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[bookmark: _Toc135216156]Introduction to The Mental Health Pharmacy Workbook
This short duration (Taster) placement mental health pharmacy workbook should be used in conjunction with the HEE LaSE Short Duration (Taster) Placements for Trainee Pharmacists Guide. It has been created to enhance your experience and help you to maximise opportunities from your short duration placement in mental health pharmacy. It is recommended that you work through this workbook with your placement supervisor and your Designated Supervisor (as required).
Trainee Pharmacists (TPs) should use this workbook to identify their learning needs, refer to suggested learning resources and activities, and to map their evidence to the GPhC Interim Learning Outcomes for Foundation Training Year to save to their portfolio or upload to their HEE e-portfolio. TPs should also link this evidence to their Personal Development Plan (PDP).

This workbook is divided into 3 sections: 
· Section A: Trainee Pharmacist Pre- Placement Preparation.
· Section B: Resources, activities, and tasks to support you during the placement. 
· Section C: End of placement activities.

Please refer to the HEE LaSE Short Duration (Taster) Placements for Trainee Pharmacists Guide for: 
· Information about placement supervision and Trainee Pharmacist responsibilities during the placement.
· Leave arrangements and working hours.
· Pre-placement Preparation guidance including the Trainee Pharmacist Pre-Placement Preparation Checklist.
Developed by Lauren Reber, Early Careers Programme Director, Health Education England and Educational Programme Director at North East London NHS Foundation Trust

[bookmark: _Toc135216157]Acknowledgements
This workbook has been adapted from the HEE LaSE commissioned programme Trainee Pharmacist Programme Guide for Educational Programme Leads and Designated Supervisors 2022-23 and HEE LaSE Foundation Training Year Handbook 2022-23 (available through HEE Moodle). 
With special thanks to Karen Shuker, Vice-President of the College of Mental Health Pharmacy and Principal Pharmacist at Surrey and Border Partnership and Caroline Parker, Consultant Pharmacist at Central and North West London NHS Foundation Trust.

[bookmark: _Toc135216158]Section A: Pre- Placement Preparation for Mental Health Pharmacy Placements
Please refer to the HEE LaSE Short Duration (Taster) Placements for Trainee Pharmacists Guide for general pre-placement guidance, including the Trainee Pharmacist Pre-Placement Preparation Checklist.

1. [bookmark: _Placement_Objectives][bookmark: _Suggested_Placement_Objectives][bookmark: _Background_and_Aims][bookmark: _Toc110601625][bookmark: _Toc110602250][bookmark: _Toc110602324][bookmark: _Toc110602441][bookmark: _Toc110601626][bookmark: _Toc110602251][bookmark: _Toc110602325][bookmark: _Toc110602442][bookmark: _Toc110601627][bookmark: _Toc110602252][bookmark: _Toc110602326][bookmark: _Toc110602443][bookmark: _Toc110601628][bookmark: _Toc110602253][bookmark: _Toc110602327][bookmark: _Toc110602444][bookmark: _Toc110601629][bookmark: _Toc110602254][bookmark: _Toc110602328][bookmark: _Toc110602445][bookmark: _Toc110601630][bookmark: _Toc110602255][bookmark: _Toc110602329][bookmark: _Toc110602446][bookmark: _Toc110601631][bookmark: _Toc110602256][bookmark: _Toc110602330][bookmark: _Toc110602447][bookmark: _Suggested_Placement_Learning][bookmark: _Toc110601632][bookmark: _Toc110602257][bookmark: _Toc110602331][bookmark: _Toc110602448][bookmark: _Toc110601633][bookmark: _Toc110602258][bookmark: _Toc110602332][bookmark: _Toc110602449][bookmark: _Toc110601634][bookmark: _Toc110602259][bookmark: _Toc110602333][bookmark: _Toc110602450][bookmark: _Toc110601635][bookmark: _Toc110602260][bookmark: _Toc110602334][bookmark: _Toc110602451][bookmark: _Toc110601636][bookmark: _Toc110602261][bookmark: _Toc110602335][bookmark: _Toc110602452][bookmark: _Toc110601637][bookmark: _Toc110602262][bookmark: _Toc110602336][bookmark: _Toc110602453][bookmark: _Toc110601638][bookmark: _Toc110602263][bookmark: _Toc110602337][bookmark: _Toc110602454][bookmark: _Toc110601639][bookmark: _Toc110602264][bookmark: _Toc110602338][bookmark: _Toc110602455][bookmark: _Toc110601640][bookmark: _Toc110602265][bookmark: _Toc110602339][bookmark: _Toc110602456][bookmark: _Toc110601641][bookmark: _Toc110602266][bookmark: _Toc110602340][bookmark: _Toc110602457][bookmark: _Toc110601642][bookmark: _Toc110602267][bookmark: _Toc110602341][bookmark: _Toc110602458][bookmark: _Toc110601643][bookmark: _Toc110602268][bookmark: _Toc110602342][bookmark: _Toc110602459][bookmark: _Toc110601644][bookmark: _Toc110602269][bookmark: _Toc110602343][bookmark: _Toc110602460][bookmark: _Toc110601645][bookmark: _Toc110602270][bookmark: _Toc110602344][bookmark: _Toc110602461][bookmark: _Toc110601646][bookmark: _Toc110602271][bookmark: _Toc110602345][bookmark: _Toc110602462][bookmark: _Toc110601647][bookmark: _Toc110602272][bookmark: _Toc110602346][bookmark: _Toc110602463][bookmark: _Toc110601648][bookmark: _Toc110602273][bookmark: _Toc110602347][bookmark: _Toc110602464][bookmark: _Toc110601649][bookmark: _Toc110602274][bookmark: _Toc110602348][bookmark: _Toc110602465][bookmark: _Toc110601650][bookmark: _Toc110602275][bookmark: _Toc110602349][bookmark: _Toc110602466][bookmark: _Toc110601651][bookmark: _Toc110602276][bookmark: _Toc110602350][bookmark: _Toc110602467][bookmark: _Toc110601652][bookmark: _Toc110602277][bookmark: _Toc110602351][bookmark: _Toc110602468][bookmark: _Toc110601653][bookmark: _Toc110602278][bookmark: _Toc110602352][bookmark: _Toc110602469][bookmark: _Placement_Learning_Objectives][bookmark: _Toc110347897][bookmark: _Toc135216159]Placement Learning Objectives
You can use the suggested placement objectives in Table 1 below to help you consider your learning objectives for this placement. Bear in mind that it will not be possible to achieve or cover all the suggested objectives during a short duration placement. The placement supervisor will review the objectives to see which of these suggested objectives can be achieved during the placement. 
It is the Trainee Pharmacist’s responsibility to identify their key learning needs and agree these as placement objectives with the placement supervisor before the start of the placement. 
Remember!

