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Introduction
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there is no way that our members will have had time to even think about audits and quality improvement
projects during the pandemic, let alonetaally do them, and then to write them up and submit them for a
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Boy, was | wrong. We received the same number of submissions that we do in any normal year, and it just
goes to confirm what | already knew: that our members are incredible alhdiways go the extra mile to
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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. Sharimnovations and improvements is so cru@alt any time but more so
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here that you can take and implement into your own workplace which will saw¢iye, money and
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Sarah Carter, PhD
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Abstracts

1. Assessing Antimicrobial Stewardship (AMS) training needs of pharmacy staff at a large teaching hospital
Chloe AherngReem Santos, Eilis Rahill, Netta Tyler, Bridget Featherstone, AleksandreSEiiem 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. Resistascantaicrobial agents

to become less effective, increasing infecti@tated morbidity and mortality. National UK guidance highlights the importance of AMS training for
healthcare professionals, including pharmadists

Objectives
1 Identify specific training reds of pharmacy staff in relation to AMS/ antimicrobials
1  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 irarimdgidrinibout NHS
experience, any AMS/antimicrobialglated training received whilst working at CUH and also what they woultblilkezeive. Questions were aimed
at both pharmacists and technicians. The electronic questionnaire (Google Forms) was piloted with members of the antiptienobéy team
before dissemination to the pharmacy department (114 pharmacists, 76 pharmauyi¢ems) via email, from 21/09/202/10/20.

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% te)h6i8i&% 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 tikéningrghe one staff
YSYoSNI GKFG aSt SOGSR (KL (i thénKvénd on fodsaiver ticQdiher fquestiéhs ab@uidhat tralihing tyesk wosld 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), neverttiats (selected by 24 participants), and
antifungal stewardship (selected by 22 participants); however there was a broad range of answers to this question. Fg#iséosa for training
included: Usage reports from theprescribing system, antibiatiwvard 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. Mogtrefsope a 1 hour
teaching slot (50%).

Delvery choice for training was evenly split with fetceface, elearning modules, presentation of clinical cases and workshops/drop in sessions all
with similar response rates (283%).

Conclusions

This is the first local study which has attempted to explore specific training needs for pharmacy staff on the AMS agémadiad Yat nearly all
respondents would like to receive more training. More than half had received previous training at CUbpi®yere drug susceptibilities, new
antimicrobials and antifungal stewardship.

References
1. HM Government. Tackling antimicrobial resistance 2249
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/784894/UK_AMR_5 year national
action_plan.pdfAccessed 30/11/2020)

2. An audit of intravenous antibioits 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 Hospitairidid®on Trust were

given intravenously (V). A second audit was carried out to further investigate the use of 1V antibiotics and whethersitemests for review and
documentation were being met. IV administration increases the risk of healthcaceiatsl infections (HCAIs) and is associated with more
discomfort to the patient and longer nursing time needed for administration.

Objectives/standards

NICE and PHErecommend that the percentage of IV antibiotics prescribed is monitored and investigased! guidelines recommend that IV

antibiotics are reviewed daflyAdditionally, the recent national CQUIN emphasised the need to review IV antibiotics and clearly document a clinical
reason when patients are continued on IV theraphhis audit aimed® Y S| adzNB G KS ¢ NHzA (G Q& O2YLIX ALy OS | 3FAya

Method

Pharmacists audited their wards on one day throughout the week fromitil26™ June 2020. The day to audit was selected based on work pressures

as deemed suitable by the pharméciall 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 collectisasstiesigned by

thS | yGAYAONRBOAIfA tKIFENYIOAEG sK2 (GKSYy dzaSR 9EOStEt (G2 AyLdzi FyR Iyl f¢

Results

A total of 74 patients were audited (from 17 differentpatient wards, including paediatrics). The most commonly presdrigibiotics were co
amoxiclav (43%) and piperacillin/tazobactam (22%). Both antibiotics were prescribed for a wide range of indications mfectiess (LRTI, CAP
and HAP) were the main indication. For the documentation of a review requirementpbpgéscriptions 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 @adthphiarmequirement

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

Conclusions
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prescribed within the Trust. A quality improvement project to improve the safety and quality of antibiotic prescribing thithimust is being
undertaken. Electronic prescribing will help to prompégcribers to review IV prescriptions and is being introduced within the Trust.

References
1. National Institute of Clinical Excellence (NI@&)imicrobial stewardship: systems and processes for effective antimicrobial medicine use
2015.
Public Health Egland.Antimicrobial Stewardship: Start smart then focR815.
The Rotherham NHS Foundation Trust and Barnsley Hospital NHS Foundatiofnfiragtrobial Policy for Adult2019.
Cyriac JM and James3witch over from intravenous to oral therapy:dhcise overviewd Pharmacol Pharmacother 2014; 5(2)883
NHS ImprovemenReducing the impact of serious infections CQUIN 2018/@811/18. London. 2018.
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3. Benefits of Expert Pharmacist within Inflammatory Bowel Disease (IBDltidisciplinary Team (MDT)
Ali AlEnbaree, Lead Pharmacist, Bradford Teaching Hospitals NHS Foundation Trust, Dr Jo Ridpath, Consultar
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 speisiatyg @gd one specialist
nurse. There was no pharmacist within the MDT.

Problem
Following maternity leave, the IBD tedrad 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 thecgeedgntinuity plan following previous collaboration with the team. National
Standards suggest the MDT should include-Q.@xpert pharmacist per 250,000 patient grotfp

Intervention
The pharmacist would counsel, prescribe for and monitor patientsivery biological/immunomodulatory therapy. They would also support the care
of inpatients and outpatients via referral from either the medical or secretarial team.

Strategy for Change
The pharmacist would provide 0.4 WTE to IBD services. Althougtvdkisn addition to their prexisting 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 anésliisdeviewed.
There were minimal targets set, however patients referred to start therapy would be contacted within 7 daysngedielays 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 wereaedeOver 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 outpirercldmpatients with
further cost savings. Additionally, threorkload 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 caq bettmnindal and
organisational. An integrated pharmacist can work in partnership with medical and nursing colleagues to enable apprspitaige dif work,
enhancing patient care and resulting in an effective and efficient MDT.

Although this pharmacist did netork 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 meathéatle 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 demonstrati|tieeskills that a
pharmacist possesses, and the benefits this wdaring to the MDT.

References
1. IBD Standards Core Statements, IBD UK. Available ditipse//ibduk.org/ibd-standards/theibd-service/theibd-multidisciplinaryteam
(accessed 6/12/2020).
2. Lamb C/et al.British Society Gastroenterology consensus guidelines on the management of inflammatory bowel disease 20&@ults
Gut. Available onlinéhttps://www.bsg.org.uk/resource/bsgonsensugjuidelinesibd-in-adults.html (accessed 6/12/2020)
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4. Switching between brands of biosimilar infliximab: a regionally coordinated quality improvement project
Andrew Barrof, TinaShal, Nina TaherzadéhAdele Motg, Amardeep SehrhiPatricia McCormiékYogini Jafji! North
Central London Joint Formulary Committe®oyal Free London NHS Foundation TRIUdhiversity College London Hospitals
NHS Foundation TrustNorth Middlesex University Hospital NHS Trddtyhittington Health NHS Trust

Context

Infliximab and its biosimilars are hospialy t @ 0A2f 23A 01t YSRAOAYySa tAO0OSyaSR T2NJ OKNBYAO Ay TFf
with the lowest acquisition cost. Whilst switching from an originator to a biosimilar is common pradtiin 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 biosimilahir{figimsim@. In

September 2019 a revised procurement contreae into effect and a new biosimilar infliximab (Ze¥sly 6 SO YS W6 Sad @I t dzSQd 5 &
AyO2YLX SGS dzZldil 1S 2F WwWoSad OFtdzSQ AYTFEAEAYI O $2dAZ R N&dmdedté&dtai KS 2 LILI2 NJ
£650,000 per annum.

Intervention

28 dzy RSNI221 I NBIA2ylifte& O22NRAYFGSR ljdz f Ade A YLINE &GOS WEUG) LINE 2SO0
commissioned indications in eight departments across four acute providers within NCL. The aim waspfatiere®/ to initiate and existing
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Strategy for change

The NCL Joint Formulary Committee reviewed the evidence base and recommendeathéaittsbiosimilar switch. Project support was obtained
from clinical champions, regional Chief Pharmacists and Medical Directors. At a regional level, patient letters weredifewdlogsd adaptation

and a biosimilar helpline was set up for patieriisllowing 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 besEpiatitig patients
received writen information about the proposal to switch and had the opportunity to ask questions before their next infusion.

Measurement for improvement

hdzi O2YS YSIadaNB 6l & LISNOSyidl3asS 2F woSald O f dzSQ &lYFBAY%oEGedter withiRA &4 LISY & A y
months. Process measures were the number of departments that completed the transition and the number of patients whomagnétsth t

bty OAY3a YSEAadZNBA 6SNB AyFdzaAzy NBI Ofchiacka 6AGK WoSad @FtdzSQ Ay TFfAE.

Effects of change

LG G221 vy Y2yiGKa G2 | OKAS@S GKS 321Kt 2F RAALSyaAyJofwhek79%ba8ald oGt dzSQ
switched. Six of eight departments completed the transition within this period.yBelere caused by changes to contract arrangements and local

factors, such as specialist nurse reallocation due to CQ¥|Bompeting biosimilar switch programmes and difficulties in monitoring dispensing

data at one Trust. No patients declined to switEfve (0.9%) infusion reactions were reported and there were three (0.7%) requests to-sagtch

due to loss of efficacy.

Conclusion

Adopting a regional improvement approach to biosimilar switches was efficient, acceptable to patients and resulte@woidastce. Switching
between infliximab biosimilars appears to be safe and effective although randomiseblled trials are needetb prove this. Prospectively
collected patient satisfaction questionnaires would be informative.

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

Introduction

The Multisector Pharmacist Foundation to Advanced (MFtA) prograémrogides structured worbased training offering patient facing experience
for pharmacists incorporating clinical, management, governance, research, education and leadership skills. The progracofendsrguality
assured and validated against Royaafnaceutical Society (RPS) professional development frameidelgered across pharmacy sectors.

It was proposed providing an opportunity for Multisector Pharmacists (MSP) to attend dedicated shared learning eventsdeseselopment
culture and ensures consideration of all the programme curriculum aspects.

Objectives

1. Create an events pragmme delivered by specialists from each sector

2. |dentify priority clinical areas for delivery complicit with the Network Contract Directed Enhanced Serviée (DES)

3. Maximise and share sector resources by extending event invitations to other phgonoéessionals 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 includincpsecoretaa) hedh,
community health services, care homes and clinical commission groups. The RPS frameworks, the DES and several pofithadestesysulted

to identify key themes for delivery. The events were advertised via sector netwantdsmoved from faceo face to virtual delivery during the
pandemic.

At the end of each event session delivered, participants completed an anonymised online questionnaire to evaluate faelicsatis fivepoint
Likert scale (0 being not useful, 5 being very useful) wed.vAdditionally, 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 theos&tSes. The
qualitative comments wer thematically analysed.

This study did not require ethics approval.



Results
The events content, format and structure were agreed by TFG. Events were scheduled for a fulb degeldy intervals, with clinical themes
subdivided into specific topics eliered together with participants presenting Case Based Discussions (CbD) showing application in practice. Flipped
learning was applied with expected time to complete peguisites stated. Participant numbers ranged from 8 to 16 with an increased atteada
supported through virtual delivery. Participation representation was noted from all sectors. Predominantly Primary Carek NEti) and
secondary care pharmacists attended.
Session evaluation was overwhelmingly positive with events recommendethéosot
Four common themes identified were:

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

1  Development of networking and sharing of practice

1  Benefit of focus on solutions to enhance patient transfer of medication from one secamotbher and appreciation of working in different

sectors

1  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. SL Bemesistesngirking
and collaboration between sectors and continuing to be delivered virtually.

References

1. HEELaSBharmacy:https://www.lasepharmacy.hee.nhs.uk/dyn/ assets/ folder4/foundatipharmacists
pagesl/vts/esbtvtsheewebsiteinformatiopdf (accessed December2020)

2. RPhams.conhttps://www.rpharms.com/resources/frameworks/foundatiepharmacyframeworkfpf (accesse® Decembe2020)
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6. Virtual OSCEs during the COVID pandemic.
Alice ConwayEmma Cliftod, Mary Challi Jake Ellio& Tracy Hedléy Thao Huynh Oliver Simmonds!East Sussex Health
Care TrustBrighton and Sussex University Hospital TréStirrey and Sussex Healthcare Trust

Background

Health Education England London Kent Surrey and Sussex (HEELKSS) provide formative Objective Structiveah@fiatzal (OSCE) resources
for Preregistration Trainee Pharmacists (PRPs). During €@\i&Endemic, October 2020, 3 Trusts collaboratively ran virtual OSCEs supporting
learner training needs identification and preparation for future virtual OSCEss Sussex Multisector Pharmacists Foundation to Advanced (MFtA)
were included since many had no prior OSCE experience, but expected to undertake OSCEs during their Independent Pueseriber Co

Objectives

Train assessors.

Develop simulated patient/heditcare professionals and candidate guidance.
Prepare candidates for virtual OSCEs.

