91% 

Ethambutol 4 64% 84% 52% 

Linezolid 4 66% 82% 48% 

Moxifloxacin 6 72% 84% 17% 

PAS 4 53% 82% 94% 

Prothionamide 8 60% 83% 53% 

Pyrazinamide 3 46% 71% N/A* 

Rifampicin 1 69% 72% N/A* 

*Drugs did not require specific monitoring, according to drug monographs 
RED = <80% 
AMBER = 80 - 99% 
GREEN = 100% 

 
Discussion/Conclusion 
Despite the presence of national guidance to support the monitoring of complex regimens for MDR-TB, this audit shows that monitoring of these in 
a tertiary centre is below the audit standard. Whilst adherence to on-going monitoring parameters were usually undertaken 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 nutritional assessments. Recommendation 
of an educational training session to all personnel involved in the monitoring of patient drug treatment would be a suitable approach to enhance the 
service currently in place. This would be of particular value within hospital settings where patients are often admitted at initiation of their drug 
regimens. Whilst patients are in an in-patient setting, it would be of particular importance that all ward staff and healthcare professionals involved in 
the care of the patient are aware of the 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 of drug therapy, pharmacists are ideally placed to support the safe and effective monitoring of these toxic medicines. The development 
of a pharmacist to support the TB clinics and the monitoring of patients with MDR-TB could significantly improve this adherence and reduce the risk 
of adverse effects owing to sub-optimal monitoring.  
 
References: 
1. Lalor MK, Pedrazzoli D, Davidson J, et al; Tuberculosis in the UK: 2014 Report; Published by Public Health England; 2014. 
2. Potter JL and Capstick T; A UK based resource to support the monitoring and safe use of anti-tuberculosis drugs and second line treatment of 

multi-drug resistant tuberculosis; First published May 2014, Latest update January 2015. 
3. Keal JL, Khachi H, Hanzaree E, et al; Treatment of multidrug resistant tuberculosis: where are the guidelines for monitoring?; Thorax; 2011; 66; 

Suppl 4 A91. 
  



 

 
 

40. An audit of adherence to NPSA (National Patient Safety Agency) report alerts on insulin prescribing and administration 
Patacconi, K and Purcell, J; Norfolk and Norwich University Hospital (NNUH), Norwich 

 

Introduction 
Insulin is frequently included in the list of top 10 high-alert medicines1. Errors involving the wrong insulin product, omitted, delayed or incorrect insulin 
dose accounts for 60% of insulin-related adverse drug events reported in the UK2. The NPSA has issued a number of insulin-related 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 and that, where appropriate, patients 
self-administer their insulin in hospital.   The National Diabetes Inpatient Audit (NaDIA) provides both a local and national picture of inpatient diabetes 
management3. Data collected over the past 3 years has highlighted that 40% of patients with diabetes experience medication errors during their 
hospital stay3.  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 patients receiving 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/ frequency, (4) units in full, (5) insulin on 
admission. 
100% of 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 self-administer their insulin whilst in hospital, how many have an insulin passport or any 
other documentaǘƛƻƴ ŘŜǘŀƛƭƛƴƎ ǘƘŜƛǊ ƛƴǎǳƭƛƴΣ ŀƴŘ ǿƘŜǊŜ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ƛƴǎǳƭƛƴ ƛǎ ǎǘƻǊŜŘ ƻƴ ǘƘŜ ǿŀǊŘΦ ¢ƘŜ ǳǎŜ ƻŦ ŀƴ ƛƴǎǳƭƛƴ ǇŀǎǎǇƻǊǘ ƛǎ ƴƻǘ ǎǳpported by 
our Trust therefore it was not deemed to be recognised as a standard. 
 

Method 
The ethics approval was required and obtained. 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 between 25th and 29th of August 2014 (Monday to 
Friday) by visiting different wards every day. The patients treated with insulin were identified from nursing handovers or by approaching nursing staff 
where handovers were unavailable. 10 medical and 8 surgical wards were audited and data was extracted from patientǎΩ ŎƘŀǊǘǎ ŀƴŘ ǘƘǊƻǳƎƘ ǘƘŜ 
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. The mean age was 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 them self-administered insulin whilst inpatient. 21 (58%) confirmed as 
having an insulin passport or similar document which states what dose of insulin they are taking, but only 6 patients (28%) brought the document 
with them. The insulin in use was stored in equal proportion in the ward fridge, POD locker or on the bedside table. 
The adherence to the audit standards is presented in figure1. 

 
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 was very good 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 that the correct device was 
prescribed (standard 2). The timing and accuracy of insulin dosing (standard 3) was poor. Possible reasons for this could be the lack of a reliable source 
ƻŦ ǘƘŜ ǇŀǘƛŜƴǘϥǎ ǳǎǳŀƭ ŘƻǎŜΣ ƻǊ ǘƘŀǘ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŎƻƴŘƛǘƛƻƴ ƻƴ ŀŘƳƛǎǎƛƻƴ ǊŜǉǳƛǊŜŘ ŀ ŘƻǎŜ ŎƘŀƴƎŜΦ ¢ƘŜǊŜ ǿŀǎ ŀ ƭƻǿŜǊ ŀŘƘŜǊŜƴŎŜ to standard 5 (insulin 
prescribed on admission) and 6 (no missed doses) on surgical wards. This is likely due to more surgical patients being prescribed continuous variable 
rate infusions whilst in the peri-operative period. There is persistently inaccurate and unclear prescribing when dose changes are made (standard 7); 
this weakness should be addressed.  There 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 collection 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 policy on how to amend the insulin prescription on the chart in order to avoid unclear 
prescriptions. 
To include advice on insulin prescribing and dose changes in the e-training for junior doctors. 
To reach local consensus regarding an insulin card or a monitoring book which 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 the self-administration scheme. 
To utilise the available posters with pictures 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 medication-related interventions made by pharmacists when 
 clinically screening inpatient prescriptions at Northwick Park Hospital. 
Patel G, Jivraj M, Sanghera I. London North West Healthcare NHS Trust 

 
Introduction 
Pharmacists routinely make clinical interventions as part of their daily duties on the wards and in the dispensary when clinically screening 
prescriptions. Often this involves identifying medication-related errors where there has been an error in the process of prescribing, preparing, 
dispensing, administering, monitoring or providing advice on medicines.1 These errors cost the NHS approximately £200 ς 400 million per year.3  
Results of a previous collaborative audit looking at the quality of written hospital discharge prescriptions showed that only one third of prescriptions 
were safe requiring no pharmacist intervention.2 ¢Ƙƛǎ ƘƛƎƘƭƛƎƘǘǎ ǘƘŜ ƛƳǇƻǊǘŀƴŎŜ ƻŦ ŀ ǇƘŀǊƳŀŎƛǎǘΩǎ ǊƻƭŜ ŘǳǊƛƴƎ ǘƘŜ ŎƭƛƴƛŎŀƭ ǎŎǊŜŜƴƛƴƎ ǇǊƻŎŜǎǎΦ  
 
Aim 
To audit the number and type of medication-related interventions being made by pharmacists when clinically screening inpatient prescriptions, and 
to assess their clinical significance. 
 
Objectives 

¶ To identify the number and types of interventions being made by Pharmacists when screening in-patient drugs charts and discharge prescriptions. 

¶ To assess the clinical significance of these interventions ς using the NPSA Grade of Patient Safety Incident.4  
 
Method 
A snapshot audit was conducted by Pharmacists on 32 wards over one day at Northwick Park Hospital site. 650 inpatient drug charts were screened 
on the wards and in the dispensary. Deǘŀƛƭǎ ƻŦ ŜŀŎƘ ƛƴǘŜǊǾŜƴǘƛƻƴ ǿŜǊŜ ǊŜŎƻǊŘŜŘ ƻƴ ŀ ǎǇŜŎƛŦƛŎŀƭƭȅ ŘŜǎƛƎƴŜŘ άtƘŀǊƳŀŎȅ /ƭƛƴƛŎŀƭ LƴǘŜǊǾŜƴǘƛƻƴ CƻǊƳέΦ 9ŀŎƘ 
intervention was then graded by the pharmacist making the intervention, using the NPSA Grade of Patient Safety Incident definitions.4 

 
Results 
From analysis of the data, a total of 346 medication-related 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 average, 1 in 2 patients (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 of audit 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 majority of these interventions were made on the wards where a pharmacist provides a full day service, compared to the traditional one-hour 
service. The highest numbers have been recorded on the admissions, critical care and high dependency wards, where pharmacists are making an 
average of at least one intervention for every patient seen. Pharmacists are also making more clinical interventions when screening prescriptions on 
the ward (96.5%) compared to in the dispensary (3.5%) ς this reflects the findings of a previously reported collaborative audit.4 
Lƴ ǘŜǊƳǎ ƻŦ ǘƘŜ ǘȅǇŜǎ ƻŦ ƛƴǘŜǊǾŜƴǘƛƻƴǎ ōŜƛƴƎ ƳŀŘŜΣ ǘƘŜ ƳŀƧƻǊƛǘȅ όнфΦу҈ύ ǿŜǊŜ ǊŜƭŀǘŜŘ ǘƻ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŘǊǳƎ ƘƛǎǘƻǊȅ ƳŜŘƛŎŀǘƛƻƴ, of which 71% were 
omitted drugs. Pharmacists are also contributing by asking the prescribing team 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 interventions using the NPSA Grade of Patient Safety Incident 
definitions.2 Although this is a subjective method of scoring, it was used to show the level of harm prevented due to pharmacist contribution and to 
determine how different pharmacists view the significance of 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 impact on the number of medication-related 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 prescriptions and increase patient 
safety. Pharmacists are making more contributions on wards receiving an all-day 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 improve this. In addition, by 
integrating pharmacists into the multidisciplinary team (MDT), for example by attending ward rounds and MDT meetings, will create further 
opportunities for intervention, increase the level of clinical input and subsequently reduce the potential for medication-related prescribing errors.  
 
Limitations of the audit included time, staff shortages, subjective pharmacist scoring, and incomplete data collection forms. Therefore, the data 
collected may not be a true reflection of the number of clinical interventions actually made by pharmacists on a daily basis.  
Proposed future work: To validate results by re-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/South Sefton Clinical Commissioning Group 

 
Introduction 
Around 352,700 people live in care homes in England and Wales, or 6.1 per 1000 population. Of these, 82.5% are aged 65 or older, compared to 16% 
of the general population.1 Age related changes in pharmacokinetics and pharmacodynamics make older people particularly susceptible to the adverse 
effects of medicines. 
The Care Homes Use of Medicines study (CHUMS) found that care home residents take an average of 8 different medicines each day.2 This compares 
to an average of 4.4 drugs per patient in one general population study.3  Care home residents appear to be more at risk of medication error than 
other groups: 70% of patients in CHUMS had at least one error.3  This compares to 47% of patient receiving 10 or more items (ie an even higher 
number of medicines) in general practice.3   
 
Inappropriate prescribing may occur in 50ς90% of care home residents.4 Despite this, a survey of UK care homes found that 44% of residents did not 
have a regular planned review of their medicines.4 NICE states that medication review in care homes should be led by a dedicated care home 
pharmacist and should take place at least annually for all residents.4 

In light of this evidence, and the density of the local care home population (approximately 10.5 per 1000) two Clinical Commissioning Groups (CCGs) 
iƴǾŜǎǘŜŘ ƛƴ ƳƻǊŜ ǇǊŀŎǘƛŎŜ ǇƘŀǊƳŀŎƛǎǘ ǘƛƳŜ ǘƻ ŎƻƳƳƛǘ ǘƻ ŀ άŎŀǊŜ ƘƻƳŜ ǊŜǾƛŜǿ ǎŜǊǾƛŎŜέΦ ¢Ƙƛǎ ǊŜŦƭŜŎǘŜŘ ƻƴ ǘƘŜ ǇƘŀǊƳŀŎƛǎǘ ōŜƛƴƎ ŀ trusted expert within 
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 residential and nursing homes across 
the two CCGs.  
 
Methods 
Medication reviews were carried out by clinical primary care pharmacists.  The 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 patients with a senior member 
of care staff and the patient and/or their family where appropriate.  Any interventions that could not be made directly during the visit were taken 
ōŀŎƪ ǘƻ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ƎŜƴŜǊŀƭ ǇǊŀŎǘƛǘƛƻƴŜǊ όDtύ ŦƻǊ ǘƘŜƛǊ ƛƴǇǳǘΦ 
The six-month period from 1st June to 30th November 2014 was used for this analysis.  Details of actions undertaken during the reviews were entered 
onto a confidential web-ōŀǎŜŘ ΨǎƘŀǊŜǇƻƛƴǘΩ ōȅ ǘƘŜ ǇƘŀǊƳŀŎƛǎǘǎΦ  !ƴȅ ǎƛƎƴƛŦƛŎŀƴǘ ŜǾŜƴǘǎ ƛŘŜƴǘƛŦƛŜŘ ǿŜǊŜ ƭƻƎƎŜŘ ǎŜǇŀǊŀǘŜƭȅΦ  !ǎ ǘƘƛǎ ǿŀǎ ŀ ǎŜǊǾƛŎŜ 
evaluation, ethics approval was not required.   
 
Results 
Six hundred and ninety one medication reviews were recorded during the analysis period, leading to 2132 interventions (mean three per patient).  Of 
ǘƘŜǎŜΣ мтфр όуп҈ύ ǿŜǊŜ ŀŎŎŜǇǘŜŘ ōȅ ǘƘŜ ǇŀǘƛŜƴǘΩǎ DtΦ  CƻƭƭƻǿƛƴƎ ǘƘŜǎŜ ǊŜǾƛŜǿǎΣ рфф ƳŜŘƛŎŀǘƛƻns were stopped, 450 medicines were changed (eg 
dosage change) and 142 new medicines were started.  Three hundred patients (43%) required monitoring carrying out for one or more medicines.   
 
