


Introduction  
 
¢ƻ ōŜ ƘƻƴŜǎǘΣ L ǿŀǎƴΩǘ ŜȄǇŜŎǘƛƴƎ ŀ ƭƻǘ ƻŦ ŀōǎǘǊŀŎǘ ǎǳōƳƛǎǎƛƻƴǎ ŦƻǊ ƻǳǊ ±ƛǊǘǳŀƭ /ƻƴŦŜǊŜƴŎŜ ǘƘƛǎ ȅŜŀǊΦ L ǘƘƻǳƎƘǘ 
there is no way that our members will have had time to even think about audits and quality improvement 
projects during the pandemic, let alone actually do them, and then to write them up and submit them for a 
ŎƻƴŦŜǊŜƴŎŜΧΚ 
 
Boy, was I wrong. We received the same number of submissions that we do in any normal year, and it just 
goes to confirm what I already knew: that our members are incredible and will always go the extra mile to 
ƛƳǇǊƻǾŜ ǘƘŜƛǊ ǇŀǘƛŜƴǘǎΩ ƘŜŀƭǘƘΦ 9ǾŜƴ ŘǳǊƛƴƎ ǘƘŜ ǿƻǊǎǘ ŎǊƛǎƛǎ ǘƘŜ bI{ Ƙŀǎ ŜǾŜǊ ǎŜŜƴΦ 
 
So thank you to everyone who submitted their work this year, and thank you to everyone who is reading it 
and being inspired by it. Sharing innovations and improvements is so crucial ς at any time, but more so 
ŘǳǊƛƴƎ ŀ ǘƛƳŜ ǿƘŜƴ ŜǾŜǊȅƻƴŜ ƛǎ ǎǘǊǳƎƎƭƛƴƎ ǘƻ ƪŜŜǇ ǘƘŜƛǊ ƘŜŀŘǎ ŀōƻǾŜ ǿŀǘŜǊΦ ¢ƘŜǊŜΩǎ ǎǳǊŜ ǘƻ ōŜ ǎƻƳŜǘƘƛƴƎ 
here that you can take and implement into your own workplace which will save you time, money and 
ƛƳǇǊƻǾŜ ȅƻǳǊ ǇŀǘƛŜƴǘǎΩ ƘŜŀƭǘƘΦ 
 
Sarah Carter, PhD 
UKCPA CEO 
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Abstracts 
 

1. Assessing Antimicrobial Stewardship (AMS) training needs of pharmacy staff at a large teaching hospital 
Chloe Aherne, Reem Santos, Eilis Rahill, Netta Tyler, Bridget Featherstone, Aleksandra Scibor-Stepien, Christianne Micallef, 

Pharmacy Department, Cambridge University Hospitals (CUH) NHS Foundation Trust, Cambridge 
 

Background 
Antimicrobial resistance is a global public health phenomenon driven by the inappropriate use of antibiotics. Resistance causes antimicrobial agents 
to become less effective, increasing infection-related morbidity and mortality. National UK guidance highlights the importance of AMS training for 
healthcare professionals, including pharmacists1. 
 
Objectives 

¶ Identify specific training needs of pharmacy staff in relation to AMS/ antimicrobials 

¶ Design a bespoke education and training strategy on AMS/antimicrobials  
 
Method 
Ethics approval was not required. An antimicrobial pharmacist team devised a short survey of 11 questions. These included information about NHS 
experience, any AMS/antimicrobials-related training received whilst working at CUH and also what they would like to receive. Questions were aimed 
at both pharmacists and technicians. The electronic questionnaire (Google Forms) was piloted with members of the antimicrobial pharmacy team 
before dissemination to the pharmacy department (114 pharmacists, 76 pharmacy technicians) via email, from 21/09/20-12/10/20.  
A reminder email was sent out weekly. Results were exported into MS Excel for descriptive statistics.  
 
Results 
28.5% (54) of staff members completed the survey (of which 79.6% were pharmacists, 20.4% technicians). 68.5% of those completing the survey had 
received antimicrobial training at CUH, of which 42.6% was at induction. 53 staff members (98.1%) stated they would like more training (the one staff 
ƳŜƳōŜǊ ǘƘŀǘ ǎŜƭŜŎǘŜŘ ǘƘŀǘ ǘƘŜȅ ǿƻǳƭŘƴΩǘ ƭƛƪŜ ƳƻǊŜ ǘǊŀƛƴƛƴƎΣ then went on to answer the other questions about what training they would like to 
receive, so it can be assumed they clicked the wrong response). 
The top three areas for further training were: Drug susceptibilities (selected by 23 participants), new antimicrobials (selected by 24 participants), and 
antifungal stewardship (selected by 22 participants); however there was a broad range of answers to this question. Further suggestions for training 
included: Usage reports from the e-prescribing system, antibiotic ward reviews with the ward pharmacist, antibiotic induction pack, doses in obesity, 
links to educational resources. 48.1% of staff thought 6 monthly training was needed and 42.6% thought 3 monthly. Most people preferred a 1 hour 
teaching slot (50%).  
Delivery choice for training was evenly split with face-to-face, e-learning modules, presentation of clinical cases and workshops/drop in sessions all 
with similar response rates (28-33%). 
 
Conclusions 
This is the first local study which has attempted to explore specific training needs for pharmacy staff on the AMS agenda. We found that nearly all 
respondents would like to receive more training. More than half had received previous training at CUH. Key topics were drug susceptibilities, new 
antimicrobials and antifungal stewardship.  
 
References 

1. HM Government. Tackling antimicrobial resistance 2019-24. 
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/784894/UK_AMR_5_year_national
_action_plan.pdf (Accessed 30/11/2020) 

 
 

2. An audit of intravenous antibiotics use within a regional NHS Trust 
Duaa Ahmad, Barnsley Hospital NHS Foundation Trust, Barnsley, South Yorkshire 

 
Background 
A trust wide point prevalence survey (PPS) showed that 45% of total antibiotic prescriptions within Barnsley Hospital NHS Foundation Trust were 
given intravenously (IV). A second audit was carried out to further investigate the use of IV antibiotics and whether the requirements for review and 
documentation were being met. IV administration increases the risk of healthcare associated infections (HCAIs) and is associated with more 
discomfort to the patient and longer nursing time needed for administration. 
Objectives/standards 
NICE1 and PHE2 recommend that the percentage of IV antibiotics prescribed is monitored and investigated. Local guidelines recommend that IV 
antibiotics are reviewed daily3. Additionally, the recent national CQUIN emphasised the need to review IV antibiotics and clearly document a clinical 
reason when patients are continued on IV therapy5. This audit aimed tƻ ƳŜŀǎǳǊŜ ǘƘŜ ¢ǊǳǎǘΩǎ ŎƻƳǇƭƛŀƴŎŜ ŀƎŀƛƴǎǘ ǘƘŜ ŀōƻǾŜ ƎǳƛŘŜƭƛƴŜǎΦ  
 
Method 
Pharmacists audited their wards on one day throughout the week from  22nd till 26th June 2020. The day to audit was selected based on work pressures 
as deemed suitable by the pharmacist. All patients on IV antibiotics were included. Patients were identified using their paper treatment card. The 
medical notes were then checked to ascertain whether a review had been completed by the medical team. A data collection sheet was designed by 
thŜ !ƴǘƛƳƛŎǊƻōƛŀƭǎ tƘŀǊƳŀŎƛǎǘ ǿƘƻ ǘƘŜƴ ǳǎŜŘ 9ȄŎŜƭϯ ǘƻ ƛƴǇǳǘ ŀƴŘ ŀƴŀƭȅǎŜ ǘƘŜ ŘŀǘŀΦ ¢Ƙƛǎ ŀǳŘƛǘ ŘƛŘƴΩǘ ǊŜǉǳƛǊŜ ŜǘƘƛŎǎ ŀǇǇǊƻǾŀƭΦ 
 
Results 
A total of 74 patients were audited (from 17 different in-patient wards, including paediatrics). The most commonly prescribed antibiotics were co-
amoxiclav (43%) and piperacillin/tazobactam (22%). Both antibiotics were prescribed for a wide range of indications but chest infections (LRTI, CAP 
and HAP) were the main indication. For the documentation of a review requirement, 50% of prescriptions had a review after 24 hours , 54% had a 
review after 48 hours and 57% had a review after 72 hours . 67% of antibiotics prescribed longer than 72 hours were compliant with the requirement 
to have a clinical reason documented. 
 
 
 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/784894/UK_AMR_5_year_national_action_plan.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/784894/UK_AMR_5_year_national_action_plan.pdf
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Conclusions 
L± ŀƴǘƛōƛƻǘƛŎǎ ǇǊŜǎŎǊƛōŜŘ ǿƛǘƘƛƴ ǘƘŜ ¢Ǌǳǎǘ ŘƻƴΩǘ ŎƻƳǇƭȅ ǿƛǘƘ ǘƘŜ ǊŜǉǳƛǊŜƳŜƴǘǎ ŦƻǊ Řŀƛƭȅ ǊŜǾƛŜǿΦ !ŘŘƛǘƛƻƴŀƭƭȅΣ ƻƴŜ ǘƘƛǊŘ ƻŦ L± antibiotics continued for 
ƭƻƴƎŜǊ ǘƘŀƴ тн ƘƻǳǊǎ ŘƛŘƴΩǘ ƘŀǾŜ ŀ ŘƻŎǳƳŜƴǘŜŘ ŎƭƛƴƛŎŀƭ ǊŜŀǎƻƴ ǘƻ ŎƻƴǘƛƴǳŜΦ ¢ƘŜ ŀǳŘƛǘ ǇǊƻǾƛŘŜd limited assurance as to the safety of IV antibiotics 
prescribed within the Trust. A quality improvement project to improve the safety and quality of antibiotic prescribing within the Trust is being 
undertaken. Electronic prescribing will help to prompt prescribers to review IV prescriptions and is being introduced within the Trust.  
 
References 

1. National Institute of Clinical Excellence (NICE). Antimicrobial stewardship: systems and processes for effective antimicrobial medicine use. 
2015. 

2. Public Health England. Antimicrobial Stewardship: Start smart then focus. 2015.  
3. The Rotherham NHS Foundation Trust and Barnsley Hospital NHS Foundation Trust. Antimicrobial Policy for Adults. 2019.  
4. Cyriac JM and James E. Switch over from intravenous to oral therapy: A concise overview. J Pharmacol Pharmacother 2014; 5(2): 83-87. 
5. NHS Improvement. Reducing the impact of serious infections CQUIN 2018/19. CG41/18. London. 2018.  

 
 

3. Benefits of Expert Pharmacist within Inflammatory Bowel Disease (IBD) Multidisciplinary Team (MDT) 
Ali Al-Enbaree, Lead Pharmacist, Bradford Teaching Hospitals NHS Foundation Trust, Dr Jo Ridpath, Consultant 

Gastroenterologist, Harrogate and District NHS Foundation Trust 
 

This study did not require ethics approval. 
 
Context 
Within a District General Hospital serving a population of 160,000, the IBD MDT included four consultants, two speciality registrars and one specialist 
nurse. There was no pharmacist within the MDT. 
 
Problem 
Following maternity leave, the IBD team had no specialist nurse present. Additionally, two consultants were due to leave, resulting in significant gaps 
in service provision.  
 
Assessment of Problem and Analysis of Causes 
A pharmacist with an interest in gastroenterology was included in the service continuity plan following previous collaboration with the team. National 
Standards suggest the MDT should include 0.6 - 1 expert pharmacist per 250,000 patient group 1,2. 
 
Intervention 
The pharmacist would counsel, prescribe for and monitor patients receiving biological/immunomodulatory therapy. They would also support the care 
of inpatients and outpatients ς via referral from either the medical or secretarial team.  
 
Strategy for Change 
The pharmacist would provide 0.4 WTE to IBD services. Although this was in addition to their pre-existing role, the primary objective was service 
continuity, with plans to develop the role following the return of the specialist nurse. 
 
Measurement for Improvement 
Outcomes would primarily be activity measures, including the number of patients counselled, prescriptions written and blood results reviewed.  
There were minimal targets set, however patients referred to start therapy would be contacted within 7 days, reducing delays in initiating treatment. 
Cost savings would be made in the adalimumab biosimilar switch, in addition to optimising therapeutic use of biologics. 
 
Effects of Changes 
During this period, 56 patients were counselled and 504 prescriptions were generated. Over 250 unique blood results were reviewed, including routine 
and acute bloods, and therapy was optimised based on these. The adalimumab biosimilar switch was also carried out, involving over 70 patients with 
further cost savings. Additionally, the workload to the remaining gastroenterology consultants was reduced, minimising disruptions in patient care. 
 
Conclusions 
The presence of a pharmacist shows promise and demonstrates how clinical care can be delivered while savings can be made ς both financial and 
organisational. An integrated pharmacist can work in partnership with medical and nursing colleagues to enable appropriate distribute of work, 
enhancing patient care and resulting in an effective and efficient MDT. 
Although this pharmacist did not work in partnership with a specialist nurse, the roles of both can be explored, allowing for a balanced service utilising 
the skills of all professions involved.  
While this situation resulted in reactive changes in order to continue care, it did mean that the role of the pharmacist was not defined or differentiated 
from the activities of the specialist nurse. A proactive approach would support a future job plan, which can demonstrate the unique skills that a 
pharmacist possesses, and the benefits this would bring to the MDT. 
 
References 

1. IBD Standards Core Statements, IBD UK. Available online https://ibduk.org/ibd-standards/the-ibd-service/the-ibd-multidisciplinary-team 
(accessed 6/12/2020). 

2. Lamb CA et al. British Society Gastroenterology consensus guidelines on the management of inflammatory bowel disease in adults. 2019, 
Gut. Available online  https://www.bsg.org.uk/resource/bsg-consensus-guidelines-ibd-in-adults.html  (accessed 6/12/2020) 

  

https://ibduk.org/ibd-standards/the-ibd-service/the-ibd-multidisciplinary-team
https://www.bsg.org.uk/resource/bsg-consensus-guidelines-ibd-in-adults.html
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4. Switching between brands of biosimilar infliximab: a regionally coordinated quality improvement project 
Andrew Barron1, Tina Shah2, Nina Taherzadeh2, Adele Mott3, Amardeep Sehmi4, Patricia McCormick5, Yogini Jani3, 1 North 

Central London Joint Formulary Committee; 2 Royal Free London NHS Foundation Trust; 3 University College London Hospitals 
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Context 
Infliximab and its biosimilars are hospital-ƻƴƭȅ ōƛƻƭƻƎƛŎŀƭ ƳŜŘƛŎƛƴŜǎ ƭƛŎŜƴǎŜŘ ŦƻǊ ŎƘǊƻƴƛŎ ƛƴŦƭŀƳƳŀǘƻǊȅ ŎƻƴŘƛǘƛƻƴǎΦ Ψ.Ŝǎǘ ǾŀƭǳŜΩ ƛƴŦƭƛȄƛƳŀō ƛǎ ǘƘŜ ōǊŀƴŘ 
with the lowest acquisition cost. Whilst switching from an originator to a biosimilar is common practice within the NHS, switching between 
biosimilars is novel.  
 
Problem 
In 2019/20, North Central London (NCL) Trusts spent £3.2 million on infliximab, of which the majority was biosimilar infliximab (Remsima®). In 
September 2019 a revised procurement contract came into effect and a new biosimilar infliximab (Zessly®ύ ōŜŎŀƳŜ ΨōŜǎǘ ǾŀƭǳŜΩΦ 5ŜƭŀȅŜŘ ƻǊ 
ƛƴŎƻƳǇƭŜǘŜ ǳǇǘŀƪŜ ƻŦ ΨōŜǎǘ ǾŀƭǳŜΩ ƛƴŦƭƛȄƛƳŀō ǿƻǳƭŘ ǊŜŘǳŎŜ ǘƘŜ ƻǇǇƻǊǘǳƴƛǘȅ ŦƻǊ ǊŜƛƴǾŜǎǘƳŜƴǘ ƛƴ ǇƻǇǳƭŀǘƛƻƴ ƘŜŀƭǘƘΤ ǿƛǘƘƛƴ b/[ ǘhis amounted to 
£650,000 per annum.  
 
Intervention 
²Ŝ ǳƴŘŜǊǘƻƻƪ ŀ ǊŜƎƛƻƴŀƭƭȅ ŎƻƻǊŘƛƴŀǘŜŘ ǉǳŀƭƛǘȅ ƛƳǇǊƻǾŜƳŜƴǘ ǇǊƻƧŜŎǘ ǘƻ ŀŘƻǇǘ ΨōŜǎǘ ǾŀƭǳŜΩ ƛƴŦƭƛȄƛƳŀō ŦƻǊ /ƭƛƴƛŎŀƭ /ƻƳƳƛǎǎƛƻƴƛƴƎ Group (CCG) 
commissioned indications in eight departments across four acute providers within NCL. The aim was for new patients to initiate and existing 
ǇŀǘƛŜƴǘǎ ǘƻ ƳŀƪŜ ŀƴ ƛƴŦƻǊƳŜŘ ŎƘƻƛŎŜ ǘƻ ǎǿƛǘŎƘ ǘƻ ΨōŜǎǘ ǾŀƭǳŜΩ ƛƴŦƭƛȄƛƳŀōΦ ¢Ƙƛǎ ǎǘǳŘȅ ŘƛŘ ƴƻǘ ǊŜǉǳƛǊŜ ŜǘƘƛŎǎ ŀǇǇǊƻǾŀƭΦ 
 
Strategy for change 
The NCL Joint Formulary Committee reviewed the evidence base and recommended a biosimilar-to-biosimilar switch. Project support was obtained 
from clinical champions, regional Chief Pharmacists and Medical Directors. At a regional level, patient letters were developed for local adaptation 
and a biosimilar helpline was set up for patients. Following the decision to proceed at each Trust, local teams comprising of pharmacy, consultant 
and nurse leads were established to implement the switch. Teams were supported by a regional pharmacist to share best practice. Existing patients 
received written information about the proposal to switch and had the opportunity to ask questions before their next infusion.  
 
Measurement for improvement 
hǳǘŎƻƳŜ ƳŜŀǎǳǊŜ ǿŀǎ ǇŜǊŎŜƴǘŀƎŜ ƻŦ ΨōŜǎǘ ǾŀƭǳŜΩ ƛƴŦƭƛȄƛƳŀō ŘƛǎǇŜƴǎƛƴƎ ŦƻǊ //D ŎƻƳƳƛǎǎƛƻƴŜŘ ƛƴŘƛŎŀǘƛƻƴǎΣ ǿƛǘƘ ŀ Ǝƻal of 80% or greater within 4 
months. Process measures were the number of departments that completed the transition and the number of patients who agreed to switch. 
.ŀƭŀƴŎƛƴƎ ƳŜŀǎǳǊŜǎ ǿŜǊŜ ƛƴŦǳǎƛƻƴ ǊŜŀŎǘƛƻƴǎ ǿƛǘƘ ΨōŜǎǘ ǾŀƭǳŜΩ ƛƴŦƭƛȄƛƳŀō ŀƴŘ ǊŜǉǳŜǎǘǎ ǘƻ ǎǿƛtch back. 
 
Effects of change 
Lǘ ǘƻƻƪ у ƳƻƴǘƘǎ ǘƻ ŀŎƘƛŜǾŜ ǘƘŜ Ǝƻŀƭ ƻŦ ŘƛǎǇŜƴǎƛƴƎ ул҈ ΨōŜǎǘ ǾŀƭǳŜΩ ƛƴŦƭƛȄƛƳŀōΤ рсм ǇŀǘƛŜƴǘǎ ǊŜŎŜƛǾŜŘ ΨōŜǎǘ ǾŀƭǳŜΩ ƛƴŦƭƛȄƛƳŀō of which 79% had 
switched. Six of eight departments completed the transition within this period. Delays were caused by changes to contract arrangements and local 
factors, such as specialist nurse reallocation due to COVID-19, competing biosimilar switch programmes and difficulties in monitoring dispensing 
data at one Trust. No patients declined to switch. Five (0.9%) infusion reactions were reported and there were three (0.7%) requests to switch-back 
due to loss of efficacy. 
 
Conclusion 
Adopting a regional improvement approach to biosimilar switches was efficient, acceptable to patients and resulted in cost-avoidance. Switching 
between infliximab biosimilars appears to be safe and effective although randomised-controlled trials are needed to prove this. Prospectively 
collected patient satisfaction questionnaires would be informative.  
 
 

5. Shared learning event evaluation within East Sussex Multisector Pharmacist Programme 
Alice Conway Sarah Purdy, Pharmacy Department, East Sussex Healthcare NHS Trust. Eastbourne 

 
Introduction 
The Multisector Pharmacist Foundation to Advanced (MFtA) programme1 provides structured work-based training offering patient facing experience 
for pharmacists incorporating clinical, management, governance, research, education and leadership skills. The programme curriculum is quality 
assured and validated against Royal Pharmaceutical Society (RPS) professional development frameworks2 delivered across pharmacy sectors.  
It was proposed providing an opportunity for Multisector Pharmacists (MSP) to attend dedicated shared learning events fosters peer development 
culture and ensures consideration of all the programme curriculum aspects.  
 