9@l tdzZ GS OFyRARFIGS&EQ SELISNASYyOSo

Method

¢tKS o ¢NHZAGAQ t KI N)YI 6sessosRsindlatad patight/heafhicateiprofessigniala Shdkcandidates guidancmddfby
experience of HEELKSS Regional Medicine Management virtual OSCEs. Assessors undertook HEELKSS OSCE assessamahenagifer exte
was recruited supporting assessment reliability. Candidates attended MSTeams briefing session on OS@Estiymeparation. A session was
delivered to MFtA explaining the rationale for undertaking %@l OSCEs as an opportunity for O8&Ee staff to become familiar with this
assessment type in preparation for future OSCEs. Candidates undertook fivedretations alternated with rest stations using MSTeams. An on
line piloted evaluation form for candidates was devised from the literature comprising of a seriestatdiients with a fivepoint Likert scale
anchored by extreme descriptors (1 = defiytagree 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 nethézpuapproval.

Results

Allguidance was agreed by education leads. All assessors (5) completed assessor training. 22 candidates undertook OSCEM &3 PBRP%

(20) attended the OSCE preparation session, all accessed the recording. Candidate evaluation response wasTol&ddp) experience of
MSTeams during assessment, OSCE preparation session, level of comfort recording own performance, and overall OSClesgpeaigren:

highly. Additional support mechanisms requested included more detail of scenario topimé&dsidentified inconsistences in delivery of stations
such as assessor variation in introduction of task. Nine of 15 evaluation responses (60%) stated preference for faO&@Haaever virtudl

(67%) stated preference for virtuabsessment 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 wvitiehaland provide
another perspective of the virtual OSCEs. MFtA recognised the benefits undertaking virtual OSCEs despitecimiry PRP

Conclusions

Whilst acknowledging significant organisation is required, virtual OSCEs worked well for participants offering a viaalalterface to face

h{/9ad /I YyRARIGSaQ LINBFTSNByOS F2NJ ¥I 0SS (2 T hoddy, theif pri@ity cohcarn fiNdBsihng aghy A & SR @
preparation for topics for examination rather than operational logistics. Further measures are needed to reduce assasisoragraised by

some candidates.
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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), Norwic!

Background

It is widely acknowledged thamadequate control of blood glucose levels (BMs), especially in surgical patients, can increase risk of complications,
mortality and length of hospital admissibriNationally we recognise that the use of variable rate intreues 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 dfal®sesn standards of 100% adherence targetewer
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.t I G A S y-dcen@instlisyfcbe prescribed at 80% of the usual dose whilst on VRIII
4 tFGASY(daQ 2 Nort/miinslids Bhé helévinAstoa YRIII;
5 tlFdASydaQ .aa (2 0SS 6AGKAY Nry3aS gKAfad 2y zwlLlLL
6. Patients prescribed VRIII to have a placeholder on the Electronic Prescribing and Medicines Administration system (EPMA)
7. Patients prescribed fluids to have apéholder on EPMA
Method

Data collection took place over one week and was relevant to the aforementioned standards. Current surgical inpatientd,azligiile to have
VRIIl prescribed at any time during their admission, were included. No eftficsval was required.

Results

A total of 17 patients were identified and none met all the audit standards. 91% of patients expected to miss more thaalomersconsidered for

VRIIl. Only half (9) of patients audited had the correct fluids prescrilieéldt on VRII¢ the most common being omission of glucose/potassium. For
patients taking longacting insulins, 17% had these prescribed at 80% of the usual dose whilst on VRIII (continued at 100% of the usudhelose for t
remaining patients). 62% of patiy 1 8 Q 2N} f FYGARAI 0 SGAOaKkaAK2NIKYAE AyadzZ Aya 6SNB KSER
range whilst on VRIIl. The presence of placeholders for VRIII and fluids was poor, with these standards only being &dn&@% tand 8%f

LI 6ASydiQa NBaLSOuAQPSteo

Conclusions

Generally, surgical patients with diabetes are appropriately considered for VRIII. However the complexity of the fluideredatioms may have
contributed to only half of patients having the correct fluids prescribed. Electronic prescribing of fluidééihis planned at the NNUHFT, resulting

in mandatory selection of a recommended fluid combination.

¢KS YIylFr3asSySyid 27F LI GASyiaQ -aperdiively iy SiwptirgaliwhiBhicoull Segatively i@t Aport patier glitcdrdSsNA
and lengthof stay. Adherence could be improved through focused training and use of a care plan for all patients with diabetes \iy aneuth.
Planned expansion of the specialist Pharmacist team-(nedical prescribers) may also improve standard adherencepatiént safety.

Ultimately, future audits using larger samples need to be conducted, but the results of this audit provide valuable iofothativill be used to
guide future audits and alterations to existing guidelines.
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8. Early preoperative multidisciplinary assessment of emergency theatre patierftsjlty 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 inckéaSimgical patients argenerally at high risk of adverse drug
events. Increasing age and frailty have also been associated withpialymacy and comorbidities resulting in poor surgical outcomes, increased
mortality and extended lengths of stay in acute care settings

Problem

Guidance issued by the Association of Surgeons of Great Britain and Ireland (ASGBI) this year encourages an integtiat@glimani team (MDT)
approach in order to provide patient centred care within the frail and older patient groupisis incldes managing risks associated with
polypharmacy and surgical intervention which, as described by the Carter report, have the potential to be driven bi?lcénicatists incorporated
into the MD'F.

Strategy for change

In response to these drivers fohange a trial MDT has been initiated utilising the Physicians Associate (PA) for emergency theatres, the specialist
Pharmacist (SP) for the surgical admissions unit-nedical prescriber) and an Emergency surgery Consultant with a special interesatnager
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 RimigaldeailBf Score
(RCF3)Patients are then referred to the SP for medicatieview (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 surgéisufGernenarology,
vascular surgery, plastsurgery) 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 patienesdrelieninterventions
made by the SPP to date fall in two groups;
1  Optimisation fa theatre;
0  anticoagulation
0 anti-platelets (interruption and reversal)
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o diabetes control perbperatively
1  Medication reviewg the STOP / STARTT approach to managing polypharmacy
o  medicines reconciliation
0  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 idkv#isdegarding clinical
care and quality improvement / service desigttategies. 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 emenggrgy Bhis

was particularly eviderfor those patients with a higher RCFS.
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9. Establishing hhe 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 incFedsiings quality improvement initiative drives forward through
the development of a new role; the Surgical Pharmacist Practitioner (SPP). No ethical approvadeasfoethis improvement initiative.

Problem

Surgical patients are at high risk of adverse drug events, due to use ofigkgimedications and communication errors during tranfer_ocal
divisional analysis of complaints, incidents and audit resiiblighted 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 érange

Multi-Disciplinary Team (MDT) discussions identified that by reshaping service delivery (in line with nationd),dimanding competencies and
redefining the role of a clinical pharmacist we could improve the quality and safety of medicaéon u

A trial service was established utilising an existing specialist Pharmacisin@dioal prescriber) with #house extended competency training to
independently complete TRAs, assess and prescribe symptomatic management and request and interpnetistigch

Effects of changes
This trial of a SPP role shifted Pharmacist focus to high risk presentations and the provisiompérgive care through integration in ward rounds,
surgical and nursing handovers and the emergency theatre teams.
To capture the impact of the increaRe 02 YLISG Sy Oe LINRGA&AAZ2Y 2yfteé AYGSNWBSyidAzya GKIFIG 6SNB
our local normal role were recorded. During the two week trial of the SPP role interventions were made on an averagef oh&@#tients sea
each day. Intervention types varied and included;
1 Thromboprophylaxis risk assessment
1  Provision and adjustment of analgesia and &mtietics
1  Antibiotic stewardship; selection, step down, course duration, monitoring
1  Management of high risknedications; insulin, anticoagulation
After the trial 24 completed evaluations were received with representation from all of the MDT. 100% of respondents whee satvery satisfied
with the availability, communication, advice offered and overall iserprovided 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 satisfagtioorhments received indicate that there was
' aA3AyAFAOLY G AYLINR@SYSyid Ay (GKS ljdzkftAdGe 2F GKS SYSNHEBaKeS pres&ibingldA OS
YdzOK &l FSNEZ daL GKAY]l Al Kdz3Ste AYLINR@GSaE LI GASYyld 2dzid2YSaé o

Canclusions
Following the success of the trial, our vision is to develop the SPP role within the surgical division. The expansidin skifipetill enable the SPP
to integrate in to the MDT with the focus on the clinical use of medications and prewemtiitigation and management of the risks associated.
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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 ihealthcare quality, accessibility and regulatiolConsequently, few countries have governing bodies overlooking
healthcareprofessional (HCP) practite wSa Sl NOK &dza3S&adSR GKFEG 1/t NB3IdzZA A2y RSLISYRSR
domedic product (GDP), and safétyPC enables partnership working between HCPs to ensure pagatred care and patient safety

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
Obryo O2dzy iNASa G6SNB &GdzRASR \ely AIgR o2 ydzaninNg yE Al 5L | @fy1338 AYAZFYASCE (MaW&Y1TR 63b T'in
6{2t2y2y LatlyRaz 1 IFAGAT [ SYSys {2ddiK {dzZRIy0O® t KI N¥elded therd2viRRa & A2 Y | |

constant comparative method. This facilitated thematic framework synthB5isIK I NI I O A & ahdueLJi | laaSGiisdreessa@asures of IPC.

Using Preferred Reporting Items for Systematic Reviews and-Metlyses (PRISMA), (N=17) pesfiewed journal articles from 2012019 studying

pharmacists in sample countries were selected. Key terms searched on MedliMeButatabases wereW L tWLIK | NXahd@ALINRF S&a a A 2 y |
& i I y R LittiRuieQvas then reviewed with reference to the thematic framework and development metrics (HDI/GDP/GPI). This stotly did

require ethics approval.

Results

Of (N=8)ountries, only HDO f | & &etyhigl@ RK WR LINRPFSaaAz2ylf adlyRINRAQ R2O0dzySy M&TK I INGSIR F NEF
decisionY I 1 AYARY GAYdRRI@STFSOGA GS . Q7 Muaigshraddrréd ko2the<e themes andEdnNY SR Lt / Q& @ t dz8
fewer medicationrelated erroré. Number of IPC standards and HDI rank fowall S NEcouKtried, Kx@ept Hong Kong, were positively correlated,

suggesting a possible economic impact on pharmacy sector progress. (N22) &tét  F2dzy R Odzf (1 dzNJF f Ay Ft dzSy0Sa 2y | ;
a contributor to a more hierarchical than Hg@proach to healthcare provisi&rHDI and GPI were negatively associated, which could explain below

average pharmacist density and GDP exgieire on healthcare in HEllassifiedV f Zalriries.

Conclusion
Results denote that IPC improved patientsaféty Df 26 f RAFFSNBYy OSa SEAAGSR Ay LKIFNYIFOAadaQ G
gaps in HDI and GPI between Dl & & AVEiHg® Woh® @2dzy iNAS& D vdzZ t AdFGAGS |yl f @A GoKY @&KE & 3K
O N#iclusionoWdzy RENBE G yRAY I NRf Sa«k NBayLRiyKaS oS yASiNG-Sta  t2kF NIVSH | OrS dytSsy@isie B/ 2 dzy” O A
work could study 2020/inequality R2 dza (§ SR KIAZIK QRRFIERA #V2dzy ( NASa (2 A YANBEBSE onddDP ardA (& | ¢
pharmacy.
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11.Reported Covid19 symptoms in patients on olisease Modifying Therapies for Multiple Sclerosis
Rachel DorseZampbell, Chandni Radia, Rina Gokani, Dionisio Delacruz, Teresa Felongco, Antonio Scalfari, VieQuiaySi
Ashwini Nandoskar, Omar Malik, Richard Nicholas. Imperial Céllegjehcare NHS Trust

Background

There has been concern within the Multiple Sclerosis (MS) community regarding the potential increased risk of Covidi® imfeatients on
Disease Modifying Therapies (DMTSs). The latest guidance froAstiteiation 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 h&depelrted Covid19 symptoms. To identify how the percentage of
patients reporting Covid19 infection compares to national infection rate. To identify whether there is a link betweendepovid19 symptoms and
lymphocyte count prior to infection.

Methods

Patients on oral DMTs (dimethyl fumarate (DMF), teriflunomide (TF) and fingolimod FING)) were identified through a lwase dake pharmacy
team called patients during the pandemic to advise on adjusted DMT monitoring and medication delivery. sRetientlso asked if they had
experienced any symptoms of Covid19 infection. Symptoms were defined as a new continuous cough, high temperature, Ibss tfstmeViost
recent lymphocyte counts were obtained for each patient from pathology systeriterature review was carried out that showed no current studies
on this topic, as Cowitl9 is a novel virus

Results

The average age of those on treatment was 45 (range 22 to 79 years), average estimated disability status scale (ED$S}E.B) @ad average
time on DMT 3 years (range D years). 463 patients on oral DMTs were identified (16 on TF, 132 on FBN@) BMF). 93% (430) of these were
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contacted. Of those asked 92% (394) reported no Covid19 symptoms and 8% (36) reported Covid19 symptoms (4 on TF, @ am [DNIE).2
According to a recent study by the UK Office of National statistics, of those ualsvjoroviding 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 ng@r02.0, DMF
1.5, FING 0.4).

