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Guideline Implementation:

Assumptions

• Recommendations will be adopted because they are:
– evidence-based 

– promoted by reputable agencies/people

• Implementation will be relatively easy, rational and linear

Reality

• Large gap between recommendations and practice

• Size of the gap is known to vary with the nature of the 
recommendation (Sheldon 2004)



•  Board support and clear leadership
•  Provision of a dedicated resource 
•  Support from a MDT
•  Systematic financial planning
•  Systematic approach to guideline

implementation

•  Process to evaluate uptake

Principles of implementation



• Large number of recommendations
• Focus required

• Baseline audit against key standards
• Targeted interventions
• Re-audit
• Targeted interventions
• Re-audit

Practicalities of implementation



• Large number of recommendations
• Focus required

• Baseline audit against key standards
• Targeted interventions
• Re-audit
• Targeted interventions
• Re-audit

Prescribing Observatory for Mental Health

• Founded 2005 (Health Foundation grant)

• Independent from pharmaceutical industry

• Based at the CCQI at the RCPsych

• Aim is to improve use of medicines in mental health services 
through focused Quality Improvement Programmes (QIPs)

• 11 QIPs to date

– CAMHS, ALD, adult psychiatry (hospital and community), 
forensic services, old age.

– Prescribing practice, side effect assessment and monitoring.



• Large number of recommendations
• Focus required

• Baseline audit against key standards
• Targeted interventions
• Re-audit
• Targeted interventions
• Re-audit

POMH Quality Improvement Programmes;

the process and the focus

• Topics chosen in consultation with member Trusts/services
• Expert clinical group convened
• Draft standards and audit tool developed
• Discussed with clinicians at regional workshops (and refined)
• On-line data submission
• Benchmarked audit report 
• Targeted interventions followed by re-audit

– High dose and combined antipsychotics in acute adult inpatient 
settings (5 audits)

– Medicines reconciliation (1 audit cycle)



Prescribing of high-dose and
combination antipsychotics for 
patients on adult acute and 
psychiatric intensive care wards



• Large number of recommendations
• Focus required

• Baseline audit against key standards
• Targeted interventions
• Re-audit
• Targeted interventions
• Re-audit

2009 
• All prescriptions for antipsychotic medication 

should be in the context of an individual 
therapeutic trial

Dosage within standard range
• At start of treatment give a dose at the 

lower end of the licensed range and slowly 
titrate upwards within the dose range 
given in the British National Formulary 
(BNF) or SPC. 

• Justify and record reasons for dosages 
outside the range given in the BNF or SmPC.

Avoid combined antipsychotics
• Do not initiate regular combined 

antipsychotic medication, except for short 
periods (e.g. when changing medication). 



• Large number of recommendations
• Focus required

• Baseline audit against key standards
• Targeted interventions
• Re-audit
• Targeted interventions
• Re-audit

Participating Trusts
• Self-selected

Eligible patients
• On acute adult or psychiatric intensive care ward
• Prescribed one or more antipsychotic drugs

Data collected for each patient:
• Basic demographic (age, gender, ethnicity).
• Basic clinical (diagnosis, MHA status)
• Prescription details (names & doses of 

antipsychotic drugs prescribed)
• Clinical team’s reasons for prescribing combined 

antipsychotics.

Data collection
• Collected on a single census day (in Jan 06 for the 

baseline audit and Jan 07 for the re-audit) for each
ward

• Entered on-line & analysed using SPSS.

Method



• Large number of recommendations
• Focus required

• Baseline audit against key standards
• Targeted interventions
• Re-audit
• Targeted interventions
• Re-audit
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ACUTE INPATIENTS: BASELINE AUDIT
Proportion prescribed single or combined antipsychotics in 

standard or high dose at baseline (n=3,492)



Proportion of patients prescribed a total antipsychotic 
dose within the BNF limits from each Trust and the 
total national sample at baseline
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Benchmarked audit 
report and 
customised slide set



Targeted interventions

Also

High dose labels

Academic 
detailing 
workshop



Did prescribing practice change?

Proportion of the total national sample prescribed a first 
generation antipsychotic (FGA), second generation antipsychotic 
(SGA) or combination of FGAs, SGAs or FGA and SGA at baseline 
(n=3492) and re-audit (n=3271)
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Why not?
Reasons for prescribing 
combined antipsychotics 
N=1287
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It is common practice to prescribe combined and high dose antipsychotics in 
acute inpatient settings. A major cause of both is PRN

Prescribing practice is relatively consistent over time and did not change with 
the quality improvement interventions provided; at least in the majority of 
services in the short term

Clinicians may not agree with the standards or systems may make 
implementation difficult (pressure to get patients well quickly and discharge, 
low staffing, difficulty accessing expert clinical support and advice)

Future efforts to align practice with clinical guidelines need to specifically 
target the culture and practice of PRN prescribing 

PRN prescribing of antipsychotics is established 
custom and practice and resistant to change



Summary of prescribing practice: compliance with 
the audit standards at each time point since the 
baseline audit in 2006



The Plan-Do-Study-Act (PDSA) cycle.