The average prescribing cost saving made per patient was £138 (calculated 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 the six-month period, and 63 admissions were potentially avoided as evaluated subjectively using 
ǘƘŜ ǇƘŀǊƳŀŎƛǎǘǎΩ ƻǿƴ ŎƭƛƴƛŎŀƭ ƧǳŘƎŜƳŜƴǘΦ ¢ƘŜǎŜ ƛƴǘŜǊǾŜƴǘƛƻƴǎ ƛƴǾƻƭǾŜŘ ŀ ǘƻǘŀƭ ƻŦ фп ǇŀǘƛŜƴǘǎΣ ǎƻ ǿƘƛƭǎǘ ƛƴ ǎƻƳŜ ŎŀǎŜǎ ǘƘŜ ǎŀƳe intervention may have 
been classed as both an avoided admission and a significant event, this was not usually the case.  Examples of significant events included: 

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

¶ Patient with past medical history of oesophageal ulcer unable to take alendronic acid properly (patient does not mobilise unaided so was 
at low fracture risk). 

¶ Incorrect discharge information from hospital leading to patients missing medication or having incorrect doses. 

¶ Patient at risk of falls able to mobilise unaided following review of antihypertensives. 
 
Discussion 
The results of this service evaluation add to evidence that a significant number of interventions can be made when pharmacists, GPs and care home 
staff conduct a medication review together.  The reviews conducted during this project generally 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 the number of medicines 
prescribed3 this could be expected to improve safety for 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 proposed by the pharmacists were 
accepted by their GP; some of those that were not were rejected after a consideration of the risks and benefits of that course of action by the GP, the 
ǇƘŀǊƳŀŎƛǎǘ ŀƴŘ ǘƘŜ ǇŀǘƛŜƴǘ ƻǊ ǘƘŜƛǊ ŎŀǊŜǊΦ  ¢Ƙǳǎ ǘƘŜ ǇŜǊŎŜƴǘŀƎŜ ƻŦ ΨŎƻƴŎƻǊŘŀƴǘΩ ŘŜŎƛǎƛƻƴǎ ǊŜŀŎƘŜŘ ǿƻǳƭŘ ƘŀǾŜ ōŜŜƴ ƘƛƎƘŜǊ ǘƘŀƴ 84%.     
Completing the medication reviews was more time consuming than originally anticipated.  A review involved background research, visiting the home, 
ŦƻǊƳǳƭŀǘƛƴƎ ǊŜŎƻƳƳŜƴŘŀǘƛƻƴǎ ŦƻǊ ǘƘŜ ǇŀǘƛŜƴǘǎΩ DtΣ ŎƻƭƭŜŎǘƛƴƎ ŦŜŜŘōŀŎƪ ŦǊƻƳ ǘƘŜ Dt ŀƴŘ ƛƳǇƭŜƳŜƴǘƛƴƎ ŀƴȅ ŎƘŀƴƎŜǎ.  Although most 
recommendations were accepted by GPs, considerable flexibility was needed by the pharmacists to present their interventions in a format suitable 
for each GP.  Pharmacist prescribing is one possible solution which might reduce the burden of this on both 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 risk:benefit analysis is needed) would 
ǎǘƛƭƭ ǊŜǉǳƛǊŜ ŘƛǎŎǳǎǎƛƻƴ ǿƛǘƘ ǘƘŜ ǇŀǘƛŜƴǘΩǎ DtΦ  To quantify the time taken per review more accurately, the pharmacists 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 interventions logged as significant events is planned.  
This, along with reflections to be gathered from care home staff, managers and GPs will help to confirm the benefits of the service on 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, Wolper S. NHS Specialist Pharmacy Service, England. 

 
Background 
Community Hospitals with inpatient facilities 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 beds is often resourced according to 
historical patterns of service and may not reflect the severity and morbidity of the current patient population. Pharmacist interventions in the care of 
patients in acute hospitals have been shown to reduce the risks associated with medicines,1,2 but the 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 the care of inpatients in community 
hospitals. 
 
Method  
Fifteen organisations with community hospitals within East and South East England registered to take part in the collaborative evaluation. Pharmacists 
providing a prescription review service to inpatients in community hospitals were 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 as: Ψ!ƴ ƛƴǘŜǊǾŜƴǘƛƻƴ ǿƘƛŎƘ ǊŜǎǳƭǘǎ ƛƴ ǘƘŜ ŎƻǊǊŜŎǘƛƻƴ ƻŦ a prescribing/transcribing error or the provision of 
ǇƘŀǊƳŀŎŜǳǘƛŎŀƭ ŀŘǾƛŎŜ ǿƘƛŎƘ ƻǇǘƛƳƛǎŜǎ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŎŀǊŜΩΦ 3 tŀǊǘƛŎƛǇŀƴǘǎ ǿŜǊŜ ŀǎƪŜŘ ǘƻ ǊŜŎƻǊŘ ǘƘŜ ǘȅǇŜ ƻŦ ŎŀǊŜΣ ǘƘŜ ǎǘŀƎŜ ƛƴ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŎŀǊŜΣ ǘƘŜ 
number of medicines prescribed, whether the allergy status 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 self-assess the clinical impact of their intervention according to a framework similar 
to that used by Dodds,3 adapted from the National Reporting and Learning System (NRLS).4  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 patients were not identifiable 
from the data collected.  
 
Results 
4077 medication charts (equating to 52,033 medication orders) were screened by pharmacists, an intervention by a pharmacist was made on 1 in 3 
(37.7% (1537)) of these charts for one of more medications. A total of 2782 pharmacy interventions were made. 
 
The majority of interventions made were categorised as a prescribing error (67%, 1872/2782).  The remainder (33%, 910/2782) included 
administration issues and of these, omitted and delayed medicine administration was the most common intervention (11%; 298/2782). The clinical 
impact of these interventions, as self-assessed 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 ς Low/Minor 1225 (44.0%) 

Level 3 ς Moderate 769 (27.6%) 

Level 4 ς Severe/Major 107 (3.9%) 

 
¢ƘŜ ƴǳƳōŜǊ ƻŦ ǊŜƎǳƭŀǊ ƳŜŘƛŎƛƴŜǎ ōŜƛƴƎ ǘŀƪŜƴ ǊŀƴƎŜŘ ŦǊƻƳ л ǘƻ нр όƳƻŘŜ уύΦ ²ƘŜƴ Ψŀǎ ǊŜǉǳƛǊŜŘΩ ƳŜŘƛŎƛƴŜǎ ǿŜǊŜ ƛƴŎƭǳŘŜŘ ǘƘŜ ǊŀƴƎe went from 1 to 
29 medicines (mode 11).  The frequency of pharmacy clinical visits ranged from 1 to 5 times a week with a median of 2 visits per week. 30% (839/2782) 
of interventions were made at the point of admission; the majority of interventions (62%, 1717/2782) were made at a subsequent point during the 
ǇŀǘƛŜƴǘΩǎ ǎǘŀȅ ŀƴŘ ǘƘŜ ǊŜƳŀƛƴŘŜǊ ŀǘ ǘƘŜ Ǉƻƛƴǘ ƻŦ ŘƛǎŎƘŀǊƎŜΦ 
 
When interventions were considered by the pharmacist to be Level 4 the most frequently involved medicines belonged to the following five groups: 
antibacterials, anticoagulants, 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 these a third, if left undetected, 
might have led to moderate or severe harm to the patient and an associated increased length of stay or other detrimental sequelae.  62% of the 
ǇƘŀǊƳŀŎŜǳǘƛŎŀƭ ƛƴǘŜǊǾŜƴǘƛƻƴǎ ǿŜǊŜ ƳŀŘŜ ŘǳǊƛƴƎ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǎǘŀȅΣ ǊŀǘƘŜǊ ǘƘŀƴ ƻƴ ŀŘƳƛǎǎƛƻƴ όол҈ύΦ  ¢Ƙƛǎ Ƴŀȅ ōŜ ōŜŎŀǳǎŜ ǇƘŀǊƳŀcy-led medicines 
reconciliation was not undertaken within 24 hours of admission due to the infrequency 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 were made during the admission 
which subsequently required a pharmaceutical intervention to optimise patient care.  Organisations need to be aware that medication changes 
ƘŀǇǇŜƴ ǘƘǊƻǳƎƘƻǳǘ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǎǘŀȅ ŀƴŘ ǘƘŜ ŎƭƛƴƛŎŀƭ ǇƘŀǊƳŀŎȅ ǎŜǊǾƛŎŜ ƴŜŜŘǎ ǘƻ ǊŜǎǇƻƴŘ ǘƻ ǘƘƛǎΦ 
 
The patients in this study were receiving, on average, 11 (range 1 ς 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.  An admission to a community 
hospital is an opportunity 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 hospitals was considerable.  It is 
important that current pharmacy services to these units respond to patient severity and morbidity.  Where access to a pharmacist is limited, 
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 years ? 
Sanders, S, Bollington, L and Sharott, P, on behalf of the NHS Pharmacy Education and Development Committee 

 

Introduction 
The NHS Pharmacy Education and Development Committee (NHS PEDC) has undertaken research to survey NHS pharmacy staffing establishments and vacancies 
for several years. In each year since 2008, a 100% response rate has been achieved from all NHS service providers, and Clinical Commissioning Groups (CCGs) / 
Clinical Support Units (CSUs) and NHS England Area Teams across England (or their predecessors), enabling useful trend data about numbers of posts and 
vacancy rates to be noted. This abstract ǇǊŜǎŜƴǘǎ ǘƘŜ 9ƴƎƭƛǎƘ ŘŀǘŀΤ ƻǘƘŜǊ ¦Y ŎƻǳƴǘǊƛŜǎΩ Řŀǘŀ ŀǊŜ ŀǾŀƛƭŀōƭŜΦ  
 
Objectives 
Á To collect and collate complete and accurate data on pharmacy staffing establishments, head count and vacancy rates for all NHS organisations across 

the UK on 31 May 2014. 
Á To compare these data with those collected in previous years. 
Á To consider trends and vacancy rates to inform patterns of activity and growth. 
Á To identify issues from the data with implications for workforce planning purposes, including consideration of the numbers of trainees required. 
 
Method 
The National NHS Pharmacy Staffing Establishment and Vacancy Survey (NHS PSEVS) 2014 included all NHS acute and mental health trusts and providers of NHS 
services, and Clinical Commissioning Groups (CCGs) / Clinical Support Units (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 the Chief Pharmacist in each NHS 
organisation. Non-responders were followed-up 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 on 31 May in previous years, enabling 
comparison and trends to be observed.   
 
Results 
246 NHS service providers and 405 commissioning organisations in England were identified and surveyed on 31st May 2014. A 100% response rate was achieved 
every year since 2008, allowing comparisons to be made and trend data to be noted. 
Number of posts / Staffing Establishment (Table 1).  
Note: FTE  = Full Time Equivalent i.e. 37.5hrs per week. 
The number of pharmacist posts has risen by 20% from 2008 and 2014.   
The number of pharmacy technician posts has risen by 14.5% from 2008 to 2014. 
Post numbers have risen by 3.9% for pharmacists and 1.6% for pharmacy technicians between 2013 and 2014. 
 

 
 

Vacancy Rates  
Pharmacists In 2008, 22.2% Band 6 posts, 16.9% Band 7 posts and 10.2% of Band 8a posts were vacant, threatening service provision. Vacancy rates have 
dropped significantly over the years. In 2014 Band 7 and Band 6 vacancy rates are still in double figures. 
Pharmacy Technicians Vacancy rates for pharmacy technicians have similarly dropped over the years, but have risen again between 2013 and 2014. 
 
Discussion  

¶ There has been a steady increase in both pharmacist ad pharmacy technician posts over the years, suggesting that pharmacy input into a range of NHS 
services is valued. 

¶ For pharmacists, there has been a greater number of Band 7 posts than Band 6 posts throughout the years surveyed, reflecting the importance of 
ŎƻƴǎƛŘŜǊƛƴƎ ŀƭƭ ΨǘǊŀƛƴƛƴƎ ƎǊŀŘŜΩ Ǉƻǎǘǎ ǿƘŜƴ ǇƭŀƴƴƛƴƎ ŦƻǊ ǘǊŀƛƴƛƴƎ ƴǳƳōŜǊǎ ŀǘ ōƻǘƘ ǇǊŜ-registration and Foundation Years training.  

¶ Similarly for pharmacy technicians, there has been a greater number of Band 5 posts than Band 4 posts throughout the years surveyed, reflecting a similar 
issue. 

Workforce Analysis and Planning 2015 and beyond. 

¶ The National NHS Pharmacy Staffing Establishment and Vacancy Survey will no longer be carried out; the 2014 survey was the last one funded by Health 
Education England.  

¶ Health Education England is undertaking a cleansing of the Electronic Staff Record (ESR) in collaboration with NHS organisations and Chief Pharmacists. 
In future, the ESR data will be used to analyse workforce patterns in NHS organisations in the same way as for other groups of NHS staff. 

¶ HEE is also working on assessment of the community pharmacy workforce in order to facilitate a more holistic approach to pharmacy workforce planning. 
This is ƛƳǇƻǊǘŀƴǘ ƛƴ ǘƘŜ ƭƛƎƘǘ ƻŦ ŎǳǊǊŜƴǘ ŀŎǘƛǾƛǘȅ ŎƻƴǎƛŘŜǊƛƴƎ ǇƘŀǊƳŀŎƛǎǘǎΩ ŀƴŘ ǇƘŀǊƳŀŎȅ ǘŜŎƘƴƛŎƛŀƴǎΩ ǊƻƭŜǎ ƛƴ Dt tǊŀŎǘƛŎŜǎΣ 9ƳŜǊƎŜƴŎy Departments, Healthy 
Living Pharmacies, the Pharmacy Urgent Repeat Medicines Services, NHS 111, etc..  