Conclusions

In this real worldeview of patients on oral DMTS 8% of patients reported Covid19 symptoms. This is comparable to the national infeatitimerate i
UK. There was no difference in lymphocyte counts amongst those who reported Covid19 symptoms vs those who did not.sTipigodstahe
advice of the ABN that these drugs should be continued during the Covid19 pandemic. Limitations include that this idlzateeled on patients
accurately reporting symptoms and undertaking Covid19 tests as per Government guidance.

This study did not require ethics approval.
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12. Evaluation of pharmacist medication review in a mutlisciplinary severe asthma clinic
Lynn Elsey, Kate Newman, Jennifer King, Manchester Universitifdlid@ation Trust

Adherence to maintenance therapy and correct inhaler technique are fundamental to supporting good asthma control, howenestcadtates of
<50% are often reporte®. Clinicians must frequently rely upon patieeported adherence antechnique when treating patients in outpatient
settings. The Severe Asthma New Patient One Stop Service involves a multidisciplinary team assessment includingphapeaicks review.
tNA2NI G2 GKS FLILRAYGYSY (i & &dlferendé to Mdrip@vertei inh@ler ¢l AnNddlanurmbée 8f predhisblbr yoiirees
using community and secondary care record data. In addition, the patient is asked about their level of adherence, whijsingndespecialist
pharmacist assessment of théhaler technique.

Aim

¢2 S@ltdd S GKS LIKIFN)IFOA&AGQE NERT Sepoktsd arid Rdbfifnies adBefeyca to inal€d tHeaply G YsRe OS 6 S |
inhaler technique. Alongside this, to determine the difference between patieported and pharmacy confirmed ptaisolone courses over a12

month period and its impact on treatment escalation.

Method

Data from 50 new patient assessments over a thmeenth period were collected retrospectively. This study did not require ethics approval. The
number of prescriptig¥ & F2NJ LINBRyA&d2t2yS I yR LINBGSYGSNI AyKFt SNA 20SN) 6KS LINBJA 2 ¢
hospital records. Patierteported number of prednisolone courses and adherence to inhalers were recorded at the day case appoiftivaat.

technique as assessed by a specialist pharmacist was recorded as poor, fair or good. Betwpedifferences in patieateported and confirmed

prednisolone courses and inhaler collections were assessed using a Wilcoxonrraignsst.

Resuts

42 of 50(84%) patients reported good adherence. 39 of 42(92%) had good adherence as confirmed by pharmacy pickup ra@&&6%8§ o
patients had good inhaler technique, 6(12%) had fair technique and 26(52%) had poor technique.

There was a significadifference in the median number of patienéported prednisolone courses over a-fibnth period (3.58, IQR-3)) versus
confirmed prescribed courses of prednisolone (2.96, I3R3) over the same period (p=0.005). This led to a patient not beinglelfgita
biologic therapy in 4 cases.

Conclusion

Patientreported inhaler adherence was similar to confirmed inhaler prescription collection, and for the majority of patients@vere asthma

cohort was good. Good inhaler technique was only seei®¥ 8f 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 thee phadiiacist review

and educationas@f @ | a LRR&aaArAofsS Ay GKS LI GASydQa FadKYl GNBFGYSydGz 06S8SF2NB
Patients were found to over report prednisolone courses which can lead to unnecessary changes to asthma treatmentth®pbinacist

reviewenalh Sa  GNHzS FaasSaavySyid 2F AUSNRBAR (NBFGYSy(d NBOSAJSRpreeitiA OK GAT
unnecessary applications for biologic therapy.
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13. Compliance with trust guidelines on management of lower urinary tract infectiqras 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-Enélpatic era. Since 2015 there has

been a 32.5% increase in antibietiEsistant blood stream infections, with E. coli being the nmeshmort. Urinary tract infections (UTIs) are the

leading cause of E. coliandgrafiS 3+ G A @S Ay FSOGA2ya I yR Fa &adzOK KI @S 6SSy AyOfdRSR Ay
(CQUIN) scheme. To aid this, Public Health England (PHE)I$missued guidance on diagnosing & WMhile the 2019/20 CQUIN focused on

diagnosis and treatment of UTI in over-$&ar olds, this audit assess the compliance to NHS treatment pathway of all adults aged over 16 and

dzy RSNJ cp &St NE 8auslRoednKudited. KI Sy Qi  LINB JA
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Objective

To assess appropriate diagnosis and treatment of UTls in 16yedlds at LTHT, with the expectation of 80% compliance in the following
standards:

1. Patients having symptoms of a UTI documented in their clinwigls

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 apmal. 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, collatee fetenttbnic

prescribirg system. Electronic medical notes were used to review symptoms, results (urine dipstick and sample) and drugs preperibbede®a

were checked if information was not available electronically. Patients who were pregnant, or had complicated, upfiester aasociated UTIs

and urosepsis were excluded.

Results

Data were collected from 28 patient$4% 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 tristgus86éb 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 aérihenes fairly low.

However, meeting all the iteria 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 apprope&tedgg antibiotics

was 46%. Improvements can be made through education and awareness of how and when to treat. Limitations include saatglessite paper

notes and assumptions over symptoms. Future work should include the reliability of dipstickrtésiptanising the approach to UTI diagnosis.
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14. Evaluating patient perceived clinicéhpact of ranitidine switchesaccording toCCG guidelines
F. FuertesE.Fielding, H. Yeung L &arnsley Hospital NHS Foundation Trust, UK

Background

Since 2019 there have besignificant supply shortages ranitidine, ahistamine2 receptorantagonist (H2RAyyithin the United Kingdom
following repeated class twiledicines andHealthcare products Regulatory Agemityg recalls.

Ranitidine is primarilindicated and licensed for gastrointestimanditions.Due to the recallpatientshavenowhad their treatment
changedTheClinical Commissioning Group (C8&) driven theswitch of ranitidine to alternative treatment3his policyfocused on initiating
proton pump inhibitors (PPI) or dose optimising existing PPI therapy.

Objectives
To evaluatehe clinicaloutcomeafter switchingpatientsfrom their establishedanitidine treatment to suitable alternative®llowing CCG switching
guidance.

Method

Apharmacy stock management databageneratedthelist of all ranitidine supplietb adulto x myears), admitted to angnedical
ward during2019.The record waanalysedo include only patients who met thauditinclusion critericand had been prescribe@nitidine prior to
admissionThe auditguestionnairewasvalidated by the audit teanPatientswere interviewed and contacted by telephone in November 2026
data collection and interviews were conductby the same persothroughoutthe audit.

53 patients wereontacted by the telephone, with consent obtained in the first instaoicthe call. Thesepatientshad a minimum of 10 months
postswitch implementation guidelinbefore the audit was conducte@atients were asked a seriesabbsedquestionsenabling sekevaluationon
the clinical effectivenesgrior and postanitidine treatment swithes. Wdocusedon perceived symptom changes and symptom frequeritye data
was collected from the telephone interview.

Quantitative data was collected from the patient sample and summarised statistically to enable recognition of pattemsctions or
relationships.This study did not require ethics approval.

Results

60.4%(n=32)of patients were switched to a PPI, 18.89610)stopped therapy and.5%(n=4)of patients were switched to an alternativ¢2RAor
liquid antacidrespectivey, less than 5% qfatients were treated with combined options including an alginate and8/b (n=2pr H2RAalternative

and PPIL.9% (n=1)No patientwasreferred to a specialist.

56.6%(n=30)of patients felt symptoms hatinproved18.9% (n=10) hadorse symptoms and 24.5% (n=13) experienced no difference following the
change to treatment. Thiargest improvemen{60.4%)was observed in those switched &ad®PI, however, of the 56.686 improved patients all still
experienced symptoms.

Conclusion

The majority of patients were switched to a R60.4%)with only 7.5% of patients offered a H2Rléernative,due to CCGmplementationguidelines
for PPI as first line.

We are aware of thetudy limitationswhich are asmall cohort of patients, patiga lackof understanding of the drug switch amfifficulty to

remember their symptoms before the switch when the interview was condudtesvever, thistudy has showeélrther exploratory work is
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required to evaluate CCG guidartoeinclude referral pathwy for treatment failure and establishingf@low up guideline to optimise treatment
across the NHS clinical practied patientsquality of care.
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15 A Retrospective Study Assessing Amikacin and Gentamicin Prescribing in Adult Patients at Cambridge University H¢
YeeXi Gan, Dr. Christianne Micallef, Reem Sama#rjck Lynch, Cambridge University Hospitals NHS Foundation Trug

Background

The therapeutic drug monitoring (TDM) guideline at Cambridge University Hospital (CUH) recommends specific dosing fandaieikelsin and

gentamicin to minimise ototoxicity and nephrotoxicitAminoglycoside doses are based on weight, rémaction, age and trough / peak levels. 2

previous audits evaluated adherence to this guideline, however additional information could have been included to fuebsraaiterence. The
K2aLAGFE Q& FYAy23t&02aARS ¢5a whHediyR&ual’bgd$ weinht BABW) BHRouldToa G&U withyided! ozdydagight H 1 m o
only being used for obese patients. The maximum recommended gentamicin dose was reduced to 480mg and patients abovel@Glyeaics

only receive 3mg/kyy The use of aminoglycosideas also increased since the recommendation of gentamicin for upper urinary tract infectioh (UTI)

This study aimed to evaluate adherence to the updated aminoglycoside TDM guideline.

Objectives
Audit standards:
1. 100% of patients received 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-afitange levels

Method

This study did not require ethics approval. Data from 162 patients who received aminoglycosides in September 2019 wdseitsipectively

from the electronic healtecord (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 ardtrevenous administration were efuded.

Results

150 patients received gentamicin and 12 patients received amikacin. The most common indication for gentamicin and amigaeinUs| and
neutropenic sepsis respectively. 108/162 (66.7%) patients received appropriate aminoglyassdeadd 20/25 (80%) had trough levels taken at
appropriate times; an improvement on previous audits. The lack of awareness of ABWasageand renabased dosing were the three most
common reasons for dosing error. 5/6 (83%) patients withaitrangeTDM levels were managed appropriately. Although 99.4% (161/162) patients
received aminoglycoside for an appropriate indication, poor documentation of the aminoglycoside indication was notedtien®g (38%). These
patients received gentamicin for UHowever 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 aminoglgcokides, the reliability

of this result cannot be determined.

Conclusion
Aminoglycoside prescribing and monitoring is improving. There is a need to increase awareness of agagahd renalbased 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, MamoeBéyfab, Sarah Frank, University of Huddersfield. Huddersfield,
Philip Howard. University of Leeds

Background

At least 700,000 people die worldwide each year frantimicrobiatresistant infections (AMR) (O'Neill, 2016). The primary driver for AMR is the
inappropriate use of antibacterial agents including excess duration of therapy alongside inappropriate antibiotic useubelfaughniak, B. D.
2014)2.

Unused méicines are a growing problem within the healthcare sector costing the National Health Service an estimated £300 mijligragver
(Medicines waste uk,2019)3. These include using leftovers from unfinished courses and antibiotics entering the environmrkeatirg to the
problem of AMR.

Antibiotic amnesty campaigns promote AMR and safe use of medicines routinely in antibiotic awareness week (AAW) and bawdumed for
many years encouraging the public to hand in any unwanted, unused or expiibb@cs.

This project aimed to evaluate the impact and feasibility of an ongoing antibiotic amnesty campaign in community phautsde&aW.

Objectives

To identify consenting community pharmacies to take part in an antibiotic ameastyaign 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 phaesaci
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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 campaigmeted in the
intervention group through poster displays with lgic information leaflets. During the fiweeek data collection period (Jan/Feb 2020), data on
returned antibiotics (number and cost) was collected weekly, by researchers, from all participating pharmacies. In thetioiepharmacies, the
contents of he 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, ceassess include feeling
better and side effects experienced. 79% of participants obtained their antibiotics from cormynpliairmacies, 14% from hospitals, 3% being from
family /friends, 2% were own left overs with2%from the internet. Differences in patient behaviour towards antibioticumésvften compared to
normal medicines. Patients were less likely to return antibfoto 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 theirsantithiatibers. This
highlighted ageelateddifferences in behaviours towards antibiotics.

Conclusion
The patient questionnaire founddifference in patient behaviours towards antibiotics when compared to normal mediciés study highlighted
that an ongoing antibiotic amnesty campaign imuounity pharmacies could be sustainable beyond antibiotic awareness week.

References
1. O'Neill, J (2016)ackling drugresistant infections globally: Final report and recommendati®estieved fromhttps://amr-
review.org/sites/default/files/160525 Final%20paper with%20cover.pdf
2. Lushniak, B. D. (2014). Antibiotic Resistance: A Public HealthRridisHealth Reports1294), 314316. doi:
10.1177/003335491412900402
3. Medicines Waste UK. (2019he CampaigrRetrieved from http://www.medicinewaste.com/campaign

17.1s it worth running antibiotic amnesty campaigns beyond antibiotic awareness week? Pharsts view
Aisha Ali, Areeba Mansoor, Gill Hawksworth, MamoeBé\fab, Sarah Frank, University of Huddersfield. Huddersfield,
Philip Howard. University of Leeds

Background

At least 700,000 people die worldwide each year frantimicrobialresistant infections (AMR) (O'Neill, 2016). The primary driver for AMR is the
inappropriate use of antibacterial agents including excess duration of therapy alongside inappropriate antibiotic useubelfaughniak, B. D.
2014)2.