Objectives 
1. Create an events programme delivered by specialists from each sector  
2. Identify priority clinical areas for delivery complicit with the Network Contract Directed Enhanced Service (DES) 3  
3. Maximise and share sector resources by extending event invitations to other pharmacy professionals within the partner sectors     
4. Evaluate participant satisfaction with sessions scheduled 
 
Method 
Programme leads assembled a Task and Finish group (TFG) comprising of educational leads from each sector including secondary care, mental health, 
community health services, care homes and clinical commission groups. The RPS frameworks, the DES and several postgraduate syllabi were consulted 
to identify key themes for delivery.  The events were advertised via sector networks, and moved from face to face to virtual delivery during the 
pandemic. 
At the end of each event session delivered, participants completed an anonymised online questionnaire to evaluate their satisfaction. A five-point 
Likert scale (0 being not useful, 5 being very useful) was used. Additionally, participants were asked to identify what they had learnt, how they would 
apply the learning to benefit people using the services (aligned to GPhC revalidation) and if they would recommend the session to MSPs. The 
qualitative comments were thematically analysed. 
 
This study did not require ethics approval. 
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Results 
The events content, format and structure were agreed by TFG. Events were scheduled for a full day, 4-6 weekly intervals, with clinical themes 
subdivided into specific topics clustered together with participants presenting Case Based Discussions (CbD) showing application in practice.  Flipped 
learning was applied with expected time to complete pre-requisites stated. Participant numbers ranged from 8 to 16 with an increased attendance 
supported through virtual delivery. Participation representation was noted from all sectors. Predominantly Primary Care Network (PCN) and 
secondary care pharmacists attended.  
Session evaluation was overwhelmingly positive with events recommended to others 
Four common themes identified were: 

¶ Relevance of themes to practice and appreciation of opportunity to attend  

¶ Development of networking and sharing of practice 

¶ Benefit of focus on solutions to enhance patient transfer of medication from one sector to another and appreciation of working in different 
sectors   

¶ Benefit problem solving patient pharmaceutical problems via CbD   
Limitations included a small number of participants but this was sufficient to highlight issues. 
 
Conclusion 
Themes initially agreed by TFG have supported alignment with DES requirements and novel PCN pharmacist roles. SLE has strengthened networking 
and collaboration between sectors and continuing to be delivered virtually.  
 
References 
1. HEELaSE Pharmacy:  https://www.lasepharmacy.hee.nhs.uk/dyn/_assets/_folder4/foundation-pharmacists-
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6. Virtual OSCEs during the COVID-19 pandemic. 
Alice Conway1 Emma Clifton2, Mary Challis3, Jake Elliott2, Tracy Hedley1, Thao Huynh2, Oliver Simmonds3, 1East Sussex Health 

Care Trust 2Brighton and Sussex University Hospital Trust , 3Surrey and Sussex Healthcare Trust 
 

Background 
Health Education England London Kent Surrey and Sussex (HEELKSS) provide formative Objective Structured Clinical Examination (OSCE) resources 
for Preregistration Trainee Pharmacists (PRPs). During COVID-19 pandemic, October 2020, 3 Trusts collaboratively ran virtual OSCEs supporting 
learner training needs identification and preparation for future virtual OSCEs1.  East Sussex Multisector Pharmacists Foundation to Advanced (MFtA) 
were included since many had no prior OSCE experience, but expected to undertake OSCEs during their Independent Prescriber Course.  
 
Objectives 
Train assessors.  
Develop simulated patient/health care professionals and candidate guidance.  
Prepare candidates for virtual OSCEs. 
9ǾŀƭǳŀǘŜ ŎŀƴŘƛŘŀǘŜǎΩ ŜȄǇŜǊƛŜƴŎŜΦ 
 
Method 
¢ƘŜ о ¢ǊǳǎǘǎΩ tƘŀǊƳŀŎȅ ŜŘǳŎŀǘƛƻƴ ƭŜŀŘǎ ŘŜǾƛǎŜŘ ŀssessors, simulated patient/health care professionals and candidates guidance, informed by 
experience of HEELKSS Regional Medicine Management virtual OSCEs. Assessors undertook HEELKSS OSCE assessor training. An external examiner 
was recruited supporting assessment reliability. Candidates attended MSTeams briefing session on OSCE structure and preparation. A session was 
delivered to MFtA explaining the rationale for undertaking PRP-level OSCEs as an opportunity for OSCE-naïve staff to become familiar with this 
assessment type in preparation for future OSCEs. Candidates undertook five manned stations alternated with rest stations using MSTeams.  An on-
line piloted evaluation form for candidates was devised from the literature comprising of a series of 10 statements with a five-point Likert scale 
anchored by extreme descriptors  (1 = definitely agree and 5 = definitely disagree) on technology familiarity for the formative assessment, OSCE 
preparation and the assessment itself. Candidates requested to complete evaluation within 2 weeks. This study did not require ethics approval.  
 
Results 
All guidance was agreed by education leads. All assessors (5) completed assessor training. 22 candidates undertook OSCEs (18 PRPs, 4 MFtA). 91% 
(20) attended the OSCE preparation session, all accessed the recording. Candidate evaluation response was 68% (15). IT literacy, experience of 
MSTeams during assessment, OSCE preparation session, level of comfort recording own performance, and overall OSCE experience were ranked 
highly. Additional support mechanisms requested included more detail of scenario topic. Comments identified inconsistences in delivery of stations 
such as assessor variation in introduction of task. Nine of 15 evaluation responses (60%) stated preference for face to face OSCEs over virtual, 10 
(67%) stated preference for virtual assessment over an assessment delay. The external examiner identified logistical issues but concluded overall 
the OSCEs ran on time and were well organised. Limitations include small sample size, and assessor evaluation not undertaken, which could provide 
another perspective of the virtual OSCEs.  MFtA recognised the benefits undertaking virtual OSCEs despite being PRPςlevel. 
 
Conclusions   
Whilst acknowledging significant organisation is required, virtual OSCEs worked well for participants offering a viable alternative to face to face 
h{/9ǎΦ /ŀƴŘƛŘŀǘŜǎΩ ǇǊŜŦŜǊŜƴŎŜ ŦƻǊ ŦŀŎŜ ǘƻ ŦŀŎŜ h{/9ǎ ƛǎ ǊŜŎƻƎƴƛǎŜŘΦ  tŀǊǘƛŎƛǇŀƴǘǎ ŀǊŜ ŦŀƳƛƭƛŀǊ ǿƛǘƘ ǘƘŜ ǘŜŎƘnology, their priority concern focusing on 
preparation for topics for examination rather than operational logistics.  Further measures are needed to reduce assessor variation as raised by 
some candidates.   
 
References 
1.Lucas C, Forrest G. Virtual OSCEs ς Challenges and Considerations for Pharmacy Education? Pulses Currents in Pharmacy Teaching and Learning 
June 2020. https://cptlpulses.com/2020/06/18/virtual-osces/ (accessed 4 December 2020). 
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7. Adherence to trust guidelines for the perioperative management of diabetes in adults. 
Cowles, E. and Jarvis, C. Norfolk and Norwich University Hospitals NHS Foundation Trust (NNUHFT), Norwich 

 
Background 
It is widely acknowledged that inadequate control of blood glucose levels (BMs), especially in surgical patients, can increase risk of complications, 
mortality and length of hospital admission1. Nationally we recognise that the use of variable rate intravenous insulin infusions (VRIII) has shown great 
effectiveness in controlling BMs in acute hospital settings.  
 
Objectives 
To ascertain adherence to the NNUHFT guideline for adult surgical patients with diabetes2. Seven standards of 100% adherence target were 
investigated: 

1. Patients expected to miss >1 meal to be considered for VRIII 
2. Patients to be prescribed the correct fluids whilst on VRIII 
3. tŀǘƛŜƴǘǎΩ ƭƻƴƎ-acting insulins to be prescribed at 80% of the usual dose whilst on VRIII 
4. tŀǘƛŜƴǘǎΩ ƻǊŀƭ ŀƴǘƛŘƛŀōŜǘƛŎǎκshort/mix insulins to be held whilst on VRIII; 
5. tŀǘƛŜƴǘǎΩ .aǎ ǘƻ ōŜ ǿƛǘƘƛƴ ǊŀƴƎŜ ǿƘƛƭǎǘ ƻƴ ±wLLL 
6. Patients prescribed VRIII to have a placeholder on the Electronic Prescribing and Medicines Administration system (EPMA) 
7. Patients prescribed fluids to have a placeholder on EPMA 

 
Method 
Data collection took place over one week and was relevant to the aforementioned standards. Current surgical inpatients at NNUH, eligible to have 
VRIII prescribed at any time during their admission, were included. No ethics approval was required. 
 
Results 
A total of 17 patients were identified and none met all the audit standards. 91% of patients expected to miss more than one meal were considered for 
VRIII. Only half (9) of patients audited had the correct fluids prescribed whilst on VRIII ς the most common being omission of glucose/potassium. For 
patients taking long-acting insulins, 17% had these prescribed at 80% of the usual dose whilst on VRIII (continued at 100% of the usual dose for the 
remaining patients). 62% of patiŜƴǘǎΩ ƻǊŀƭ ŀƴǘƛŘƛŀōŜǘƛŎǎκǎƘƻǊǘκƳƛȄ ƛƴǎǳƭƛƴǎ ǿŜǊŜ ƘŜƭŘ ǿƘƛƭǎǘ ƻƴ ±wLLL ŀƴŘ ƻƴƭȅ нр҈ ƻŦ ǇŀǘƛŜƴǘǎ ƘŀŘ ǘƘŜƛǊ .aǎ ǿƛǘƘƛƴ 
range whilst on VRIII. The presence of placeholders for VRIII and fluids was poor, with these standards only being adhered to for 23% and 8% of 
ǇŀǘƛŜƴǘΩǎ ǊŜǎǇŜŎǘƛǾŜƭȅΦ 
 
Conclusions 
Generally, surgical patients with diabetes are appropriately considered for VRIII. However the complexity of the fluid recommendations may have 
contributed to only half of patients having the correct fluids prescribed. Electronic prescribing of fluids and VRIII is planned at the NNUHFT, resulting 
in mandatory selection of a recommended fluid combination.  
¢ƘŜ ƳŀƴŀƎŜƳŜƴǘ ƻŦ ǇŀǘƛŜƴǘǎΩ .aǎ ŀƴŘ ŀƴǘƛŘƛŀōŜǘƛŎ ƳŜŘƛŎŀǘƛƻƴ ǇŜǊƛ-operatively is sub-optimal which could negatively impact upon patient outcomes 
and length of stay. Adherence could be improved through focused training and use of a care plan for all patients with diabetes who are nil by mouth. 
Planned expansion of the specialist Pharmacist team (non-medical prescribers) may also improve standard adherence and patient safety.  
Ultimately, future audits using larger samples need to be conducted, but the results of this audit provide valuable information that will be used to 
guide future audits and alterations to existing guidelines. 
 
References 

1. NHS Management of adults with diabetes undergoing surgery and elective procedures: Improving standards March2016 
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8. Early pre-operative multidisciplinary assessment of emergency theatre patients; frailty and medication optimisation 
Cowles, E., Cullum, J., Evans, L., Norfolk and Norwich University Hospital Foundation Trust 

 
Context 
The number of surgical patients using the NHS both locally and nationally is increasing1,2. Surgical patients are generally at high risk of adverse drug 
events3. Increasing age and frailty have also been associated with poly-pharmacy and comorbidities resulting in poor surgical outcomes, increased 
mortality and extended lengths of stay in acute care settings4.  
 
Problem 
Guidance issued by the Association of Surgeons of Great Britain and Ireland (ASGBI) this year encourages an integrated multi-disciplinary team (MDT) 
approach in order to provide patient centred care within the frail and older patient groups4. This includes managing risks associated with 
polypharmacy and surgical intervention which, as described by the Carter report, have the potential to be driven by clinical Pharmacists incorporated 
into the MDT5. 
 
Strategy for change  
In response to these drivers for change a trial MDT has been initiated utilising the Physicians Associate (PA) for emergency theatres, the specialist 
Pharmacist (SP) for the surgical admissions unit (non-medical prescriber) and an Emergency surgery Consultant with a special interest in geriatric 
medicine. Ethics approval was not required. 
All patients listed for emergency surgery are reviewed by the PA, those over the age of 65 are assessed using the Rockwood Clinical Frailty Score 
(RCFS)6. Patients are then referred to the SP for medication review (with onward referral to the Consultant as necessary). 
 
Effects of the change 
The MDT has been in place since late September 2020 and has jointly reviewed 24 patients listed for emergency surgery (General surgery, urology, 
vascular surgery, plastic surgery) to date, with RCFS scores from 1 to 6. 
Early identification has resulted in optimisation of medical management by the SP prior to theatre for 54% of patients reviewed. The interventions 
made by the SPP to date fall in two groups; 

¶ Optimisation for theatre; 
o anticoagulation  
o anti-platelets (interruption and reversal) 
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o diabetes control peri-operatively 

¶ Medication review ς the STOP / STARTT approach to managing polypharmacy 
o medicines reconciliation 
o polypharmacy management and reduction 
o anticholinergic burden 

 
Conclusions  
The formation of this novel and productive MDT is new to our trust and is an ongoing trial approach to meeting the identified drivers regarding clinical 
care and quality improvement / service design strategies. The early results indicate that there is scope to improve perioperative medication 
management and polypharmacy burdens of patients within this cohort which may support improved outcomes following emergency surgery. This 
was particularly evident for those patients with a higher RCFS. 
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1. NHS Digital https://digital.nhs.uk/data-and-information/publications/statistical/hospital-admitted-patient-care-activity/2017-
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6. Mitnitski AB, Song X, Rockwood K. The estimation of relative fitness and frailty in community-dwelling older adults using self-report data. 
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9. Establishing the role of the Surgical Pharmacist Practitioner within a large acute care trust 
Cowles, E., Butcher, G., Evans, L., Valero, C., Norfolk and Norwich University Hospital Foundation Trust 

 
Context  
The number of surgical patients using the NHS both locally and nationally are increasing [1,2]. This quality improvement initiative drives forward through 
the development of a new role; the Surgical Pharmacist Practitioner (SPP). No ethical approval was needed for this improvement initiative. 
 
Problem 
Surgical patients are at high risk of adverse drug events, due to use of high-risk medications and communication errors during transfer [3]. Local 
divisional analysis of complaints, incidents and audit results highlighted challenges in areas relating to perioperative management of medicines, 
thromboprophylaxis risk assessments (TRA), antibiotic stewardship and high risk medications for emergency surgery patients.  
 
Assessment of the Problems and a strategy for change 
Multi-Disciplinary Team (MDT) discussions identified that by reshaping service delivery (in line with national drivers4), expanding competencies and 
redefining the role of a clinical pharmacist we could improve the quality and safety of medication use.  
A trial service was established utilising an existing specialist Pharmacist (non-medical prescriber) with in-house extended competency training to 
independently complete TRAs, assess and prescribe symptomatic management and request and interpret biochemistry.  
 
Effects of changes  
This trial of a SPP role shifted Pharmacist focus to high risk presentations and the provision of peri-operative care through integration in ward rounds, 
surgical and nursing handovers and the emergency theatre teams.  
To capture the impact of the increaseŘ ŎƻƳǇŜǘŜƴŎȅ ǇǊƻǾƛǎƛƻƴ ƻƴƭȅ ƛƴǘŜǊǾŜƴǘƛƻƴǎ ǘƘŀǘ ǿŜǊŜ ǳǘƛƭƛǎƛƴƎ ǘƘŜ άŜƴƘŀƴŎŜŘ ǎƪƛƭƭ ǎŜǘέ ŀƴŘ ǇǊŀŎǘƛŎƛƴƎ ƻǳǘǎƛŘŜ ƻŦ 
our local normal role were recorded. During the two week trial of the SPP role interventions were made on an average of 59% of the patients seen 
each day. Intervention types varied and included; 

¶ Thromboprophylaxis risk assessment  

¶ Provision and adjustment of analgesia and anti-emetics 

¶ Antibiotic stewardship; selection, step down, course duration, monitoring 

¶ Management of high risk medications; insulin, anticoagulation 
After the trial 24 completed evaluations were received with representation from all of the MDT. 100% of respondents were satisfied or very satisfied 
with the availability, communication, advice offered and overall service provided by the Pharmacist during the trial and 100% of respondents want 
the service provided to continue, an unprecedented satisfaction response. 
Whilst the trial was too short to garner any ongoing positive impact on patient safety and satisfaction the comments received indicate that there was 
ŀ ǎƛƎƴƛŦƛŎŀƴǘ ƛƳǇǊƻǾŜƳŜƴǘ ƛƴ ǘƘŜ ǉǳŀƭƛǘȅ ƻŦ ǘƘŜ ŜƳŜǊƎŜƴŎȅ ǎŜǊǾƛŎŜ ǇǊƻǾƛŘŜŘΤ ά{ƛƎƴƛŦƛŎŀƴǘ ƛƳǇǊƻǾŜƳŜƴǘ ǘƻ ǿŀǊŘ ǊƻǳƴŘǎ ŀƴŘ L ŦŜŜl it makes prescribing 
ƳǳŎƘ ǎŀŦŜǊέΣ άL ǘƘƛƴƪ ƛǘ ƘǳƎŜƭȅ ƛƳǇǊƻǾŜǎ ǇŀǘƛŜƴǘ ƻǳǘŎƻƳŜǎέΦ 
 
Conclusions 
Following the success of the trial, our vision is to develop the SPP role within the surgical division. The expansion of specific skills will enable the SPP 
to integrate in to the MDT with the focus on the clinical use of medications and prevention, mitigation and management of the risks associated. 
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2. NHSDigital https://digital.nhs.uk/data-and-information/publications/statistical/hospital-admitted-patient-care-activity/2018-19(27/08/20) 
3. deBoer M et al. A targeted method for standardized assessment of adverse drug events in surgical patients. Journal of Evaluation in Clinical 

Practice 2013;19(6):1073-1082.  
4. Lord Carter of Coles. Operational productivity and performance in English NHS acute hospitals: Unwarranted variations. 2016. 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/499229/Operational_productivity_A.pdf 
  

https://digital.nhs.uk/data-and-information/publications/statistical/hospital-admitted-patient-care-activity/2017-18
https://digital.nhs.uk/data-and-information/publications/statistical/hospital-admitted-patient-care-activity/2017-18
https://digital.nhs.uk/data-and-information/publications/statistical/hospital-admitted-patient-care-activity/2018-19
https://digital.nhs.uk/data-and-information/publications/statistical/hospital-admitted-patient-care-activity/2018-19
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10. Interprofessional Collaboration (IPC): A Comparative Analysis of Global Standards for Pharmacy Practice 
Arzoo Dar, Sue C Jones, School of Pharmacy and Medical Sciences, University of Bradford 

 
Background  
Globally, disparities exist in healthcare quality, accessibility and regulation1. Consequently, few countries have governing bodies overlooking 
healthcare-professional (HCP) practice2Φ wŜǎŜŀǊŎƘ ǎǳƎƎŜǎǘŜŘ ǘƘŀǘ I/t ǊŜƎǳƭŀǘƛƻƴ ŘŜǇŜƴŘŜŘ ƻƴ ƴŀǘƛƻƴǎΩ ƘǳƳŀƴ ŘŜǾŜƭƻǇƳŜƴǘ ƛƴŘŜȄ όI5LύΣ ƎǊƻǎǎ 
domestic product (GDP), and safety3. IPC enables partnership working between HCPs to ensure patient-centred care and patient safety4. 
 
Objectives 

i. Compare global pharmacy professional standards. 
ii. Synthesise a thematic framework to evaluate literature on IPC.  
iii. Investigate HDI, GDP, global peace index (GPI), and pharmacy regulation relationship. 