Limitations The survey is limited to NHS organisations. All known organisations were identified and surveyed. Some organisations providing NHS services since 
the PCT purchaser/provider split and NHS transition may have been inadvertently omitted. 
 
References  
NHS Pharmacy Education & Development Committee. NHS Pharmacy Staffing Establishment and Vacancy Surveys. http://www.nhspedc.nhs.uk/surveys.htm 
(accessed 26 February 2015).   

Staff Group

Established 
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2009
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2010

Established 

Posts (FTE) 

2011

Established 

Posts (FTE) 

2012

Established 

Posts (FTE) 

2013

Established 

Posts (FTE) 

2014

% Change in 

reported staffing 

establishment 

from May 2013 to 

May 2014

% Change in 

reported staffing 

establishment 

from May 2008 to 

May 2014

  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%

  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%

Total Qualified Pharmacy 

Technicians
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%

England

Pharmacists

Pharmacy Technicians

Table 1. Trends in Pharmacy Staffing Establishments in NHS service provider and commissioning organisations in 

England 2008-2014

http://www.nhspedc.nhs.uk/surveys.htm


 

 
 

45. Ψ/ƭƛƴƛǇƘŀǊƳǎΩ- A User Evaluation for Medicines Information 
I. Scott, C. Heywood, K. Want- Norfolk and Norwich University Hospital 

 
The Medicines Information (MI) department at this hospital receives around 2600 calls a year. This pharmacy led service contributes to achieving the 
ƎƻǾŜǊƴƳŜƴǘǎΩ target to improve patient safety in hospitals and primary care1Σ ŀƴŘ ǘƘŜ ¢ǊǳǎǘΩǎ ƻǿƴ ǎǘǊŀǘŜƎƛŎ ŀƛƳǎ ǘƻ ǊŜŘǳŎŜ ǇǊŜǎŎǊƛōƛƴƎ ŜǊǊƻǊǎ2.  
¦YaL ό¦Y aŜŘƛŎƛƴŜǎ LƴŦƻǊƳŀǘƛƻƴύ ǎǘŀǘŜǎ ƛǘǎ ŎƻǊŜ ǾŀƭǳŜ ƛǎ ǘƻ ΨŀǇǇƭȅ ŜǾƛŘŜƴŎŜ-based principles in the provision of impartial, evaluated, accurate and timely 
ƛƴŦƻǊƳŀǘƛƻƴ ƛƴ ŀ ǎǳƛǘŀōƭŜ ŦƻǊƳŀǘ ǘƻ ǇǊƻƳƻǘŜ ǘƘŜ ǎŀŦŜ ŀƴŘ ŜŦŦŜŎǘƛǾŜ ǳǎŜ ƻŦ ƳŜŘƛŎƛƴŜǎΩ3. To this end, the MI department at the NNUH produces short evidence 
ōŀǎŜŘ ōǳƭƭŜǘƛƴǎΣ Ψ/ƭƛƴƛǇƘŀǊƳǎΩΣ ǿƘƛŎƘ ŀǊŜ ŀǾŀƛƭŀōƭŜ ƛƴ ōƻǘƘ ǿǊƛǘǘŜƴ ŀƴd electronic format. They provide readily accessible information on relevant medicine 
related topics to prescribers, pharmacists and nursing staff, and have the benefit of being accessible out of hours. They are written and distributed when 
required; frequency varies from monthly to yearly.  Studies indicate that health professionals value an enquiry-answering service4, but the MI department has 
not previously evaluated the Clinipharm bulletins.  A Cochrane review has advised that issuing clinical guidelines to health-care professionals may reduce 
variations in practice and improve patient care5; however to be effective they must be presented in a simple, accessible format.  
 
Aim 
To evaluate the use and acceptability of Clinipharms by staff.   
 
Objectives 
To determine: 

¶ The method of access/ reasons for use of Clinipharms by staff 

¶ Satisfaction with current Clinipharms 

¶ Staff opinion on usefulness of Clinipharms compared to other sources of information 

¶ Staff opinion on subject areas  for future Clinipharms 
 
Method  
! ǉǳŜǎǘƛƻƴƴŀƛǊŜ ǿŀǎ ǇǊƻŘǳŎŜŘ ǳǎƛƴƎ Ψ{ǳǊǾŜȅaƻƴƪŜȅΩΣ ŀ ǿŜō ōŀǎŜŘ ǎǳǊǾŜȅ ǇǊƻƎǊŀƳƳŜΦ ¢Ƙƛǎ ǿŀǎ ǇƛƭƻǘŜŘ ƻƴ ф ƳŜŘƛŎŀƭΣ ƴǳǊǎƛƴƎ ŀƴŘ Ǉharmacy staff and a small 
number of amendments made. The survey was sent to all doctors, nurses and pharmacists within the NNUH via e-mail. 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: 

¶ Section 1: To evaluate if responders knew about Clinipharms, the purpose they were used for, which were accessed most regularly and what further 
topics may be useful. 

¶ Section 2: To evaluate satisfaction levels with appearance, accessibility, clarity, and ability of Clinipharms to advise on drug dosing, monitoring and 
administration of medicines. 

¶ Section 3: To determine what other sources of information are used within the Trust to access information about medication dosing, monitoring and 
administration, comparing this to the information provided by 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 on their wards, and the link was uploaded to 
the communication bulletin. The link 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, compared to 46% of nurses (95% CI 26.4-
65.6) and 28% of doctors (95% CI 14.9-40.5). Those that were aware of the Clinipharms use them as a basis for drug monitoring (47.4 % (95%CI) 34.4-60.4), and 
prescribing (28.1% (95% CI) 16.4-36.7). 59.6% of the respondents (95% CI 46.9-тнΦоύ ǳǎŜŘ ǘƘŜƳ ΨŀǊƻǳƴŘ м ǘƻ н ǘƛƳŜǎ ƳƻƴǘƘƭȅΩ ŀƴŘ тлΦн҈ όфр҈ /L руΦ3-82.1) of 
ǊŜǎǇƻƴŘŜƴǘǎ ŘŜǎŎǊƛōŜŘ ǘƘŜƳ ŀǎ Ψŀǎ ǳǎŜŦǳƭ ŀǎΩ ƻǊ ΨōŜǘǘŜǊΩ ǘƘŀƴ ƻǘƘŜǊ ǎƻǳǊŎŜǎ ƻŦ ƛƴŦƻǊƳŀǘƛƻƴΦ  
¢ƘŜ Ƴƻǎǘ ŦǊŜǉǳŜƴǘƭȅ ŀŎŎŜǎǎŜŘ /ƭƛƴƛǇƘŀǊƳǎ ǿŜǊŜ Ψ!ŘƳƛƴƛǎǘǊŀǘƛƻƴ ƻŦ ±ƛǘŀƳƛƴ YΩΣ Ψ5ƛƎƻȄƛƴΩΣ ΨIȅǇƻƳŀƎƴŜǎŀŜƳƛŀκ IȅǇƻǇƘƻǎǇƘŀǘŜƳƛŀ ¢ǊŜŀǘƳŜƴǘΩ ŀƴŘ Ψ{ǳŘŘŜƴ 
Withdrŀǿŀƭ ŀƴŘ aƛǎǎŜŘ ŘƻǎŜǎ ƻŦ /ƻǊǘƛŎƻǎǘŜǊƻƛŘǎΩΦ CƛƎǳǊŜ м ƛƭƭǳǎǘǊŀǘŜǎ ǘƘƻǎŜ ǊŜǎǇƻƴŘŜƴǘǎ ǊŀǘƛƴƎ /ƭƛƴƛǇƘŀǊƳǎ ŀǎ ΨƎƻƻŘΩΣ ΨǾŜǊȅ ƎƻƻŘΩ ƻǊ ΨŜȄŎŜƭƭŜƴǘΩΦ  

 
¢ƘŜ ŀŘŘƛǘƛƻƴŀƭ ŎƻƳƳŜƴǘǎ ǊŜŎƻǊŘŜŘ ǿŜǊŜ ƎŜƴŜǊŀƭƭȅ ǇƻǎƛǘƛǾŜΣ ƛƴŎƭǳŘƛƴƎ ΨǳǎŜŦǳƭ ǿƘŜƴ ǇƻƛƴǘŜŘ ƻǳǘΩΣ Ψƭƻƻƪ ŜȄǘǊŜƳŜƭȅ ƘŜƭǇŦǳƭΩΣ ΨƎǳƛdance provided, please make 
ƳƻǊŜΩΦ ! ƴǳƳōŜǊ ƻŦ ǊŜǎǇƻƴŘŜƴǘǎ ǎǘŀǘŜŘ ŀǿŀǊŜƴŜǎǎ ŀƴŘ ŀŎŎŜǎǎƛōƛƭƛǘȅ ŎƻǳƭŘ ōŜ ƛƳǇǊƻǾŜŘΦ ¢ƘŜǊŜ ǿŀǎ ŀƭǎƻ ƻƴŜ comment noting that these are not relevant to all 
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 basis. Accessibility and awareness of them needs improving; the MI 
department intends to email staff reminding them which Clinipharms are available and where to access them. They will be discussed at junior doctors teaching 
sessions, and it has been suggested that a link to Clinipharms could be posted on the main intranet page.  Some suggestions for future Clinipharms are 
unsuitable, due to complex topics needing individual patient dosing (eg: IV iron administration), or being already available as full NNUH guidelines (eg: 
vancomycin, hyperkalaemia). Clinipharms are not designed to replace full, evaluated guidelines, though these suggestions may indicate poor access. Other 
ǘƻǇƛŎǎ ƛƴŎƭǳŘŜ ŀŘƳƛƴƛǎǘǊŀǘƛƻƴ ƻŦ ŜǇƛƭŜǇǎȅ ŀƴŘ tŀǊƪƛƴǎƻƴΩǎ ƳŜŘƛŎƛƴŜǎ ǿƘŜƴ ƴƻ ƻǊŀƭ ǊƻǳǘŜ ƛǎ ŀǾŀƛƭable. There are limitations to this study, as it is not possible to 
determine exact numbers receiving the survey. Some respondents answered only a selection of questions, and some did not disclose their profession.  Although 
they cannot be proven to reduce prescribing 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 are seen to improve practice in the Trust.  
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46. !ƴ ŀǳŘƛǘ ǊŜǾƛŜǿƛƴƎ ǿŀǎǘŀƎŜ ƻŦ ŀŘǳƭǘ ǇŀǊŜƴǘŜǊŀƭ ƴǳǘǊƛǘƛƻƴ ōŀƎǎ ŀǘ YƛƴƎΩǎ /ƻƭƭŜƎŜ IƻǎǇƛǘŀƭ bI{ CƻǳƴŘŀǘƛƻƴ ¢Ǌǳǎǘ 
Shah, S*; Callaby, H*; Vincent, R*; Dubois, P*; Hoey, S*, *Kings College Hospital NHS Foundation Trust, London 

 
Introduction/Background/Context 
A service evaluation was undertaken in April 2014 following a restructure of the multi-disciplinary nutrition team (MDT) to review if this led to less 
wastage of parenteral nutrition bags (PN) and financial savings1. This 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 annum through the reallocation of PN 
bags.  Prior to April 2014, patients commenced on PN were reviewed on a daily basis by the chemical pathology registrar. PN was prescribed and 
manufactured in advance where possible to aid capacity within the pharmacy aseptic unit. In April 2014 the trust recruited a specialist nutrition 
support nurse and introduced twice weekly consultant led MDT ward rounds2. In addition an active patient management nutrition support team was 
formed with daily reviews of all patients receiving or referred for PN by the specialist nutrition support nurse, pharmacist and chemical pathology 
registrar2,3. In June 2014 adult parenteral nutrition was formally outsourced to an external provider in order to increase unit capacity. There are strict 
order deadlines associated with the outsourced PN provider meaning efficient ordering is required to facilitate timely receipt of PN. The purpose of 
this audit is to establish if there is a continued reduction in wastage post prescribing and procurement changes and the financial 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 used for the intended patient must be reallocated.  