Unused melicines are a growing problem within the healthcare sector costing the National Health Service an estimated £300 mijligeagver
(Medicines waste uk,2019)3. These include using leftovers from unfinished courses and antibiotics entering the environtkeutirng to the
problem of AMR.

Antibiotic amnesty campaigns promote AMR and safe use of medicines routinely in antibiotic awareness week (AAW) and bawnduxted for
many years encouraging the public to hand in any unwanted, unused or expiibbtcs.

This project aimed to evaluate the impact and feasibility of an ongoing antibiotic amnesty campaign in community phautsde&aW.

Objectives

To recruit consenting community pharmacies for an antibiotic amnesty campaign antlect 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 antibiotingetur

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 campa@moted in the
intervention group through poster displays with gighinformation leaflets. During the fiwweek data collection period (Jan/Feb 2020), data,on
returned antibiotics (number and cost) was collected weekly, by researchers, from all participating pharmacies. In #etioepharmacies, the
contents of the campaign antibiotic returns box was compared to any antibiotics in the normal returned medicines in the control group.
Floted questionnaires on the campaign were completed at the end of the data collection period by pharmacists

Results

100% ofunwanted antibiotics where returned to four of the intervention pharmacies (5 out of 8 antibiotic prescriptions dispertgsdompared
to only 1 of the 5 control pharmacies. It had seven antibiotic courses returned. 90% of pharmacists stated thaelyagceive 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 teeofrargibiotics @
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 returtezd.dPaksleaflets were
effective in influencing the public to return unused antibiotics to community pharma€hesse results angharmacist questionnaires highlighted
that an ongoing antibiotic amnesty campaign in community pharmacies could be sustainable beyond antibiotic awareness week.
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18. Analysis of Dispensing During Extended Rhacy Weekend Hours
Ross Henderson, David Gibson, County Durham and Darlington NHS Foundation Trust, Darlington

Background

Providing 7day NHS services has been a priority for the last decade. The delivery of hospital pharmacy on a weekend varies sambssisifer

This study took place in an NHS trust where two dispensaries service two acute hospitals and six cohospitetls. Usually a dispensary only
service is available from 09:@013:00 on a Saturday. During April and May 2020, the service was extended to support anticipated demands from
COVIBL9. This consisted of opening from 09105:00 on both Saturday arunday with two additional pharmacists at each acute hospital.

Objectives
This study aimed to evaluate whetherddy 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 betwekants81st May 2020
and for the same months in 2019, were transposed to Microsoft Excel for analysis.

Dispensing aatins were grouped into four categories: dispensing for discharge, inpatient dispensing (labelled to patients), temporaegsesik
and ward topup dispensing.

Through use of pivot tables, the mean number of dispensing actions, for each categoryeofigpthat 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 cethpéth 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 dijmerssifigroughout
the week, ward top up dispensing fell from 35% in 2019 to 30% in 2020, with dispémsiaasing 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 disging, 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; 102086jn&urther
analysisshowed the majority of these items were inhalers, topical preparations, insulin and eye products. This dispensing aézb riestiticted
antibiotics and prescriptions for the Recovery ftrial.

Conclusions

Conclusions were limited by other differences beem the year groups compared, beside the pharmacy weekend service. Many trends were thought
to relate to greater changes in hospital practices due to the CQYI@andemic.

Patient specific items, dispensed on a Sunday represent prescriptions, whichheweldequired a nurse to decide whether to omit the medication

or contact the orcall pharmacist, if the Sunday service had not been available.

The study provided evidence in support of funding the extended service permanently.
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19. Dischargeprescribing 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 tealuring 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 dischargeSmoeepsatients were
discharged withou(often critical) discharge medicines or their letter; NICE states that a patient should receive a copy of their disdiearge let
their day of discharge and the GP should receive this within 24 haAsseportedly 3€70% of patients have unintentionaledication changes when
admitted to or discharged from hospitaldischarge prescribing should be carefully undertaken to reduce the risk of errors.

In January 2020 two independent pharmacist prescribers were recruited to contribute to the completid®sobn 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 followingvéiorier

Method

A baseline audit (85 patients) waenducted over 2 weeks (22/01/207/02/20) 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 amelemtss recorded.
Two pharmacists were embedded within the medical team during February 2020. Post intervention data (95 patients) wire ftohe@1/09/20
04/10/20.

Results

Pharmacists completed 60% of DSs and the project demonstrated a 99 minute reduction inrtgedirae 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 pharmac#t {ftom 99
minutes) and 171 minutes were saved from MOFD to the medication beaaty en the ward (from 470 to 299 minutes).

Preiintervention, 47% of DSs had errors compared with 5% of DSs$rmestention. Also, patients were discharged from the ward earlier in the day
postintervention, with 58% discharged before 6pm compared to 428%iously.

The Coviel9 pandemic has been a limitation during theanadit due to redeployment of regular ward staff and complex-nespiratory 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 feweoerpaned to baseline data;
they were unable to complete all DSs due to time constraints. All patients who were dischargeghatimecistwritten DS had documentation
and medicines before they left hospital. This ensured that critical medicines were not delayed and all relevant infonastmassed onto the
patient and necessary organisations.
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20. Impact of implementing an electronic prescribing and medicines administration (EPMA) system
Ramandeep Kaur, University Hospitals of Leicester NHS Oeicstster

Background

Paperless healthcare technology has been in existence for several decades iposikett globally however in the last five years there has been
significant governmenpressure in the UK to advance in digital innovatioprovide better patient outcomeés

The trust started implementation of EPMA in November 2011 but paused in 2014 after rollout to only twenty eight wardsntlug-tactorial
reasons. Rollout of the same system was recommenced in October 2018 to a fl2thelinical areas in a year to negate the risks associated with
rewriting charts, paper charts going missing and a drive for the Trust to become adifmpemossibleThere are no studies investigating the impact
of recommencing the implementation ah EPMA system in England following previous partial rollout.

Objectives
1  Audit paper prescription charts versus EPMA charts against 27 standards of the Leicestershire Medicines Code over one month
1  To establish if the implementation of EPMA to tleenaining clinical areas improves prescribing

Method
A Quasi data collection tool was developed against 27 standards in line with the Leicestershire Medicine Caden(Md{Z 2019, ten charts each
on six EPMA wards and six paper wards were selectezhflysis. 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 prescriptios 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 indicatioon 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 showeie oegiig
improvement including:
1  58.30% documentation of weight on EPMA vs 46% onpape
1  97% documentation of allergy status on EPMA vs 93% on paper
1 0% of prescriptions contained a bleep number of prescriber on EPMA vs 3% on paper

= =8 =8 -8 a9

Conclusion
1  There was some benefit to the implementation of an EPMA system however it did not remer@ialand not all standards were met at
100%.

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

1 Further trust level work could include disseminating findings of the project to the medication safety team and multidisci@iithcare
professonal groups to highlight the areas of good practice and areas for improvement.

1 A reaudit of the prescribing standards against the LMC and collaboration with other trusts to identify benefits realisatidstedsoc
the implementation of EPMA and impraog better patient outcomes would be further recommendations.
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21.The Role of a Specialist Inflammatory Bowel Disease pharmacist in a virtual biologic clinic (VBC)
Jon Kwok (Leagrescribing pharmacist in Gastroenterologyancashire Teaching Hospitals NHS Foundation Trust, Prest

Context

Biological therapies play an important role in managing complex IBD patients, but they also post significant risk tafpattentmaged or
monitored appropriately. The lack of consistency in clinician follow ups and reviewing treatment outcomes pose sigeKempatient safety.
The gastroenterology team at LTHTR have been actively reviewing and improving the IBD seregtetie growing demands of the local
population. The VBC has become established to ensure prescribing and monitoring of biological therapies is in linenelttandtiegional
guideline
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Strategy

The PlarDo-StudyAct (PDSA) cycle waslised 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 patiemena plan is
updated upn 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 monitoringedasirfgnding
application status is recorded and analysed on weekly interval. Monthly reports are presented to the clinical team ahe@admtfnuous
improvement project. Pharmacist intervention is logged as a qualitative measure.

Effects of chages

From the 1080 patients reviewed during the 34 week period, 97.4% of patients now have regular review on their biologmakthempared to
60% prior to introduction of VBC. Disease reassessment and monitoring of treatment outcome (as per natidiaadisis streamlined where
blood test and faecal calprotectin test are arranged for all new patients at the start of the treatment. Compliance weitialretid regional
pathway improved from 58% to 90%. The high cost drug funding completion ratesbassah 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 tlaeehpatleway. Patient
treatment has been optimised in a safe and timely marthat 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 timelyAmpamoéential drug

drug interactions ancion-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 teanmaicgt ph

homecare team resulting in efficient homecare referral. Clinic letter template, clinician folioand relevant monitoring are standardised and

streamlined to maintain high level of care. Clinicians feel more confident in managing patients with compB&agt appreciate the additional

clinical support from the VBC. It has been suggested that extra clerical and pharmacy technician support may providskdllmeiteand more

time efficient clinic time. There are plans for the introduction of aphainaci t SR L. 5 YSRAOIGA2y KStLX AYyS {2 YI
knowledge.

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

Context

The quality improvement project outlined below was conducted at the Northern HosfiitllS | S& LINP@ARSNI 2F Lldzot A0 KS
northern region, with over 555,000 people in its primary and secondary catchment dtgagroject did not require ethics approval.

Northern Health delivers an annual influenza program for patients, staff and the commumifyustralia, the National Immunisation Program (NIP)

funds the influenza vaccine for those meeting eligibilityecia, 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 communitheipnogram.

The program is run by a multstiplinary working group. Membership of the working group includes representatives from infectious diseases,
pharmacy, infection prevention, nursing, corporate communications, finance, information technology, engineering, and moluntee

Problem

In previous years, the community influenza vaccination program was operated within the main hospital foyer. However,witid2Be context
of the COVIEL9 pandemic, nomessential visits by community members into the hospital was minimised. An aiteznprogram 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 iienpralentifying and
evaluating possible solutions and thenglementing and monitoring the chosen model.

Based on historical figures, the target was to vaccinate 20,000 individuals, with appropriate social distancing essept@irdin runs throughout
autumn; therefore weather conditions needed to be considkere

Assessment of the problem

Each representative was given responsibility for different aspects of the program. Pharmacy was responsible for the flampaisedt assessment

and vaccine administration, development and provision of educational resstioc 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 adngritsteraccine.

¢KS LI Iy ¢ ki NRJINDK@hetRORAEERE 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 buildittgevtitispital grounds, not
utilised for patient care, and patients were then monitored in designated socially distanced seating outside of their pairstmé&pts were booked
online.

Effects of changes
The program ran seven days per week, commencing 8mAp@Il 2020 for six week#\pproximately 21,000 vaccines were administered, without
any cases of community transmission of CG18D

Conclusions

Ly | RILIGISKRNRPWENRD SY 2 RSt T2NJ Ay Tt dzSy Tl @1 OOAYS | RYAYA&UG Mpréadr@-gutah | & & dzO(
the COVIEL9 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 vaccirislafibe gund hospél

pharmacists administering vaccines has now changed and this enhanced role is something which caviéeed in the future.
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23.Realworld efficacy and safety of a threenonth trial of erenumab for chronic migraine
Lesley Murray, Heather McGivern, Laura Stobo, Pharmacy Services, Queen Elizabeth University HoSpredt®&HBasgow
and Clyde

Background

Chronic migraine is defined as 15 or more headache days per month for at least three months, of which eight or moreiassiigra
Erenumab is a human monoclonal antibody that binds to the calcipamerelated peptide receptor, thus preventing migraine attaéks.

In the NHS GGC guideline, erenumab is approved for prophylaxis in patients who have trialled four prior prophylactictsreaadéition to Botok?

A positive response is defined ase® NJ | xo0 /&2 NBRdzOGA2Y Ay KSIFRFOKS REFE&a 2NJF  xpE:

10) from baseline.
The most common side effects reported are injection site reactions (4.5%), constipation (3.2%), muscle spasms (2.0%)s(H gt

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

NB R dzC

Patients pescribed erenumab at prescribing pharmacist or nurse clinic between March and October 2020 were included. Data wasatollected

baseline and 3 month review appointment. Electronic medical records and local Access database were reviewed to extraeirrdod recorded
on an Excel spreadsheet.

Results

Seventy patients were included. Mean age of patients was 45 years (rang4)18nd 86% were female. Mean of previous prophylactics trialled

was 7.3 (range-42) and mean baseline headache days was 26 (ran@8)L5
Overall, 79% (n=55) experienced aifigs response

w N1 6ylrood KFER NBRAZOGA2Y Ay 020K KSFRFOKS IyR YAINIAYyS RI&a
w @iz 6ylrcoyv KFR xom: NBRdzOG A 2y Ay Kélﬁelo S Rl-eé 2yte
W HOo? O0yImMcO KFR xpm: NBRdAzOGAZ2Y Ay YAINFAYyS RI @& 2yt e

w HM: 6yI'mp0 KIFEIR y2 NBaLRYa&S

Seventy percent (n=49) of patients achiBve I % p &> NBRAzOGA2Y Ay YAINIAYS RIFI&a t02YLI NBR
Side effects included constipation (33%), hair loss (3%), injection site reactions, fatigue, itch (all 2%), blisteesmlagstirash, 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 effeihedsuistidence of
constipaton was greater than expected.