 
Method 
όbҐуύ ŎƻǳƴǘǊƛŜǎ ǿŜǊŜ ǎǘǳŘƛŜŘ ōŀǎŜŘ ƻƴ нлму I5L ŎƭŀǎǎƛŦƛŎŀǘƛƻƴΤ όbҐпύ Ψvery highΩ ό!ǳǎǘǊŀƭƛŀΣ IƻƴƎ YƻƴƎΣ /ŀƴŀŘŀΣ ¦ƴƛǘŜŘ YƛƴƎŘƻƳύ ŀƴŘ όbҐпύ ΨlowΩ 
ό{ƻƭƻƳƻƴ LǎƭŀƴŘǎΣ IŀƛǘƛΣ ¸ŜƳŜƴΣ {ƻǳǘƘ {ǳŘŀƴύΦ tƘŀǊƳŀŎȅ ǇǊƻŦŜǎǎƛƻƴŀƭ ǎǘŀƴŘŀǊŘǎΩ ŘƻŎǳƳŜƴǘǎ ǿŜǊŜ ǎŎǊŜŜƴŜŘ ǘƻ ŜȄǘǊŀŎǘ Lt/-related themes via a 
constant comparative method. This facilitated thematic framework synthesis; ΨǇƘŀǊƳŀŎƛǎǘǎΩ ŀǘǘƛǘǳŘŜǎΩ and ΨǇŀǘƛŜƴǘ ƻǳǘŎƻƳŜǎΩ were measures of IPC. 
Using Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA), (N=17) peer-reviewed journal articles from 2010-2019 studying 
pharmacists in sample countries were selected. Key terms searched on Medline/PubMed databases were: ΨLt/Ω, ΨǇƘŀǊƳŀŎƛǎǘΩ and ΨǇǊƻŦŜǎǎƛƻƴŀƭ 
ǎǘŀƴŘŀǊŘǎΩ. Literature was then reviewed with reference to the thematic framework and development metrics (HDI/GDP/GPI). This study did not 
require ethics approval. 
 
Results 
Of (N=8) countries, only HDI-ŎƭŀǎǎƛŦƛŜŘ Ψvery highΩ ƘŀŘ ǇǊƻŦŜǎǎƛƻƴŀƭ ǎǘŀƴŘŀǊŘǎΩ ŘƻŎǳƳŜƴǘǎΤ ŀƭƭ ŦǊŜǉǳŜƴǘƭȅ ƛƴŎƻǊǇƻǊŀǘƛƴƎ Lt/Φ YŜȅ ǘƘŜƳŜǎ ǿŜǊŜ ΨǎƘŀǊŜŘ 
decision-ƳŀƪƛƴƎΩ, ΨŎƻƴǘƛƴǳƛǘȅ-of-ŎŀǊŜΩ and ΨŜŦŦŜŎǘƛǾŜ ŎƻƳƳǳƴƛŎŀǘƛƻƴΩ. (N=7) studies referred to these themes and conŦƛǊƳŜŘ Lt/Ωǎ ǾŀƭǳŜ ƛƴ ǇǊŀŎǘƛŎŜΣ 
fewer medication-related errors4. Number of IPC standards and HDI rank for all ΨǾŜǊȅ ƘƛƎƘΩ countries, except Hong Kong, were positively correlated, 
suggesting a possible economic impact on pharmacy sector progress. (N=2) stuŘƛŜǎ ŦƻǳƴŘ ŎǳƭǘǳǊŀƭ ƛƴŦƭǳŜƴŎŜǎ ƻƴ IƻƴƎ YƻƴƎ ǇƘŀǊƳŀŎƛǎǘǎΩ ŀǘǘƛǘǳŘŜǎ ŀǎ 
a contributor to a more hierarchical than IPC-approach to healthcare provision5. HDI and GPI were negatively associated, which could explain below 
average pharmacist density and GDP expenditure on healthcare in HDI-classified ΨƭƻǿΩ countries6.  
 
Conclusion 
Results denote that IPC improved patient safety4Φ Dƭƻōŀƭ ŘƛŦŦŜǊŜƴŎŜǎ ŜȄƛǎǘŜŘ ƛƴ ǇƘŀǊƳŀŎƛǎǘǎΩ ŀǘǘƛǘǳŘŜǎ ŀƴŘ Lt/ ǘǊŀƛƴƛƴƎΦ ¢ƘŜǎŜ ŎƻǊǊŜƭŀǘŜŘ ǿƛǘƘ ƎǊƻǿƛƴƎ 
gaps in HDI and GPI between HDI-clŀǎǎƛŦƛŜŘ Ψvery highΩ ŀƴŘ ΨlowΩ ŎƻǳƴǘǊƛŜǎΦ vǳŀƭƛǘŀǘƛǾŜ ŀƴŀƭȅǎƛǎ ƘƛƎƘƭƛƎƘǘŜŘ ǘƘŜ ƴŜŜŘ ŦƻǊ ŜƭŀōƻǊŀǘƛƻƴ ƻŦ ΨŎƻƴǘƛƴǳƛǘȅ-of-
ŎŀǊŜΩ and inclusion of ΨǳƴŘŜǊǎǘŀƴŘƛƴƎ ǊƻƭŜǎκǊŜǎǇƻƴǎƛōƛƭƛǘƛŜǎ ƻŦ ǘŜŀƳ ƳŜƳōŜǊǎΩ ƛƴ ǘƘŜ DŜƴŜǊŀƭ tƘŀǊƳŀŎŜǳǘƛŎŀƭ /ƻǳƴŎƛƭΩǎ ǇǊƻŦŜǎǎƛƻƴŀƭ ǎǘŀƴŘŀǊds. Future 
work could study 2020/inequality-ŀŘƧǳǎǘŜŘ I5L ŘŀǘŀΣ ΨƘƛƎƘΩκΨƳŜŘƛǳƳΩ I5L ŎƻǳƴǘǊƛŜǎ ǘƻ ƛƳǇǊƻǾŜ ǾŀƭƛŘƛǘȅ ŀƭƻƴƎǎƛŘŜ /ƻǾƛŘ-19 impact on GDP and 
pharmacy.  
 
References 
1. Das J, Gertler P. Variations in Practice Quality in Five Low-Income Countries: A Conceptual Overview. Health Affairs 2007;26(2):296-309. 
2. Epstein M, Bing E. Delivering Health Care to the Global Poor: Solving the Accessibility Problem. Innovations: Technology, Governance, Globalization 
2011;6(2):117-121.  
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11. Reported Covid19 symptoms in patients on oral Disease Modifying Therapies for Multiple Sclerosis 
Rachel Dorsey-Campbell, Chandni Radia, Rina Gokani, Dionisio Delacruz, Teresa Felongco, Antonio Scalfari, Victoria Singh-Curry, 

Ashwini Nandoskar, Omar Malik, Richard Nicholas. Imperial College Healthcare NHS Trust 
 
Background 
There has been concern within the Multiple Sclerosis (MS) community regarding the potential increased risk of Covid19 infection in patients on 
Disease Modifying Therapies (DMTs). The latest guidance from the Association of British Neurologists (ABN) recommends to continue most oral DMTs 
during the pandemic. However there is limited real world data to advise on the risks. 
 
Objectives 
To identify the number of patients on oral DMTs in a single centre who had self-reported Covid19 symptoms. To identify how the percentage of 
patients reporting Covid19 infection compares to national infection rate. To identify whether there is a link between reported Covid19 symptoms and 
lymphocyte count prior to infection. 
 
Methods 
Patients on oral DMTs (dimethyl fumarate (DMF), teriflunomide (TF) and fingolimod FING)) were identified through a local database. The pharmacy 
team called patients during the pandemic to advise on adjusted DMT monitoring and medication delivery.  Patients were also asked if they had 
experienced any symptoms of Covid19 infection. Symptoms were defined as a new continuous cough, high temperature, loss of smell or taste. Most 
recent lymphocyte counts were obtained for each patient from pathology systems. A literature review was carried out that showed no current studies 
on this topic, as Covid-19 is a novel virus 
 
Results  
The average age of those on treatment was 45 (range 22 to 79 years), average estimated disability status scale (EDSS) 2.0 (range 0-6.5) and average 
time on DMT 3 years (range 0- 7 years). 463 patients on oral DMTs were identified (16 on TF, 132 on FING, 315 on DMF). 93% (430) of these were 

https://www.who.int/health_financing/tools/diagnostic/en/
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contacted. Of those asked 92% (394) reported no Covid19 symptoms and 8% (36) reported Covid19 symptoms (4 on TF, 9 on FING, 23 on DMF). 
According to a recent study by the UK Office of National statistics, of those individuals providing blood samples, 7% tested positive for antibodies to 
Covid19. Of those who reported symptoms the last recorded lymphocyte counts were all within accepted ranges, with a mean of 1.2 (TF 2.0, DMF 
1.5, FING 0.4).  
 
Conclusions 
In this real world review of patients on oral DMTS 8% of patients reported Covid19 symptoms. This is comparable to the national infection rate in the 
UK. There was no difference in lymphocyte counts amongst those who reported Covid19 symptoms vs those who did not. This data supports the 
advice of the ABN that these drugs should be continued during the Covid19 pandemic. Limitations include that this is a review that relied on patients 
accurately reporting symptoms and undertaking Covid19 tests as per Government guidance. 
This study did not require ethics approval. 
 
Reference 
Association of British Neurologists (2020). ABN guidance on the use of disease-modifying therapies in multiple sclerosis in response to the covid19 
pandemic. [Online] Available at: URL https://cdn.ymaws.com/www.theabn.org/resource/collection/65C334C7-30FA-45DB-93AA-
74B3A3A20293/ABN_Guidance_on_DMTs_for_MS_and_COVID19_05_Nov_2020.pdf [Accessed 17/03/2021]. 
UK Office of National statistics (2020). https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/conditionsanddiseases 
[Accessed 17/03/2021]. 
 
 

12. Evaluation of pharmacist medication review in a multi-disciplinary severe asthma clinic 
Lynn Elsey, Kate Newman, Jennifer King, Manchester University NHS Foundation Trust 

 
Adherence to maintenance therapy and correct inhaler technique are fundamental to supporting good asthma control, however adherence rates of 
<50% are often reported (1). Clinicians must frequently rely upon patient-reported adherence and technique when treating patients in outpatient 
settings.   The Severe Asthma New Patient One Stop Service involves a multidisciplinary team assessment including a specialist pharmacist review.  
tǊƛƻǊ ǘƻ ǘƘŜ ŀǇǇƻƛƴǘƳŜƴǘ ǘƘŜ ǇƘŀǊƳŀŎƛǎǘ ŎƻƴŦƛǊƳǎ ǘƘŜ ǇŀǘƛŜƴǘΩs adherence to their preventer inhaler and annual number of prednisolone courses 
using community and secondary care record data. In addition, the patient is asked about their level of adherence, whilst undergoing a specialist 
pharmacist assessment of their inhaler technique. 
 
Aim 
¢ƻ ŜǾŀƭǳŀǘŜ ǘƘŜ ǇƘŀǊƳŀŎƛǎǘΩǎ ǊƻƭŜ ƛƴ ƛŘŜƴǘƛŦȅƛƴƎ ǘƘŜ ŘƛŦŦŜǊŜƴŎŜ ōŜǘǿŜŜƴ ǇŀǘƛŜƴǘ-reported and confirmed adherence to inhaled therapy alongside 
inhaler technique. Alongside this, to determine the difference between patient-reported and pharmacy confirmed prednisolone courses over a 12-
month period and its impact on treatment escalation.  
 
Method 
Data from 50 new patient assessments over a three-month period were collected retrospectively.  This study did not require ethics approval.  The 
number of prescriptioƴǎ ŦƻǊ ǇǊŜŘƴƛǎƻƭƻƴŜ ŀƴŘ ǇǊŜǾŜƴǘŜǊ ƛƴƘŀƭŜǊǎ ƻǾŜǊ ǘƘŜ ǇǊŜǾƛƻǳǎ мн ƳƻƴǘƘǎ ǿŀǎ ŎƻƴŦƛǊƳŜŘ ǿƛǘƘ ǘƘŜ ǇŀǘƛŜƴǘǎΩ DtΣ ǇƘŀǊƳŀŎȅ ŀƴŘ 
hospital records. Patient-reported number of prednisolone courses and adherence to inhalers were recorded at the day case appointment.  Inhaler 
technique as assessed by a specialist pharmacist was recorded as poor, fair or good. Between-group differences in patient-reported and confirmed 
prednisolone courses and inhaler collections were assessed using a Wilcoxon signed-rank test.   
 
Results 
42 of 50(84%) patients reported good adherence. 39 of 42(92%) had good adherence as confirmed by pharmacy pickup rates.  18 of 50(36%) 
patients had good inhaler technique, 6(12%) had fair technique and 26(52%) had poor technique.  
There was a significant difference in the median number of patient-reported prednisolone courses over a 12-month period (3.58, IQR 1-5)) versus 
confirmed prescribed courses of prednisolone (2.96, IQR 1-4.25) over the same period (p=0.005). This led to a patient not being eligible for a 
biologic therapy in 4 cases.  
 
Conclusion 
Patient-reported inhaler adherence was similar to confirmed inhaler prescription collection, and for the majority of patients in our severe asthma 
cohort was good. Good inhaler technique was only seen in 36% of patients, which is similar to that reported in the literature.  Optimising adherence 
and inhaler technique with pharmacist support plays a vital role in optimising asthma control. The data highlights the need for pharmacist review 
and education as eaǊƭȅ ŀǎ ǇƻǎǎƛōƭŜ ƛƴ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŀǎǘƘƳŀ ǘǊŜŀǘƳŜƴǘΣ ōŜŦƻǊŜ ǘƘŜȅ ŀǊŜ ǊŜŦŜǊǊŜŘ ǘƻ ǘƘŜ ǎǇŜŎƛŀƭƛǎǘ ǎŜǊǾƛŎŜΦ   
Patients were found to over report prednisolone courses which can lead to unnecessary changes to asthma treatment.  Overall, the pharmacist 
review enabƭŜǎ ŀ ǘǊǳŜ ŀǎǎŜǎǎƳŜƴǘ ƻŦ ǎǘŜǊƻƛŘ ǘǊŜŀǘƳŜƴǘ ǊŜŎŜƛǾŜŘΣ ǿƘƛŎƘ ǿƛƭƭ ƘŀǾŜ ŀƴ ƛƳǇŀŎǘ ƻƴ ǘƘŜ ǎŜǾŜǊƛǘȅ ƻŦ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŀǎǘƘƳŀ ŀƴŘ Ŏŀn prevent 
unnecessary applications for biologic therapy.  
 
References 
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13. Compliance with trust guidelines on management of lower urinary tract infectionsς an audit 
Robert Fitzgerald, Shauna Henry, Leeds Teaching Hospitals NHS Trust (LTHT), Leeds 

 
Background 
Antimicrobial resistance is the biggest threat to modern day healthcare, potentially sending us back to a pre-antibiotic era. Since 2015 there has 
been a 32.5% increase in antibiotic-resistant blood stream infections, with E. coli being the most common1. Urinary tract infections (UTIs) are the 
leading cause of E. coli and gram-ƴŜƎŀǘƛǾŜ ƛƴŦŜŎǘƛƻƴǎ ŀƴŘ ŀǎ ǎǳŎƘ ƘŀǾŜ ōŜŜƴ ƛƴŎƭǳŘŜŘ ƛƴ bI{ 9ƴƎƭŀƴŘΩǎ /ƻƳƳƛǎǎƛƻƴƛƴƎ ŦƻǊ vǳŀƭƛǘȅ ŀƴŘ LƴƴƻǾŀǘƛƻƴǎ 
(CQUIN) scheme. To aid this, Public Health England (PHE) have also issued guidance on diagnosing UTIs2. While the 2019/20 CQUIN focused on 
diagnosis and treatment of UTI in over 65-year olds, this audit assess the compliance to NHS treatment pathway of all adults aged over 16 and 
ǳƴŘŜǊ ср ȅŜŀǊǎ ƻƭŘ ǘƘŀǘ ƘŀǾŜƴΩǘ ǇǊŜǾƛously been audited. 
 
 
 

https://cdn.ymaws.com/www.theabn.org/resource/collection/65C334C7-30FA-45DB-93AA-74B3A3A20293/ABN_Guidance_on_DMTs_for_MS_and_COVID19_05_Nov_2020.pdf
https://cdn.ymaws.com/www.theabn.org/resource/collection/65C334C7-30FA-45DB-93AA-74B3A3A20293/ABN_Guidance_on_DMTs_for_MS_and_COVID19_05_Nov_2020.pdf
https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/conditionsanddiseases
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Objective 
To assess appropriate diagnosis and treatment of UTIs in 16 to 64-year-olds at LTHT, with the expectation of 80% compliance in the following 
standards: 
1. Patients having symptoms of a UTI documented in their clinical notes 
2. The results of a urine dipstick test documented in their clinical notes 
3. Have had a midstream sample of urine (MSU) sent 
4. If appropriate, an antibiotic prescribed that complies with NICE/trust guidelines 
 
Method  
This study did not require ethics approval. All data were collected between September and October 2020. For this prospective audit patients with a 
documented indication of lower UTI and aged between 16 and 64 were identified using a daily antibiotic list, collated from the electronic 
prescribing system. Electronic medical notes were used to review symptoms, results (urine dipstick and sample) and drugs prescribed. Paper notes 
were checked if information was not available electronically. Patients who were pregnant, or had complicated, upper or catheter associated UTIs 
and urosepsis were excluded.  
 
Results 
Data were collected from 28 patients - 64% female and 36% male. 61% of patients had documented signs of a UTI. 68% had a documented urine 
dipstick result and 86% had an MSU sample sent.  89% of patients were prescribed antibiotics in line with trust guidelines. 39% of patients had met 
all of the criteria outlined above.  
 
Conclusions  
Despite appropriate antibiotics being prescribed in the majority of cases, overall, the number of patients meeting all the criteria was fairly low. 
However, meeting all the criteria is not a necessity to be deemed as suitable for antibiotics as set out in the PHE UTI guidance. For example, patients 
presenting with 2 or more symptoms of a UTI do not need a dipstick. Taking this into consideration the amount appropriately prescribed antibiotics 
was 46%. Improvements can be made through education and awareness of how and when to treat. Limitations include sample size, access to paper 
notes and assumptions over symptoms. Future work should include the reliability of dipstick tests and optimising the approach to UTI diagnosis.  
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14. Evaluating patient perceived clinical impact of ranitidine switches according to CCG guidelines 
F. Fuertes, E.Fielding, H. Yeung Lee, Barnsley Hospital NHS Foundation Trust, UK 

 
Background  
 Since 2019 there have been significant supply shortages of ranitidine, a histamine 2 receptor antagonist (H2RA), within the United Kingdom 
following repeated class two Medicines and Healthcare products Regulatory Agency drug recalls.1  
Ranitidine is primarily indicated and licensed for gastrointestinal conditions. Due to the recall, patients have now had their treatment 
changed. The Clinical Commissioning Group (CCG) had driven the switch of ranitidine to alternative treatments. This policy focused on initiating 
proton pump inhibitors (PPI) or dose optimising existing PPI therapy.   
 
Objectives  
To evaluate the clinical outcome after switching patients from their established ranitidine treatment to suitable alternatives following CCG switching 
guidance.  
 
Method  
A pharmacy stock management database generated the list of all ranitidine supplied to adult όҗму years), admitted to any medical 
ward during 2019. The record was analysed to include only patients who met the audit inclusion criteria and had been prescribed ranitidine prior to 
admission. The audit questionnaire was validated by the audit team. Patients were interviewed and contacted by telephone in November 2020. The 
data collection and interviews were conducted by the same person throughout the audit.  
53 patients were contacted by the telephone, with consent obtained in the first instance of the call. These patients had a minimum of 10 months 
post switch implementation guideline before the audit was conducted. Patients were asked a series of closed questions enabling self-evaluation on 
the clinical effectiveness prior and post ranitidine treatment switches. We focused on perceived symptom changes and symptom frequency. The data 
was collected from the telephone interview.  
Quantitative data was collected from the patient sample and summarised statistically to enable recognition of patterns, connections or 
relationships. This study did not require ethics approval.  
 
Results  
60.4% (n=32) of patients were switched to a PPI, 18.5% (n=10) stopped therapy and 7.5% (n=4) of patients were switched to an alternative H2RA or 
liquid antacid respectively, less than 5% of patients were treated with combined options including an alginate and PPI 3.8% (n=2) or H2RA alternative 
and PPI 1.9% (n=1). No patient was referred to a specialist.   
 56.6% (n=30) of patients felt symptoms had improved 18.9% (n=10) had worse symptoms and 24.5% (n=13) experienced no difference following the 
change to treatment. The largest improvement (60.4%) was observed in those switched to a PPI, however, of the 56.6% of improved patients all still 
experienced symptoms.  
 
Conclusion  
The majority of patients were switched to a PPI (60.4%) with only 7.5% of patients offered a H2RA alternative, due to CCG implementation guidelines 
for PPI as first line.   
 We are aware of the study limitations which are a small cohort of patients, patients lack of understanding of the drug switch and difficulty to 
remember their symptoms before the switch when the interview was conducted. However, this study has showed further exploratory work is 
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required to evaluate CCG guidance to include referral pathway for treatment failure and establishing a follow up guideline to optimise treatment 
across the NHS clinical practice and patients quality of care.  
  