The standards were not set to 100%, due to the unpredictability of changes to clinical conditions which require wastage of bags and specifically 
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 over a two week period in 
September 2014. Prospective data was collected on adult PN bags allocated for waste disposal and those that were reallocated to other patients at 
YƛƴƎΩǎ /ƻƭƭŜƎŜ IƻǎǇƛǘŀƭΦ 5ŀǘŀ ǿŀǎ ŎƻƭƭŜŎǘŜŘ ƻǾŜǊ ŀ о ƳƻƴǘƘ ǇŜǊƛƻŘ ōŜǘǿŜŜƴ hŎǘƻōŜǊ ŀƴŘ 5ŜŎŜƳōŜǊ нлмп ōȅ tb ǇƘŀǊƳŀŎƛǎǘǎ ŎƻǾŜǊƛƴg the adult 
nutrition ward rounds. Collected data was recorded using Microsoft® Excel for analysis. 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 reallocated (if applicable) and the number of 
bags reallocated. Results were compared to data 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 bags, used, wasted and reallocated compared to results obtained from the service 
evaluation undertaken in April 2014.   
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Current audit 
1/10/2014-31/12/2014 

627 568 (91%) 59 (9%) 
41 (69% 
(n=59)) 

18 (2.9%) 
£15,143 

per annum 
£6217 per 

annum 
£8926  

Service evaluation 
07/04/2014-
04/07/2014 

1227 
1109 
(90%) 

118 (10%) 
76 (64% 
(n=118)) 

42 (3.4%) 
£22,080 

per annum 
£16,436 

per annum 
£5644  

Comparison - ҧ м҈ Ҩ м҈ ҧ р҈ Ҩ лΦр҈ - - - 

 
Discussion/Conclusion 
91% (n=568/627) of PN bags were used for the intended patient, compared to 90% (n=1109/1227) recorded previously, showing that a change in 
procurement did not negatively impact this. 55.9% (n=33/59) of PN bags were not administered to the intended patient as they were fully established 
on oral/enteral feed and thus PN was prematurely stopped. Other reasons for bags not being used included: no central access, palliative care 
/mortality and requirement changes. Ordering PN on a daily basis, reduced the number of bags 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. The reallocation levels noted 
in this audit financially produce a projected cost saving 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 patient and 22% (n=4/18) were 
not used as due to lack of documented availability of these bags. The number of wasted bags as a whole reduced by 0.5%, due to daily review and 
prescribing of PN and use standard bags with no additions where appropriate.  
This audit highlights the need to continue to order 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 with well-organised 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 correcting electrolytes outside of 
the bag where appropriate will help to reduce wastage. A limitation of this audit was when less experienced pharmacists covered the adult nutrition 
ward round, some data may not have been collected, and less reallocation of PN bags may have occurred. In addition, bags reallocated to the same 
patient for a different day were not recorded thus underestimating estimated 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 deadlines and the associated cost to 
the trust in staff overtime for non-adherence 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 years on from its implementation 
Shah S1; Fischer A1 ; Hunter D2, 1 Pharmacy Dept, Royal Brompton and Harefield Hospital NHS Foundation Trust, London 

2 Anaesthetics and Adult Intensive Care, Royal Brompton and Harefield Hospital NHS Foundation Trust, London 

 
Introduction 
The 2007 National Patient Safety Alert (NPSA) report showed that injectable medicines account for a quarter of the total medication incidents 
reported1. Many errors occur during medication administration with calculating infusion rates and programming pumps highlighted as high-risk steps. 
Smart infusion pumps (SPs) include software which allows standard concentrations of specific drugs to be chosen from a menu, with both hard and 
soft dose limits preset. They can reduce administration errors associated with:  rate, unit, concentration, calculation and push button errors2. None 
of these would be detected or prevented by standard infusion pumps. Smart technology is thought to reduce drug errors in critical care (CC) but the 
impact of their introduction has not yet been quantified3-4. Smart software records all programming steps taken and this data can be downloaded for 
subsequent analysis. A local review of self-reported medication incidents from the Hospital Incident Reporting System revealed 109 errors relating to 
wrong infusion rates reported in a 3 year period (January 2008-December 2010). Of those relating to syringe pumps, it was estimated that 69% might 
have been prevented by using SPs within CC5. The aim of this project was to analyse from the 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 compiled by CC consultants and 
pharmacy staff, and uploaded to the devices (Alaris® CC Syringe Pump). These pumps have 3 modes which can be chosen by the user at set-up:  
ά5w¦Dέ ƳƻŘŜ ǇǊƻǾƛŘŜǎ ŀƭŜǊǘǎ ōŀǎŜŘ ƻƴ ǘƘŜ ǎŜǘ ƭƛƳƛǘǎ ƛƴ ŘǊǳƎ ƭƛōǊŀǊȅΣ ά5h{LbDέ ƳƻŘŜ ǇǊƻǾƛŘŜǎ ƎǳƛŘance taking weight and dose units into account 
ŀƴŘ ŎŀƭŎǳƭŀǘŜǎ ǘƘŜ ǊŀǘŜΣ άƳƭκƘǊέ ƳƻŘŜ ǇǊƻǾƛŘŜǎ ƴƻ ǎǳǇǇƻǊǘ ōǳǘ ŀƭƭƻǿǎ ǘƘŜ ǇǳƳǇ ǘƻ ōŜ ǎŜǘ ǳǇ ǉǳƛŎƪƭȅΦ CƻǊ ŘǊǳƎǎ ƴƻǘ ƛƴ ǘƘŜ ƭƛōǊary, either the DOSING 
or ml/hr modes must be used. Where a user attempts to programƳŜ ŀ ǇǳƳǇ ƻǳǘǎƛŘŜ ƻŦ ǘƘŜ ǇǊŜǎŜǘ ƭƛƳƛǘǎ ƛƴ 5w¦D ƳƻŘŜ ŀ άDǳŀǊŘǊŀƛƭέ ŜǾŜƴǘ ƛǎ ƭƻƎƎŜŘ 
by the software.  After staff training, SPs were introduced in CC areas in January 2011. Data from all accessible devices were downloaded from Jan 
2011 to Dec 2013, analysed & reviewed 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 1400 (15%) in ml/hr mode.  Over 
the 3 year study period there was a total of 5210 (2%) Guardrail events. Of these 457 (8.8%) were hard limit events. The user re-programmed the 
pump after 374 of these events. The table below shows the number of hard limits generated for the drug classes 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 (such as GTN, amiodarone 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  

 
 
 
 
 
 
 
 
 
 

Discussion 
The use of the smart software increased over the study period. The recorded error rate was 1 event every 50 infusions set up and 1 hard limit event 
every 550 infusions.  This is much higher than the self-reported 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% of infusion rate 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 software improves patient 
safety. 
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 Factor rate set > hard limit 

Total  >1-1.5 >1.5-2 >2-2.5 >2.5-5 >5-10 >10-50 

Inotropes / vasopressors 98 26 41 5 14 8 4 

Anticoagulants 67 28 6 4 14 6 9 

Sedatives 18 9 4 2 3   

Cardiology drugs 267 190 42 6 14 9 6 

Others 7 5   2   

Total 457 258 93 17 47 23 19 

http://www.nrls.npsa.nhs.uk/resources/?entryid45=59812


 

 
 

48. Impact of Introducing Smart Infusion Pump Technology on Intravenous Medication Errors in Critical Care Areas 
Shah S; Hanna C; Fischer A. Pharmacy Dept, Royal Brompton and Harefield Hospital NHS Foundation Trust, London, United Kingdom 

 
Introduction 
Injectable medicines account for a quarter of the total medication incidents reported1. Many errors occur during medication administration and the 
Ǌƛǎƪ ƛǎ ƘƛƎƘŜǊ ǿƘŜƴ ƳŜŘƛŎŀǘƛƻƴǎ ŀǊŜ ŀŘƳƛƴƛǎǘŜǊŜŘ Ǿƛŀ ŀƴ ƛƴŦǳǎƛƻƴ ǇǳƳǇΦ tǊƻƎǊŀƳƳŀōƭŜ ƛƴŦǳǎƛƻƴ ǇǳƳǇǎ ǿƛǘƘ ǎŀŦŜǘȅ ǎƻŦǘǿŀǊŜ όάǎƳŀǊǘ ǇǳƳǇǎέύ ƘŀǾŜ 
been designed to intercept such errors by supporting the set-up of device, displaying alerts if infusion rates exceed hospital-defined ranges or 
concentrations are set incorrectly. The use of smart pumps has therefore been recommended as one intervention to reduce these errors in the 
National Patient Safety Agency alert1. 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 calculation errors thŜȅ ŘƻƴΩǘ ǇǊŜǾŜƴǘ 
all infusion related errors (such as user set up errors eg. where a user inputs an incorrect weight of the patient or selects an incorrect concentration 
from the drug library). The aim of the project was to compare the impact of smart pumps on the 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 were retrieved that had the word 
ΨLƴŦǳǎƛƻƴΩ ƛƴŎƭǳŘŜŘ ƛƴ ǘƘŜ ŘŜǎŎǊƛǇǘƛƻƴ ǘŜȄǘ ƻŦ ǘƘŜ ƛƴŎƛŘŜƴǘ ōŜǘǿŜŜƴ WŀƴǳŀǊȅ нллу ŀƴŘ 5ŜŎŜƳōŜǊ нлмо όо ȅŜŀǊǎ ǇǊŜ ŀƴŘ Ǉƻǎǘ ƛƳǇƭementation). The 
incidents were downloaded to an excel spreadsheet and were categorised by the pharmacist according to 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 and categorised to type of errors 
(i.e. concentration, rate, unit, weight), the fŀŎǘƻǊ ōȅ ǿƘƛŎƘ ǘƘŜ ǊŀǘŜ ǎŜǘ ǿŀǎ ŀōƻǾŜ ǘƘŜ ǊŀǘŜ ǇǊŜǎŎǊƛōŜŘ ŀƴŘ ǿƘŜǘƘŜǊ ǘƘŜȅ ǎƘƻǳƭŘ ƘŀǾŜ ōŜŜƴ ΨǇǊŜǾŜƴǘŀōƭŜΩ 
by the smart software. The severity of an incident (green, yellow or red) was obtained from the original Datix® entry (green relates to minor injury 
requiring minor intervention; yellow relate to moderate injury requiring medical attention; red relate to major incidents leading to death).   
 
Results 
! ǘƻǘŀƭ ƴǳƳōŜǊ ƻŦ тмр ǊŜǇƻǊǘǎ ǿŜǊŜ ƛŘŜƴǘƛŦƛŜŘ ŦǊƻƳ ǘƘŜ ǎŜŀǊŎƘΦ нст όот҈ύ ǿŜǊŜ Ψ!ŘƳƛƴƛǎǘǊŀǘƛƻƴΩ ƛƴŎƛŘŜƴǘǎ that occurred on adults wards, infusion 
pump incidences accounted for 117 (43.8%) with 80 (68.4%) of these related to drugs given by a syringe pump. 44 of these occurred within critical 
care, 33 pre-introduction of smart software (Jan 2008- Dec 2010) and 11 post-implementation (Jan 2011-Dec 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 decreased. In relation to potential 
harm, all of the documented infusion pump 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 infusion rates set 5 times the 
prescribed rate (table 1) compare to 18% post implementation.  
 
Table 1 ς impact of smart software on the occurrence, type, severity and factor rate above the prescribed rate of infusion related incidences pre and 
post implementation 

 Pre-implementation Post-implementation 

Type of incidents 
Incorrect concentration selected 
Incorrect rate set 
Incorrect units set 
Incorrect weight 

 
7   (21.2%) 
20 (61%) 
4   (12%) 
2   (6.1%) 

 
3 (27%) 
4 (36%) 
1 (9%) 
3 (27%) 

Severity of incidents: 
Green 
Yellow 
Red 

 
18  (55%) 
15  (45%) 
0 

 
9 (82%) 
2 (18%) 
0 

Factor rate set > prescribed rate  
>1-1.9 
>2-4.9 
>5-9.9 
>10-49.9 
>50-100 
Inadequate data 

 
4   (12%) 
8   (24%) 
7   (21.2%) 
11 (33%) 
1   (3%) 
1   (3%) 

 
4 (36%) 
5 (45%) 
1 (9%) 
1 (9%) 
0 
0 

 
Discussion 
Wrong infusion rate incidents account for 44% of all reported infusion related administration errors in the Trust. Approximately 50% of these errors 
were reported within critical care, which most likely relate to high usage of infusions in this area. It is well known that incidents are under-reported 
in health care settings and that the data generated from the Datix reports is not a true reflection of the occurrence of infusion related incidents 
making it difficult to make definitive decisions about the impact of 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 prescribed rate. Of the 11 incidents that 
occurred post implementation, 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 and noradrenaline (where more 
than one concentration exists in the drug library) and the user input the incorrect weight for the patient in 3 cases. Finally, 2 involved heparin whereby 
the patient received 1.1 and 2.5 times more heparin respectively. The pump did not alarm as the heparin dose administered was within the pre-set 
range. This is consistent with what the results have shown with regards to a reduction in >5 fold dosing errors factor rate set above the prescribed 
rate. In conclusion, although the reported number of incidents 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 infusion related incidents and may 
depend on the drug and user set-up of the pump.    
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49. Reducing the risk of overdose with midazolam injections 
Shemirani, R and Ajibodu, S, University College London Hospitals NHS Trust 

 
Introduction 
Parenteral midazolam is a benzodiazepine used in conscious sedation and flumazenil a benzodiazepine antagonist used to reverse its central sedative 
effects. Flumazenil use in midazolam overdose is unlicensed and can be hazardous. The National Pharmaceutical Safety Agency (NPSA) identified 
serious deficiencies in the use of midazolam for conscious sedation in adults and issued a Rapid Response Report in 2008. The report required all NHS 
independent organisations to implement actions to prevent harm [1]. Midazolam 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 the use of high strength 
midazolam is appropriate and excluding paediatric care.   
 
The purpose of this project was to audit the use of midazolam injections for the use of conscious sedation in adults at University College London 
Hospital (UCLH) against the NPSA standards [1].   
 
Objective(s) 
To ascertain the number of reported incidents involving the use of midazolam for conscious sedation and to determine whether the NPSA standards 
are being met across UCLH.   

 
Method 
A multi-site retrospective audit was carried out across all UCLH sites for the period 01.12.2013 - 30.11.2014. This included any UCLH area that routinely 
stocked midazolam injections for conscious sedation in adults but excluded areas requesting midazolam injections for other approved uses, such as 
syringe driver use in cancer patients, when it is not part of their 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 ward pharmacist. Ethics approval was 
not required because this was an audit project. 
 
Results 
A review of practices at our organisation indicated thirty-two incidents relating to ƳƛŘŀȊƻƭŀƳ ƻǊ ŦƭǳƳŀȊŜƴƛƭ ǿŜǊŜ ǊŜǇƻǊǘŜŘ ƻƴ ǘƘŜ ¢ǊǳǎǘΩǎ 5ŀǘƛȄ ǎȅǎǘŜƳ 
during a twelve month period, of which  two incidents related  to midazolam overdose and were graded as medium risk. Within UCLH, 75 areas 
routinely stock midazolam injections for conscious sedation in adults. The Heart Hospital had nine areas that stock midazolam 10mg/5ml injections. 
Five areas are currently using the midazolam 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 injection, the lead cardiac pharmacist 
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 midazolam (2mg/ml, 5mg/ml) is restricted to general anaesthesia, intensive 
care, palliative medicine and clinical areas/situations where its use has been formally risk assessed. 