Response to erenumab has resulted in fewer return appointments to headache clinic. Adherence to guideline in terms dfmember of prior

G2 |

prophylactic treatments was 100%. Development of a prescribing pharmedistiric 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 Statescribing in Secondary Prevention of Acute Coronary Syndrome
Ross Nicol, Lewis Cameron, Kirsty Quail, Joanna Dougall, University of Strathclyde, Glasgow

Background

NICE advocates hightensity statin therapy in secondary prevention of Ac@eronary Syndrome (ACSJjhe recommended regimen, atorvastatin

80 mg, is associated with intense Lébiolesterol reductions and enhanced pleiotropic effects. Lipid profiles should be measured within three months;

targeting#?0% norHDLcholesterol reduction. Further neHDL cholesterol measurements are recommended annually-iHighsity statin therapy
may be associated with increased adverse effects, with elderly patients at potentially greater risk, however, NICE dudeotpadients ineligible
for atorvastatin 80 mg based on age aldrte.

Objectives
I  assess statin prescribing following ACS diagnosis, across age groups.
1 assess compliance with lipid monitoring following ACS diagnosis.

Methods

This study did not require ethics pyoval.

Inclusion criteria included patients diagnosed with ACS from May to July of 2015, 2016 and 2017 within the health beaittbgeestatin during
the investigation period. Exclusion criteria included patients not prescribed statins and thageramges 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 stesimdascharge across-$8ar ageranges from 30 to
99 yearsof-age.

Lipid monitoring was assessed by calculating percentages of patients with full lipid profiles or total cholesterol recnugdig.ar his was followed

up for a maximum of four years following discharge.

Results
794 patients were included in the study.
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Atorvastatin 80 mg was more commonly prescribed in patients undere@®sof-age (38.4% (n=161/419) compared to patients ovey&arsof-

age (16.9% (n=57/338)). Higitensity statin regimens were undgrescribed in patients over 6@earsof-age (n=27212). Atorvastatin 80 mg was
prescribed most in patients aged 40 to-¢€arsof-age (47.7% (n=31/65)). No patients aged 90 ty&&rsof-age received atorvastatin 80 mg (0.0%
(n=0/26)).

The proportion of patients receiving lipid monitoring decreased egeelr, 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 toteiaihmigs (52.5%
(n=136/259) to 66.6% (N=529/794}an 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 adversegieattioould be
predicted more patients were slito t S F2NJ F G 2NBF adl Ay yn Y3 GNBFGYSyd G(KFIy 20aSNBSRI .
Prescribers perhaps exercised caution in elderly patients due to fears regarding adverse effects, or incomplete guidelressaviratients at

prescribed atorvastatin 80 mg, without clinical reasoning, are denied incremental benefits this regimen offers.

[ALAR Y2yAG2NRAY3 61 & ado2LIAYIEZ 6AGK 2yte ncom: 2@ 0Lk SWHBHFEHOQ Koz € f
cholesterol reduction cannot be guaranteed. The decreasing proportion of patients receiving lipid monitoring suggestsemetyrevriewed

annually, or reviews are completed inappropriately. The frequency which total cholesterol only was edeastivout full lipid profiles, further limits

clinical reviews. Clinicians should therefore endeavour to improve monitoring to aid clinical assessment.

References
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including lipid modification. https://www.nice.org.uk/guidance/cg181 (accessed 28 November 2020).
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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 followingcrotery 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 MfCGte guidance in
2014 put atorvastatin 80 mg as the statin of awiin our health board. However, prescribed statin therapy still varies. NICE recommends
measurement of cholesterol levels within three months of hiigtensity statin initiation, during which a minimum ndmgh-density lipoprotein (non

HDL) reduction of @%b should be achievéd

Objectives
- To determine the mean percentage total and laensity lipoprotein (LDL) cholesterol reductions in patients treated with statins
- Compare the results in patients taking a statin prior to admission and statire patietts

Method

This study did not require ethics approval. 794 patients discharged from hospital in the months from May to July in 2D28d2017 on one of

five statin therapies (atorvastatin 20 mg, 40 mg and 80 mg and simvastatin 40 mg and 20 mgfludesli Data was assessed retrospectively over

a fiveyear period (20181 nmcp0 dza Ay 3 (GKS t 20+t KSHfGK 62K NRaQ St SOGNRYAO RIEGFOF &S
cholesterol on admission and annually thereafter. LDLesttetol was used instead of ndfDL, as no#iDL 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 largegan 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 coomtaiséallowing

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 (2%%YForpatients on
atorvastatin 80 mg (n=219) a reduction of 17.04% was obtained. Considering teftpaho were statimaive (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 eventeém the therapy met the
NICE standard. Although atorvastatin 80 mg achieved the greatest mean total cholesterol reductioeatestgnean LDL cholesterol reduction was
seen in those treated with atorvastatin 40 mg. As this was a retrospective study{dDbrcholesterol levels could not be attained and data was only
available from the event and one year after, not three monthsastering the reductions observed, it is unlikely that a 40%HbBh would have
been observed within three months.

Following this study, research needs completed to determine if this discrepancy between expected and actual cholestéimi iediue tolack of
statin treatment efficacy or poor patient compliance. Further prospective studies could usdDbmeduction as an endpoint and have measures to
encourage and monitor compliance.

References
1. National Institute for Health and Care Excellence (NICEydiovascular disease: risk assessment and reduction, including lipid
modification, CG181 [Clinical Guideline]. NICE; 2014 [updated 2016. Available from:
https://lwww.nice.org.uk/guidance/cg181/chapter/Recommendations.] (accessed 1 December 2020)

21


https://www.nice.org.uk/guidance/cg181/chapter/1

26.Changing Timeg 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 th¥etliviaes Legislation
2012 (amendment 2016%3 registered midwives may supply and/or administer on their own inigatille 23 Prescription Only Medicines specified
within Schedule 17 of the legislation.

Additionally, the Medicines Pharmacy (P) and General Sales List Exemption (GSL) Otgert@80nidwives to supply and/or administer P or GSL
medicines in the cose 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 midwim thesquite
overwhdming. Many Trusts have local policies supporting midwives, such as midwives exemption formularies or patient groupsditessmare
updated bi/triennially, requiring midwives to update themselves periodically. This requires staff to check prirtgdf@tedocuments, which on a
busy shift may not always be practical or feasible; limited access to laptops/PCs further delays sourcing of informagosat@ms with midwives
highlighted that some medicines were not being supplied, even though pedhitts 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 deviceslpliuedssa to
information be itat a hospital bedside or at a home birth. With this in mind, we developed an application which provides the necessargionforma
that midwives require to support their practice, consisting of locally agreed PGDs and midwives exemption drug monographs.

Theplatform used, known as MicroGuide, is owned by Horizon Strategic Partners Ltd and was first developed and trialledsity Wogeital
Southampton (UHS) NHS Foundation Trust. The platform may be purchased by any Trust, Health Board or CCG, gnteggheri2 different
guides that have so far been developed. Once purchased, organisations may add their own guides or adapt an existinthgiridevioneeds. The
UHS Midwives Formulary app is now available for use as it stands or for adaptabihrebgrganisations for their own purposes. Development took
approximately 3 months; one pharmacist populated the information into the templates, which was checked for accuracy byprasthacist and

a midwife. The app was subsequently trialled by fweceptorship 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 respensghelss, the general
respong following discussion with Midwives has been extremely favourable. The App is now ready for release for wider use@refuliii o on
to support midwives across the UK in supplying and administering medicines in their daily practice.

This project di 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, Skitterdlla@chester University NHS Foundation Trust, Manchester

Context
This project took place within a Teachihgspital Trust. A pharmadgad multidisciplinanteam reviewed education around oxygen prescribing and
administration.

Problem

Oxygen is one dhe most common drugs used in medical emergencies. Evidence shows that liberal treatment with oxygen hadepetudent
risk of increased short and losigrm mortality.! The COVIR19 pandemic led to a significant increase in oxygen use intensifyingehe bn oxygen
therapy and its appropriate use.

Assessment of problem and analysis of causes

Healthcare professionals often have a poor understanding of oxygen and British Thoracic Society (BTS) audit data upntm26ttated that only
57% of patiend using supplemental oxygen had a valid prescription in plad€019 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 requiredifiical 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 fuedind thexaccesed

for urgent education required due to the COWVID 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 dpegl between the senior respiratory physiotherapist, pharmacist

and the eLearning team. This initial draft was then reviewed by the Trust respiratory physicians, intensive care staéfdioathand nursing), senior

acute nursing teams and other Respimat 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. Iniftdke was by seknrolment following launch and promotion on soemédia and via
specialist services. Currently, there is an application to add the package to Trust masdstong, inline with BTS guidelines, which recommend
that all acute Trusts shuld include basic training in oxygen use in mandatory training for all clinicat 3taffs having a package in place is a step
forward but having it as mandatosyaining will be a more robust method of sharing learning and improving practice. Reviae péckage will be
undertaken once a decision on mandatdrgining inclusion is made, including auditing uptake amongst staff andaadi of adherence to BTS
guidance.

Conclusions

Utilising specialist mukilisciplinary professionals we have deveddpan essential training packagelime with BTS guidance. With the addition to
Trust mandatonytraining, this will ensure all clinical staff develop a level of understanding of oxygen which in turn will help to efesdediwary of
care to patients.
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28. Content validity of IMPACCT$nstrument for rating clinical pharmacy care contributions
CENKFYLF 'fAfFZ alNBFY WSOKIFFZ wlhkfAlFd hylFdlIRSFFX wSSyl
College London, *Pharmacy Department, Barts Health NHS Trust, **PhaBn8cyJ- NIi YSy (i s YAy 3 Q¥

Background

There are few instruments for rating the clinical significance of pharmacy contributions to individual patient care, igtheéwvidence of validity

and no accepted gold standard (1). IMPAC@®&uMent 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, Lewes® dentsibution deemed
inappropriate or potentially harmful. A robust process to ensure simplicity and clarity of the instrument has been reppri&ub{Ber 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 IMPAC@i8s:

1 To demonstrate expert agreement between statements and their corresponding significance levels and
1 If necessary, modify or add new levels and/or statements

Method

The study took place in 2018. Ethimpproval was not required. Five experts were purposively recrutted Medical Consultants, one senior clinical
nurse expert, a senior clinical pharmacist and a clinical pharmacy manager. Each participant was given the list of Msstddegeide separate
document with descriptions of each level. Using a websurvey platform, participants were asked to individually assigrnesaehtdgtathe level or

levels (if unable to choose just one) which they deemed most appropriate. A consensus meetcgnvwersed to finalise the assignment of each
statement. Consensus was pset 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%) statementachieved 80% consensus greeeting. 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-#ssighments but moved nine statements back to their
original level, and added explanatory notes. One statement, regarding confirming and acting on allergy/intolerance stafymit w0 two. The

final version contained 45 statements.

Conclusions

A validation study of IMPACCTS was undertaken. Thike@sn 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 how ongoing azbermiveness and
inter-rater reliabilty, which will produce a final instrument. The tool will then have to be reviewed every few years as practice progresses.

References

1. Vo THet al. Tools for Assessing Potential Significance of Pharmacist Interventions: A SystematiclRagi&afet (2016);39(2):1346.

2. Hatoum H7et al. Evaluation of the contribution of clinical pharmacists: inpatient care and cost redu@iamg Intelligence Clinical Pharmacy

(1988); 22(3): 250.

3. Mehta R, Onatade, R. Content validity of a tool forratiggtha A Ay A FAOF yOS 27F LIKIF NXI OA a( aWnite@KidggomOl t O2 )
Clinical Pharmacy Association Symposium Procee@@gs;

29.Pharmacy Undergraduates Perceptions working as Hospital Bank Pharmacy Assistants
Hinesh PatélandAlice Conway, 1School of Pharmacy and Biomolecular Science University of Brighton, BrifPb@mmacy
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 thewattlingis widely
acknowledged that work experience allows students to explore potential career paths and make informed dedtsiograduating. The study
investigates the benefits and challenges perceived by MPharm students working in the role of a Bank Band 2 Pharmacwiftssistaeaching
hospital.
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Objectives
A evaluate attitudes of undergraduate pharmacy students kinng as Bank Band 2 Pharmacy Assistants in a teaching hospital
A identify benefits and limitations of MPharm students working as Bank Band 2 Pharmacy Assistants in a teaching hospital
A 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 MarehirR0@2e wo

participate in the study via email. O#t@-one semistructured interviews were conducted. Ten open quessiovere asked with questions derived

from themes identified from a literature review. Data collected was manually coded and thematic analyses used to identify tbemes. This

g2N] F2NN¥SR LINIL 2F GKS RSLI NI YS ytiderts warknigidithi® ghar@ady. Thdzstubiyidl yiot reqyii Sthids A 3 | G A
approval.

Results

Of the eight eligible students whom could take part in the study five students volunteered to be interviewed with intefhiefaur key themes
identified were: i)Studerit @+ t dzAy3d GKS Ff SEAO0AtAGE 2F 2Nl Ay3I & o6yl adlFF AAO !
AAAD ! LRAAGAGS AYLI OO 2y &idzRSydaqQ I OFRSYAO LISNF2Ndmwyh@&EmdnyoR A J0 |y
positions.

Other minor themes were also identified through all interviews. Students acknowledged there was a greater financial bleeiefit @ hospital

pharmacy assistant compared with a community pharmacy assistant as well as the prafessitefits in terms of experience gained in practice.