References  
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15.A Retrospective Study Assessing Amikacin and Gentamicin Prescribing in Adult Patients at Cambridge University Hospitals  
Yee-Xi Gan, Dr. Christianne Micallef, Reem Santos, Patrick Lynch, Cambridge University Hospitals NHS Foundation Trust 

 
Background  
The therapeutic drug monitoring (TDM) guideline at Cambridge University Hospital (CUH) recommends specific dosing and levels for amikacin and 
gentamicin to minimise ototoxicity and nephrotoxicity1. Aminoglycoside doses are based on weight, renal function, age and trough / peak levels. 2 
previous audits evaluated adherence to this guideline, however additional information could have been included to further access adherence. The 
ƘƻǎǇƛǘŀƭΩǎ ŀƳƛƴƻƎƭȅŎƻǎƛŘŜ ¢5a ƎǳƛŘŜƭƛƴŜ ǿŀǎ ƳƻŘƛŦƛŜŘ ƛƴ !ǳƎǳǎǘ нлмфΣ whereby actual body weight (ABW) should be used with ideal body weight 
only being used for obese patients. The maximum recommended gentamicin dose was reduced to 480mg and patients above 80 years old should 
only receive 3mg/kg2. The use of aminoglycosides has also increased since the recommendation of gentamicin for upper urinary tract infection (UTI)3. 
This study aimed to evaluate adherence to the updated aminoglycoside TDM guideline.  
 
Objectives 
Audit standards: 

1. 100% of patients received an appropriate dose of aminoglycoside based on their weight, age, creatinine clearance and trough/peak levels 
2. 100% of patients were prescribed aminoglycosides for an indication approved by the guideline 
3. 100% of TDM levels were taken at appropriate times 
4. 100% of prescribers followed guideline advice on how to action out-of-range levels 

 
Method 
This study did not require ethics approval. Data from 162 patients who received aminoglycosides in September 2019 was obtained retrospectively 
from the electronic health record (EPIC). Appropriateness of dosing was assessed according to weight, renal function, age and TDM. Aminoglycoside 
use in pediatrics, patients with cystic fibrosis, surgical prophylaxis, trial without catheter and non-intravenous administration were excluded.  
 
Results  
150 patients received gentamicin and 12 patients received amikacin. The most common indication for gentamicin and amikacin is  upper UTI and 
neutropenic sepsis respectively.  108/162 (66.7%) patients received appropriate aminoglycoside doses and 20/25 (80%) had trough levels taken at 
appropriate times; an improvement on previous audits. The lack of awareness of ABW, age-based and renal-based dosing were the three most 
common reasons for dosing error.  5/6 (83%) patients with out-of-range TDM levels were managed appropriately. Although 99.4% (161/162) patients 
received aminoglycoside for an appropriate indication, poor documentation of the aminoglycoside indication was noted in 94 patients (58%). These 
patients received gentamicin for UTI, however there was no clear documentation on whether this was upper or lower UTI. As there are different 
recommended treatments for upper and lower UTI, there is a possibility that patients with lower UTI received aminoglycosides and thus, the reliability 
of this result cannot be determined.   
 
Conclusion  
Aminoglycoside prescribing and monitoring is improving. There is a need to increase awareness of weight-, age- and renal-based dosing and to 
improve documentation of the indication, particularly for UTI.  
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16. Would patients take part in an antibiotic amnesty campaign beyond antibiotic awareness week? 
Aisha Ali, Areeba Mansoor, Gill Hawksworth, Mamoon Al-Deyab, Sarah Frank, University of Huddersfield. Huddersfield,  

Philip Howard. University of Leeds 
 

Background 
At least 700,000 people die worldwide each year from antimicrobial-resistant infections (AMR) (O'Neill, 2016)¹. The primary driver for AMR is the 
inappropriate use of antibacterial agents including excess duration of therapy alongside inappropriate antibiotic use behaviours (Lushniak, B. D. 
2014)². 
Unused medicines are a growing problem within the healthcare sector costing the National Health Service an estimated £300 million every year 
(Medicines waste uk,2019)³. These include using leftovers from unfinished courses and antibiotics entering the environment contributing to the 
problem of AMR.  
Antibiotic amnesty campaigns promote AMR and safe use of medicines routinely in antibiotic awareness week (AAW) and have been conducted for 
many years encouraging  the public to hand in any unwanted, unused or expired antibiotics. 
This project aimed to evaluate the impact and feasibility of an ongoing antibiotic amnesty campaign in community pharmacies outside AAW. 
 
Objectives  
To identify consenting community pharmacies to take part in an antibiotic amnesty campaign and collect data during a 5 week period on the return 
of unused or out of date antibiotics and to compare this to the returns to the pharmacies in a control group. 
To ask patients about their willingness to return antibiotics to community pharmacies.  
 

https://www.gov.uk/government/organisations/medicines-and-healthcare-products-regulatory-agency
https://assets.publishing.service.gov.uk/media/5dd568dce5274a06e4c4f80b/EL__19_A_37_Final.pdf
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Method  
This study required and received ethics approval.  
Ten consenting pharmacies were randomly divided into two groups: a control group and an intervention group. The campaign was promoted in the 
intervention group through poster displays with public information leaflets. During the five-week data collection period (Jan/Feb 2020), data on 
returned antibiotics (number and cost) was collected weekly, by researchers, from all participating pharmacies. In the intervention pharmacies, the 
contents of the campaign antibiotic returns box was compared to any antibiotics in the normal returned medicines in the control group. 
Piloted patient questionnaires were used to obtain views and behaviours around antibiotics use during the weekly visits. 
 
Results  
257 patient consented to complete a questionnaire with researchers. 33% of patients did not complete their antibiotic courses, reasons include feeling 
better and side effects experienced. 79% of participants obtained their antibiotics from community pharmacies, 14% from hospitals, 3% being from 
family /friends, 2% were own left overs with2%from the internet.  Differences in patient behaviour towards antibiotics was found when compared to 
normal medicines. Patients were less likely to return antibiotics to pharmacies, or throw in a bin, but more likely to keep them at home for future 
use, especially patients aged over 40 years with younger patients (under 40 years) much more likely to share their antibiotics with others. This 
highlighted age-related differences in behaviours towards antibiotics.   
 
Conclusion  
The patient questionnaire found a difference in patient behaviours towards antibiotics when compared to normal medicines. This study highlighted 
that an ongoing antibiotic amnesty campaign in community pharmacies could be sustainable beyond antibiotic awareness week.  
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17. Is it worth running antibiotic amnesty campaigns beyond antibiotic awareness week? Pharmacists view 
Aisha Ali, Areeba Mansoor, Gill Hawksworth, Mamoon Al-Deyab, Sarah Frank, University of Huddersfield. Huddersfield,  

Philip Howard. University of Leeds 
 

Background 
At least 700,000 people die worldwide each year from antimicrobial-resistant infections (AMR) (O'Neill, 2016)¹. The primary driver for AMR is the 
inappropriate use of antibacterial agents including excess duration of therapy alongside inappropriate antibiotic use behaviours (Lushniak, B. D. 
2014)². 
Unused medicines are a growing problem within the healthcare sector costing the National Health Service an estimated £300 million every year 
(Medicines waste uk,2019)³. These include using leftovers from unfinished courses and antibiotics entering the environment contributing to the 
problem of AMR.  
Antibiotic amnesty campaigns promote AMR and safe use of medicines routinely in antibiotic awareness week (AAW) and have been conducted for 
many years encouraging  the public to hand in any unwanted, unused or expired antibiotics. 
This project aimed to evaluate the impact and feasibility of an ongoing antibiotic amnesty campaign in community pharmacies outside AAW.  
 
Objectives  
To recruit consenting community pharmacies for an antibiotic amnesty campaign and to collect data during a 5 week period on the unused or out of 
date antibiotics returned and to compare this to normal waste returns to the pharmacies in a control group. 
To obtain views from community pharmacists on the amnesty campaign, and antibiotic returns. 
 
Method  
This study required and received ethics approval.  
Ten consenting pharmacies were randomly divided into two groups: a control group and an intervention group. The campaign was promoted in the 
intervention group through poster displays with public information leaflets. During the five-week data collection period (Jan/Feb 2020), data,on 
returned antibiotics (number and cost) was collected weekly, by researchers, from all participating pharmacies. In the intervention pharmacies, the 
contents of the campaign antibiotic returns box was compared to any antibiotics in the normal returned medicines in the control group. 
Piloted questionnaires on the campaign were completed at the end of the data collection period by pharmacists 
 
Results  
100% of unwanted antibiotics where returned to four of the intervention pharmacies (5 out of 8 antibiotic prescriptions dispensed). This compared 
to only 1 of the 5 control pharmacies. It had seven antibiotic courses returned. 90% of pharmacists stated that they rarely receive antibiotic returns 
outside of a campaign. Barriers included lack of staff and patient engagement. 
90% of pharmacists agreed that running an antibiotic amnesty campaign encourages the general public to think about their misuse of antibiotics to 
help prevent resistance. The small number of pharmacies involved are a limitation compared to previous UK amnesty campaigns. 
 
Conclusion  
During the study, pharmacies who rarely received antibiotic returns, saw between one to three antibiotics being returned. Posters and leaflets were 
effective in influencing the public to return unused antibiotics to community pharmacies. These results and pharmacist questionnaires highlighted 
that an ongoing antibiotic amnesty campaign in community pharmacies could be sustainable beyond antibiotic awareness week.  
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1. O'Neill, J (2016). Tackling drug- resistant infections globally: Final report and recommendations. Retrieved from https://amr-
review.org/sites/default/files/160525_Final%20paper_with%20cover.pdf  
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18. Analysis of Dispensing During Extended Pharmacy Weekend Hours 
Ross Henderson, David Gibson, County Durham and Darlington NHS Foundation Trust, Darlington 

 
Background 
Providing 7-day NHS services has been a priority for the last decade. The delivery of hospital pharmacy on a weekend varies across different trusts.  
This study took place in an NHS trust where two dispensaries service two acute hospitals and six community hospitals. Usually a dispensary only 
service is available from 09:00 ς 13:00 on a Saturday. During April and May 2020, the service was extended to support anticipated demands from 
COVID-19. This consisted of opening from 09:00 ς 15:00 on both Saturday and Sunday with two additional pharmacists at each acute hospital. 
 
Objectives  
This study aimed to evaluate whether 7-day pharmacy opening, altered the number of dispensing actions on days of the week, by comparing 
dispensing from two months, one year apart. 
 
Method 
Retrospective data was collected from Ascribe, the pharmacy dispensing software. Lists of all dispensing actions between 1st April and 31st May 2020 
and for the same months in 2019, were transposed to Microsoft Excel for analysis.  
Dispensing actions were grouped into four categories: dispensing for discharge, inpatient dispensing (labelled to patients), temporary stock requests 
and ward top-up dispensing. 
Through use of pivot tables, the mean number of dispensing actions, for each category of dispensing, that took place on each day of the week could 
be compared for 2019 and 2020. Bank holidays were excluded from analysis. 
This study did not require ethics approval. 
 
Results 
The total number of dispensing actions in the 2020 months was 71,223 compared with 88,879 in 2019.  
The dispensing actions that occurred on a weekend rose from 5% in 2019 to 8% in 2020, as a percentage of the total dispensing actions. Throughout 
the week, ward top up dispensing fell from 35% in 2019 to 30% in 2020, with dispensing increasing in the other three categories. Values represent 
percentage of total dispensing actions. 
The number of items dispensed for discharge over the weekend rose from 2% to 9% of the total discharge dispensing.  
This increase in weekend discharge dispensing, appeared to reduce the peak in discharges dispensed on a Friday, observed in 2019.  
The extended service demonstrated a large increase in items dispensed to patients on a weekend (424 items in 2019; 1024 items in 2020). Further 
analysis showed the majority of these items were inhalers, topical preparations, insulin and eye products. This dispensing also included restricted 
antibiotics and prescriptions for the Recovery trial. 
 
Conclusions 
Conclusions were limited by other differences between the year groups compared, beside the pharmacy weekend service. Many trends were thought 
to relate to greater changes in hospital practices due to the COVID-19 pandemic. 
Patient specific items, dispensed on a Sunday represent prescriptions, which would have required a nurse to decide whether to omit the medication 
or contact the on-call pharmacist, if the Sunday service had not been available. 
The study provided evidence in support of funding the extended service permanently.  
 
References  
1. Department of Health and Social Care. 7-day NHS services: a factsheet. London: Stationary Office; 2015  
2. NHS improvement. Seven-day services in the NHS https://improvement.nhs.uk/resources/seven-day-services/ (accessed 29 November 2020) 
 
 

19. Discharge prescribing pharmacists reduce errors and time taken to discharge readiness 
Eleanor Bradshaw and Rachael Hinchliffe, Pharmacy Department, Pinderfields General Hospital, Wakefield 

 
Background 
Historically, patients were told by the medical team during the morning that they were medically optimised for discharge (MOFD) and could go home, 
but their discharge summary (DS) would not be completed until after the ward round, causing delays in the discharge process. Some patients were 
discharged without (often critical) discharge medicines or their letter; NICE states that a patient should receive a copy of their discharge letter on 
their day of discharge and the GP should receive this within 24 hours1. As reportedly 30-70% of patients have unintentional medication changes when 
admitted to or discharged from hospital2, discharge prescribing should be carefully undertaken to reduce the risk of errors.  
In January 2020 two independent pharmacist prescribers were recruited to contribute to the completion of DSs on a respiratory ward (56 beds, 
average 48 discharges per week). 
 
Objective 
The objective was to measure improvements in safety and reduction in time taken for the discharge process following the intervention. 
 
Method 
A baseline audit (85 patients) was conducted over 2 weeks (22/01/20-07/02/20) prior to the introduction of the new role. The date and time were 
recorded of the following: patient MOFD, DS complete, clinical check by pharmacist and medication ready, feedback and errors were also recorded.  
Two pharmacists were embedded within the medical team during February 2020.  Post intervention data (95 patients) were collected from 21/09/20-
04/10/20. 
 
Results 
Pharmacists completed 60% of DSs and the project demonstrated a 99 minute reduction in the average time taken from MOFD to DS completed by a 
pharmacist (from 271 to 172 minutes); an average reduction of 218 minutes from MOFD to validation by another pharmacist (from 417 to 199 
minutes) and 171 minutes were saved from MOFD to the medication being ready on the ward (from 470 to 299 minutes). 
Pre-intervention, 47% of DSs had errors compared with 5% of DSs post-intervention. Also, patients were discharged from the ward earlier in the day 
post-intervention, with 58% discharged before 6pm compared to 42% previously. 
The Covid-19 pandemic has been a limitation during the re-audit due to redeployment of regular ward staff and complex non-respiratory patients. 
Feedback from ward/pharmacy staff was all very positive. This study did not require ethics approval. 
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Conclusions 
During this audit, pharmacists completed the majority of DSs, significantly faster, earlier in the day and with fewer errors compared to baseline data; 
they were unable to complete all DSs due to time constraints.   All patients who were discharged with a pharmacist-written DS had documentation 
and medicines before they left hospital.  This ensured that critical medicines were not delayed and all relevant information was passed onto the 
patient and necessary organisations.   
 
References 
1. National Institute for Health and Care Excellence. Transition between inpatient hospital settings and community or carehome settings for adults 
with social care needs, NICE; 2015. (NICE guideline [NG27]). https://www.nice.org.uk/guidance/ng27 (accessed03/12/20). 
2. National Institute for Health and Care Excellence. Medicines optimisation: the safe and effective use of medicines to enable the best possible 
outcomes, NICE; 2015. (NICE guideline [NG5]). https://www.nice.org.uk/guidance/ng5 (accessed03/12/20). 
 
 

20. Impact of implementing an electronic prescribing and medicines administration (EPMA) system 
Ramandeep Kaur, University Hospitals of Leicester NHS Trust, Leicester 

 
Background 
Paperless healthcare technology has been in existence for several decades in small pockets globally however in the last five years there has been 
significant government pressure in the UK to advance in digital innovation to provide better patient outcomes1. 
The trust started implementation of EPMA in November 2011 but paused in 2014 after rollout to only twenty eight wards due to multi-factorial 
reasons. Rollout of the same system was recommenced in October 2018 to a further 120 clinical areas in a year to negate the risks associated with 
rewriting charts, paper charts going missing and a drive for the Trust to become as paper-lite as possible. There are no studies investigating the impact 
of recommencing the implementation of an EPMA system in England following previous partial rollout. 
 
Objectives 

¶ Audit paper prescription charts versus EPMA charts against 27 standards of the Leicestershire Medicines Code over one month 

¶ To establish if the implementation of EPMA to the remaining clinical areas improves prescribing 
 
Method  
A Quasi data collection tool was developed against 27 standards in line with the Leicestershire Medicine Code (LMC)2. In May 2019, ten charts each 
on six EPMA wards and six paper wards were selected for analysis. This study required and received ethics approval as part of MSc project.  
 
Results  
120 charts (60: EPMA, 60: paper) were sampled. Of the 27 standards key findings were:  

¶ 100% of drug name legibility on EPMA vs 57% on paper  

¶ 100% of prescriptions signed on EPMA vs 94% on paper  

¶ 100% of prescriptions dated on EPMA vs 98% on paper 

¶ 100% of timings of administration specified on EPMA vs 68% on paper 

¶ 100% completion rate of VTE risk assessment on EPMA vs 43% on paper  

¶ 100% documentation of indication on antimicrobials on EPMA vs 59% on paper  
However, not all standards were met at 100% and there were a number of standards where the introduction of EPMA showed negligible or no 
improvement including: 

¶ 58.30% documentation of weight on EPMA vs 46% on paper 

¶ 97% documentation of allergy status on EPMA vs 93% on paper 

¶ 0% of prescriptions contained a bleep number of prescriber on EPMA vs 3% on paper 
 
Conclusion  

¶ There was some benefit to the implementation of an EPMA system however it did not remove all errors and not all standards were met at 
100%. 

¶ The main limitation was sample size due to time constraints. 

¶ Further trust level work could include disseminating findings of the project to the medication safety team and multidisciplinary healthcare 
professional groups to highlight the areas of good practice and areas for improvement. 

¶ A re-audit of the prescribing standards against the LMC and collaboration with other trusts to identify benefits realisation associated to 
the implementation of EPMA and improving better patient outcomes would be further recommendations.  

 
References 
1) Kaur, R. The impact of introducing electronic prescribing and medicines administration systems in a NHS hospital in England. Dissertation submission 
for MSc Leadership and Innovation. 2019  
2) McKechnie, E. Leicestershire Medicines Code Policy. University Hospitals of Leicester NHS Trust. 2016 
 
 

21. The Role of a Specialist Inflammatory Bowel Disease pharmacist in a virtual biologic clinic (VBC) 
Jon Kwok (Lead prescribing pharmacist in Gastroenterology), Lancashire Teaching Hospitals NHS Foundation Trust, Preston 

 
Context 
Biological therapies play an important role in managing complex IBD patients, but they also post significant risk to patients if not managed or 
monitored appropriately. The lack of consistency in clinician follow ups and reviewing treatment outcomes pose significant risks to patient safety. 
The gastroenterology team at LTHTR have been actively reviewing and improving the IBD service to meet the growing demands of the local 
population. The VBC has become established to ensure prescribing and monitoring of biological therapies is in line with national and regional 
guideline. 
 
 
 
 

https://www.nice.org.uk/guidance/ng27
https://www.nice.org.uk/guidance/ng5
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Strategy 
The Plan-Do-Study-Act (PDSA) cycle was utilised to implement changes as one of the Trust continuous improvement projects. All IBD patients are 
reviewed and discussed at the weekly VBC prior to their biologic treatment doses. Recommendations are made and the patient management plan is 
updated upon each review. Data was collected over a 34 week period. This study did not require ethics approval. 
 
Measurement for improvement 
Database for each biologic therapy is updated on regular basis. Data including standard blood and disease monitoring, dosing interval, funding 
application status is recorded and analysed on weekly interval. Monthly reports are presented to the clinical team as part of the continuous 
improvement project. Pharmacist intervention is logged as a qualitative measure. 
 
Effects of changes 
From the 1080 patients reviewed during the 34 week period, 97.4% of patients now have regular review on their biological therapies compared to 
60% prior to introduction of VBC. Disease reassessment and monitoring of treatment outcome (as per national standard) is streamlined where 
blood test and faecal calprotectin test are arranged for all new patients at the start of the treatment. Compliance with national and regional 
pathway improved from 58% to 90%. The high cost drug funding completion rate has also risen from 46% to 96%. A 20% increase in homecare 
referrals have been observed since the introduction of VBC as the team actively transfer all eligible patients onto the homecare pathway. Patient 
treatment has been optimised in a safe and timely manner that could result in an estimated £100k annual saving to the Trust.  
 