16/21 
areas 

76%  

100% of all other areas are restricted to the storage of low dose midazolam (1mg/ml). 54/58 
areas 

93%  

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 clinician who may be an anaesthetist. 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 
areas 

95%  

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 midazolam for conscious sedation on 
the wards are generally band 5 or above staff nurses who have been deemed competent in intravenous administration but may be an anaesthetist 
or doctor. Through discussion with staff nurses at each relevant area it was clear many are not familiar with flumazenil, its risks or its use in midazolam 
overdose. It is imperative that if such an emergency occasion arises staff know the protocol in administering it. In one area, it was found that the ward 
nurses carry out their own stock top-ups and overtime the flumazenil injections had been used up and as it is sparsely used, was not replaced.  
 
UCLH is on average 96% compliant 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 be in place to aid its prevention. The 
organisation grades well in account of the policies and protocols set as well as the staffing competence levels in using midazolam injections. Its 
downfall is the storage and use of the higher strength midazolam injections occurring in inappropriate areas and the lack of concurrent flumazenil 
stock. A result of this audit should be a re-audit by 31.11.2016. Other recommendations are as follows. Review the clinical need for midazolam 
injections in the different areas and ensure flumazenil is stocked 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 Trust (LTHT), Leeds 

 
Introduction 
Older people are at increased risk of medicines-related problems including medicines-related admissions to hospital. In a large study in the North 
West of England, medicines-related admissions accounted for 6.5% of all admissions to hospital1 but this could be as high as 30% in older people.2 
Previous project work in Leeds, The Integrated Medicines oPtimisAtion on Care Transfer (IMPACT) project, supported patients with their medicines 
after discharge from the older people admission wards. This showed a 6% absolute reduction in 30-day re-admissions for the project patients versus 
the average re-admission rate for the wards3Φ {ǳōǎŜǉǳŜƴǘƭȅΣ ŦǳǊǘƘŜǊ ǇǊƻƧŜŎǘ ǿƻǊƪ ǿŀǎ ǳƴŘŜǊǘŀƪŜƴ ǘƻ Ǌƻƭƭ ǘƘƛǎ ǿƻǊƪ ƻǳǘ ǘƻ ŀƭƭ ǘƘŜ ƻƭŘŜǊ ǇŜƻǇƭŜΩǎ ǿŀǊŘǎ 
at LTHT. 
 
Objectives 
The aim of the project was to optimise medicines and to reduce medicines-related re-admissions through improved communication and support for 
patients and carers and improved communication across the whole heath economy. 
 
The key objectives were to: 

¶ Measure the re-admission rate for patients who were discharged with a medicines management plan (MMP) in their discharge 
communication 

¶ Measure the re-ŀŘƳƛǎǎƛƻƴ ǊŀǘŜ ŦƻǊ ŀƭƭ ǘƘŜ ƻƭŘŜǊ ǇŜƻǇƭŜΩǎ ǿŀǊŘǎ ŀƴŘ ŎƻƳǇŀǊŜ ǘƘƛǎ ǘƻ ǘƘŜ ǇŀǘƛŜƴǘǎ ǿƛǘƘ ŀ aat 
 
Methods 
Patients ŀŘƳƛǘǘŜŘ ǘƻ ǘƘŜ ƻƭŘŜǊ ǇŜƻǇƭŜΩǎ ǿŀǊŘǎ ŀǘ [¢I¢ ƘŀŘ ǘƘŜƛǊ ƳŜŘƛŎƛƴŜǎ ƻǇǘƛƳƛǎŜŘ ŘǳǊƛƴƎ ŀŘƳƛǎǎƛƻƴ ōȅ ǘƘŜ ƳǳƭǘƛŘƛǎŎƛǇƭƛƴŀǊȅ ǘŜŀƳΦ 9Ȅamples 
included medicines stopped or adjusted to reduce side-effects, medicines support put in place to improve adherence such as simplifying regimens 
and medicines changed in response to patient preferences. Patients were also assessed by clinical pharmacists and pharmacy technicians to determine 
if they had a medicines-related need post-discharge. Where a need was identified, a mediŎƛƴŜǎ ƳŀƴŀƎŜƳŜƴǘ Ǉƭŀƴ όaatύ ǿŀǎ ŀŘŘŜŘ ǘƻ ǘƘŜ ǇŀǘƛŜƴǘΩǎ 
discharge advice note, which was sent electronically to the GP within 24 hours of discharge. Patients were signposted to healthcare professionals in 
primary care for follow-up action where appropriate. These included community pharmacists, primary care pharmacists, pharmacy technicians, 
community matrons, GPs, practice nurses and district nurses. Examples of signposting included referrals to community pharmacists for the new 
medicine service and post-discharge 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 technique. The multidisciplinary team 
in the community was responsible for completing the actions requested in the MMP. A retrospective case review of all MMP patients who were re-
admitted within 30 days was carried out by a Consultant Pharmacist for Older People and a Consultant Geriatrician to determine if the re-admission 
was medicines-related. We were advised that Ethics Committee approval was not required for this project. 
 
Results 
Re-admissions 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 re-admissions  
(%) 

123 (20.5) 123 
(18.8) 

140 
(19.2) 

125 
(19.8) 

114 
(18.3) 

Number of COMET patients with MMP 39 39 41 39 43 

COMET patients with MMP re-admitted within 30 
days 

12 6 6 6 8 

% COMET patients with MMP re-admitted within 30 
days 

30.8 15.4 14.6 15.4 18.6 

     
261 patients were identified as being at high-risk of medicines-related problems post-discharge by pharmacists and pharmacy technicians. 201 
patients (76%) were discharged with a medication management plan on their electronic discharge advice note. The remainder were 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 management plans. Some patients had 
more than one action. 
 
All 38 COMET patients with a MMP who were re-admitted were reviewed. 3 (8%) of these patients were identified as having a medicines-related 
problem contributing to their re-admission.  
 
Discussion/ Conclusion 
The COa9¢ ǇǊƻƧŜŎǘ ƘƛƎƘƭƛƎƘǘŜŘ ǘƘŀǘ ŀ ƴǳƳōŜǊ ƻŦ ƻƭŘŜǊ ǇŜƻǇƭŜ ŀŘƳƛǘǘŜŘ ǘƻ [¢I¢ ƻƭŘŜǊ ǇŜƻǇƭŜΩǎ ǿŀǊŘǎ ǿŜǊŜ ŀǘ Ǌƛǎƪ ƻŦ ƳŜŘƛŎƛƴŜǎ-related problems 
post-discharge which could increase their risk of re-admission to hospital. This was a service development and not designed or powered to be a 
research project. Unlike the IMPACT project there was no statistically significant difference in the 30-day re-admission rate for the patients with a 
MMP compared to the average 30-day re-admission rate for all the older people wards. It is unclear why re-admissions in November were higher than 
usual for the COMET patients but this did not appear to be related to issues with medicines. Although the 30-day re-admission rate was not reduced, 
there were additional benefits from this project, 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 medicines pathways for this 
patient cohort. 
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51. Enhancing patient care through total integration of pharmaceutical care into the multidisciplinary team in an acute trust 
St. Clair Jones A1, Hills E 2,  Smith M3, (1Lead Pharmacist Gastroentrology, 2 Inflammatory bowel disease (IBD) Nurse Specialist,  

3 Gastroenterologist, IBD lead), Brighton 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 chronic diseases and provide an 
encompassing patient experience. 
A holistic care model for the inflammatory bowel disease (IBD) service was established using a multidisciplinary team (MDT) approach to provide 
optimal long term support through easy access to the relevant members of the team and flexible pathways providing tailored care according to the 
ǇŀǘƛŜƴǘΩǎ ƴŜŜŘΦ .ǊƛƎƘǘƻƴ ƘŀŘ ŀ ƴǳǊǎŜ ƭŜŘ ǎŜǊǾƛŎŜ ǿƛǘƘ ƻƴŜ ƴǳǊǎŜ ǇǊƻǾƛŘƛƴƎ ǎǳǇǇƻǊǘ ǘƻ ǇŀǘƛŜƴǘǎ ƻƴ ƻƴŜ ǎƛǘŜ ƻƴƭȅ ǿƛǘƘ ƳƛƴƛƳŀƭ ƛnput into the infusion 
clinics. When she retired no succession was 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 integrating pharmacy services. 
In addition to medical and nursing staff a full time post for a specialist pharmacist was incorporated into the IBD specialist team. The pharmacist 
complemented the nursing and medical team with emphasis on the total integration of medical, nursing and pharmacy roles. Multidisciplinary services 
are widely reported1 but having nursing and pharmacy staff sharing responsibility for patients long term care is innovative and new ways of working 
were explored in the redesigning of the IBD service. 
 
Aim 
Integrate a pharmacy led comprehensive medication optimisation service for Gastroenterology into the specialist MDT. 
 
Objectives 

1. Provide an independent prescribing service initiating and monitoring drug therapies  
2. Provide a therapeutic drug monitoring (TDM) service to individualise therapy 
3. Strategically and clinically manage the biologics infusion clinic to optimise capacity  
4. Provide an access point for patients to the IBD service 
5. Develop pathways to standardise therapeutic decision making  
6. Assess workload impact, financial benefits and acceptability of service 

 
Method 

1. A weekly pharmacist outpatient clinic was established, to initiate immunomodulating drugs and undertake biochemical monitoring. The 
pharmacist optimised therapy according to blood levels, adverse drug reactions (ADRs) & concordance2. 

2. A new blood & TDM service for immunomodulators & biologics was introduced to optimise therapy decisions2. 
3. Strategic and operational management of the biologics infusion clinic was transferred to the pharmacist. 
4. The rapid access (helpline) service was reviewed to see whether the pharmacist could add value. 
5. Pathways to access the IBD service integrating the pharmaceutical skills were developed and the pharmacist facilitated MDT-approved 

pathways to initiate and review immunomodulators. 
6.  A workload and prescription audit was conducted over four months with financial impact assessment. Patient & anonymous colleague 

feedback was sought. 
 
Results 

1. In a four months period 14 pharmacist clinics were held. Clinical governance was ensured by monitoring 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 cross-speciality services serving IBD and dermatology patient, iron deficiency anaemia 
patients and providing nutritional supplementation.  

3. 65 patients had their immunosupressant therapy adjusted in the TDM service. The pharmacist was the gatekeeper for testing and was 
responsible for optimising therapies as a non-medical prescriber. 

4. The advice sought from the rapid access service was primarily nurse-orientated and the service remains nurse-lead, with pharmacist 
deputising to maximise resources. In a four months period 142 of 1032 queries were answered by the pharmacist. 

5. Pathways were developed for: 

¶ Newly diagnosis patients triaged to attend either the medical or the clinical nurse specialist clinics.  

¶ Established patients seen for follow ups by the clinical nurse specialist and providing rapid access to the service for patients with 
exacerbation of their disease.  

¶ Referrals to pharmacist clinic for patients needing initiation and optimisation of immunomodulating therapies, experiences ADRs 
or with perceived concordance issues. 

The pharmacist facilitated MDT-approved pathways to initiate and review immunomodulators. 
6. In a four months period the MDT reviewed 42 patients on biologics according to the new pathways. The TDM service resulted in a minimum 

of £60,000 savings for the health economy. Six of six peer-assessors 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 pharmacist it was possible to 
maintain a safe service whilst the trust took 18 months to appoint two new nurses. Involving the pharmacist in all aspects of the long-term care of 
patients with IBD enhanced patient safety and standardised treatment & monitoring protocols, whilst individualising therapy. 
The focus of the MDT shifted to early medicines optimisation, realising considerable cost savings and inter-professional relationships profited from 
working closely together and deputising for each other. In view of future challenges facing the health service barriers separating professions need to 
be questioned. 
Embedding pharmaceutical skills into the multidisciplinary team influenced therapeutic decision making, ensuring that services incorporated good 
medicine management and medicine optimisation principles at conception to guarantee high-quality, compassionate care and strong governance. 
This model of total integrated pharmaceutical care beyond clinics is applicable to any speciality and can be used as a model for other professions 
involved in the multidisciplinary team. Evidence of specialist competencies that pharmacists acquire through undertaking non-traditional roles can 
be used to support Royal Pharmaceutical Society faculty submissions. 
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52. Can You Read the Label?  How a pharmacy department improved access and adherence to medication for individual patients 
Lim, E and Storey, L, Pharmacy Department, Newcastle Upon Tyne Hospitals NHS Foundation Trust, Newcastle 

 
Introduction 
Poor dexterity, poor co-ordination, and the inability to understand instructions about the use of their medication are only a few reasons why some 
patients are unable to take medication effectively1. In 2007, 58 of the reported medication errors to the NPSA involved blind and partially sighted 
patients; several incidents highlighted the lack of medicinal aids or assistance as a cause of the error1. 
 
According to the Disability Discrimination Act 19952, the pharmacy service should provide medicinal aids to enable patients to use their medication 
and understand the information 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 effectively, subsequently improving 

disease management3. 
 
During a pharmacy-led Trust Medication Safety Week, the Eye Clinic Liaison Officer highlighted a lack of medicinal aids for patients with visual 
impairment. This raised the need for clearer guidance on identifying and delivering the support 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 offered to help these patients. 
 
Objectives 

¶ Review the current pharmacy Medicines Support Needs Assessment Tool (MSNA) to establish if any patient needs would not be identified 
in its current form and update accordingly. 

¶ Review available medicinal aids incorporating: 
o Available medicinal aids in the Trust, and there suitability for use.  
o The need for new or replacement medicinal aids, ensuring support of a wider range of medicinal needs. 
o Procurement of medicinal aids. 

¶ Develop and implement a standard operating procedure (SOP) for the supply of medicinal aids. 