Students also felt valued by supporting the pharmacy service during €@\iandemic. Recommendations made included sessions to pharmacy

schools on the NHS recruitment process and to explore expatttngumber 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 theltgtoditifelyabout
GKS .1yl .FYR H tKINYIFO& !aaradlyid NRtSd® ¢KS &aiGdzRe& Indiisahokcandngs A 3K SR

to which recommendations were made accordingly. All the participants in the study concluded thatettod @Bank Band 2 Pharmacy Assistant
0SYSTAGSR GKSANI LINEFTFSaaAzylt RS@OSt2LSyd a dzyRSNENIIRdz GS&d Cdzii dzZNB

30. East Sussex Multisector Foundation to Advanced Pharmacist Vocatidrahing Scheme Phase One Evaluation
Sarah Purdy Alice Conwaly Rosie Furnéy Katie Reygate! Pharmacy Department, East Sussex Healthcare NHS Trus
Eastbourne? Pharmacy Health Education England London and Kent, Surrey and Sussex (HEELaSE)

Context

A2 yearMultisector Pharmacist Foundation to Advanced (MFtA) prografwias devised providing structured supervised learning, via a curriculum
meeting multiprofesgonal 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 secondanyruang/deealth.
Programme independent evaluation used qualitative research methodology with semi structdredtdrviews and focus group discussions with
stakeholders, rotation Practice Supervisors (PS), Multisector Pharmacists (MSPRiaimd) Programmeitctorsas 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 leveti@ihoyrap commencement

of the rotation. This would identify exactly what the MSP could already undertake and support individomlifatheir rotational training plan to

O2YLX SGS tSINYyAy3d 2dzid2YSa | yR &dzZISNBAASR S| NYyAy3 S@é&bdcamedtdtiond 0 @ a { t
desirable, enabling more time for supported learning reflections jgatibnt care. The sphiveek rotations benefited from immediate opportunities

for MSPs to transfer learnings from one sector to another but portfolio working itself required a higher levelmaraljement and prioritisation

skills concluding the prograhS 12 68 Y2NB adzA SR (G2 LINY OGAGA2YySNAR 6AGK G £SFad n @

Intervention

Entry criteria moved to a 2 year post registration threshold. A robust GAP analysis during induction, includingaraxfgprior learning or
achievementsnd intense immersion of programme core clinical competencies, was developed tailoring to each individual MSP. Joiahparticip
progress meetings with PS, ES and MSP were introduced. Some rotations moved torti@mkaa 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 GafeCéwale 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 enablingec@emment 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 maximiseligseryicemtributions

from MSPs.

Reviewed rotational structure supped 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 egsdiled oft PCN
rotation into programme and muHprofessional working, ensuring alignment of the curriculums to Network Contract Directed Enhanced Service
(DES)requirements, and avoidance of duplication e.g. sector statutory and mandatory training.

Conclusions

Continuous pogramme 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 Bcells on ocrelizumab and identifying risk of infections
Chandni Radia, Rachel Dorsegmpbell, Joe Hill, Charmaine Neo, Diorii@tacruz, Teresa Felongco, Antonio Scalfari, Victg
SinghCurry, Ashwini Nandoskar, Omar Malik, Richard Nicholas. Imperial College Healthcare NHS Trust

Background

Ocrelizumab (OCR) is a humanised-@20 monoclonal antibody used to treat multipleesasis (MS). OCR targets CD20, reducing circulating B
cells. Of those Bell therapies used in neurology, it is not a manufacturing requirement to monited|IBounts. Therefore, the relationship between
B-cell counts and infections is unknown with OG&apy. It is hypothesised that a reduction kt@l counts increases the incident of infections.

Objectives
We aimed to retrospectively assess the impact of OCRa®ilBounts and whether there is a relationship betweeceB count and infections.

Method

Demographic and infusion related data was collected retrospectively. Inclusion criteria were patiemteedived OCR and hadcBll counts
recorded, alternatively these patients were excluded. Patients who had received OCR were retrospectively identified fitafrémspls. Total B

cell counts were measured before and after each infusion, furtheelBubsets were not analysed; results were obtained from pathology reports.
Dates of infusions were noted andcBll data was correlated to determine average counts before or after each dose for each patient. Patient records
were examined retrospectively identify patient demographics (gender, age, estimated disability status scale (EDSS), treatment naivety) and reports
of any infections. Infections were related to degree afell suppression.

Results

170 people with MS (pwMS) received infusions of @GR 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 naive. The average baseline estilliptsthdisascale EDSS

was 4.0 (range §8.5). Baseline Bell subsets were collected on 145 of these. The mean count+SD was 279mm3 175 (rh2ge)4¢h 101 pwMS,
between the first and second infusion, the meawtdl counts were 15mm3+32.6. In the treatment naive subgroup (n=10 vs n=71 we} trare

was a more significant drop ind#lls, 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) er tespiratory tract (7), urinary tract infections (22) or other
infection (8). Those who developed infections had significant reductiondell8 (side effects 6 vs no side effects 28, p=0.045). This difference
persisted after second dosing (side effetes no side effects 27, p=0.19).

Conclusions

Limitations include this study being retrospective therefore, relies on recorded datell Bounts are often missed as measuring these are not a
requirement, thus reducing the sample size; timing @feB count and infusions may vary therefore date rem@re quite broad. However, this real

life data suggests that regular monitoring of totat&|l counts, rather than absolute lymphocyte counts, may be a method of identifying those patients
at risk of infections following ocrelizumab.

This study did niorequire ethics approval as per trust policy.
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Sandeep Rai, Amandeep Setra, Taiwo Ojo, Panayiotis Sphikas, University College London Hospitals NHS Foundati

Context

Medication errors such as dose omissions of critical medications can lead to patierit Aastrategy to ensure timegdministration of medication

is to increase rates of near patient dispensing. To enable this, appropriate facilities should be available for the sederanstorage of patients
own drugs (PODs) by the bedside, which comply with national guidanceAoli®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 oationgedibis study
did not require ethics approval.

Probem
Medication dispensed for specific patients, or PODs should be stored in a bedside locker. Often medicines were not steledisedo lockers
being left unlocked, and medicines regularly left out for ease of access. Nurses were also unsatistiee fiictionality of the bedside lockers.

Assessment of problem

Previous audits across the Trust , staff feedback and incident reports highlighted a problem with the appropriate use®idgass. Only 69% of

LI GASydQa 26y YS Bdebedside Bakerss dnlit 61% ibfb&iBIdR lodkgfs 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 barNgktga LI G ASy (1 Q&
safely and securely.

Intervention

After collaboration with stakeholders, interventions included: all bedside lockers being restored to full functionalitgvaredentronic keys being
provided. This intervention was carried out on the infectious diseagard only.

25

Y


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

Strategy for change
Interventions were tested using Plan, Do, Study, Act (PDSA) cycles. The interventions were performed in August 2029, taecplealmacist and
pharmacy technician.

Measurement for improvement
Quantitative and qualdtive 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 beirgjdsidtes hrdside
lockerincreased from 91% to 94% (40 vs 41 beds), with 76% (33 beds) of bedside lockers being locked (vs. 60% [22 beds] Biibssaatisfaction
with the bedside lockers increased from 2.3 (prior to the intervention) to 3.6 out of 5.

Conclusions

{GFr1SK2t RSNJ Ay @2t @dSYSy il durther impleemdntwork ieéds tbibeRcaredauQdensirdzthdd Sedigation B always
locked away in the bedside lockers. Staff feedback was positive. Further improvement cycles idckat®e 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
' A&KFE wAlT S w2dzZ | wki2dzl Dd2Q&a FyR {i ¢K2Yl

Background

Warfarin is a highly effective and critical medicine. However, it exhibits a narrow therapeutic windaWiéve the desired anticoagulation without

causing adverse event$he National Patient Safety Agency (NPSA) published safety alert 18 in 2007, providing guidance on how to make
anticoagulation therapy saférlin 2013, a local audit was carried outby Quy 'y R {0 ¢K2Yl & GNHz&AG oD{¢¢0O AY
demonstrated that 0% of cardiothoracic prescribers adhered to recommended guidelines. We conducted a repeat audit topdsdtect GSTT
guidelines. Our audit solely focussed on cardiacesyrgs the original audit identified cardiac surgery to be a particular area of concern.

Obijective(s)
To ascertain if warfarin prescribing post cardiac surgery is adherent to GSTT guidelines.

Method

This audit was conducted retrospectively on 17 cardiagery patients across cardiovascular wards duringnveék period (13/01/20; 21/02/20).
Patients on warfarin were identified via nursing handovers, ward rounds and MedChart reports. MedChart and CareVue gleesmitiing
systems) were used to et 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 presqua@eh(Eonewly initiated or
already receiving warfarin); 100% of warfarin doses should be prescribed before 2pm; 100% of warfarin prescriptions gaantlidagion and
correct International Normalized Ratio (INR) range documented; 100% of patients siaud clinically appropriate bridging with low molecular
weight heparin (LMWH) and heparin where indicated; and 100% of patients should have no missed doses unless clinicadly indicat

Results

For patients newly initiated on warfarin, the correct loagliand 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 prexsgrigeda®variable with

both underdosing and ecessive 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. Adla{iEd@8o)vee
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 surgenjthviadgewariability in

dosing practicesMore work is needed to improve compliance with local guidelines. Potential barriers to guideline adherence include thgopercep

of the multidisciplinary team that dosing is based upon clinical judgement.

Using this audit as a catalyst for change, wegssg 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 prescribingialchdnprove
outcomes of the measueeidentified. 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 infedfiish¥orkshire Hospitals NHS Trust (MYHT)
OPAT service traditionally used the once daily antimicrobials teicoplanin, ceftriaxone and ertapeneme Malljphdministrations are generally
not feasible due to staff resource.

Objectives

In January 2020, a pilot of 2¥ur elastomeric pumps was approved. This allowed home administration of the multiple daily dose antimicrobials
flucloxacillin, piperacili/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 dideetheguapproval.

Method

An antimicrobial pharmeist conducted a retrospective review of OPAT patients from Jar@etgber 2019 and Janua@yctober 2020. The

antimicrobials were reviewed by an antimicrobial pharmacist or microbiologist, and a peripherally inserted central casisetequired. Patietst

received either conventional once daily OPAT, or pumps, including flucloxacillin, piperacillin/tazobactam and benzylpesifiilid pumps were

ordered from Lloyds Pharmacy Clinical HomecareK24dzNE Q y 2 G A OS 61 a NB|j dzh NdSilRries iachdingltidgeJFARt6is A IS NE |
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{I2#tgraad42%)
compared to 2019 (97 patients, 1824 bed days saved). In 2020, pumps were used in 58 patients (42%), corgrdf€in§the bed days saved
(48%)).

The top three infections treated in 2020 (n=138), were bronchiectasis (18%) of which 26 patients (46%) avoided admispdalt(?h7 bed
days), SSTI (15%) and PJI (12%).

In 2019 (n=97) the top three infections weskin 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 ceftriaxond (26641185
194/2103) wereobserved. 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 daydROHOOR A.9)
and 2019 (IQR-B9).

Conclusion

24-hour elastomeric pumps increased bed day savings and allowed more patients to be accepted onto the OPAT service. Tamieffertant
especially for bronchiectasis patients who would have otherwise requirepitabadmission, increasing risk of health care acquired CQ¥ID
Pumps facilitated increased appropriatengsaith less ceftriaxone and teicoplanin use.

Limitations include each day on OPAT as a bed day saved, this was reasonable given ongoing aeviefediion specialist.

Future work includes better utilisation in admission avoidance and inpatients.
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35. Easy Medicines Burden Reducti@nCare Enhancement: Medicines optimisation using objective CFHealthHub adhere
Misbah Tah#, Amanda BevanMartin J. Wildmah Charlotte Carolan Bryony Mille?, Helen Dun# Jill Taylot, Dimah Swefs
Nicki Bush Jessica GadshyStephen Morrow, Ja&k Johnsot Sarah Poolé, Carys Jonés Angharad Lawsé# Annant
Damant3 1Sheffield Teaching Hospitals NHS Foundation TAustyersity Hospital Southampton NHS Foundation Trust;
SNottingham University Hospitals NHS TrdBipyal Victoria Infirmanhewcastle®York Teaching Hospitals NHS Foundatio
Trust;®Hull University Teaching Hospitals NHS Trustjversity Hospitals Leicester NHS Treldhiversity Hospital of North
Midlands, Stoke?Norfolk and Norwich University Hospitals NHS Foundation T@stford University Hospitals NHS
Foundation TrustiUniversity Hospitals Bristol NHS Foundation TA3stiversity Hospitals Plymouth NHS Tr&&Erimley
Health NHS Foundation Trust

Background

Cystic fibrosis, a chronic condition, requires the use of multiple medications for effective management. High cost nslendipeels improve lung
function and reduce exacerbations in people with cystic fibrosis (pwE&)jent reported adhemce can be unreliable without objective meastfres
CFHealthHub (CFHH), a digital platform, tracks and displays actual adherence data using chipped nebuliSeMaeNécesedication possession
ratio (MPR) for pwCF using nebulised therapies is repottedoaund 60%, however objective data from CFHH states medication adherence is around
30%. Suggesting that a significant proportion of high cost nebulised medications issued are unused and ultimately wasted.