Conclusion 
Pharmacist involvement is vital to ensure biological therapy is prescribed, ordered and supplied in a safe and timely manner. Any potential drug-
drug interactions and non-compliance with medications are highlighted by pharmacist in VBC. It shows that the presence of pharmacist in the VBC 
can minimise prescription duplication and reduce medicine wastage. It also enhances communication between the IBD team and pharmacy 
homecare team resulting in efficient homecare referral. Clinic letter template, clinician follow-up and relevant monitoring are standardised and 
streamlined to maintain high level of care. Clinicians feel more confident in managing patients with complicated IBD and appreciate the additional 
clinical support from the VBC. It has been suggested that extra clerical and pharmacy technician support may provide a better skill mix and more 
time efficient clinic time. There are plans for the introduction of a pharmacƛǎǘ ƭŜŘ L.5 ƳŜŘƛŎŀǘƛƻƴ ƘŜƭǇƭƛƴŜ ǘƻ ƳŀƪŜ Ŧǳƭƭ ǳǎŜ ƻŦ ǇƘŀǊƳŀŎƛǎǘΩǎ ŜȄǇŜǊǘ 
knowledge. 
 
 

22. Experience of a Hospital Led Community Vaccination Program ς Adapting to our changing environment 
Heather Mackenzie, Vinod Chellaram, Northern Health, Epping 

 
Context 
The quality improvement project outlined below was conducted at the Northern Hospital, ǘƘŜ ƪŜȅ ǇǊƻǾƛŘŜǊ ƻŦ ǇǳōƭƛŎ ƘŜŀƭǘƘ ŎŀǊŜ ƛƴ aŜƭōƻǳǊƴŜΩǎ 
northern region, with over 555,000 people in its primary and secondary catchment areas. This project did not require ethics approval.  
Northern Health delivers an annual influenza program for patients, staff and the community.  In Australia, the National Immunisation Program (NIP)1 
funds the influenza vaccine for those meeting eligibility criteria, for example those with chronic medical conditions.  Those who do not meet the 
inclusion criteria for the NIP are provided with vaccines funded by the hospital. This report focuses on the community arm of the program.  
The program is run by a multidisciplinary working group.  Membership of the working group includes representatives from infectious diseases, 
pharmacy, infection prevention, nursing, corporate communications, finance, information technology, engineering, and volunteers. 
 
Problem 
In previous years, the community influenza vaccination program was operated within the main hospital foyer.  However, in 2020, within the context 
of the COVID-19 pandemic, non-essential visits by community members into the hospital was minimised. An alternative program location for 
vaccinating the community was required.   
The group met on a fortnightly basis, from two months prior to implementation until two weeks post, initially scoping the problem, identifying and 
evaluating possible solutions and then implementing and monitoring the chosen model.  
Based on historical figures, the target was to vaccinate 20,000 individuals, with appropriate social distancing essential. The program runs throughout 
autumn; therefore weather conditions needed to be considered.  
 
Assessment of the problem 
Each representative was given responsibility for different aspects of the program. Pharmacy was responsible for the form used for patient assessment 
and vaccine administration, development and provision of educational resources for nurse immunisers, supply and storage of the vaccine and ensuring 
the safety of the vaccination process. Legislation within Victoria at the time prevented hospital pharmacists from administering the vaccine.  
¢ƘŜ Ǉƭŀƴ ǿŀǎ ŦƻǊ ŀ ΨŘǊƛǾŜ-ǘƘǊƻǳƎƘΩ ƳƻŘŜƭΣ where individuals would be vaccinated and monitored in their car.  However, pharmacy raised concerns 
around visibility in this setting.  Instead, an adapted model was used where the vaccinations took place in a building within the hospital grounds, not 
utilised for patient care, and patients were then monitored in designated socially distanced seating outside of their cars.  Appointments were booked 
online. 
 
Effects of changes 
The program ran seven days per week, commencing on 20th April 2020 for six weeks. Approximately 21,000 vaccines were administered, without 
any cases of community transmission of COVID-19.   
 
Conclusions 
!ƴ ŀŘŀǇǘŜŘ ΨŘǊƛǾŜ-ǘƘǊƻǳƎƘΩ ƳƻŘŜƭ ŦƻǊ ƛƴŦƭǳŜƴȊŀ ǾŀŎŎƛƴŜ ŀŘƳƛƴƛǎǘǊŀǘƛƻƴ ǿŀǎ ǎǳŎŎŜǎǎŦǳƭƭȅ ƛƳǇƭŜƳŜƴǘŜŘΦ DƛǾŜƴ ǘƘŜ ŀƴǘƛŎƛǇŀǘŜŘ ǿƛŘŜ-spread roll-out of 
the COVID-19 vaccine, this may be a methodology which could be adopted to support this process. 
The main roles of pharmacy were production of the form, education, process review, supply and storage of the vaccine. The legislation around hospital 
pharmacists administering vaccines has now changed and this enhanced role is something which can be re-reviewed in the future. 
 
Reference 
1. Australian Government Department of Health: National Immunisation Program Schedule. https://www.health.gov.au/health-
topics/immunisation/immunisation-throughout-life/national-immunisation-program-schedule#flu-influenza-vaccines (accessed 7 November 2020) 
 
  

https://www.health.gov.au/health-topics/immunisation/immunisation-throughout-life/national-immunisation-program-schedule#flu-influenza-vaccines
https://www.health.gov.au/health-topics/immunisation/immunisation-throughout-life/national-immunisation-program-schedule#flu-influenza-vaccines


20 

23. Real-world efficacy and safety of a three-month trial of erenumab for chronic migraine 
Lesley Murray, Heather McGivern, Laura Stobo, Pharmacy Services, Queen Elizabeth University Hospital, NHS Greater Glasgow 

and Clyde 
 
Background 
Chronic migraine is defined as 15 or more headache days per month for at least three months, of which eight or more are migraines.1   
Erenumab is a human monoclonal antibody that binds to the calcitonin gene-related peptide receptor, thus preventing migraine attacks.1  

In the NHS GGC guideline, erenumab is approved for prophylaxis in patients who have trialled four prior prophylactic treatments in addition to Botox®.2 
A positive response is defined as eitƘŜǊ ŀ җол҈ ǊŜŘǳŎǘƛƻƴ ƛƴ ƘŜŀŘŀŎƘŜ Řŀȅǎ ƻǊ ŀ җрл҈ ǊŜŘǳŎǘƛƻƴ ƛƴ ƳƛƎǊŀƛƴŜ Řŀȅǎ όǎŜǾŜǊŜ ƘŜŀŘŀŎƘŜ ǎŎƻǊƛƴƎ җт ƻǳǘ ƻŦ 
10) from baseline.  
The most common side effects reported are injection site reactions (4.5%), constipation (3.2%), muscle spasms (2.0%) and pruritus (1.8%).3  
 
Objective(s) 

1. Determine baseline demographics, including previous migraine prophylactic treatments. 
2. Determine number of patients demonstrating a positive response. 
3. Describe side effect profile experienced in patient cohort. 

 
Method 
Patients prescribed erenumab at prescribing pharmacist or nurse clinic between March and October 2020 were included. Data was collected at 
baseline and 3 month review appointment.  Electronic medical records and local Access database were reviewed to extract information and recorded 
on an Excel spreadsheet.   
 
Results 
Seventy patients were included.  Mean age of patients was 45 years (range 18ς74), and 86% were female. Mean of previous prophylactics trialled 
was 7.3 (range 4-12) and mean baseline headache days was 26 (range 15-28).  
Overall, 79% (n=55) experienced a positive response 
ω пт҈ όƴҐооύ ƘŀŘ ǊŜŘǳŎǘƛƻƴ ƛƴ ōƻǘƘ ƘŜŀŘŀŎƘŜ ŀƴŘ ƳƛƎǊŀƛƴŜ Řŀȅǎ  
ω ф҈ όƴҐсύ ƘŀŘ җол҈ ǊŜŘǳŎǘƛƻƴ ƛƴ ƘŜŀŘŀŎƘŜ Řŀȅǎ ƻƴƭȅ 
ω но҈ όƴҐмсύ ƘŀŘ җрл҈ ǊŜŘǳŎǘƛƻƴ ƛƴ ƳƛƎǊŀƛƴŜ Řŀȅǎ ƻƴƭȅ 
ω нм҈ όƴҐмрύ ƘŀŘ ƴƻ ǊŜǎǇƻƴǎŜ  
Seventy percent (n=49) of patients achieveŘ ŀ җрл҈ ǊŜŘǳŎǘƛƻƴ ƛƴ ƳƛƎǊŀƛƴŜ Řŀȅǎ ŎƻƳǇŀǊŜŘ ǘƻ ŀ пм҈ ǊŜǎǇƻƴǎŜ ƛƴ ǘƘŜ ǇǳōƭƛǎƘŜŘ ǘǊƛŀƭΦ1 
Side effects included constipation (33%), hair loss (3%), injection site reactions, fatigue, itch (all 2%), blistering, restless legs, rash, nausea, diarrhoea, 
insomnia, flushes (all 1%).  Erenumab was discontinued in 2% of patients due to adverse effects.  
 
Conclusion 
A surprisingly high response rate was observed at 3 months. Twelve month data are required to determine if the effect is sustained. Incidence of 
constipation was greater than expected. 
Response to erenumab has resulted in fewer return appointments to headache clinic. Adherence to guideline in terms of required number of prior 
prophylactic treatments was 100%. Development of a prescribing pharmacist-led clinic improved access to erenumab and reduced waiting times. The 
pharmacist is now an integral member of the headache team. 
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24. Assessing Guideline Compliance Regarding Statin Prescribing in Secondary Prevention of Acute Coronary Syndrome 
Ross Nicol, Lewis Cameron, Kirsty Quail, Joanna Dougall, University of Strathclyde, Glasgow 

 
Background 
NICE advocates high-intensity statin therapy in secondary prevention of Acute Coronary Syndrome (ACS).1 The recommended regimen, atorvastatin 
80 mg, is associated with intense LDL-cholesterol reductions and enhanced pleiotropic effects. Lipid profiles should be measured within three months; 
targeting җ40% non-HDL cholesterol reduction. Further non-HDL cholesterol measurements are recommended annually. High-intensity statin therapy 
may be associated with increased adverse effects, with elderly patients at potentially greater risk, however, NICE do not consider patients ineligible 
for atorvastatin 80 mg based on age alone.1,2  
 
Objectives 

¶ assess statin prescribing following ACS diagnosis, across age groups.  

¶ assess compliance with lipid monitoring following ACS diagnosis.  
 
Methods 
This study did not require ethics approval. 
Inclusion criteria included patients diagnosed with ACS from May to July of 2015, 2016 and 2017 within the health board, prescribed a statin during 
the investigation period. Exclusion criteria included patients not prescribed statins and those in age-ranges with limited sample size. 
Prescribing and monitoring data were gathered from the health board electronic patient information system, Clinical Portal®.  
Prescribing compliance was analysed by determining prescribing frequency of varying statin doses on discharge across 10-year age-ranges from 30 to 
99 years-of-age.  
Lipid monitoring was assessed by calculating percentages of patients with full lipid profiles or total cholesterol recorded annually. This was followed 
up for a maximum of four years following discharge.  
 
Results 
794 patients were included in the study.  

https://www.medicines.org.uk/emc/product/10297/smpc
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Atorvastatin 80 mg was more commonly prescribed in patients under 70-years-of-age (38.4% (n=161/419) compared to patients over 70-years-of-
age (16.9% (n=57/338)). High-intensity statin regimens were under-prescribed in patients over 60-years-of-age (n=272/512). Atorvastatin 80 mg was 
prescribed most in patients aged 40 to 49-years-of-age (47.7% (n=31/65)). No patients aged 90 to 99-years-of-age received atorvastatin 80 mg (0.0% 
(n=0/26)). 
The proportion of patients receiving lipid monitoring decreased each year, with 66.6% (n=529/794) monitored during the year of admission, but only 
52.5% (n=136/259) monitored four years following discharge. Across all years, lipid monitoring was more commonly total cholesterol only (52.5% 
(n=136/259) to 66.6% (n=529/794)) than full lipid profiles (43.2% (n=112/259) to 47.9% (n=350/730)). 
 
Conclusions 
Guidelines recommend atorvastatin 80 mg in secondary prevention of ACS for patients who are not at increased adverse reaction risk. It would be 
predicted more patients were suitŀōƭŜ ŦƻǊ ŀǘƻǊǾŀǎǘŀǘƛƴ ул ƳƎ ǘǊŜŀǘƳŜƴǘ ǘƘŀƴ ƻōǎŜǊǾŜŘΣ ƛƴŘƛŎŀǘƛƴƎ ǇǊŜǎŎǊƛōŜǊǎΩ ƎǳƛŘŜƭƛƴŜ ŎƻƳǇƭƛŀƴŎŜ ŎƻǳƭŘ ƛƳǇǊƻǾŜΦ 
Prescribers perhaps exercised caution in elderly patients due to fears regarding adverse effects, or incomplete guideline awareness. Patients not 
prescribed atorvastatin 80 mg, without clinical reasoning, are denied incremental benefits this regimen offers.  
[ƛǇƛŘ ƳƻƴƛǘƻǊƛƴƎ ǿŀǎ ǎǳōƻǇǘƛƳŀƭΣ ǿƛǘƘ ƻƴƭȅ псΦм҈ ƻŦ ǇŀǘƛŜƴǘǎΩ Ŧǳƭƭ ƭƛǇƛŘ ǇǊƻŦƛƭŜ ǊŜŎƻǊŘŜŘ ƻƴŜ ȅŜŀǊ ŀŦǘŜǊ ŘƛǎŎƘŀǊƎŜΦ CƻǊ ǘƘŜǎŜ ǇŀǘƛŜƴǘǎΣ ŀ җп0% non-HDL 
cholesterol reduction cannot be guaranteed. The decreasing proportion of patients receiving lipid monitoring suggests many are not reviewed 
annually, or reviews are completed inappropriately. The frequency which total cholesterol only was measured, without full lipid profiles, further limits 
clinical reviews. Clinicians should therefore endeavour to improve monitoring to aid clinical assessment.  
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25. Audit of effectiveness of statins in lowering cholesterol following ACS 
Kirsty Quail, Joanna Dougall, Ross Nicol, Lewis Cameron, University of Strathclyde, Glasgow 

 
Background 
Statins are regarded as a key drug therapy in secondary prevention following acute coronary syndrome (ACS). It is essential this patient group is 
treated with an optimal statin therapy to prevent subsequent events and associated morbidity and mortality. Publication of new NICE guidance in 
2014 put atorvastatin 80 mg as the statin of choice in our health board. However, prescribed statin therapy still varies. NICE recommends 
measurement of cholesterol levels within three months of high-intensity statin initiation, during which a minimum non-high-density lipoprotein (non-
HDL) reduction of 40% should be achieved1.  
 
Objectives 

- To determine the mean percentage total and low-density lipoprotein (LDL) cholesterol reductions in patients treated with statins 
- Compare the results in patients taking a statin prior to admission and statin-naïve patients 

 
Method  
This study did not require ethics approval. 794 patients discharged from hospital in the months from May to July in 2015, 2016 and 2017 on one of 
five statin therapies (atorvastatin 20 mg, 40 mg and 80 mg and simvastatin 40 mg and 20 mg) were included. Data was assessed retrospectively over 
a five-year period (2015-нлмфύ ǳǎƛƴƎ ǘƘŜ ƭƻŎŀƭ ƘŜŀƭǘƘ ōƻŀǊŘǎΩ ŜƭŜŎǘǊƻƴƛŎ ŘŀǘŀōŀǎŜ /ƭƛƴƛŎŀƭ tƻǊǘŀƭϯΦ 5ŀǘŀ ŎƻƭƭŜŎǘŜŘ ƛƴŎƭǳŘŜŘ ǘƻǘŀƭ ŎƘƻƭŜǎǘŜǊƻƭ ŀƴŘ [5[ 
cholesterol on admission and annually thereafter. LDL cholesterol was used instead of non-HDL, as non-HDL cholesterol was not reported. The data 
was analysed using Microsoft excel to calculate percentage reduction of total or LDL cholesterol for each therapy. 
 
Results 
Patients on atorvastatin 80 mg had the largest mean percentage reduction in total cholesterol between ACS event and one year after (22.46%, n=219). 
This was observed in both patients taking atorvastatin 80 mg prior to admission (10.13% reduction, n=54) and those commenced on this following 
the event (26.34% reduction, n=165).  
The largest LDL cholesterol reduction in the first year of treatment was seen with patients on atorvastatin 40 mg (23.1%, n=159). For patients on 
atorvastatin 80 mg (n=219) a reduction of 17.04% was obtained. Considering only patients who were statin-naïve (n=431), atorvastatin 80 mg (n=111) 
achieved a LDL reduction of 23.85%. 
 
Conclusions 
No statin therapy achieved a total or LDL cholesterol reduction of 40% in the first year following the cardiac event, and therefore no therapy met the 
NICE standard. Although atorvastatin 80 mg achieved the greatest mean total cholesterol reduction, the greatest mean LDL cholesterol reduction was 
seen in those treated with atorvastatin 40 mg. As this was a retrospective study, non-HDL cholesterol levels could not be attained and data was only 
available from the event and one year after, not three months. Considering the reductions observed, it is unlikely that a 40% non-HDL would have 
been observed within three months.  
Following this study, research needs completed to determine if this discrepancy between expected and actual cholesterol reduction is due to lack of 
statin treatment efficacy or poor patient compliance. Further prospective studies could use non-HDL reduction as an endpoint and have measures to 
encourage and monitor compliance. 
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26. Changing Times ς Using Technology to Support Midwifery Practice 
Christina Nurmahi, University Hospital of Southampton NHS Foundation Trust, Southampton 

 
Context  
Midwives have long been recognised as clinical practitioners with medicinal supply and administrative rights. Under the Human Medicines Legislation 
2012 (amendment 2016)1,2,3, registered midwives may supply and/or administer on their own initiative, the 23 Prescription Only Medicines specified 
within Schedule 17 of the legislation.   
Additionally, the Medicines Pharmacy (P) and General Sales List Exemption (GSL) Order 19804 permits midwives to supply and/or administer P or GSL 
medicines in the course of their professional practice, without the need of a prescription or patient specific direction. 
 
Problem 
Midwives need to familiarise themselves with 30 or more medicines to support their everyday practice. For a new midwife, this can be quite 
overwhelming. Many Trusts have local policies supporting midwives, such as midwives exemption formularies or patient group directions; these are 
updated bi/triennially, requiring midwives to update themselves periodically. This requires staff to check printed/electronic documents, which on a 
busy shift may not always be practical or feasible; limited access to laptops/PCs further delays sourcing of information. Conversations with midwives 
highlighted that some medicines were not being supplied, even though permitted, as staff were unfamiliar with them, thus relying on doctors to 
prescribe. 
 
Strategy for Change 
With advances in technology, many people today carry smart phones; search engines and applications on these devices allow timely access to 
information be it at a hospital bedside or at a home birth. With this in mind, we developed an application which provides the necessary information 
that midwives require to support their practice, consisting of locally agreed PGDs and midwives exemption drug monographs. 
The platform used, known as MicroGuide, is owned by Horizon Strategic Partners Ltd and was first developed and trialled at University Hospital 
Southampton (UHS) NHS Foundation Trust. The platform may be purchased by any Trust, Health Board or CCG, giving them access to 22 different 
guides that have so far been developed. Once purchased, organisations may add their own guides or adapt an existing guide for their own needs. The 
UHS Midwives Formulary app is now available for use as it stands or for adaptation by other organisations for their own purposes. Development took 
approximately 3 months; one pharmacist populated the information into the templates, which was checked for accuracy by another pharmacist and 
a midwife. The app was subsequently trialled by two preceptorship groups and a feedback survey carried out to review receptivity.   
 
Effects of Change 
Determining the actual impact of the app is difficult to quantify; reliance on feedback surveys provides limited responses. Nevertheless, the general 
response following discussion with Midwives has been extremely favourable. The App is now ready for release for wider use and will hopefully go on 
to support midwives across the UK in supplying and administering medicines in their daily practice. 
 
This project did not require ethics approval. 
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27. Development of an Oxygen Prescribing eLearning Package to Educate Hospital Staff 
Oates, K E, Elsey, L, Watson, J, Skitterall, C, Manchester University NHS Foundation Trust, Manchester 

 
Context 
This project took place within a Teaching-hospital Trust. A pharmacy-lead multidisciplinary-team reviewed education around oxygen prescribing and 
administration. 
 
Problem 
Oxygen is one of the most common drugs used in medical emergencies. Evidence shows that liberal treatment with oxygen has a dose-dependent 
risk of increased short and long-term mortality.1 The COVID-19 pandemic led to a significant increase in oxygen use intensifying the focus on oxygen 
therapy and its appropriate use.2 
 
Assessment of problem and analysis of causes 
Healthcare professionals often have a poor understanding of oxygen and British Thoracic Society (BTS) audit data up to 2015 demonstrated that only 
57% of patients using supplemental oxygen had a valid prescription in place.1   A 2019 Trust audit found only 65% of patients receiving oxygen had a 
valid prescription. 
 