¶ Raise awareness within 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 grouped by impairment into four 
categories. Support strategies and medicinal aids were then sought to address those needs. A list of commercially available medicinal aids was 
compiled using the Royal National Institute of the Blind product catalogue and by contacting specialist providers of compliance aids. Samples were 
obtained and ease of use and suitability was assessed. Formulary approval was then sought for these aids. The MSNA tool was then updated to 
incorporate clearer guidance linking the identified patient needs with the support and/or medicinal aids obtainable. This formed the basis for the 
ŘŜǾŜƭƻǇƳŜƴǘ ƻŦ ǘƘŜ ƳŜŘƛŎƛƴŀƭ ŀƛŘǎ {htΦ ¢ƘŜ ǳǇŘŀǘŜŘ a{b! ǘƻƻƭ ǿŀǎ ǘǊƛŀƭƭŜŘ ǿƛǘƘƛƴ hƭŘŜǊ tŜƻǇƭŜǎΩ aŜŘƛŎƛƴŜ όhtaύ ōŜŦƻǊŜ Ǌƻƭƭ ƻǳt to the rest of the 
Trust. Early promotion included presentations to pharmacy 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, Understanding/Memory, and 
Access. Of the medicinal support 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 range of eye drop delivery devices, 
inhaler delivery devices, a Braille labeller, and the option for large-print labels. The SOP was written and implemented within the dispensary and 
training was provided to the dispensary staff. Presentations were targeted to OPM and Ophthalmology.  
 
The table below reflects the increased uptake of medicinal aids within the Trust before and after promotion. 

 Haleraid® 120 and 200 Opticare® 
(formulary) 

Autodrop® 
(non-formulary) 

Last financial year 17 4 5 

Year to date (April 2014 to February 2015) 28 12 1 

 
Discussion 
Ethics approval was not required as no patient identifiable data was collected. Review 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 into the delivery devices was another 
challenge; an eye drop compatibility chart 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 are non-NHS prescribable, this has resulted in a commitment from the 
Trust to provide replacement devices. Therefore, patient information leaflets were produced to advise patients how to obtain replacements.  
 
The medicinal aids project is ongoing as new medicinal aids and support options are identified, therefore further work is planned. For example, a 
ǇƛŎǘǳǊŜ ƭŀōŜƭ ǇǊƻƎǊŀƳƳŜ ŦƻǊ ǇŀǘƛŜƴǘǎ ǿƘƻ ŎŀƴΩǘ ǊŜŀŘ 9ƴƎƭƛǎƘ Ƙŀǎ ōŜŜƴ ǎƻǳǊŎŜŘΤ ƘƻǿŜǾŜǊ L¢ ƛǎǎǳŜǎ ƘŀǾŜ ǇǊŜǾŜƴǘŜŘ ƛǘǎ ǳǎŜ ŀǎ ȅŜǘ. There are also 
medicinal aids that have not gained formulary approval that may be of benefit to patients 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 been labour intensive as most 
staff report that group sessions were more useful than promotional material. So 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 patient-centred culture, where individual needs are identified and linked to patient-specific interventions, encouraging 
informed medication adherence3. There 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 care by pharmacy technicians 
in a paediatric medical acute receiving unit ς a pilot 
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1NHS Lothian Pharmacy Service, Royal Hospital for Sick Children, Edinburgh and 2University of Strathclyde, Glasgow. 

 

Introduction 
The key target within paediatric care set by the Scottish Patient Safety Programme (SPSP) is a 30% reduction in avoidable harm by December 20151. 
To achieve this, pharmacy departments have examined staff skill mix and efficient, safe systems of work. The Scottish Government strategy, 
Prescription for Excellence proposes that all patients receive a high level of pharmaceutical care using the skills of their pharmacists to their full 
potential2. In order to do that, the pharmacist must be able to prioritise patients and focus on high priority, complex patients with pharmacy 
ǘŜŎƘƴƛŎƛŀƴǎ ǇǊƻǾƛŘƛƴƎ ǇǊƻŦŜǎǎƛƻƴŀƭ ǎǳǇǇƻǊǘ ōȅ ǇŜǊŦƻǊƳƛƴƎ ƳŜŘƛŎŀǘƛƻƴ ƘƛǎǘƻǊƛŜǎΣ ŀǎǎŜǎǎƳŜƴǘ ƻŦ ǇŀǘƛŜƴǘΩǎ ƻǿƴ ŘǊǳƎǎ ŀƴŘ ŀŘŘǊŜǎǎƛng supply issues. One 
model of working includes screening patients by the 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 

¶ To evaluate a referral tool, agreed through focus group consensus, for safety and effectiveness in screening patients who should be 
targeted for pharmacist review and delivery of pharmaceutical care.  

¶ Obtain feedback from pharmacist and technician users of the tool.  
 

Method 
Approval was granted from the South East Scotland Research Ethics 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 population. Referral criteria were 
discussed and agreed at a meeting of national paediatric pharmacists. A pharmacy technician (16 years qualified) was trained in the use of the agreed 
tool (22 criteria) which was piloted in 93 admissions to the medical acute receiving unit during two one week data collection periods. Patient 
recruitment was based solely on the date of their admission to the ward. Those who did not consent or had already been screened by a pharmacist 
were excluded from data collection.  The pharmacy technician applied the tool to each patient 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 reviewed by the pharmacist as per 
normal practice and the appropriateness of the referral evaluated using the code justified or unjustified and was dependent on the information 
available to the pharmacy technician.  The tool was further evaluated through sending four anonymised scenarios from the data collection to 5 
technicians and 5 pharmacists with no prior experience or training of using the tool. Technicians were asked to apply the tool and state if they would 
refer the patients and pharmacists were asked if they would expect the patients to be referred. Responses were compared to the action 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 number of 109 referral criteria were 
triggered with five of the criteria accounting for 80.0% of referrals made to the pharmacist. Of the total number of patients referred, 40/45 (89.0%) 
were justified. Of those not referred 6/48 (12.5%) were unjustified. Non-referral was subsequently identified to be caused by the pharmacy technician 
not comprehensively checking all sides of the medicines chart. Inclusion of the 6 unjustified non-referrals increased the sensitivity of the tool to 100% 
as shown in table 1.  
 

Table 1 Showing the sensitivity and specificity of criteria 

Discussion of the four scenarios by both technicians and pharmacists raised similar issues such as clarity on course length of antibiotics and at what 
point should the patient be referred to the pharmacist and should patients be referred 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 effective.  Both groups documented 
that the tool was well laid out, clear and 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 criteria it was decided that due to the 
high risk nature of the drugs included they should remain. The sensitivity and specificity of the referral tool was also increased when all criteria were 
applied rather than the top five, taking into account the unjustified non-referrals. Piloting of the referral tool suggests almost half of the admissions 
to the ward during the data collection periods require pharmacist review. Those patients not referred to the pharmacist did not have any 
pharmaceutical care issues which could not be dealt with by the pharmacy technician. Roles traditionally carried out by a clinical pharmacist were 
ŀōƭŜ ǘƻ ōŜ ŘŜƭŜƎŀǘŜŘ ǘƻ ŀ ǘǊŀƛƴŜŘ ǇƘŀǊƳŀŎȅ ǘŜŎƘƴƛŎƛŀƴ ǎǳŎƘ ŀǎ ŀǎǎŜǎǎƛƴƎ ǇŀǘƛŜƴǘΩǎ ƻǿƴ ƳŜŘƛŎŀǘƛƻƴ ŀƴŘ ǇŀǘƛŜƴǘ ŎƻǳƴǎŜƭƭƛƴƎΦ  ¢Ƙe unjustified referrals 
highlighted the need for some further training to 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. Under reporting of medication 
inciŘŜƴǘǎ ǿƛƭƭ ƘŀǾŜ ŀŦŦŜŎǘŜŘ ǘƘŜ ŎǊƛǘŜǊƛŀ ŎƘƻǎŜƴΦ ¢ƘŜ ǊŜŦŜǊǊŀƭ ǘƻƻƭ ƛǎ ƻƴƭȅ ƻŦ ǳǎŜ ƻƴ ŀŘƳƛǎǎƛƻƴΣ ŘƻŜǎ ƴƻǘ ƛŘŜƴǘƛŦȅ ǇŀǘƛŜƴǘΩǎ ǿƘƻΩs pharmaceutical care 
needs change during inpatient stay.  The findings of this pilot is also confirmed by published research which showed the pharmacy technician at ward 
level reduces risks and can have a positive impact on the amount of clinical time the pharmacist spent on the ward3,4. Overall this pilot has shown 
that through the introduction of a pharmacy technician to the ward there 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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Referral criteria Sensitivity (%) (95% CI) Specificity (%) (95% CI) 

Top 5 criteria ς   
40 justified referrals 

94.4 ( 87.4-98.1) 85.0 (62.1-96.6) 

All 22 criteria ς  
40 justified referrals,  
6 unjustified referrals 

87.0 (73.7-95.0) 89.4 (76.9-96.4) 

All 22 criteria ς 
46 justified referrals, 
0 unjustified referrals 

100 (92.2-100) 89.4 (76.9-96.4) 
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Introduction 
There is a drive within the National Health Service (NHS) in Wales to improve the safe and effective delivery of healthcare and medicines to patients. 
All departments providing healthcare services within the NHS, including pharmacy, are facing financial deficits and 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 patients that use healthcare services. 
Lean is a concept based on being able to improve patient care with existing resources1 The NHS Institute for Innovation and Improvement describes 
how Lean thinking can be used within the NHS to introduce new concepts, tools and methods to improve process flow 2.  
The number of outpatient prescription items dispensed 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 resulted in increasing waiting times 
for outpatient prescriptions; the average waiting time for outpatient prescriptions at the University Hospital of Wales (UHW) is currently 66 minutes 
(01/04/14 ς 30/06/14). The results of a CVUHB Outpatient Satisfaction Survey showed that the majority of patients (approx. 95%) using the service 
at UHW would expect to wait less than 20 minutes for their prescription3. As there is a mismatch between the expected time and reality, it was 
decided to undertake a service improvement project in this area. 
 

Aim and Objectives 
The aim of this project was to reduce outpatient prescription waiting times so that 100% of outpatients wait no more than 45 minutes for their 
prescription from UHW pharmacy. This was considered a realistic target to achieve by September 2014. The objectives of the project were: 

¶ To review and improve the overall dispensing process for outpatient prescriptions at UHW pharmacy department.  

¶ To increase/maintain adequate staff levels working in UHW outpatient dispensary. 

¶ To improve the ease of finding completed 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 in the overall dispensing process. Methods included a spaghetti 
diagram, Pareto analysis and process mapping. The use of a Driver diagram helped to summarise problems identified with the overall dispensing 
process and potential interventions that could help to reduce outpatient prescription waiting times.   
The potential interventions were presented to dispensary staff for feedback and three feasible interventions were finalised. The interventions were 
put in place from the 30th WǳƴŜ нлмп ŀǘ ǎŜǇŀǊŀǘŜ ǘƛƳŜǎ ǳǎƛƴƎ ΨPlan-Do-Study-!ŎǘΩ όt5{!ύ ŎȅŎƭŜǎ όǎŜŜ ŦƛƎǳǊŜ мύΦ ¢ƘŜ ŦƛǊǎǘ t5{! ŎȅŎƭŜ ǿŀǎ ǘƻ ŜƴǎǳǊŜ 
dispensary staff complete their ward top-ups before 9.30am or in the afternoon, to maximise staffing levels at peak prescription times. A problem 
repeatedly highlighted by service improvement methodologies was difficulty finding completed outpatient prescriptions in the dispensary, taking 
staff away from the dispensing process. PDSA cycle 2 involved the implementation of an alternative outpatient prescription collection system and 
PDSA cycle 3 was to return dispensed outpatient prescriptions to stock if not collected within 7 days. The percentage (%) of outpatient prescriptions 
completed within 45 minutes each day was collected continuously over a five-month period (01/04/14 ς 28/08/14). Data was plotted onto a control 
chart using Microsoft Excel® and the SPC XL statistics programme.  
 
Results 
Between 1st April and 30th June 2014, 33.8% of prescriptions were completed within 45 minutes each day. After PDSA cycle 1 and 2 were initiated, 
there was a steady improvement in outpatient prescription waiting times and the average percentage of prescriptions completed within 45 minutes 
each day increased to 43.5%. After PDSA cycle 2 was put into place, the average time to find an outpatient prescription in UHW dispensary was 
reduced from 2.5 minutes to 32 seconds. After PDSA cycle 3 was initiated, the proportion of outpatient prescriptions completed within 45 minutes 
continued to rise. 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%.   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

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 prescriptions completed within 45 minutes increased from 33.8% 
to 60.8%. There was also a reduction variation between the upper and lower control limits, illustrating standardisation of the dispensing process. 
Although not all outpatient prescriptions dispensed were completed within 45 minutes after the three interventions were made, the results show 
that overall there has been an improvement in outpatient prescription waiting times.  The aim to complete 100% of outpatient prescriptions within 
45 minutes (by September 2014) 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 the outpatient dispensary.  
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55. The role of the pharmacy team in reducing readmissions: general medical patients eligible for NMS 
not found to be at increased risk of readmission 

Upton, S a, b., Culshaw, M b., Stephenson, J b. 
a Calderdale and Huddersfield NHS Foundation Trust, West Yorkshire, b University of Huddersfield, West Yorkshire 

 
Introduction 
It has been estimated that around five per cent of hospital admissions are due to preventable adverse drug reactions (1), there is however, little 
evidence of which medicines are specifically associated with readmission. Prescription of cardiovascular medication at discharge has previously 
been identified as associated with readmission (2), and because over half of New Medicines Service (NMS) consultations are provided for patients 
newly prescribed medicines for hypertension, anticoagulants 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 long term conditions (LTCs) by involving them in 
decisions about their treatment and optimising the use of medicines. The NMS is targeted to LTCs that contribute to ongoing demand on the 
National Health Service (NHS), and that are expected to have potential for significant improvements in medicines adherence, health and quality-of-
life (4). It has been proven that the NMS improves adherence, and it is consequently thought to improve patient outcomes and reduce medicines-
related hospital admissions (3). Medicines started in hospital that meet the NMS criteria require referral for the patient to receive the service, and 
ǘƘŜ wƻȅŀƭ tƘŀǊƳŀŎŜǳǘƛŎŀƭ {ƻŎƛŜǘȅΩǎ tǊƻŦŜǎǎƛƻƴŀƭ {ǘŀƴŘŀǊŘǎ ŦƻǊ IƻǎǇƛǘŀƭ tƘŀǊƳŀŎȅ {ŜǊǾƛŎŜǎ ǊŜŎƻƳƳŜƴŘ ǘƘŀǘ ǇŀǘƛŜƴǘǎ ŀǊŜ ǊŜŦŜǊǊŜŘ or signposted to 
appropriate follow-up or support at transitions in care (5). In light of increasing financial pressures and the need to make unprecedented efficiency 
savings, evidence of readmission reduction, a key quality and financial priority for the NHS, could provide valuable motivation to hospital teams to 
make referrals to the NMS.  
 