Management of acute behavioural disturbance – how to





What happened in this Trust over time?



Ward level comparison: contribution of 
PRN to combination prescriptions
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Medicines reconciliation



Medication errors can occur at the point a medicine is:
• prescribed (usually by a doctor)
• dispensed (usually by a pharmacist)
• administered (usually by a nurse)

Medication errors are:
• a recognised common cause of avoidable morbidity and
mortality
• responsible for approximately 20% of clinical negligence
claims in hospitalised patients (Audit Commission, 2001)

The point of transfer between care settings (in particular
hospital admission) is a known period of high risk for
prescribing errors (NICE, NPSA, 2007)



NICE/NPSA define medicines reconciliation as:

• Collecting information on medication history 
• Checking this list against the current prescription chart
• Ensuring any discrepancies are accounted for and actioned
• Documenting any changes, omissions or discrepancies

“The aim of medicines reconciliation on hospital admission is to ensure 
that medicines prescribed on admission correspond to those that the 
patient was taking before admission.  Details to be recorded include 

the name of the medicine(s), dosage, frequency, and route of 
administration. Establishing these details may involve discussion with 

the patient and/or carers and the use of records from primary care.  
This does not include medicines review”

(NICE, NPSA, 2007). 



Benchmarking the quality of medicines reconciliation

Participating Trusts and clinical teams: acute adult, acute elderly
and forensic wards (self-selected).

Audit inclusion criteria: patients recently admitted to ward and stayed for
at least 7 days; minimum of 5 patients per ward advised.

Data collected for each patient:
• Age, gender, ethnicity, diagnostic grouping, time of admission,

detainment under the Mental Health Act & ward type
• Documented details of medicines prior to admission (prescribed

and non-prescribed), and adherence
• Details of sources checked and discrepancies identified – from

discussion with the clinical team
• Documentation of the reconciliation process
• Time period of pharmacist and/or medicines management

technician involvement



Figure x: sources checked within 7 days in an adult setting

% 20% 40% 60% 80% 100%

Residential or care

home

Carer asked

Other source used

Medication

examined

GP consulted

Community Mental

Health Record

Patient asked

% of adult patients

Within 24
hours of
admission

Within 3 days
of admission

Within 7 days
of admission

Figure x: sources checked within 7 days in an elderly setting
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Figure x: sources checked within 7 days in a forensic setting
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Discrepancies identified

The proportion of patients in each Trust for whom two or more sources
were checked (i.e. medicines reconciliation was possible), and the
proportion for whom one or more discrepancies were identified at
baseline (n=1,271).
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A small number of the discrepancies identified were clearly 
clinically significant

• Omission of low molecular weight heparin

• Wrongly transcribed lithium dose

Some had the potential to be clinically significant in the 
short/medium term

• Omission of inhalers for asthma/COPD

• Omission of oral antidiabetic medicines

The clinical significance of the majority of discrepancies was 
difficult to determine

• Changes in the time of administration of psychotropic 
medicines

• Missing medicines for minor ailments (creams etc)

Clinical significance of the 
discrepancies identified



Targeted 
interventions

Article written 
by a service 

user for a 
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publication

Sharing good 
practice via 
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POMH website



Discrepancies identified

The proportion of patients in each Trust for whom two or more 
sources were checked (i.e. medicines reconciliation was possible), 
and the proportion for whom two or more discrepancies were 
identified (n=1,811)
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A small number of the discrepancies identified were clearly 
clinically significant

• Omission of phenytoin, low molecular weight heparin, insulin

• Wrongly transcribed dose of frusemide, lithium

• Methadone prescribed at full treatment dose (prescription had 
been discontinued some time ago and tolerance lost)

Some had the potential to be clinically significant in the 
short/medium term

• Omission of eye drops for glaucoma

• Omission of inhalers, antihypertensives, B12

The clinical significance of the majority of discrepancies was 
difficult to determine

• Changes in the time of administration of psychotropic 
medicines

• Missing medicines for minor ailments (creams etc)

Clinical significance of the 
discrepancies identified



Proportion of discrepancies identified 
during medicines reconciliation by 
particular clinical team members

Discrepancies identified 
by:

Acute Adult Acute Elderly Forensic

Baseline Re-audit Baseline Re-audit Baseline Re-audit

Pharmacist 168 (49%) 252 (48%) 80 (43%) 165 (57%) 16 (73%) 15 (71%)

Doctor 83 (24%) 75 (14%) 63 (34%) 38 (13%) 3 (14%) 3 (14%)

Pharmacy/medicines 
management technician

43 (13%) 170 (32%) 28 (15%) 68 (24%) 3 (14%) 0 (0%)

Other (including patient, 
nurse, ward clerk, or 

other member of team)
47 (14%) 31 (6%) 17 (9%) 17 (6%) 0 (0%) 3 (14%)



Medicine reconciliation – how to



Key findings: Clinical Practice
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Can the quality of medicines use 
in mental health services be 
improved?

YES BUT this requires

• understanding of the barriers/perceived barriers

• solutions which may be team specific 

• time