Strategy for change 
It was decided that an oxygen education package was required for clinical staff involved in oxygen prescribing, supply and administration. This study 
did not require ethics approval. 
Discussion between the Trust Workforce Development Team and interested parties in Pharmacy identified emergency funding that could be accessed 
for urgent education required due to the COVID-19 pandemic. An eLearning programme was agreed upon as the most efficient method of educating 
large numbers of staff. 
It was felt that multidisciplinary involvement was required. Initial content was developed between the senior respiratory physiotherapist, pharmacist 
and the eLearning team. This initial draft was then reviewed by the Trust respiratory physicians, intensive care staff (both medical and nursing), senior 
acute nursing teams and other Respiratory Specialists. After numerous revisions the package was tested using staff at ward level and found to be user 
friendly, gaining positive feedback from multidisciplinary staff. 
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Effects of changes 
The final package was launched in October 2020. Initial uptake was by self-enrolment following launch and promotion on social-media and via 
specialist services. Currently, there is an application to add the package to Trust mandatory-training, in-line with BTS guidelines, which recommend 
that all acute Trusts should include basic training in oxygen use in mandatory training for all clinical staff.1 Thus having a package in place is a step 
forward but having it as mandatory-training will be a more robust method of sharing learning and improving practice. Review of the package will be 
undertaken once a decision on mandatory-training inclusion is made, including auditing uptake amongst staff and a re-audit of adherence to BTS 
guidance. 
 
Conclusions 
Utilising specialist multi-disciplinary professionals we have developed an essential training package in-line with BTS guidance. With the addition to 
Trust mandatory-training, this will ensure all clinical staff develop a level of understanding of oxygen which in turn will help to ensure safe delivery of 
care to patients. 
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28. Content validity of IMPACCTS - instrument for rating clinical pharmacy care contributions 
CŀǊƘŀƴŀ !ƭƛϝΣ aŀǊȅŀƳ WŜǘƘŀϝϝΣ wŀƭƛŀǘ hƴŀǘŀŘŜϝϝΣ wŜŜƴŀ aŜƘǘŀϝϝϝΣ wƘƻƴŀ {ƭƻǎǎϝϝϝΣ tŀǳƭ ²ǊƛƎƘǘϝϝΣ ϝ{ŎƘƻƻƭ ƻŦ tƘŀǊƳŀŎȅΣ YƛƴƎΩǎ 

College London, **Pharmacy Department, Barts Health NHS Trust, ***Pharmacy 5ŜǇŀǊǘƳŜƴǘΣ YƛƴƎΩǎ /ƻƭƭŜƎŜ IƻǎǇƛǘŀƭ 
 
Background 
There are few instruments for rating the clinical significance of pharmacy contributions to individual patient care, with limited evidence of validity 
and no accepted gold standard (1). IMPACCTS (InstruMent for PhArmacy Clinical Contributions To care Significance) is based on the Hatoum scale (2). 
It consists of five ordered categories or levels, each underpinned by descriptive statements. A sixth category, Level 0, denotes a contribution deemed 
inappropriate or potentially harmful. A robust process to ensure simplicity and clarity of the instrument has been reported (3). Another aspect of 
content validity is a measure of how well items correspond to the domain to which they are assigned. 
 
Objective(s) 
To assess the content validity of IMPACCTS. Aims: 

¶ To demonstrate expert agreement between statements and their corresponding significance levels and  

¶ If necessary, modify or add new levels and/or statements 
 
Method  
The study took place in 2018. Ethics approval was not required. Five experts were purposively recruited - two Medical Consultants, one senior clinical 
nurse expert, a senior clinical pharmacist and a clinical pharmacy manager. Each participant was given the list of 44 statements alongside a separate 
document with descriptions of each level. Using a websurvey platform, participants were asked to individually assign each statement to the level or 
levels (if unable to choose just one) which they deemed most appropriate. A consensus meeting was convened to finalise the assignment of each 
statement. Consensus was pre-set at 80% (4/5) of participants agreement. After the meeting, the final assignments were reviewed by the research 
team for consistency. 
 
Results  
20/44 (45%) statements achieved 80% consensus pre-meeting. The remainder achieved consensus at the meeting. 21/44 (48%) statements changed 
levels compared to their original assignment. The research team retained 12/21 of the re-assignments but moved nine statements back to their 
original level, and added explanatory notes. One statement, regarding confirming and acting on allergy/intolerance status, was split into two. The 
final version contained 45 statements. 
 
Conclusions 
A validation study of IMPACCTS was undertaken. This resulted in a revised version of the tool. Validation supports use in both practice and research. 
The study is limited in that only agreement with the assignment of statements was tested. Other studies now ongoing are comprehensiveness and 
inter-rater reliability, which will produce a final instrument. The tool will then have to be reviewed every few years as practice progresses.   
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29. Pharmacy Undergraduates Perceptions working as Hospital Bank Pharmacy Assistants 
Hinesh Patel1 and Alice Conway2, 1School of Pharmacy and Biomolecular Science University of Brighton, Brighton, 2 Pharmacy 

Department Brighton and Sussex University Hospital Trust, Brighton 
 
Background 
Experiential learning plays a vital role in helping MPharm students to prepare for practice and relate studies to the working world. It is widely 
acknowledged that work experience allows students to explore potential career paths and make informed decisions after graduating. The study 
investigates the benefits and challenges perceived by MPharm students working in the role of a Bank Band 2 Pharmacy Assistant within a teaching 
hospital.  
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Objectives  
Å evaluate attitudes of undergraduate pharmacy students working as Bank Band 2 Pharmacy Assistants in a teaching hospital  
Å identify benefits and limitations of MPharm students working as Bank Band 2 Pharmacy Assistants in  a teaching  hospital  
Å make recommendations for future MPharm students undertaking this role  

 
Method 
Seven MPharm students working as Bank Band 2 pharmacy assistants in a teaching hospital during September 2019 to March 2020 were invited to 
participate in the study via email. One-to-one semi-structured interviews were conducted. Ten open questions were asked with questions derived 
from themes identified from a literature review. Data collected was manually coded and thematic analyses used to identify common themes. This 
ǿƻǊƪ ŦƻǊƳŜŘ ǇŀǊǘ ƻŦ ǘƘŜ ŘŜǇŀǊǘƳŜƴǘΩǎ ǎŜǊǾƛŎŜ ŜǾŀƭǳŀǘƛƻƴ ƛƴǾŜǎǘƛƎŀǘƛƴƎ atƘŀǊƳ ǎtudents working within pharmacy. The study did not require ethics 
approval. 
 
Results 
Of the eight eligible students whom could take part in the study five students volunteered to be interviewed with interviews.The four key themes 
identified were: i)Studentǎ ǾŀƭǳƛƴƎ ǘƘŜ ŦƭŜȄƛōƛƭƛǘȅ ƻŦ ǿƻǊƪƛƴƎ ŀǎ ōŀƴƪ ǎǘŀŦŦ ƛƛύ !ƴ ƛƳǇǊƻǾŜƳŜƴǘ ƛƴ ǎǘǳŘŜƴǘǎΩ ǘƛƳŜ ƳŀƴŀƎŜƳŜƴǘ ŀƴŘ ƻǊƎŀƴƛǎŀǘƛƻƴŀƭ ǎƪƛƭƭǎ 
ƛƛƛύ ! ǇƻǎƛǘƛǾŜ ƛƳǇŀŎǘ ƻƴ ǎǘǳŘŜƴǘǎΩ ŀŎŀŘŜƳƛŎ ǇŜǊŦƻǊƳŀƴŎŜ ŀƴŘ ƛǾύ ¦ƴŦŀƳƛƭƛŀǊƛǘȅ ƻŦ bI{ ǊŜŎǊǳƛǘƳŜƴǘ ǇǊƻŎŜǎǎ ŎŀǳǎƛƴƎ ŘŜƭŀȅǎ ǿƛǘƘ commencement of 
positions.  
Other minor themes were also identified through all interviews. Students acknowledged there was a greater financial benefit of being a hospital 
pharmacy assistant compared with a community pharmacy assistant as well as the professional benefits in terms of experience gained in practice. 
Students also felt valued by supporting the pharmacy service during COVID-19 pandemic. Recommendations made included sessions to pharmacy 
schools on the NHS recruitment process and to explore expanding the number of bank assistant posts roles available for pharmacy undergraduates 
to undertake.  
 
Conclusion 
The hospital experience for the MPharm students provides significant value to development and the participants of the study felt positively about 
ǘƘŜ .ŀƴƪ .ŀƴŘ н tƘŀǊƳŀŎȅ !ǎǎƛǎǘŀƴǘ ǊƻƭŜΦ ¢ƘŜ ǎǘǳŘȅ ŀƭǎƻ ƘƛƎƘƭƛƎƘǘŜŘ ǘƘŜ ǎǘǳŘŜƴǘǎΩ ŜȄǇŜǊƛŜƴŎŜ ƻŦ ǘƘŜ bI{ ǊŜŎǊǳƛǘƳŜƴǘ ǇǊƻŎŜǎǎ ŀnd its shortcomings, 
to which recommendations were made accordingly. All the participants in the study concluded that the role of a Bank Band 2 Pharmacy Assistant 
ōŜƴŜŦƛǘŜŘ ǘƘŜƛǊ ǇǊƻŦŜǎǎƛƻƴŀƭ ŘŜǾŜƭƻǇƳŜƴǘ ŀǎ ǳƴŘŜǊƎǊŀŘǳŀǘŜǎΦ CǳǘǳǊŜ ǿƻǊƪ ƛƴŎƭǳŘŜǎ ŜǾŀƭǳŀǘƛƴƎ ŜƳǇƭƻȅŜǊǎΩ ŜȄǇŜǊƛŜƴŎŜǎ ƻŦ ǘƘƛǎ Ǌƻle.  
 
 

30. East Sussex Multisector Foundation to Advanced Pharmacist Vocational Training Scheme Phase One Evaluation 
Sarah Purdy1, Alice Conway1, Rosie Furner 1, Katie Reygate2, 1 Pharmacy Department, East Sussex Healthcare NHS Trust. 

Eastbourne, 2 Pharmacy Health Education England London and Kent, Surrey and Sussex (HEELaSE) 

 
Context  
A 2 year Multisector Pharmacist Foundation to Advanced (MFtA) programme1 was devised providing structured supervised learning, via a curriculum 
meeting multi-professional needs, progressing to clinically enhanced independent prescribing. Portfolio rotations included split weeks across care 
homes or clinical commissioning group incorporating GP Practice (CCG) with acute/community mental health or secondary care/community health. 
Programme independent evaluation used qualitative research methodology with semi structured 1-1 interviews and focus group discussions with 
stakeholders, rotation Practice Supervisors (PS), Multisector Pharmacists (MSP), and Training Programme Directors as Educational Supervisors (ES).  
 
This study did not require ethics approval. 
 
Problem  
The evaluation report highlighted a need from stakeholders, particularly PS, for clarity of MSP roles and their level of competency at commencement 
of the rotation. This would identify exactly what the MSP could already undertake and support individualisation of their rotational training plan to 
ŎƻƳǇƭŜǘŜ ƭŜŀǊƴƛƴƎ ƻǳǘŎƻƳŜǎ ŀƴŘ ǎǳǇŜǊǾƛǎŜŘ ƭŜŀǊƴƛƴƎ ŜǾŜƴǘǎ ό{[9ύΦ a{tΩǎ ŀƴŘ t{Ωǎ ƛŘŜƴǘƛŦƛŜŘ ǊŜŘǳŎǘƛƻƴ ƛƴ ƳŜŜǘƛƴƎ ǘƛƳŜ ŀƴŘ ŀǎǎƻciated documentation 
desirable, enabling more time for supported learning reflections and patient care. The split-week rotations benefited from immediate opportunities 
for MSPs to transfer learnings from one sector to another but portfolio working itself required a higher level of self-management and prioritisation 
skills concluding the programƳŜ ǘƻ ōŜ ƳƻǊŜ ǎǳƛǘŜŘ ǘƻ ǇǊŀŎǘƛǘƛƻƴŜǊǎ ǿƛǘƘ ŀǘ ƭŜŀǎǘ н ȅŜŀǊǎΩ ǿƻǊǘƘ ƻŦ ŜȄǇŜǊƛŜƴŎŜ ǿƻǊƪƛƴƎ ŀǎ ŀ ǇƘŀǊƳŀŎƛǎǘΣ ƛŘŜŀƭƭȅ ƳƻǊŜΦ   
 
Intervention  
Entry criteria moved to a 2 year post registration threshold.  A robust GAP analysis during induction, including recognition of prior learning or 
achievements and intense immersion of programme core clinical competencies, was developed tailoring to each individual MSP. Joint participant 
progress meetings with PS, ES and MSP were introduced. Some rotations moved to blocks and some retained as split. Rotational structure developed 
with modified expectations of number and type of SLE. The CCG rotation has since evolved to encompass the Primary Care Network (PCN) role with 
regular programme PCN subgroup meetings now established.  
 
Effects of changes 
Subsequent stakeholder consultation confirmed 2 year minimum entry criteria expedites participants prescribing readiness.   
Tailoring of induction and development via individual profiling supported programme integration enabling commencement of the first rotation at the 
earliest opportunity.  
Joint ES, PS and MSP meetings avoided duplication of effort and supported transparency of action points to maximise service delivery contributions 
from MSPs.  
Reviewed rotational structure supported workforce demands due to COVID response and recovery synergistically exploiting the positive feedback on 
split rotations as well as allowing expansion of the programme to encompass the PCN pharmacist role. PCN subgroup enabled integration of PCN 
rotation into programme and multi-professional working, ensuring alignment of the curriculums to Network Contract Directed Enhanced Service 
(DES)2 requirements, and avoidance of duplication e.g. sector statutory and mandatory training. 
 
Conclusions 
Continuous programme improvement through the strengthened and robust educational governance processes enable reshaping to support the ever 
changing educational and health economy landscape, the novel PCN pharmacist role and delivering a programme alongside COVID.  
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31. Early monitoring of B-cells on ocrelizumab and identifying risk of infections 
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Background 
Ocrelizumab (OCR) is a humanised anti-CD20 monoclonal antibody used to treat multiple sclerosis (MS). OCR targets CD20, reducing circulating B-
cells. Of those B-cell therapies used in neurology, it is not a manufacturing requirement to monitor B-cell counts. Therefore, the relationship between 
B-cell counts and infections is unknown with OCR therapy. It is hypothesised that a reduction in B-cell counts increases the incident of infections.  
 
Objectives  
We aimed to retrospectively assess the impact of OCR on B-cell counts and whether there is a relationship between B-cell count and infections.  
 
Method 
Demographic and infusion related data was collected retrospectively. Inclusion criteria were patients who received OCR and had B-cell counts 
recorded, alternatively these patients were excluded. Patients who had received OCR were retrospectively identified from hospital records. Total B-
cell counts were measured before and after each infusion, further B-cell subsets were not analysed; results were obtained from pathology reports. 
Dates of infusions were noted and B-cell data was correlated to determine average counts before or after each dose for each patient. Patient records 
were examined retrospectively to identify patient demographics (gender, age, estimated disability status scale (EDSS), treatment naivety) and reports 
of any infections. Infections were related to degree of B-cell suppression.  
 
Results  
170 people with MS (pwMS) received infusions of OCR from Sept 2018 to March 2020. 114 (67%) pwMS were female and 56 (33%) were male. The 
age ranged from 23 to 72 years old (average 46 years old). 24 (14%) were treatment naïve. The average baseline estimated disability status scale EDSS 
was 4.0 (range 0 ς 8.5). Baseline B-cell subsets were collected on 145 of these. The mean count±SD was 279mm3 ±175 (range 44-1290). In 101 pwMS, 
between the first and second infusion, the mean B-cell counts were 15mm3±32.6. In the treatment naïve subgroup (n=10 vs n=71 not naive) there 
was a more significant drop in B-cells, 7.7 vs 18.6 (p=0.038) with treatment. However, they did not experience more infections. 43 out of 83 subjects 
reported infections including herpes (1), cellulitis (1), gastroenteritis (6), upper (18) or lower respiratory tract (7), urinary tract infections (22) or other 
infection (8). Those who developed infections had significant reduction in B-cells (side effects 6 vs no side effects 28, p=0.045). This difference 
persisted after second dosing (side effects 5 vs no side effects 27, p=0.19). 
Conclusions  
 
Limitations include this study being retrospective therefore, relies on recorded data; B-cell counts are often missed as measuring these are not a 
requirement, thus reducing the sample size; timing of B-cell count and infusions may vary therefore date ranges are quite broad. However, this real-
life data suggests that regular monitoring of total B-cell counts, rather than absolute lymphocyte counts, may be a method of identifying those patients 
at risk of infections following ocrelizumab.  
 
This study did not require ethics approval as per trust policy. 
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32. LƳǇǊƻǾƛƴƎ ǘƘŜ ǎŀŦŜ ŀƴŘ ǎŜŎǳǊŜ ǎǘƻǊŀƎŜ ƻŦ ǇŀǘƛŜƴǘΩǎ ƻǿƴ ƳŜŘƛŎŀǘƛƻƴ ƛƴ ǎŜŎƻƴŘŀǊȅ ŎŀǊŜ 
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Context  
Medication errors such as dose omissions of critical medications can lead to patient harm1. A strategy to ensure timely administration of medication 
is to increase rates of near patient dispensing. To enable this, appropriate facilities should be available for the safe and secure storage of patients 
own drugs (PODs) by the bedside, which comply with national guidance².  Previous audits have illustrated poor compliance with this across the Trust. 
A quality improvement project was undertaken on a 44 bedded ward to improve the safe and secure storage of patients own medications. This study 
did not require ethics approval. 
 
Problem 
Medication dispensed for specific patients, or PODs should be stored in a bedside locker. Often medicines were not stored securely due to lockers 
being left unlocked, and medicines regularly left out for ease of access. Nurses were also unsatisfied with the functionality of the bedside lockers.  
 
Assessment of problem 
Previous audits across the Trust , staff feedback and incident reports highlighted a problem with the appropriate use of bedside lockers. Only 69% of 
ǇŀǘƛŜƴǘΩǎ ƻǿƴ ƳŜŘƛŎŀǘƛƻƴ ǿŀǎ ǎǘƻǊŜŘ ƛƴside bedside lockers, only 61% of bedside lockers were locked and nearly one third of bedside lockers were 
defective (e.g broken locks) across the Trust. Stakeholder discussions identified broken lockers as the biggest barrier to stƻǊƛƴƎ ǇŀǘƛŜƴǘΩǎ ƳŜŘƛŎƛƴŜs 
safely and securely. 
 
Intervention 
After collaboration with stakeholders, interventions included: all bedside lockers being restored to full functionality and new electronic keys being 
provided. This intervention was carried out on the infectious diseases ward only.  
 

https://www.lasepharmacy.hee.nhs.uk/dyn/_assets/_folder4/foundation-pharmacists-pages/vts/esbtvtsheewebsiteinformation.pdf
https://www.lasepharmacy.hee.nhs.uk/dyn/_assets/_folder4/foundation-pharmacists-pages/vts/esbtvtsheewebsiteinformation.pdf
https://www.england.nhs.uk/publication/des-contract-specification-2020-21-pcn-entitlements-and-requirements/
https://www.medicines.org.uk/emc/product/8898
https://www.medicines.org.uk/emc/product/8898
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Strategy for change 
Interventions were tested using Plan, Do, Study, Act (PDSA) cycles. The interventions were performed in August 2020, and led by the pharmacist and 
pharmacy technician.  
 
Measurement for improvement 
Quantitative and qualitative data was collected at baseline and after each intervention for the measures below:  

1. Number of beds with PODS securely stored inside locker 
2. Bedside locker being locked if storing medicines 
3. Bedside locker functioning as intended  
4. Nurse satisfaction with bedside lockers on ward 

 
Effects of changes 
Following the PDSA cycles, 100% of bedside lockers were functioning as intended, and compliance to medication being stored inside the bedside 
locker increased from 91% to 94% (40 vs 41 beds), with 76% (33 beds) of bedside lockers being locked (vs. 60% [22 beds] at baseline). Nurse satisfaction 
with the bedside lockers increased from 2.3 (prior to the intervention) to 3.6 out of 5.  
 