Objectives 
²Ƙƛƭǎǘ ŀŎƪƴƻǿƭŜŘƎƛƴƎ ǘƘŀǘ ŀŘƘŜǊŜƴŎŜ ƛǎ ƎƻǾŜǊƴŜŘ ōȅ Ƴŀƴȅ ŦŀŎǘƻǊǎΣ ǎƻƳŜ ƻŦ ǿƘƛŎƘ ǿƛƭƭ ōŜ ƻǳǘǎƛŘŜ ǘƘŜ ǇǊƻŦŜǎǎƛƻƴŀƭΩǎ ŎƻƴǘǊƻƭΣ ǘƘis study used 
prescription data to determine whether prescription 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 years of age discharged from Calderdale and Huddersfield 
bI{ CƻǳƴŘŀǘƛƻƴ ¢ǊǳǎǘΩǎ όǘƘŜ ¢ǊǳǎǘΩǎύ aŜŘƛŎŀƭ {ƘƻǊǘ {ǘŀȅ ¦ƴƛǘǎ ό{{¦ǎύ ōŜǘǿŜŜƴ !ǳƎǳǎǘ нлмо ŀƴŘ aŀǊŎƘ нлмпΦ wŜŦŜǊǊŀƭǎ ǘƻ ǘƘŜ ba{ were not 
routinely made by the Trust. Data collected included demographic and prescription information, 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 NMS criteria (3, 4) or not, and each patient 
was thereby identified as either potentially eligible, or ineligible for the NMS at the point of discharge. Capacity to consent for and willingness to 
ǇŀǊǘƛŎƛǇŀǘŜ ƛƴ ǘƘŜ ba{ ǿŜǊŜ ƴƻǘ ŀǎǎŜǎǎŜŘΦ 5ŀǘŀ ǿŜǊŜ ŀƴŀƭȅǎŜŘ ōȅ tŜŀǊǎƻƴΩǎ ŎƘƛ-square test and phi coefficient using IBM SPSS Statistics version 22. 
Ethical approval has been granted for the study. 
 
Results 
¢¢hǎ ǿŜǊŜ ŎƻƳǇƭŜǘŜŘ ŦƻǊ мплт ǇŀǘƛŜƴǘǎ ŘƛǎŎƘŀǊƎŜŘ ƘƻƳŜ ŦǊƻƳ ǘƘŜ ¢ǊǳǎǘΩǎ {{¦ǎ ŘǳǊƛƴƎ ǘƘŜ ǎǘǳŘȅ ǇŜǊƛƻŘΦ ¢ǿƻ ƘǳƴŘǊŜŘ ǘƘƛǊǘȅ-three patients were 
readmitted and 42 patients died within 30 days. Three-quarters (77%, 1078/1407) of patients were prescribed at least one new medicine (mean 2.5, 
range 1-13), and 12% (174/1407) were potentially eligible for the NMS on discharge. A small but statistically significant association with readmission 
( =˒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 (p>0.05, ̝ 2=0.006) was not identified for patients 
whose discharge prescriptions met the NMS criteria (17%, 29/172) compared with patients who were not eligible for the NMS (17%, 204/1193). 
 
Discussion/conclusion 
The association of newly prescribed medicines with readmission demonstrates that 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 prescriptions met the NMS criteria 
were not at increased risk of readmission 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 the readmission rate for NMS-
eligible patients would not have reduced had they received the service. It is noted, however, that the significant improvement in adherence 
achieved by the NMS after ten weeks was not apparent at week six (3), and the consequences of non-adherence in LTCs may take much longer to 
develop.  
 
Considering that an association with readmission has previously been identified for those prescribed cardiovascular medicines on discharge (2), and 
over half of NMS consultations are provided for patients receiving medicines for hypertension, anticoagulants and antiplatelets (3), it is surprising 
that patients whose discharge prescriptions met the NMS criteria were not found to be at increased risk of readmission. It is possible that the 
inclusion of medicines for asthma, 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, perhaps patients newly started 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, and as such further work is being 
undertaken to identify risk factors for patients not prescribed a new medicine, as well as to further refine the association for those who were. Data 
ŀǊŜ ōŜƛƴƎ ŀƴŀƭȅǎŜŘ ŀŎŎƻǊŘƛƴƎ ǘƻ ǘƘŜǊŀǇŜǳǘƛŎ Ŏƭŀǎǎ ǿƛǘƘ ŀ ǾƛŜǿ ǘƻ ƛŘŜƴǘƛŦȅƛƴƎ ΨƘƛƎƘ-ǊƛǎƪΩ ƳŜdicines specific to readmission, it is intended this will be 
useful to clinical pharmacists for identifying patients at increased risk of readmission in their routine practice. 
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56. From Classroom to ConsultationςThe 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 part of the review of post 
registration development of pharmacy professionals by Modernising Pharmacy Careers (MPC) in 20121. Additionally, the Royal Pharmaceutical Society 
(RPS) has made patient centred care the focus of the four key principles of medicines optimisation2. This has led to new standards and a national 
programme for enhancing patient centred consultation skills, developed by the Centre for Pharmacy Postgraduate Education (CPPE) on behalf of 
Health Education England (HEE)3 - [superseding the MPC]. Pharmacy professionals need to change their interactions with patients and adopt a patient 
centred approach to improve medicines optimisation. 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 approach required? The aim of this 
study was to explore the opinions of pre-registration trainee pharmacists (trainees) on their ability to adopt a patient centred approach to 
consultations following a half-day training intervention by a regional NHS education and training provider.  
 
Objectives (between November 2014 and January 2015) 
- 5ŜǎƛƎƴ ŜǾŀƭǳŀǘƛƻƴ ŦƻǊƳ ŀƴŘ ŎƻƭƭŜŎǘ Řŀǘŀ ƻƴ ǘǊŀƛƴŜŜǎΩ ƻǇƛƴƛƻƴǎ ŀōƻǳǘ ǘƘŜ ǉǳŀƭƛǘȅ ƻŦ ǘƘŜ ǘǊŀƛƴƛƴƎ ŀƴŘ ǘƘŜ ŜȄǘŜƴǘ ǘƻ ǿƘƛŎƘ ƭŜŀǊƴing outcomes were met 
- /ƻƴŘǳŎǘ ŦƻŎǳǎ ƎǊƻǳǇǎ ǘƻ ŜȄǇƭƻǊŜ ǘǊŀƛƴŜŜǎΩ ƻǇƛƴƛƻƴǎ ƻƴ ǘƘŜ ƛƳǇŀŎǘ of consultation skills training to their practice 
- Analyse findings from course evaluation and focus groups and evaluate against original aim  
 
Method 
A half-day training session was developed and delivered to 227 trainees working in NHS organisations in London and Midlands and East (East of 
England, Beds, Essex and Herts). An evaluation form was designed and used post course to collect quantitative data on traineeǎΩ ƻǇƛƴƛƻƴǎ ƻƴ ǘƘŜ 
extent to which the learning outcomes were met, using a 4-point Likert scale. 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 explore trainŜŜǎΩ ƻǇƛƴƛƻƴǎ ƻƴ ǘƘŜ 
impact of consultation skills training to their practice. Quantitative 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 NHS pharmacy staff on impact of 
training upon their practice. 
 
Results  
Course Evaluation: 91.2% (n=207/227) of trainees completed an evaluation form. The majority of trainees thought that the learning outcomes for the 
session had been met. See table 1.0.  
Qualitative data: ¢ǊŀƛƴŜŜǎ ōŜƭƛŜǾŜŘ ǘƘŜ ǘǊŀƛƴƛƴƎ ŜƴŀōƭŜŘ ǘƘŜ ŀǇǇƭƛŎŀǘƛƻƴ ƻŦ ƭŜŀǊƴƛƴƎ ŀƴŘ ŀ ŘŜǎƛǊŜ ǘƻ ŎƘŀƴƎŜ ǇǊŀŎǘƛŎŜΥ άThe role plays helped in putting 
the theory, knowledge and skills into practice.έ άΦΦhas changed the way I will ...deal with patientsΦέ άΦΦready to adopt a more patient centred 
approach..Φέ [ƛƳƛǘŀǘƛƻƴǎ ƻŦ ǘƘŜ ǘǊŀƛƴƛƴƎ ƛƴŎƭǳŘŜŘΥ ά{ƘƻǿƛƴƎ Ƙƻǿ ƛǘ ŎƻǳƭŘ ōŜ ŘƻƴŜ ǿƛǘƘƛƴ ǘƘŜ ǘƛƳŜ ǇǊŜǎǎǳǊŜǎΧǿƻǳƭŘ ōŜ ǾŜǊȅ ǳǎŜŦǳƭΦέ  
 
Table 1.0: Extent to which Learning Outcomes Met  

Learning Outcome:  
Trainees should be able to: 

Strongly agree 
 

Agree   Disagree Strongly 
disagree  

describe the meaning of patient centred consultations 137/206 
66.5% 

68/206 
33% 

1/206 
0.5% 

0 
0% 

summarise the reasons for non-adherence to medicines 115/207 
55.5% 

90/207 
43.5% 

2/207 
1% 

0 
0% 

describe the steps of the Calgary-Cambridge guide to structure a 
patient centred consultation 

119/203 
58.5% 

81/203 
40% 

2/203 
1% 

1/203 
0.5% 

identify the skills, knowledge and behaviours necessary to conduct an 
effective patient centred consultation 

127/204 
62% 

71/204 
35% 

5/204 
2.5% 

1/204 
0.5% 

list questions that can be used during a structured patient centred 
consultation 

126/204 
61.8% 

77/204 
37.7% 

1/204 
0.5% 

0 
0% 

conduct a structured patient centred consultation  125/205 
61% 

77/205 
37.5% 

2/205 
1% 

1/205 
0.5% 

 
Focus GroupsΥ фΦо҈ όƴ Ґ нмκннтύ ƻŦ ǘǊŀƛƴŜŜǎ ǿƘƻ ƘŀŘ ŀǘǘŜƴŘŜŘ ǘƘŜ ǘǊŀƛƴƛƴƎ ǘƻƻƪ ǇŀǊǘΦ ¢ƘŜƳŜǎ ŘŜǎŎǊƛōƛƴƎ ǘǊŀƛƴŜŜǎΩ ƻǇƛƴƛƻƴǎ ƻŦ Ƙƻǿ ǘƘŜȅ ƘŀŘ applied 
their learning included; rapport: άL ŀƭǿŀȅǎ ƳŀƪŜ ŀ Ǉƻƛƴǘ ƻŦ ŘƻƛƴƎ ǘƘƛǎ ƴƻǿ. Patients seem more friendly and helpful.έΤ listening and asking [rather 
than telling]: άΦΦI have found out information from the patient that was very relevant as to why their treatment had failed and no-one else had listened 
ƻǊ ŀǎƪŜŘ ŀƴȅ ǉǳŜǎǘƛƻƴǎ ǘƘŀǘ ƘŀŘ Ǝƻǘ ǘƻ ǘƘŀǘΦέΤ treating the patient as an equal expert: άΦΦhad a patient who preferred..herbal medicines. I had to 
understand her perspective..έ; encouraging patient responsibility for decisions: άI now ask - Is there anything you could do to help you remember to 
take your medicinesΚέ ¢ǊŀƛƴŜŜǎ said they needed 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. Qualitative data from the evaluation form supported this finding 
with trainees giving examples of applying their learning during the session and being ready to adopt a patient centred approach to consultations. 
Focus group discussions demonstrated that trainees had started 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 to the use of a self selected sample 
for the focus groups. Additional training could address challenges to patient centred approaches e.g. short consultations and managing patients with 
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 A, Medway NHS Foundation Trust 

 
Introduction 
There has been a multitude of prescribing errors1 involving 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 patient fatality occurred which 
may have been attributed to the co-prescribing of dabigatran with dalteparin and an antiplatelet. Consequently, it was decided that rivaroxaban 
ǿƻǳƭŘ ōŜ ǘƘŜ ƻƴƭȅ bh!/ ŀǾŀƛƭŀōƭŜ ƻƴ aC¢Ωǎ ŦƻǊƳǳƭŀǊȅ2 and from May 2014 rivaroxaban prescribing would be consultant initiated only. Rivaroxaban 
was also removed from ward stock. The pharmacy department embarked on a major educational programme for medical and nursing staff to improve 
their knowledge on rivaroxaban prescribing. 
 
Aim 
To assess whether any rivaroxaban 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 

¶ All patients newly prescribed rivaroxaban should have been consultant initiated and this documented in the medical notes. 