Objectives

/ 2YLI NBE 202S0GAGS I RKSNBYyOS RIFIGF FNBY /Cll gAGK GKS LI TrusSSTHE®Q at wX
explore if we can reduce medication wastage and generate any cost savings by implemendingijustdrug deliveies 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 morftr géripatients at

STH. Objective adherence datasa@btained 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 savalgslatete Using
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multi-disciplinary input (doctors, nurses, physiotherapists, pharmacists and pharmacy technicians); a detailed process mampltenedication
supply route was carried out locally across all 13 centres to pinpoint any potential barriers in the supglgures. Findings were analysed and
learning shared across the collaborative. PDSA cycles were used to implement and assess the improvement work. Thisretlidndegceived
ethics approval.

Results

The data collection period for the MPR varied beén 20172020 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. Thegst¢ewtal ealculated

as exceeding £90,000 fd6 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 qualigni@pr@vopcts 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 rseplpptEirSTH.
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36. Application of a Novel Consensus Developed Definition for Medicines Related Serious Incidents
Parvathi Tharh KLynette Jamée%s 1School of Medicin€Welsh School of Pharmacy & Pharmaceutical Sciences,
Cardiff University

Background

A novel consensudeveloped definition for a medicineglated serious incident (MRSI) was developed, using@alghi, to improve reporting and
learning frommedication errors. The definition described a MRSI as an adverse medication event causing actual or potential considerable,
permanent harnor deathto patients, families, carers and/or staff; and/or has a negative impact on the reputation and abilitpafarisation to
deliver effective and quality carel. However, this definition for a MRSI has not been validated. This study required\stlethdes approval.

Objective
To validate the definition by exploring its application in a range of climealesios, determine useacceptability, enablers and barriers to its use in
practice.

Method

An anonymous online questionnaire was distributed to 22 medicines safety experts involved in the initial developmenebfitiend.
Participants ranked agesnent, on a fivepoint 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% agreemsicienets &0
consensus that scenarios were MRSIs. Questionnaire responders were then invitechtmavirtual focus group discussion/interview to explore
participant experiences of applying the definition to the clinical scenarios. Discussions wereenadied, 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 participantsnae/iemewas

conducted. Participantsid not consider incidents involving adverse drug reactionstsiffiects or where there was no apparent potential harm as

MRSiIs. The definition was considered comprehensive and clearly structured. The reputational impact of an organisationpestaataspect of

the definition which was felt to be overlooked. However, assessment of the potential of harm was subjective and diijopily t®articipants

gSNBE O2y OSNYySR GKIFG (KS taStygRdo Wide2ahet tivialBingijBrikglidntEAde vI  Gi2ddeflie NI S>> € S| NI A
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 acedantaidertaking a root cause analysis and
implementing actions to prevent future errors from occurring. This study provides a validated definition that is feasibiifopractice. The
application of this standardised and explicit definition haspbgential to improve reporting of MRSlIs, thereby promoting learning from errors and
error prevention. Adoption of a fair blame approach is crucial to encouraging reporting and learning from errors. Furkhsrtavexplore the

impact of adopting this défition 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

LyadzZ Ay FRYAYAAGNFGA2y Aa + 1Se& FOGAGAGE F2NJ GKS 2 NHehtfisda I A2y Qa YAy

improvement was required to ensure insulin prescription and administration was ctiarlymented, and all patients had hypoglycaemia and
hyperglycaemia management plans. There is clear evidence that standardisation improves patiehtthafetipre a template that prompts
necessary detail for insulin administration within the electronigical 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 hypergiyeaagéenent

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 entrytfmee 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, aottsh@esented via

i KS 2 NAI y ArSaféty\ Grolf An attighipldr wias developed to address areas identified as requiring improvement -andita re

A0KSRdzZ SR F2NJ GKNBS Y2y iKaQ GAYSd 14 GKAA ¢l & Fy FdzZRAGE y2 SiGKAOaA

Results

Sixtysix entries were audited. All ICCTsitribbuted, 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%, 65/66iclited defining:

1 clear andcomplete diabetes management plans (direction to administer with hypo and hyperglycaemia management plans)

1 the type of diabetes being treated

1 the reason for support with administration

All insulin regimens were expressedXasnits ofInsulin Y a requiement introduced to prevent misinterpretation of the dose (for example, 8 units

of Humulin | rather than Humulin | 8 units; risk of reading 18 units).

Six opportunities for improvement were recognised, of which three were selected as priorities:

1. definingthe insulin strength and device to support prevention of the insulin strength/device 10x overdose Never(&4&nt42/66)

2. recording where supplies to manage hypo/hyperglycaemia are kept to enable colleagues administering insulin to follow hypemglydaemia
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 administeredpns{85%, 56/66)

Conclusions

Designing a template to prompt thaformation 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 practemeetgistipulated in

the Insulin Policy. The audit has also highlighted priority areas for improvement, for which progress will be assessectkthraligh
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38.Implementation and communication of prescribing decisions by locum prescribers in intermediate care
Sarah Upton, Heather Noble, Lawardiner and Rachel Urban, Locala Community Partnerships, West Yorkshire

Background

Communication in health care is key to patient safeliywas identified that communication about prescribing decisions by locum doctors and
RO YyOSR ydaNES LINY OGAGA2YySNE Ay [20FtFQa AydSNYSRA lidgdmplérhend. dzy A ( &
Incidents involving noadherence to standard operating procedures (SOPs) confirmed a lack of awareness of relevant SOPs. Potential
consequences included medicatioelated harm from administering discontinued medicines and/or omission of required medicines. The aim of this
auditwas to determine the extent to which prescribing practice adhered to procedures and identify reasons-fiheence.

Objective(s)

To establish:

1. whether medication changes were communicated and implemented effectively

2. the reason for medication changest being effectively communicated

3. whether medicationrelated issues identified required pharmacist intervention

The required standard was 100% adherence to the criteria defined in the SOP for Prescribers Working in IntermediateBaass Bed

Method

At YSRAOFGAZ2Y OKIy3Sa YIFRS RdNAy3a 2yS $SS1 Ay 5S50SY0 Siddlicinesmp ¢ SNB
administration record (MAR) were reviewed to confirm whether prescribing decisions had been effectively communicateplemeénted (i.e.

medication administered according to the new prescription). The pharmacist intervened to resolve any issues and logtgedehédns made,

RA |

NE
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Safety Group. An action plan for improvement was agreed afaidit scheduled. This project did not require ethics approval.
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Results

Sixtytwo patients required medicinerelated issues reviewing kayprescriber during the week of the audit. The pharmacist intervened to ensure
appropriate resolution of the majority of these (68%, 42/62). Fiftye interventions were logged in total, with more than one intervention being
required for some patients. Fdrl% (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 natrranged (13)

3. Repeat prescription not amended to reflect prescribing decision (9)

Reasons why prescribing decisions had not been effectively implemented included:

9 time pressures

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

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

1 incorrect assumption that social care colleagues responsible for administration had access to the clinical record tchdegisy

Conclusions

Pharmacist review of meditian changes following prescriber intervention is a useful safiliyto ensure prescribing decisions are effectively
communicated and implemented in intermediate care, although initial adherence to standard operating procedure would gresernggues
arising. As some of the prescribers were locums, not all had the opportunity to provide feedback on the lack of adhesamtevart SOP has
been recirculated to existing prescribers and an action plan developed which includes a thorough induct®eMegitines Optimisation Team.
Reaudit will identify how well these recommendations have improved practice.
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39. A re-audit of communication about insuliprescriptions between diabetes specialist and community nursing
Sarah Upton, Geena Bramhall, Laura Gardiner and Rachel Urban, Locala Community Partnerships, West Yorksk

Background

In 2017, NICE published a summary of evidence to support safer ipgegitribing® ¢ KS&S LINAY OALX S&a I NB Ay 02 NLI2 NI (¢
insulin policy. Clear communication between the prescriber and the individual administering insulin is vital to prevergteatiomerrors which

could lead to hyper onypoglycaemia 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 communicatimgsosption

adjugments to community nursing colleagues responsible for administration. Recommendations were implemented following tlidiitidhe

amofthisret dZRAG 61+ & (G2 RSY2Y&AGNIGS AYLNROSYSyd Ay GKS énfmunithurées YYdzy A OF (A 2

Obijective(s)

To confirm whether insulin prescription adjustments by DSNs for patients whose insulin was being administered by comrsasitpeithe
requirements of the insulin policy.

The required standard was 100% for the eight cigtewhich 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 inguiitisasfInsulin Y to
prevent misnterpretation of the dose (for example, 8 units of Humulin | rather than Humulin | 8 units; risk of reading 18 unitpelang sut
adzyAtaeg Ay £26SN OFaSo

Method

Patients in the community whose insulin was prescribed by DSMd@néhistered 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 recorddst itbeent prescription
adjustment between March and Ma2020. 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

Threequarters (6/8) of criteria were met in all cases, representingmprovement 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 specifiedioi, i@ addition to the insulin brand name, dose and
frequency being specified viit G dzy AGaé¢ alLIStt SR 2dzi Ay € 26SNI OFlaSs ¢gKAOK 4gSNB Ffaz |t
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 Iy €fBNaunity

nursing colleagues were observidtough 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 @udit. Further work to review communication of prescribing dapes
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 Sussesity Hospitals NHS Trust

Background

Prescribing errors are reported in up to 9% of inpatient medication orders in theTbiE Royal Pharmaceutical Society noted that unintentional
discrepancies in medications prescribed on admissimsurred in 58% of patients and related to-88% of prescribed mediciredHowever a study

of pharmacists prescribing for inpatients in UK hospitals showed a low error rate §in8%jling a role in the medication reconciliation (MR) process
and correting discrepanciesPrevious 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) anegprestribing pharmacists (NPhdertaking 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 myicavavards
(27/1/20-7/2/20) which both used paper based charts for prescribing, and discrepancies were resolved as per usual practice. Esonepanc
followed up by the investigators to ascertain the number of doses administered/omitted before the error wastedytae method used to correct
the error, if the error included a critical medicine*, and the potential level of harm*. The data was collated in Exaehlgsdda

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 discregdocpAgiatients in

each group and a total number of discrepancies of 48 PP and 52 NP.

For PP most discrepancies were fgsd 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 errdrs&la A F A SR | & -BY MM yIAFRAOS Wil AKBINGIG 6AGK Y2RSNIGS Ay
The PP reduced the number of doses incorrectly given or omitted (mean 1.3 rdrigee6mpared to NP (mean 3.0 rang83).

N

Conclusion

This study demonsated 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. Tat@ewdlthe critical medicines

is limited by the sample size. Repeating this study for a longer period and including more clinical areas would bevadieftietthe results.
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41. General Practice Orientation Pilot Programme for Undergraduate Pharmacists
Kate Webb, Carole Blacksha#onna Bridgwood,Matt Webb?2 Joanne Prothero@and Katie Maddock.Brinsley Avenue
Medical Practice, Stoken-Trent,2 Keele University, Keele

Context
The clinical landscape for pharmacists has changed at a rapid pace, especially in primary care. The NHS Long TetmiPd G K+ G wOt Ay A Of

are now a key part of the general practiceted. ¢ KSa S OKlFy3aSa ySSR (2 0S8 i(NryatliGSR Ayild2 GKS ¢

Problem
Pharmacy undergraduate experiential learning traditionally focuses on community pharmacy and hospital pharmacy placethehis.ciiéinges
in landscape, this school of pharmacy wished to understand if providing clinical placements was feasible ipgetiesl

Assessment of problem and analysis of causes

MPharm programmes aim to provide students with the scientific knowledge and practical skills to work as a pharmacisttindbeicareer path.
This School of Pharmacy was aware that it needechture 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 préwtissess its benefits.

Strategy for change

The School of Pharmacy created formal links with a local General Practice pharmacist, who designed an LtP teaching &xpstietergs
(workbook, lecture, and information governance training). Aételfaboration 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 yea2(@@)9Ethics approval was not
required.

Measurement for imppvement

The general practice orientation placement was piloted with stage 2 students registered on the five year Internationatelhtéffpharm
programme. Students completed the teaching experience and then attended a four hour general practice orguitat@ment (JanuaryMarch
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2020). During the placement students completed six learning outcomes, mapped to the MPharm learning outcomes, -@sdesseatent form. The
general practice supervisor also completed a feedback assessment form. Qualitatibadk 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, studenis we8eiad SR a 06SAy 3 SAGKSN
2N WHEgleaQ RSY2yaiNIGSa LRaAGABS AYyRAOFG2NAE F2N LIN®RShodk RudéntsA a Yz O
RSAONAOG SR (i KSanalking ExPeriedge fill Useithelexp NW Sy OS5 Ay T dzii dzNB- yoHifidigely redaihdieddiroflidy odt 2 NJ 2 2 6
to other student®Q DSy SNI £ LINI O A& havitig the Pharindcy siuelrs K IRG T2 AR WKI G GKS LI | OSYSy.
operational duties.

Concusion

Following the success of the General Practice Orientation LtP pilot a business case is being written to gain funding toisgrogramme to all
Stage 2 MPharm students. Further collaboration with local General Practitioners aMkttieal 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 pnecticerisure all students
(137) have some exposure to general practibeytaccept this compromise.
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42.Chronic Kidney Disease optimisation in primary care
Kate Webb, Victoria Hendley,and Julie GreeA.1Brinsley Avenue Medical Practice, StakeTrent,? Keele University, Keele

Context
The project was conducted in a suburban GP practice. Patients with Chronic Kidney Disease (CKD) have an increaseddmoaddditiitg’ The
literature states that the prevalence of CKD (@35) is between 11.4% and 13.6%.