Conclusions 
{ǘŀƪŜƘƻƭŘŜǊ ƛƴǾƻƭǾŜƳŜƴǘ ǿŀǎ ƪŜȅ ǘƻ ǘƘŜ ǇǊƻƧŜŎǘΩǎ ǎǳŎŎŜǎǎΦ Curther improvement work needs to be carried out to ensure that medication is always 
locked away in the bedside lockers. Staff feedback was positive. Further improvement cycles include education about the importance of the safe and 
secure storage of patients own medications.  
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33. A Point Prevalence Audit of Warfarin Prescribing 
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Background 
Warfarin is a highly effective and critical medicine. However, it exhibits a narrow therapeutic window to achieve the desired anticoagulation without 
causing adverse events. The National Patient Safety Agency (NPSA) published safety alert 18 in 2007, providing guidance on how to make 
anticoagulation therapy safer.1 In 2013, a local audit was carried out by GuyΩǎ ŀƴŘ {ǘ ¢ƘƻƳŀǎ ǘǊǳǎǘ όD{¢¢ύ ƛƴ ƭƛƴŜ ǿƛǘƘ ǘƘŜ bt{! ŀƭŜǊǘΣ ǿƘƛŎƘ 
demonstrated that 0% of cardiothoracic prescribers adhered to recommended guidelines. We conducted a repeat audit to reflect updated GSTT 
guidelines. Our audit solely focussed on cardiac surgery as the original audit identified cardiac surgery to be a particular area of concern. 
 
Objective(s) 
To ascertain if warfarin prescribing post cardiac surgery is adherent to GSTT guidelines.  
 
Method 
This audit was conducted retrospectively on 17 cardiac surgery patients across cardiovascular wards during a 5-week period (13/01/20 ς 21/02/20). 
Patients on warfarin were identified via nursing handovers, ward rounds and MedChart reports. MedChart and CareVue (electronic prescribing 
systems) were used to extract information including indication for warfarin, dosing, and administration dates/times. This study did not require ethics 
approval. 
Audit standards were: 100% of warfarin loading and maintenance doses should be correctly calculated and prescribed (for patients newly initiated or 
already receiving warfarin); 100% of warfarin doses should be prescribed before 2pm; 100% of warfarin prescriptions should have indication and 
correct International Normalized Ratio (INR) range documented; 100% of patients should have clinically appropriate bridging with low molecular 
weight heparin (LMWH) and heparin where indicated; and 100% of patients should have no missed doses unless clinically indicated. 
 
Results 
For patients newly initiated on warfarin, the correct loading and maintenance doses were calculated and prescribed in 25% and 8.3% of patients, 
respectively. For patients already on warfarin, 0% had the correct loading and maintenance doses calculated and prescribed. Dosing was variable with 
both under-dosing and excessive dosing.  The majority (94%) of patients had the correct INR range and warfarin indication documented. 47% of 
patients were prescribed warfarin before 2pm, and 88% of patients had no missed doses unless clinically indicated. All (100%) patients were 
appropriately bridged with LMWH and heparin where clinically indicated.  
 
Conclusions 
Our audit highlights a safety and quality issue in the current anticoagulation prescribing service on cardiac surgery wards with large variability in 
dosing practices.  More work is needed to improve compliance with local guidelines. Potential barriers to guideline adherence include the perception 
of the multidisciplinary team that dosing is based upon clinical judgement. 
Using this audit as a catalyst for change, we suggest implementing a quality improvement project, with the aim of improving patient safety and 
ensuring that all standards are adhered to. Further work could determine whether a pharmacist led warfarin prescribing round would improve 
outcomes of the measures identified. Our study was limited by the small sample size and was restricted to cardiac surgery patients only; potentially 
affecting generalisability.  
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34. 24-hour elastomeric pumps increase bed day savings in a regional outpatient parenteral antimicrobial therapy  
(OPAT) service 

Joseph Spencer, Nicola Walker, Stuart Bond, Mid Yorkshire Hospitals NHS Trust, Wakefield 
 

Background  
Outpatient parenteral antimicrobial therapy (OPAT) is safe and effective for a wide range of infections1. Mid Yorkshire Hospitals NHS Trust (MYHT) 
OPAT service traditionally used the once daily antimicrobials teicoplanin, ceftriaxone and ertapenem. Multiple daily administrations are generally 
not feasible due to staff resource. 
 
Objectives 
In January 2020, a pilot of 24-hour elastomeric pumps was approved. This allowed home administration of the multiple daily dose antimicrobials 
flucloxacillin, piperacillin/tazobactam and benzylpencillin. The pilot was supported using winter funds.   
The aim was to facilitate additional OPAT, a secondary aim to improve antimicrobial appropriateness. This study did not require ethics approval. 
 
Method 
An antimicrobial pharmacist conducted a retrospective review of OPAT patients from January-October 2019 and January-October 2020. The 
antimicrobials were reviewed by an antimicrobial pharmacist or microbiologist, and a peripherally inserted central catheter was required. Patients 
received either conventional once daily OPAT, or pumps, including flucloxacillin, piperacillin/tazobactam and benzylpencillin. Pre-filled pumps were 
ordered from Lloyds Pharmacy Clinical Homecare. 24-ƘƻǳǊǎΩ ƴƻǘƛŎŜ ǿŀǎ ǊŜǉǳƛǊŜŘ ŦƻǊ ǇǳƳǇ ŘŜƭƛǾŜǊȅ ŀƭƻƴƎ ǿƛǘh ancillaries including fridge. For this 
project, each day on OPAT was classed as a bed day saved.  
 
Results 
In 2020, 138 patients received OPAT, saving 2076 inpatient bed days. This represented an increase of 252 bed days (13%) and 41 patients (42%) 
compared to 2019 (97 patients, 1824 bed days saved). In 2020, pumps were used in 58 patients (42%), contributing to 996 of the bed days saved 
(48%).  
The top three infections treated in 2020 (n=138), were bronchiectasis (18%) of which 26 patients (46%) avoided admission to hospital (247 bed 
days), SSTI (15%) and PJI (12%). 
In 2019 (n=97) the top three infections were skin and soft tissue infection (SSTI; 19%), osteomyelitis (19%) and prosthetic joint infection (PJI; 18%). 
Comparing 2020 to 2019, reductions in the use of teicoplanin (1040/1954 doses; 53% to 498/2103; 23%) and ceftriaxone (516/1954; 26% to 
194/2103) were observed. Ertapenem use increased (133/1954; 6% to 307/2103). Piperacillin/tazobactam (544/2013; 26%), flucloxacillin 
(441/2013; 21%) and benzylpenicillin (10/2013; 0.5%) were only used in 2020. Median duration of treatment was 11 days in both 2020 (IQR 6-19) 
and 2019 (IQR 6-29).  
 
Conclusion 
24-hour elastomeric pumps increased bed day savings and allowed more patients to be accepted onto the OPAT service. The effect was important 
especially for bronchiectasis patients who would have otherwise required hospital admission, increasing risk of health care acquired COVID-19. 
Pumps facilitated increased appropriateness2, with less ceftriaxone and teicoplanin use.  
Limitations include each day on OPAT as a bed day saved, this was reasonable given ongoing review by an infection specialist.  
Future work includes better utilisation in admission avoidance and inpatients. 
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Background 
Cystic fibrosis, a chronic condition, requires the use of multiple medications for effective management. High cost nebulised therapies improve lung 
function and reduce exacerbations in people with cystic fibrosis (pwCF)1. Patient reported adherence can be unreliable without objective measures2. 
CFHealthHub (CFHH), a digital platform, tracks and displays actual adherence data using chipped nebuliser devices3. Median medication possession 
ratio (MPR) for pwCF using nebulised therapies is reported at around 60%, however objective data from CFHH states medication adherence is around 
30%2. Suggesting that a significant proportion of high cost nebulised medications issued are unused and ultimately wasted.  
 
Objectives 
/ƻƳǇŀǊŜ ƻōƧŜŎǘƛǾŜ ŀŘƘŜǊŜƴŎŜ Řŀǘŀ ŦǊƻƳ /CII ǿƛǘƘ ǘƘŜ ǇŀǘƛŜƴǘǎΩ atwΣ ƻǾŜǊ м ȅŜŀǊ ŀǘ {ƘŜŦŦƛŜƭŘ ¢ŜŀŎƘƛƴƎ IƻǎǇƛǘŀƭǎ bI{ CƻǳƴŘŀǘƛƻƴ Trust (STH) to 
explore if we can reduce medication wastage and generate any cost savings by implementing just-in-time drug deliveries and improve the supply 
process locally across 13 adult CF centres.  
 
Method 
To calculate the MPR, medication supply information from primary, secondary and homecare was collected for a 12 month period for 45 patients at 
STH. Objective adherence data was obtained from CFHH. Cost analysis was undertaken using objective CFHH adherence and the MPR. Similar data 
collection and analysis was completed across 13 adult CF centres in England. Medication waste and potential cost savings were calculated. Using 

https://academic.oup.com/jacamr/article/1/2/dlz026/5554098
https://pubmed.ncbi.nlm.nih.gov/31361000/#affiliation-5
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multi-disciplinary input (doctors, nurses, physiotherapists, pharmacists and pharmacy technicians); a detailed process map of the complex medication 
supply route was carried out locally across all 13 centres to pinpoint any potential barriers in the supply procedures. Findings were analysed and 
learning shared across the collaborative. PDSA cycles were used to implement and assess the improvement work.  This study required and received 
ethics approval. 
 
Results 
The data collection period for the MPR varied between 2017-2020 depending on when the patient consented to CFHH and received their first 
nebulised medication supply. Out of 45 patients at STH, 18 were female (40%) and the median age was 24 years. The potential waste was calculated 
as exceeding £90,000 for 45 patients at STH. Analysis from the process maps identified variation in the medication supply chain across the 13 CF 
centres. Common barriers were identified e.g. communication, education & training. Shared learning of previous quality improvement projects was 
used to create consensus based recommendations to streamline local supply processes across all 13 centres.  
 
Conclusion 
CFHH, a digital platform providing access to objective adherence data, can be used as a tool to help optimise the medication supply at STH.  
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36. Application of a Novel Consensus Developed Definition for Medicines Related Serious Incidents 
Parvathi Thara1, K Lynette James2, 1School of Medicine, 2Welsh School of Pharmacy & Pharmaceutical Sciences,  

Cardiff University 
 

Background 
A novel consensus-developed definition for a medicines-related serious incident (MRSI) was developed, using an e-Delphi, to improve reporting and 
learning from medication errors. The definition described a MRSI as an adverse medication event causing actual or potential considerable, 
permanent harm or death to patients, families, carers and/or staff; and/or has a negative impact on the reputation and ability of an organisation to 
deliver effective and quality care1. However, this definition for a MRSI has not been validated. This study required and received ethics approval.  
 
Objective 
To validate the definition by exploring its application in a range of clinical scenarios, determine user-acceptability, enablers and barriers to its use in 
practice.  
 
Method 
An anonymous online questionnaire was distributed to 22 medicines safety experts involved in the initial development of the definition1. 
Participants ranked agreement, on a five-point Likert scale, that 41 clinical scenarios representing medication errors were a MRSI. Data were 
entered into IBM SPSS v23 and frequency tables generated to determine agreement that errors were a MRSI. 80% agreement was considered a 
consensus that scenarios were MRSIs. Questionnaire responders were then invited to a 1-hour virtual focus group discussion/interview to explore 
participant experiences of applying the definition to the clinical scenarios. Discussions were audio-recorded, transcribed verbatim and analysed 
according to the principles of thematic analysis2. 
  
Results 
Five participants (23%) responded to the questionnaire. Subsequently, a focus group was held with three participants and one interview was 
conducted. Participants did not consider incidents involving adverse drug reactions/side-effects or where there was no apparent potential harm as 
MRSIs. The definition was considered comprehensive and clearly structured. The reputational impact of an organisation was an important aspect of 
the definition which was felt to be overlooked. However, assessment of the potential of harm was subjective and difficult to apply. Participants 
ǿŜǊŜ ŎƻƴŎŜǊƴŜŘ ǘƘŀǘ ǘƘŜ ƭŜƴƎǘƘ ƻŦ ǘƘŜ ŘŜŦƛƴƛǘƛƻƴ ŎƻǳƭŘ ōŜ άcasting too wide a netΧ trivialising major incidentsέΦ ! ǎǳǇǇƻǊǘƛǾŜΣ ƭŜŀǊƴƛƴƎ ŜƴǾƛǊƻƴƳŜƴǘ 
with training was considered necessary to ensure the use of the definition and encourage reporting.  
  
Conclusion  
Incidents classed as a MRSI must be reported to Government who holds organisations accountable for undertaking a root cause analysis and 
implementing actions to prevent future errors from occurring. This study provides a validated definition that is feasible for use in practice. The 
application of this standardised and explicit definition has the potential to improve reporting of MRSIs, thereby promoting learning from errors and 
error prevention. Adoption of a fair blame approach is crucial to encouraging reporting and learning from errors. Further work is to explore the 
impact of adopting this definition on reporting and learning from MRSI.  
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37. A template to support effective electronic documentation of insulin administration in community nursing 
Sarah Upton and Rachel Urban, Locala Community Partnerships, West Yorkshire 

 
Background 
Lƴǎǳƭƛƴ ŀŘƳƛƴƛǎǘǊŀǘƛƻƴ ƛǎ ŀ ƪŜȅ ŀŎǘƛǾƛǘȅ ŦƻǊ ǘƘŜ ƻǊƎŀƴƛǎŀǘƛƻƴΩǎ ƴƛƴŜ LƴǘŜƎǊŀǘŜŘ /ƻƳƳǳƴƛǘȅ /ŀǊŜ ¢ŜŀƳǎ όL//¢ǎύΦ ! ǇǊŜǾƛƻǳǎ ŀǳŘƛt identified 
improvement was required to ensure insulin prescription and administration was clearly documented, and all patients had hypoglycaemia and 
hyperglycaemia management plans. There is clear evidence that standardisation improves patient safety1, therefore a template that prompts 
necessary detail for insulin administration within the electronic clinical system (SystmOne) was developed and implemented. This audit determined 
whether the template was being completed correctly and ensured prescriptions were supported by clear hypo and hyperglycaemia management 
plans.  
 
Objective(s) 
To identify whether: 
1. SystmOne insulin templates were completed in full 
2. Entries in the patient record met policy requirements 
The required standard was 100% for the 20 criteria identified using the Insulin Policy  
 
Method 
The most recent SystmOne insulin template entry for three patients each month between July and September 2020 was reviewed using an audit 
tool. Problems identified were corrected and recorded. Anonymised data were analysed using descriptive statistics, and the results presented via 
ǘƘŜ ƻǊƎŀƴƛǎŀǘƛƻƴΩǎ Lƴǎǳƭƛn Safety Group. An action plan was developed to address areas identified as requiring improvement, and a re-audit 
ǎŎƘŜŘǳƭŜŘ ŦƻǊ ǘƘǊŜŜ ƳƻƴǘƘǎΩ ǘƛƳŜΦ !ǎ ǘƘƛǎ ǿŀǎ ŀƴ ŀǳŘƛǘΣ ƴƻ ŜǘƘƛŎǎ ŀǇǇǊƻǾŀƭ ǿŀǎ ǊŜǉǳƛǊŜŘΦ 
 
Results 
Sixty-six entries were audited. All ICCTs contributed, with the majority (67%, 6/9) contributing three entries every month for three months. One-
fifth (4/20) of criteria were met in all cases (100%), and a further fifth were met in all except one case (98%, 65/66). These included defining: 

¶ clear and complete diabetes management plans (direction to administer with hypo and hyperglycaemia management plans) 

¶ the type of diabetes being treated  

¶ the reason for support with administration  
All insulin regimens were expressed as X units of Insulin Y, a requirement introduced to prevent misinterpretation of the dose (for example, 8 units 
of Humulin I rather than Humulin I 8 units; risk of reading 18 units).  
Six opportunities for improvement were recognised, of which three were selected as priorities: 
1. defining the insulin strength and device to support prevention of the insulin strength/device 10x overdose Never Event2 (64%, 42/66) 
2. recording where supplies to manage hypo/hyperglycaemia are kept to enable colleagues administering insulin to follow hypo and hyperglycaemia 

management plans more effectively (36%, 24/66) 
3. ensuring the date insulin in use was removed from the fridge is documented to prevent it being administered post-expiry (85%, 56/66)  
 
Conclusions 
Designing a template to prompt the information required has improved electronic documentation and standardised the approach to administration 
across the organisation. It has ensured important aspects of insulin administration are captured, meeting best practice requirements stipulated in 
the Insulin Policy. The audit has also highlighted priority areas for improvement, for which progress will be assessed through re-audit. 
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38. Implementation and communication of prescribing decisions by locum prescribers in intermediate care 
Sarah Upton, Heather Noble, Laura Gardiner and Rachel Urban, Locala Community Partnerships, West Yorkshire 

 
Background 
Communication in health care is key to patient safety1. It was identified that communication about prescribing decisions by locum doctors and 
ŀŘǾŀƴŎŜŘ ƴǳǊǎŜ ǇǊŀŎǘƛǘƛƻƴŜǊǎ ƛƴ [ƻŎŀƭŀΩǎ ƛƴǘŜǊƳŜŘƛŀǘŜ ŎŀǊŜ ǳƴƛǘǎ ŘƛŘ ƴƻǘ ŀƭǿŀȅǎ ƻŎŎǳǊΣ ǊŜǎǳƭǘƛƴƎ ƛƴ ƳŜŘƛŎŀǘƛƻƴ ŎƘŀƴƎŜǎ ƴƻǘ ōŜing implemented.  
Incidents involving non-adherence to standard operating procedures (SOPs) confirmed a lack of awareness of relevant SOPs. Potential 
consequences included medication-related harm from administering discontinued medicines and/or omission of required medicines. The aim of this 
audit was to determine the extent to which prescribing practice adhered to procedures and identify reasons for non-adherence.  
 
Objective(s) 
To establish: 
1. whether medication changes were communicated and implemented effectively 
2. the reason for medication changes not being effectively communicated  
3. whether medication-related issues identified required pharmacist intervention  
The required standard was 100% adherence to the criteria defined in the SOP for Prescribers Working in Intermediate Care Bed Bases. 
 
Method 
Aƭƭ ƳŜŘƛŎŀǘƛƻƴ ŎƘŀƴƎŜǎ ƳŀŘŜ ŘǳǊƛƴƎ ƻƴŜ ǿŜŜƪ ƛƴ 5ŜŎŜƳōŜǊ нлмф ǿŜǊŜ ǊŜǾƛŜǿŜŘ ōȅ ŀ ǇƘŀǊƳŀŎƛǎǘΦ ¢ƘŜ ǇŀǘƛŜƴǘΩǎ ŎƭƛƴƛŎŀƭ ǊŜŎƻǊŘ ŀƴŘ medicines 
administration record (MAR) were reviewed to confirm whether prescribing decisions had been effectively communicated and implemented (i.e. 
medication administered according to the new prescription). The pharmacist intervened to resolve any issues and logged the interventions made, 
ƻōǘŀƛƴƛƴƎ ǇǊŜǎŎǊƛōŜǊǎΩ ŦŜŜŘōŀŎƪ ǿƘŜǊŜ ŀǾŀƛƭŀōƭŜΦ ¢ƘŜ ǊŜǎǳƭǘǎ ǿŜǊŜ ŀƴŀƭȅǎŜŘ ǳǎƛƴƎ ŘŜǎŎǊƛǇǘƛǾŜ ǎǘŀǘƛǎǘƛŎǎ ŀƴŘ ŦŜŘ ōŀŎƪ Ǿƛŀ ǘƘŜ ƻǊƎŀƴƛǎŀǘƛƻƴΩǎ aŜŘƛŎƛƴŜǎ 
Safety Group. An action plan for improvement was agreed and re-audit scheduled. This project did not require ethics approval. 
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Results 
Sixty-two patients required medicines-related issues reviewing by a prescriber during the week of the audit. The pharmacist intervened to ensure 
appropriate resolution of the majority of these (68%, 42/62). Fifty-one interventions were logged in total, with more than one intervention being 
required for some patients. For 11% (7/62) patients, the pharmacist required further information to clarify the prescribing decisions. The problems 
identified most frequently were: 
1. Prescribing decision(s) not reflected on the MAR chart (16) 
2. Review of patient intended but not arranged (13) 
3. Repeat prescription not amended to reflect prescribing decision (9) 
Reasons why prescribing decisions had not been effectively implemented included:  

¶ time pressures  

¶ MAR charts being inaccessible to prescribers at the time of prescribing  

¶ incorrect expectation that pharmacy or nursing colleagues would action any changes  

¶ incorrect assumption that social care colleagues responsible for administration had access to the clinical record to identify changes  
 
Conclusions 
Pharmacist review of medication changes following prescriber intervention is a useful safety-net to ensure prescribing decisions are effectively 
communicated and implemented in intermediate care, although initial adherence to standard operating procedure would prevent these issues 
arising.  As some of the prescribers were locums, not all had the opportunity to provide feedback on the lack of adherence. The relevant SOP has 
been recirculated to existing prescribers and an action plan developed which includes a thorough induction by the Medicines Optimisation Team. 
Re-audit will identify how well these recommendations have improved practice. 
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39. A re-audit of communication about insulin prescriptions between diabetes specialist and community nursing 
Sarah Upton, Geena Bramhall, Laura Gardiner and Rachel Urban, Locala Community Partnerships, West Yorkshire 

 
Background 
In 2017, NICE published a summary of evidence to support safer insulin prescribing1Φ ¢ƘŜǎŜ ǇǊƛƴŎƛǇƭŜǎ ŀǊŜ ƛƴŎƻǊǇƻǊŀǘŜŘ ƛƴǘƻ ǘƘŜ ƻǊƎŀƴƛǎŀǘƛƻƴΩǎ 
insulin policy. Clear communication between the prescriber and the individual administering insulin is vital to prevent administration errors which 
could lead to hyper or hypoglycaemia2. It was identified during an initial audit, undertaken between September and November 2019, that 
community diabetes specialist nurses (DSNs) did not always specify the insulin strength and device when communicating insulin prescription 
adjustments to community nursing colleagues responsible for administration. Recommendations were implemented following the initial audit. The 
aim of this re-ŀǳŘƛǘ ǿŀǎ ǘƻ ŘŜƳƻƴǎǘǊŀǘŜ ƛƳǇǊƻǾŜƳŜƴǘ ƛƴ ǘƘŜ 5{bǎΩ ŎƻƳƳǳƴƛŎŀǘƛƻƴ ƻŦ ƛƴǎǳƭƛƴ ǇǊŜǎŎǊƛǇǘƛƻƴ ŀŘƧǳǎǘƳŜƴǘǎ ǘƻ Ŏommunity nurses. 