¶ All patients should have the correct dose of rivaroxaban prescribed for the indication for treatment as per the Summary of Product 
Characteristics (SPC)3. 

¶ All patients converted from dalteparin to rivaroxaban should have a 24 hour gap between the last dose of dalteparin administered and the first 
dose of rivaroxaban. 

¶ All patients prescribed rivaroxaban should not have any concomitant anticoagulants prescribed. 

¶ All patients prescribed rivaroxaban should not have any doses omitted unless there is a clinically significant reason. 
 
Method 
The audit was conducted from 1st to 31st 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:  

¶ whether or not the patient was newly initiated   

¶ doses prescribed  

¶ concomitant anticoagulants or antiplatelets prescribed 

¶ conversion of dalteparin to rivaroxaban 

¶ omitted doses.  
The usage of rivaroxaban from the pharmacy emergency drug cupboard (EDC) and the number of Datix incidents were also monitored. Ethics 
approval was not required. 
 

Results 
19 patients were audited. There was an approximate equal split between new and existing patients with the majority (89%) being medical patients. 
Out of 10 newly initiated patients only 1 (10%) was not initiated by a consultant. One patient (5%) out of 19 had an incorrect dose of rivaroxaban 
prescribed. 8 newly initiated patients were converted from dalteparin to rivaroxaban. Of these 8 patients, 3 (38%) were not given a 24 hour gap 
between the last dose of dalteparin administered and the first dose of rivaroxaban. One patient (5%) out of 19 had a concomitant anticoagulant 
(fondaparinux) prescribed.  1 patient (5%) was co-prescribed an antiplatelet. The combination of rivaroxaban with aspirin was appropriate and was 
not classed as a prescribing error. Two 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 rivaroxaban for a previous 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 omitted dose of rivaroxaban for a patient 
with a venous 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 rivaroxaban following increased 
awareness amongst clinicians of prescribing errors that had occurred, and lack of reporting by pharmacists.  No audit data was submitted from the 
ǎǘǊƻƪŜ ǿŀǊŘ ǿƘƛŎƘ ŦǊŜǉǳŜƴǘƭȅ ǳǎŜǎ ǊƛǾŀǊƻȄŀōŀƴΦ ¢ƘŜ ƳŀƧƻǊƛǘȅ ƻŦ ǇŀǘƛŜƴǘǎΩ ǘƘŜǊŀǇȅ ǿŀǎ Ŏƻƴǎǳƭǘŀƴǘ ƛƴƛǘƛŀǘŜŘ ƛƭƭǳǎǘǊŀǘƛƴg that clinicians were familiar with 
aC¢Ωǎ ǇǊŜǎŎǊƛōƛƴƎ ƎǳƛŘŜƭƛƴŜǎΦ hƴŜ ƛƴŎƻǊǊŜŎǘ ŘƻǎŜ ǿŀǎ ǊŜŎƻǊŘŜŘ ŦƻǊ ŀ ǇŀǘƛŜƴǘ ǘǊŀƴǎŦŜǊǊŜŘ ŦǊƻƳ ǿŀǊŦŀǊƛƴ ǘƻ ǊƛǾŀǊƻȄŀōŀƴΦ ¢ƘŜ Ǉŀǘient was prescribed 
15mg twice daily for 21 days despite the VTE occurring a year ago. It is unclear from the SPC3 that a loading dose is only necessary for 21 days post 
diagnosis, therefore this is not a significant error. Many Datix1 incidents prior to rivaroxaban training involved patients prescribed incorrect doses for 
their indications e.g. 15mg daily instead of twice daily, for PE. Thus this audit shows a vast improvement in terms of correct doses prescribed. However, 
the audit identifies that further learning is required around converting patients from dalteparin to rivaroxaban. All patients involved were prescribed 
rivaroxaban for AF. The dose of dalteparin was not documented on the data collection form and therefore the bleeding risk cannot be determined. 
For future audits this data should be collated as well as the exact time lag between the last dose of dalteparin and the first dose of rivaroxaban. The 
error rate of anticoagulant co-prescribing was low. This was significant as a number of Datix1 reports had involved the co-prescribing of dalteparin 
with rivaroxaban. Further guidance is required 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 especially if prescribed for DVT 
or PE. All strengths of rivaroxaban are stocked in the pharmacy EDC. No stock of rivaroxaban was taken from the pharmacy EDC during July 2014.  

 
The prescribing of rivaroxaban at Medway NHS Foundation Trust has markedly improved most likely due to the education of medical and nursing 
staff. This will be enhanced further when simulation training involving NOACs and the bleeding patient will be delivered at F1 and F2 teaching sessions 
in September 2014. The 2 main areas that need further improvement are the need for a 24 hour gap between dalteparin and rivaroxaban and omitted 
doses. 
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Introduction 
A substantial proportion of medication errors reported to the National Patient Safety Agency are related to prescribing1, in the UK a recent study in acute 
hospitals the rate of prescribing errors was found to be 8.9%2. The use of different prescription 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 errors3. This is supported by a study in Queensland Australia where 
implementation of a standard drug chart led to a reduction in prescribing errors4.  
In 2014 a multidisciplinary team from hospitals across the East of England began a project to produce a unified chart that could be used in acute Trusts but also 
in mental health and community hospitals. The 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 through development of the EE UDC the RCP made a recommendation for an existing UK chart to become the standard chart for all UK hospitals.  
 
Objectives 
To compare use of the EE UDC against the RCP recommended chart among a naive population of junior Doctors with respect to; 

¶ Accuracy of chart completion  

¶ Appropriate location of information 

¶ Appropriateness of information recorded 

¶ Usability with respect to amount of space available for completion and user opinions 

¶ Completion time 
 
Method 
Two matched sets of two prescribing scenarios were developed, the first set were based on an admission clerking, the second set based on amending or 
stopping medicines on an existing chart. High-risk areas of prescribing were incorporated throughout the scenarios.  
Twenty-six newly qualified Doctors were randomly allocated to complete four scenarios each (two using the EE UDC and two using the RCP chart). To reduce 
any effects of familiarity and fatigue the order each Doctor completed the scenarios and on which chart were varied.  
Each completed chart was assessed according to the study objectives. Consistency in marking was achieved by using model answers and independent double-
checking.  A percentage correct score was calculated by dividing the number of criteria 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 results were deemed to be significantly 
different.  Qualitative feedback 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 percentage correct 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 thought the EE 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)  

 
 
Discussion 
Quality of completion was found to be high for both charts when used by naïve 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 usability and perceived safety favoured the 
EE UDC.  Detailed analysis of scenario completion has shown the main advantage of the EE UDC to be a layout that allows sufficient space for all the required 
information to be clearly documented. Compromised space to write key information such as drug name or dose may encourage use of made up or unsafe 
ŀōōǊŜǾƛŀǘƛƻƴǎ ǎǳŎƘ ŀǎ ΨL¦Ω ƛƴǎǘŜŀŘ ƻŦ ΨǳƴƛǘǎΩΦ 9ȄǘǊŀ ǎƳŀƭƭ ƻǊ ǎǉǳŀǎƘŜŘ ƘŀƴŘǿǊƛǘƛƴƎ ƛǎ ŀƭǎƻ ƭƛƪŜƭȅ ǘƻ ōŜ ƳƻǊŜ ŘƛŦŦƛŎǳƭǘ ǘƻ ǊŜŀd, again with the potential to lead to 
administration and/or dispensing errors.  
The EE UDC also appeared to be superior with respect to promoting all the required information being present. This was however only significant for the 
scenarios focusing on amending an existing prescription and was likely to be due to poor completion of the 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 pressures in classroom-based scenarios and that by 
providing scenarios the testers had to be given all the required information. The benefit of set fields in the EE chart to prompt for required information (e.g. 
indications and stop / review dates for antimicrobials) may therefore have been diluted.  
As scenario testing has discovered no 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 Healthcare Trust 

 
Introduction: 
In 2012 a local inpatient survey found that only 40% of patients received information on new medication in an accessible format at discharge, 
(supported by 45% in the Empathica survey1.) As a result of this a local CQUIN (Commissioning for Quality and Innovation) payment framework was 
set up. This stated that 95% of patients should receive verbal/written information, where appropriate, from staff (medical, nursing, pharmacy) at 
discharge if any changes to their medication has taken place during 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 discharge2.   
In 2014 the MaPPs programme was launched to help meet our local CQUIN target as limited medicines information was available to patients in an 
accessible format. The MaPPs system contains concise information for over 5000 medicines, providing a summary of the type of drug, use of drug, 
main side effects and major cautions and contraindications. It uses patient friendly language and summarises each drug in about 150 words. The new 
process implemented in the discharge process involved issuing a MaPPs leaflet to each patient 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 resource efficiently. It is a high 
priority for the Trust, especially the pƘŀǊƳŀŎȅ ŘŜǇŀǊǘƳŜƴǘΣ ǘƻ ŜƴǎǳǊŜ ǘƘŜ ǎȅǎǘŜƳ ƛǎ ƻǇǘƛƳƛǎƛƴƎ ǇŀǘƛŜƴǘǎΩ ǳǎŜ ƻŦ ǘƘŜƛǊ ƳŜŘƛŎƛƴŜǎ ŀƴŘ ǿƛƭƭ ŎƻƴǘǊƛōǳǘŜ ƛƴ 
meeting our CQUIN target.  
 
Objectives: 
The standards set for the audit were as follows:  
1. 100% of patients/carers should receive a discharge letter  
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 purpose of new 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 designed to collect 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 patients discharged on new medication 
during pharmacy working hours. The following exclusions were applied: patients for whom there was a medication dose change, patients commenced 
on an unlicensed medication,  palliative care patients, children and adults subject to safeguarding concerns, and patients cared for on the Intensive 
care (ITU), high dependence unit (HDU) and neonatal unit (NNU.).   
Data was collected by ward pharmacists and summer students using the amended collection tool. 90 patients were captured during data collection, 
which exceeded the intended 50. Results were then analysed. From the patients issued a MaPPs leaflet a minimum of 30 were to be randomly selected 
and contacted 2 weeks post discharge for a follow up telephone questionnaire using the designed form. Consent did not need to be obtained at this 
point for the follow up, and all patients randomly selected were screened by the audit department for appropriateness before contacting. Patient 
consent was gained when speaking to patients on the phone. Ethics approval was not needed for this audit.  
 

Results:  
90 patient discharges were recorded during the 1 week data collection period from which only 73% (66) of patients received a MaPPs leaflet. Leaflets 
were not issued due to time constraints and the MaPPs system not working or 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 were randomly selected for a 
follow up questionnaire and only 30 ǊŜǎǇƻƴŘŜŘΦ όwŜǎǇƻƴǎŜ ǊŀǘŜҐтр҈Φύ л҈ ƻŦ ǇŀǘƛŜƴǘǎ ŦƻǳƴŘ ǘƘŜ aŀtt{ ƭŜŀŦƭŜǘ ǘƻ ōŜ Ψƴƻǘ ǳǎŜŦǳƭ ƻǊ ΨǎƭƛƎƘǘƭȅ ǳǎŜŦǳƭΦΩ 
ол҈ ƻŦ ǇŀǘƛŜƴǘǎ ŦƻǳƴŘ ƛǘ ǘƻ ōŜ ΨǳǎŜŦǳƭΩΣ пл҈ ŦƻǳƴŘ ƛǘ ΨǎƻƳŜǿƘŀǘ ǳǎŜŦǳƭΩ ŀƴŘ ол҈ ŦƻǳƴŘ ƛǘ ǘƻ ōŜ ΨǾŜǊȅ ǳǎŜŦǳƭΩΦ  CǳǊǘƘŜǊ ǊŜǎǳƭǘs from the telephone 
questionnaire are shown in Table 1 below.  
 

Table 1: Questions and responses to the telephone questionnaire 2 weeks post discharge (n=30) 

 

Discussion and conclusion: 
Only 97% (29/30) of patients received a discharge letter which indicates the discharge process needs to be reviewed. This may be due to poor 
communication on discharge, as letters may be handed to patients in the bag without notifying them. 73% (66/90) of patients started on new 
medication were issued out a MaPPs leaflet on discharge. This did not meet the second standard and reasons included time constraints and the IT 
system not working or having the correct information. This shows the MaPPs system needs to be assessed 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 issue MaPPs leaflets on discharge may help 
meet our 100% standard.  Response 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 discharge. Another limitation was the narrow 
time scale for this audit and undertaking a telephone questionnaire, only a small sample of patients could be contacted as it was time consuming, 
thus a postal questionnaire could be done in the future to provide a better scope and obtain feedback from a larger patient group.  
100% of patients were explained their medication on discharge. Only93% (28/30) of patients understood the purpose of the new medications and 
side effects 2 weeks post discharge. This may have been due to patients not being able to recall a member of staff going through it with them or staff 
ƴƻǘ ŎƻǳƴǎŜƭƭƛƴƎΦ !ƭƭ ǇŀǘƛŜƴǘǎ ŦƻƭƭƻǿŜŘ ǳǇ ǘƘƻǳƎƘǘ ǘƘŀǘ ǘƘŜ aŀttǎ ƭŜŀŦƭŜǘ ǿŀǎ ΨǳǎŜŦǳƭΩ ǘƻ ΨǾŜǊȅ ǳǎŜŦǳƭΩΣ ǘƘǳǎ ǎƘƻǿƛƴƎ ǘƘŜ ƴŜǿ system is beneficial as 
scores for medication counselling 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 yearly re-audit should be 
undertaken to ensure continual compliance and improvement, with this system.  
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Number Question asked Response (%) 

Yes No 

1 Did you receive a discharge letter 97 (n=29) 3 (n=1) 

2 Were you given 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 leaflet explained side effects clearly 93 (n=28) 7 (n=2) 



 

 
 

 