Problem
UK Nephrologists review patients with CKDc&®, hence many patients with CKD are managed in primary/Adud. patients with CKD (G&453b)
were identifedi.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 guidletheecommend that
CKD patients have immunisations, BP controlled, secondary cardiovascular measures implemented, lifestyle enhanced, tiod madaged.

Intervention
To ascertain if CKD optimisation in primary care is beneficial for patients.

Strategy for change

The project ran from 7 October 2019 to 14 August 2020. During this time, the project was designed, baseline audits completed, clinics created and
conducted, patient care plans developed and utilised, audi®ire results analysed, arttie 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 ationfieestyibstd,
recent BP check and BP controlled) that were measured in the baseline audit were compared to results fromaheaugipeEach parameter was
assessed as either being optimised, needs improvement or suboptimal.

An Emis search identified 23 CKD G&sS8b patients who were less than 70 years old. All the patients were invited to attend a 30 minute kidney clinic
appoirtment. 61% (14) patients attended the clirdiad were entered into the repeat audit.

Effects of changes

Theproject met its objective of demonstrating that CKD optimisation in primary care is beneficial for pa8i€Sd optimisation parameters were
assessed per patient; therefore, there were a total of 112 parameters analp$drhseline 25%28/112) parameters were optimised, 4/112)
needed improvement and 71¢1/112)were suboptimal. Whereas the repeat audgtablished that 83%93/112)parameters were optimised, 8%
(9/112)needed improvement and 9%40/112)were suboptimal.

Conclusion

It is hoped that the project will be utilised by other GP practices to optimise CKD patients. If this occurred fuehechremuld be conducted
assessing whether mortality and morbidity decreases with CKD optimisation.

The limitations of the project were: gptients 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 ori"18arch 2020 due to the coronavirus pandemic and restrictions imposed on GP senvigesffecting the
number of patients included.
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43. Use of biologics iDermatology and Gastroenterologyfollowing the agreed path or going ofpiste?
Wilcock MRoberson L, Pharmacy Department, Royal Cornwall Hospitals NHS Trust, Truro

Background

Biologic medicines, used for a range of conditions, are paymergsyts 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 £13dd0@pdemaious factors,
including newer or oldebiologic, 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 patihlesy®lgensive older
biologics (including biosimilars) early in the treatment choices and more recently approved (and generally more expenségelogrer down the

pathway.

Objective
To ascertain, from the electronic Blueteq system utilised by the C€@hfom approval and funding, if these pathways were followed for patients
initiated on specific biologics, and if relevantiltidisciplinary team (MDTgocumentation on choice of biologic was in medical records.

Method

Medical records wereeviewed 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 treatmenp&@niBpyescribed

the second line choices of vedolizumab, ustekinumab, tofacitinib were purposefully identified. Contact was made withrtestd|®gy or lead IBD

nurse if needed. This study did not require ethics approval.

Results

In Dermatology there were3patients commenced on a biologi¢ 7 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 biosimilanedsaliamd five

commenced other biologics. Of these five who commenced other biologics, two were on guselkumab, two on ustekinumab, aceolizamab.

In all five instances there was a valid reason for not using adalimumab as first choice though this was sabahicyin MDT documentation.

In Gastroenterology 20 patients had commenced one of the named biologigs A Y RA Ol 6 SR T2NJ / NEKyQa RA&aS+as vy
was one on tofacitinib, seven on ustekinumab, and 12 on vedolizumab. Usags wasond 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 indogem&ll vedolizumab). Of these

four instances, there was &lence 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 idgros¢tmmenced a
subcutaneous biologic other than biosimilar adalimumab, there was valid reason for this choice, though not always @Rpli®IDif letter, which
Dermatology will amend for future decisions. For the 20 IBD patients, second line agents vigseused 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 specialtiemedsusgéed.

44. Audit of repurposing prescription only medicines in care homés Scotland
Wilson A, Rudd?, Lindsay B MacRobbie A Marshall B, Byrne L, Gajree 2] Mclintyre B, Graham I, Baughan £ Downes R 1
NHS Forth ValleyNHS Highland,Healthcare Improvement ScotlantiCare Inspectorate,NHS Lothiarf Erskine Care Homes
" Thistle Healthcare

Background

Care home residents are particularly vulnerable and may require urgent access to medicines, for distressing symptomsl&f @@ 1end of life

caré-.

Repurposing medicines is tierm 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. Thougttinely
recommended, this approach is based on key principles outlined in NHS England guaddrsiepported by the Scottish care home regulatory Body

¢KS WDAdARIYOS F¥2NJ wSLIzNLJ2aAy 3 t NBaONR LI A 200VIBLY ffladdenaitQ R& DA Y RE DS ¢ 2 LIERE 61
multidisciplinary group, supported by a videand launched in Scotland in May 20&®provide a framework and support for care home staff.

Not all Health Boards in Scotland have implemented this guidance.

Objedives

To determine awareness of and adherence to the repurposing guidance in care homes. The following criteria and standsetts were
100% of care homes had a healthcare professional on the premises when the guidance was used.

100% of care homes usitige guidance for: urgent end of life care, symptom control for confirmed/suspected CCMWDmedicine unavailable
from pharmacy.

Method

All 813 independent care homes registered with the Care Inspectorate in Scotland were asked to complete anestioengire 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 guidancdened difieise was-5 times(84%) or-6
10 times(16%).
1  18(95%) had a healthcare professional on the premises when the guideline was used.
T 19(100%) using the guidance appropriately for residents
T 20(67%)who deteriorated, requiring medicines urgently for-eflife care
1  6(20%)with confirmed/suspected COVIB, requiring symptom control
1 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 cteaafjpractice. 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/ajmogttathe
involvement ofa healthcare professional. Low response rate limits extrapolation of results to all care homes. Further studies woulftdranefi
increased response rate and refinement of questions around those medicines repurposed. Confirmation the guidance is nseldnifje

withdrawn after the pandemic, may also be required.
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The Leeds Teaching Hospitals NHS Trust, Leeds, UK
Compliance with Trust Guidelines on management of lower
urinary tract infections — an audit

Antimicrobial resistance is the biggest threat to modem day Data was collected from 28 patients - 64% female and 36%
healthcare, potentially sending us back to a pre-antibiofic male. 61% of patients had documented signs of a UTI. 68%
era. Since 2015 there has been a 32.5% increase in had a documented urine dipstick result and 86% had a
antibiotic-resistant blood stream infections, with midstream specimen of urine (MSU) sample sent. 89% of
E. coli being the most common'. Urinary tract patients were prescribed antibiotics in line with trust
infections (UTls) are the leading cause of guidelines. 39% of patients met all of the criteria

E. coli and gram-negative infections and as outlined above.
such have been included in NHS England'’s
Commissioning for Quality and Innovations
(CQUIN) scheme with the aim of improving
diagnosis and treatment of patients. To aid
this, Public Health England (PHE) have also
issued guidance on diagnosing UTls?. While the
2019/20 CQUIN focused on diagnosis and
treatment of UTI in over 65 year olds, this audit
assesses compliance to NHS treatment pathway of all adults
aged over 16 and under 65 years old that have not previously
been audited.

Objectives and Standards

Objective: To assess appropriate diagnosis and treatment of
UTl in 16 to 64-year-olds in Leeds Teaching Hospitals Trust,
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

Ui ciptickc (et Despite appropriate antibiotics being prescribed in the
B docimented in e majority of cases, overall, the number of patients meeting all
" clinical notes the criteria was fairly low. However, a patient doesn’'t need to
meet all the criteria to be deemed as suitable for antibiotics as
set out in the PHE UTI guidance. For example, patients
presenting two or more symptoms of a
UTI do not need a dipstick. Taking
this into consideration 46%
were appropriately prescribed
antibiotics. Improvements
can be made to increase

4. If appropriate, an
antibiotic prescribed
that complies with
NICE/trust guidelines

3.Have had a .
midstream urine
sample sent

This study did not require ethics approval. This was a this number through
prospective audit, all data was collected over a two month education and awareness
period (September to October 2020). Patients with a of how and when to treat.

documented indication of lower UTI and aged between 16-64  Limitations include sample
were identified using a daily antibiotic list, collated from the size and quality of
electronic prescribing system. Electronic medical notes were ~ documentation in notes.
used to review symptoms, results (urine dipstick and sample) ~ Future work should include

and the rescribed. Paper notes were checked if the reliability of dipstick : :

infonnaﬁ(:nu%vgs not availablze;ecﬁonicaliy. Patients who tests and optimising the .°|::ppmm;fgydé?aggn:°s::da::dt;$:::d

were pregnant, or had complicated, upper or catheter approach to UTI Figure 2: Pie chart showing the number of

associated UTI and urosepsis were excluded. diagnosis. PRESESRS o S e Ly
Presented at g'g v — oy Contact: Robert Fitzgeraid [
UKCPA Poster , ST L. ENgest s e o bemcech @LTHTAntibiotics =
Day, April 2021 and Pharmacy Services Health Eng g of urinary tract infections. 2020.  Robert.fitzgerald1@nhs.net
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A Retrospective Study Assessing Amikacin and Gentamicin
Prescribing in Adult Patients at Cambridge University
Hospitals (CUH)

Yee-Xi Gan, Dr. Christianne Micallef, Reem Santos, Patrick Lynch
Cambridge University Hospitals NHS Foundation Trust

Introduction Discussion

+ To minimise ototoxicity and nephrotoxicity, the therapeutic drug monitoring + 150 patients received gentamicin and 12 paients received amikaci.

(TDM) guideline at CUH recommends specific dosing and levels for

amikacin and gentamicin, + The most common Indication for gentamicin and amikacn was UTI and

neutropenic sepels respectively.
+ 2 previous audits (2015 & 2018) evaluated adherence to this guideline,
however addiional Information could have been Included access More pafients recelved appropriate aminoglycoskde doses compared o he
nd)emw:d‘g' Y ater previous 2 audis ( 66.7% vs ~50%). As aminoglycoside doses should now be
) based on ABW instaad of IBW, it might be easker for prescribers 1o make the
+ In 2019, the trust updated this guidance. The main changes were the comect salection on EFIC.

mmmnmwmnmmmmmwymm
(IBW) only being recommended for obese patients. Additionally, the The lack of awareness of ABW, age-based and renal-basad dosing were the
maximum

recommended gentamicin dose was reduced to 480mg, with three most comman reasons for dosing esror.
patients above 80 years to only receive 3mgkg.* One patlent received gentamicin for community-acquired pneumonia, an
« The use of aminoglycosides has also Increased since the RESculoe not Fecrerayiendac Dy Rieat:
recommendation of gentamicin for upper urinary tract infection (UTI).4 Aithough 161/162 pafients recaived aminoglycoside for an appropriate indication,
. This o = % the — poor documentation of the aminoglycoeside indication was nated In 94 patients.
TDM guldeline. These patients received gentamicin for UT), however these was no dear
documentation on whether this was upper or lower UTI. Due to a lack of
Aim documentation, @ was dificult to establish sccurate adherence to the UTI
To reassess the level of adherence with the cument CUH TDM guideline for guidsines.
the prescribing and monitoring of gentamicin and amikacin. Compliance 1o standard 3 was higher compared 1o the previous 2 audits ( 80% vs
~57%), this could be due to the introduction of the new system which forces

Objectives prescrbers to arder trough level whilst prescribing.
To determine whether:

. Standard 4 resulls suggest prescribers are aware of managing out of range
wwmwx&awwmm " e R e i

+ Patients were prescribed aminoglycosides for an indication approved by Conclusion
the guideline. + There is an improvement In the prescribing of aminoglycosides
+ TDM levels were taken at appropriate times. m«::nedu::onwmhmquhdmmm
i EYRR. Ihnc: GuiCoe. ANCR: 98 Sow. 10, Bion; ot ieege + This sudit was limited by a small sample size (standards 3-4) and &
’ lack of documentation in medical notes.
Method

Trust spproval was granted and no efhical approval was required. Recommendations
Data was callected batween 01/08/19-3008119. Change request on EPIC

Exclusions: peediatric patients, patients with cysic firosis, the use of gentamidn + Maodiy ‘indication’ aption to allow selection of upper and lower UTI
for surgical prophylaxis and ¥l without cameter. o P e S e

Data from 162 patients who recaived aminoglycosides In September 2019 was *  Alert reminder whilst prescribing for paients = 80 years old
obtained from the elecsonic heatth record
retrospecthely (EPIC). R

Apilot study was camied out on 10 patients. + Ensure cument training programs coinckde with latest guidance
ukmmﬂdmmwwdmwmhwtm « Frequent training for heslthcare professionals an wards with high aminoglycoside
usage,

Audit Standards and Resuilts
Standard Fraction of compllance Percentage of compliance

| 100% of patients received an appropriate dose of aminoglycoside basad on their weight, age, creatinine ‘
| clearance and trough and peak level result. 108/162

flw%dmummmuammanlammmnwdwum 1611162

fiMdWMMMMdanWHM. 20025

;100%¢Mnmuwumpuqmapmmmnmmmwld
|range.
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