 
Objective(s) 
To confirm whether insulin prescription adjustments by DSNs for patients whose insulin was being administered by community nurses met the 
requirements of the insulin policy.  
The required standard was 100% for the eight criteria, which included specifying within the written authorisation to administer: the insulin brand 
name, strength, device, dose, frequency and timing of administration for the entire insulin regimen; expressing insulin as X units of Insulin Y, to 
prevent misinterpretation of the dose (for example, 8 units of Humulin I rather than Humulin I 8 units; risk of reading 18 units); and spelling out 
άǳƴƛǘǎέ ƛƴ ƭƻǿŜǊ ŎŀǎŜΦ  
 
Method 
Patients in the community whose insulin was prescribed by DSN and administered by community nursing were identified, and a random sample of 
20 (same as the previous audit) were selected for inclusion. Data were collected using the electronic clinical record for the most recent prescription 
adjustment between March and May 2020. Results were analysed using descriptive statistics, fed back via the Evidence Based Medicine Group and 
a re-audit scheduled. This project did not require ethics approval. 
 
Results 
Three-quarters (6/8) of criteria were met in all cases, representing an improvement compared the initial audit where 4/8 criteria had been met in all 
20 cases. Specifically, the insulin device and timing of doses was always specified on re-audit, in addition to the insulin brand name, dose and 
frequency being specified witƘ άǳƴƛǘǎέ ǎǇŜƭƭŜŘ ƻǳǘ ƛƴ ƭƻǿŜǊ ŎŀǎŜΣ ǿƘƛŎƘ ǿŜǊŜ ŀƭǎƻ ŀƭǿŀȅǎ ƳŜǘ ƛƴ ǘƘŜ ƛƴƛǘƛŀƭ ŀǳŘƛǘΦ LƳǇǊƻǾŜƳŜƴǘ ǿŀǎ ƻōǎŜǊǾŜŘ ŦƻǊ ǘƘŜ 
following criteria: 
1. insulin device (100% compared to 5%)  
2. timing of doses (100% compared to 90%)  
3. insulin strength (85% compared to 5%)  
4. writing the insulin dose before the insulin name (50% compared to 35%).  
 
Conclusions 
Substantial improvement in meeting insulin policy requirements for communication of insulin prescription adjustments by DSNs to community 
nursing colleagues were observed through the audit cycle. Two key areas for further improvement were identified: defining the insulin strength and 
writing the dose before the insulin name. The outcome will be confirmed on re-audit. Further work to review communication of prescribing changes 
within other specialties would be beneficial. 
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40. Evaluation of the pharmacist prescriber in improving resolution of medication reconciliation discrepancies 
Charlotte Everett, Hemkhama Rai, Alison Warren, Brighton and Sussex University Hospitals NHS Trust 

 
Background 
Prescribing errors are reported in up to 9% of inpatient medication orders in the UK1. The Royal Pharmaceutical Society noted that unintentional 
discrepancies in medications prescribed on admission occurred in 58% of patients and related to 18-60% of prescribed medicines2. However a study 
of pharmacists prescribing for inpatients in UK hospitals showed a low error rate (0.3%) 3 including a role in the medication reconciliation (MR) process 
and correcting discrepancies. Previous studies have focused on counting and classifying errors; but not on time to resolution and the risks of 
delay/omission.  
 
Objective  
To evaluate the impact of prescribing pharmacists (PP) and non-prescribing pharmacists (NP) undertaking MR on the time to resolution of 
discrepancies and the potential impact on patient safety. 
 
Method 
A data collection form was designed and piloted. Data was collected by pharmacists completing MR for new admissions on two surgical wards 
(27/1/20-7/2/20) which both used paper based charts for prescribing, and discrepancies were resolved as per usual practice. Discrepancies were 
followed up by the investigators to ascertain the number of doses administered/omitted before the error was corrected, the method used to correct 
the error, if the error included a critical medicine*, and the potential level of harm*. The data was collated in Excel and analysed. 
This study did not require ethics approval. 
*defined by local Trust and SPS tool  
 
Results 
84 patients were included (43PP, 41NP). Comparable error rates were seen in both groups with at least one MR discrepancy noted for 24 patients in 
each group and a total number of discrepancies of 48 PP and 52 NP. 
For PP most discrepancies were resolved within an hour (93.7%) compared to NP where only 13.4% were resolved within 1 hour and 61.6% took more 
than 24 hours. For critical medicines (2NP, 5PP) time to resolution did not differ between PP and NP.  
As per the SPS toolkit, NP had more errors clŀǎǎƛŦƛŜŘ ŀǎ ά{ƛƎƴƛŦƛŎŀƴǘ ǎƘƻǊǘ-ǘŜǊƳ ǇŀǘƛŜƴǘ ƛƳǇŀŎǘ ǿƛǘƘ ƳƻŘŜǊŀǘŜ ƛƴǘŜǊǾŜƴǘƛƻƴ ǊŜǉǳƛǊŜŘέ όмо btΣ у ttύ 
The PP reduced the number of doses incorrectly given or omitted (mean 1.3 range 0-11) compared to NP (mean 3.0 range 0-33). 
 
Conclusion 
This study demonstrated that PP can improve patient safety related to MR by more rapid resolution of discrepancies although both the PP and NP 
prioritised resolution for critical medicines reducing the level of harm for the longer times seen in the NP group. The evaluation of the critical medicines 
is limited by the sample size. Repeating this study for a longer period and including more clinical areas would be useful to validate the results.   
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41. General Practice Orientation Pilot Programme for Undergraduate Pharmacists 
Kate Webb,1 Carole Blackshaw,2 Donna Bridgwood,1 Matt Webb,2 Joanne Protheroe,2 and Katie Maddock.2, 1 Brinsley Avenue 

Medical Practice, Stoke-on-Trent, 2 Keele University, Keele 
 

Context 
The clinical landscape for pharmacists has changed at a rapid pace, especially in primary care. The NHS Long Term Plan ǎǘŀǘŜǎ ǘƘŀǘ ΨŎƭƛƴƛŎŀƭ ǇƘŀǊƳŀŎƛǎǘǎ 
are now a key part of the general practice team.1Ω ¢ƘŜǎŜ ŎƘŀƴƎŜǎ ƴŜŜŘ ǘƻ ōŜ ǘǊŀƴǎƭŀǘŜŘ ƛƴǘƻ ǘƘŜ ǳƴŘŜǊƎǊŀŘǳŀǘŜ atƘŀǊƳ ŎǳǊǊƛŎǳƭǳƳΦ 
 
Problem 
Pharmacy undergraduate experiential learning traditionally focuses on community pharmacy and hospital pharmacy placements. With the changes 
in landscape, this school of pharmacy wished to understand if providing clinical placements was feasible in general practice.  
 
Assessment of problem and analysis of causes 
MPharm programmes aim to provide students with the scientific knowledge and practical skills to work as a pharmacist in their chosen career path. 
This School of Pharmacy was aware that it needed to ensure students understood the opportunities for pharmacists in general practice and wished 
to facilitate this via a Learning through Practice (LtP) placement.  
 
Intervention 
A formal teaching programme needed to be created for students in general practice to assess its benefits. 
  
Strategy for change 
The School of Pharmacy created formal links with a local General Practice pharmacist, who designed an LtP teaching experience for students 
(workbook, lecture, and information governance training). After collaboration with local General Practitioners and the Medical School, a pilot project 
and quality assurance measures were agreed. The time frame for change was within one academic year (2019 ς 2020). Ethics approval was not 
required. 
 
Measurement for improvement 
The general practice orientation placement was piloted with stage 2 students registered on the five year International Integrated MPharm 
programme. Students completed the teaching experience and then attended a four hour general practice orientation placement (January - March 
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2020). During the placement students completed six learning outcomes, mapped to the MPharm learning outcomes, and a self-assessment form. The 
general practice supervisor also completed a feedback assessment form. Qualitative feedback was gained from students and general practice staff to 
assess the benefits of the General Practice Orientation placement. 
 
Effects of changes 
All students completed the six learning outcomes. On the general practice assessment forms, students were aǎǎŜǎǎŜŘ ŀǎ ōŜƛƴƎ ŜƛǘƘŜǊ ΨƴŜŀǊƭȅ ŀƭǿŀȅǎΩ 
ƻǊ ΨŀƭǿŀȅǎΩ ŘŜƳƻƴǎǘǊŀǘŜǎ ǇƻǎƛǘƛǾŜ ƛƴŘƛŎŀǘƻǊǎ ŦƻǊ ǇǊƻŦŜǎǎƛƻƴŀƭƛǎƳΣ ŎƻƳƳǳƴƛŎŀǘƛƻƴΣ ǇǊŀŎǘƛŎŀƭ ǎƪƛƭƭǎ ŀƴŘ ŎƻƳǇƭŜǘƛƻƴ ƻŦ ǘƘŜ ǎǘǳŘŜnt handbook. Students 
ŘŜǎŎǊƛōŜŘ ǘƘŜ ǇƭŀŎŜƳŜƴǘ ŀǎ ŀƴ Ψamazing experienceΣΩ Ψwill use the expŜǊƛŜƴŎŜ ƛƴ ŦǳǘǳǊŜ ǿƘŜƴ ŀǇǇƭȅƛƴƎ ŦƻǊ ƧƻōǎΩ ŀƴŘ Ψdefinitely recommend rolling out 
to other studentsΦΩ DŜƴŜǊŀƭ ǇǊŀŎǘƛŎŜ ǎǘŀŦŦ ǎǘŀǘŜŘ ǘƘŀǘ ǘƘŜȅ Ψloved having the pharmacy studentsΩ ŀƴŘ ŦƻǳƴŘ ǘƘŀǘ ǘƘŜ ǇƭŀŎŜƳŜƴǘ ŘƛŘ ƴƻǘ ƛƳǇŀŎǘ ƻƴ ǘƘŜƛǊ 
operational duties. 
 
Conclusion 
Following the success of the General Practice Orientation LtP pilot a business case is being written to gain funding to roll out this programme to all 
Stage 2 MPharm students. Further collaboration with local General Practitioners and the Medical School will then be needed. Although the authors 
recognise that a 4 hour placement is a limitation for each student, as it will take 548 hours (73 days) of general practice time to ensure all students 
(137) have some exposure to general practice, they accept this compromise. 
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42. Chronic Kidney Disease optimisation in primary care 
Kate Webb,1 Victoria Hendley,1 and Julie Green.2, 1 Brinsley Avenue Medical Practice, Stoke-on-Trent, 2 Keele University, Keele 

 
Context 
The project was conducted in a suburban GP practice. Patients with Chronic Kidney Disease (CKD) have an increased mortality and morbidity.1 The 
literature states that the prevalence of CKD (G3a ς G5) is between 11.4% and 13.6%.  
 
Problem 
UK Nephrologists review patients with CKD G4 ς G5, hence many patients with CKD are managed in primary care. Adult patients with CKD (G3a ς G3b) 
were identified i.e., those patients managed by primary care with the lowest renal function. 
 
Assessment of problem and analysis of causes 
CKD optimisation is a term coined by the authors; however, it links to principals within national and international guidelines which recommend that 
CKD patients have immunisations, BP controlled, secondary cardiovascular measures implemented, lifestyle enhanced, and medication managed.  
 
Intervention 
To ascertain if CKD optimisation in primary care is beneficial for patients.  
 
Strategy for change 
The project ran from 7th October 2019 to 14th August 2020. During this time, the project was designed, baseline audits completed, clinics created and 
conducted, patient care plans developed and utilised, audits re-run, results analysed, and the project collated. The project did not require ethics 
approval.  
 
Measurement for improvement  
To assess CKD optimisation, eight parameters (CKD coding, influenza and pneumococcal vaccination, eGFR and ACR monitoring, statin prescribed, 
recent BP check and BP controlled) that were measured in the baseline audit were compared to results from the repeat audit. Each parameter was 
assessed as either being optimised, needs improvement or suboptimal.  
An Emis search identified 23 CKD G3a ς G3b patients who were less than 70 years old. All the patients were invited to attend a 30 minute kidney clinic 
appointment. 61% (14) patients attended the clinic and were entered into the repeat audit.  
 
Effects of changes 
The project met its objective of demonstrating that CKD optimisation in primary care is beneficial for patients. 8 CKD optimisation parameters were 
assessed per patient; therefore, there were a total of 112 parameters analysed. At baseline 25% (28/112) parameters were optimised, 4% (4/112) 
needed improvement and 71% (71/112) were suboptimal. Whereas the repeat audit established that 83% (93/112) parameters were optimised, 8% 
(9/112) needed improvement and 9% (10/112) were suboptimal.  
 
Conclusion 
It is hoped that the project will be utilised by other GP practices to optimise CKD patients. If this occurred further research could be conducted 
assessing whether mortality and morbidity decreases with CKD optimisation.  
The limitations of the project were: a) patients who were less than 70 years of age were included to ensure the project was completed in the necessary 
timescales b) the clinic was stopped on 18th March 2020 due to the coronavirus pandemic and restrictions imposed on GP services2, thus affecting the 
number of patients included. 
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43. Use of biologics in Dermatology and Gastroenterology - following the agreed path or going off-piste? 
Wilcock M, Roberson L, Pharmacy Department, Royal Cornwall Hospitals NHS Trust, Truro 

 
Background 
Biologic medicines, used for a range of conditions, are payment by results excluded drugs and commissioned mainly by clinical commissioning groups 
according to NICE technology appraisals (TAs). The annual drug cost per patient per year varies (e.g. £2,000 to £13,000) depending on various factors, 
including newer or older biologic, availability of a biosimilar, and whether there is a patient access scheme. Our CCG approved biologics pathways for 
severe psoriasis and inflammatory bowel disease (IBD) via our area prescribing committee in early 2019.  These pathways listed less expensive older 
biologics (including biosimilars) early in the treatment choices and more recently approved (and generally more expensive) choices lower down the 
pathway. 
 
Objective 
To ascertain,  from the electronic Blueteq system utilised by the CCG to confirm approval and funding, if these pathways were followed for patients 
initiated on specific biologics, and if relevant multidisciplinary team (MDT) documentation on choice of biologic was in medical records. 
 
Method 
Medical records were reviewed for a sample of patients prescribed biologics over six months from October 2019 (Dermatology) and over five months 
from February 2020 (Gastroenterology). For severe psoriasis we identified patients who had commenced any treatment. For IBD, patients prescribed 
the second line choices of vedolizumab, ustekinumab, tofacitinib were purposefully identified. Contact was made with lead Dermatology or lead IBD 
nurse if needed. This study did not require ethics approval. 
 
Results 
In Dermatology there were 33 patients commenced on a biologic - 17 had newly started biologic therapy and 16 had switched from a prior biologic 
to a new therapy. Of the 17 new patients, two commenced apremilast (biologic contraindicated), 10 commenced biosimilar adalimumab, and five 
commenced other biologics. Of these five who commenced other biologics, two were on guselkumab, two on ustekinumab, and one on certolizumab.  
In all five instances there was a valid reason for not using adalimumab as first choice though this was not always explicit in MDT documentation. 
In Gastroenterology 20 patients had commenced one of the named biologics - мл ƛƴŘƛŎŀǘŜŘ ŦƻǊ /ǊƻƘƴΩǎ ŘƛǎŜŀǎŜ ŀƴŘ мл ŦƻǊ ¦ƭŎŜǊŀǘƛǾŜ /ƻƭƛǘƛǎΦ ¢ƘŜǊŜ 
was one on tofacitinib, seven on ustekinumab, and 12 on vedolizumab. Usage was as second line in 10 instances (after adalimumab or infliximab), as 
third line in five instances (after adalimumab and infliximab), as sixth line in one instance, but as first line in four instances (all vedolizumab). Of these 
four instances, there was evidence of MDT discussion on first line use and all had a valid reason for using the more expensive vedolizumab. 
 
Conclusions 
Though the number of psoriasis patients (17) newly starting a biologic was relatively small, it was reassuring that for 5/17 who commenced a 
subcutaneous biologic other than biosimilar adalimumab, there was valid reason for this choice, though not always explicit in the MDT letter, which 
Dermatology will amend for future decisions. For the 20 IBD patients, second line agents were mainly used lower down the pathway, and there was 
a valid reason for the 4 patients on vedolizumab as first choice. Hence going off the beaten path in both specialties was deemed justified. 
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Background 
Care home residents are particularly vulnerable and may require urgent access to medicines, for distressing symptoms of COVID-19 or for end of life 
care1. 
Repurposing medicines is the term used to describe a situation where a medicine prescribed for one resident (the donor) is administered to another 
resident (the recipient) to allow immediate treatment where access to medication is not possible via normal routes. Though not routinely 
recommended, this approach is based on key principles outlined in NHS England guidance2 and supported by the Scottish care home regulatory body3.  
¢ƘŜ ΨDǳƛŘŀƴŎŜ ŦƻǊ wŜǇǳǊǇƻǎƛƴƎ tǊŜǎŎǊƛǇǘƛƻƴ hƴƭȅ aŜŘƛŎƛƴŜǎ ƛƴ /ŀǊŜ IƻƳŜǎ ŀƴŘ IƻǎǇƛŎŜǎ ŘǳǊƛƴƎ ǘƘŜ COVID-19 pandemic4Ω ǿŀǎ ŘŜǾŜƭƻǇŜŘΣ ōȅ ŀ 
multidisciplinary group, supported by a video4 and launched in Scotland in May 2020, to provide a framework and support for care home staff.   
Not all Health Boards in Scotland have implemented this guidance.  
 
Objectives 
To determine awareness of and adherence to the repurposing guidance in care homes. The following criteria and standards were set:   
100% of care homes had a healthcare professional on the premises when the guidance was used.  
100% of care homes using the guidance for: urgent end of life care, symptom control for confirmed/suspected COVID-19 or medicine unavailable 
from pharmacy. 
 
Method  
All 813 independent care homes registered with the Care Inspectorate in Scotland were asked to complete an online questionnaire issued by 
Scottish Care, in September 2020. A pharmacist analysed the data in Excel.  
This study did not require ethics approval. 
 
Results 
Responses were received from 106(13%) care homes. 19(18%) of respondents had used the guidance and their level of use was 1-5 times(84%) or 6-
10 times(16%). 

¶ 18(95%) had a healthcare professional on the premises when the guideline was used. 

¶ 19(100%) using the guidance appropriately for residents  

¶ 20(67%)who deteriorated, requiring medicines urgently for end-of-life care  

¶ 6(20%)with confirmed/suspected COVID-19, requiring symptom control  

¶ 4(13%)whose medicine was unavailable from pharmacy    
The majority of respondents 80(76%) were aware of the guidance.  
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Conclusion 
Repurposing medicines is a significant change of practice. Infrequent utilisation provided some reassurance that most medicines are available via 
normal routes.  Respondents demonstrated a high level of awareness of the guidance which was used appropriately and almost always with the 
involvement of a healthcare professional. Low response rate limits extrapolation of results to all care homes.  Further studies would benefit from 
increased response rate and refinement of questions around those medicines repurposed. Confirmation the guidance is no longer used, if 
withdrawn after the pandemic, may also be required.   
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