This is a short introduction to Mental Health Pharmacy. It will not be possible to cover all the suggested objectives in Table 1 or all the GPhC learning outcomes you would like to complete during this time.

Note: Learning objectives in Table 1 indicated with an asterisk (*) have been duplicated from the HEE LaSE Trainee Pharmacist Programme - Mental Health Suggested Activities for Inclusion in Foundation Programmes


	Table 1: Suggested Placement Learning Objectives that may be included in a Mental Health Pharmacy short duration placement.


	
	Placement supervisor to tick box to indicate included objective.
	Include in placement?
(Supervisor)
	Date completed (TP)

	1
	Demonstrate awareness of the patient’s journey from admission to discharge within a mental health setting and the transfer of medication process between different sectors.
	
	

	2 *
	Recognise different mental health services provided in the locality of your trust, the therapeutic areas and patient groups covered by them for example:
· Adult services 
· Child and adolescent services
· Forensic services 
· Learning disability services 
· Older adult services 
· Alcohol and substance misuse services
· Eating disorders
· Perinatal services
· Home treatment teams
· Community mental health teams.
	











	

	3 *
	Demonstrate awareness of the roles, day to day responsibilities and skill sets of the mental health multidisciplinary team - please note the below list is not exhaustive*:
· Psychiatrist
· Registered mental health nurse (RMN)
· Community Psychiatric Nurse (CPN)
· Social Worker
· Care Co-ordinator 
· Psychologist 
· Approved Mental Health Professional (AMHP)
· Occupational Therapist (OT)
· Speech and Language Therapist (SaLT)
· Independent Mental Health or Mental Capacity Advocates.
	
	

	4
	Describe the role of pharmacy within the multi-professional mental health team during meetings such as handovers and ward rounds, and have an awareness of the importance of leadership, management and collaboration in these settings.
	
	

	5
	Demonstrate awareness of the role of the prescribing pharmacist within a mental health environment and how their skills benefit the patient journey to understand relevant legislation and clinical governance related to prescribing e.g., specialist pharmacists (pharmacist-led clinics and prescribing at ward level).
	
	

	6
	Be able to discuss medicines commonly used to treat psychiatric conditions with your supervisor and other members of the multidisciplinary team as part of clinical service provision.
	
	

	7
	Develop confidence in consulting with patients diagnosed with a mental health condition, including serious mental illness, and demonstrate the ability to adapt your approach and language where necessary.
	
	

	8
	Demonstrate awareness of the process of dispensing, supplying, checking, and screening prescriptions within mental health and how this might vary to that in other pharmacy settings e.g., clozapine, antipsychotic depots. 
	
	

	9
	Describe the mental health medicines information service provision, including how healthcare professionals access the service, how queries are handled, and the types of queries received.
	
	

	10
	Demonstrate awareness of local and national resources such as Trust guidelines and evidence-based medicine to support delivery of pharmaceutical care to patients with a mental health condition.
	
	

	11
	Describe how mental health pharmacy staff promote public health and raise awareness of healthy lifestyles.
	
	

	12 *
	Demonstrate an understanding of key components within the Mental Capacity Act (2005) and Mental Health Act (1983), when restrictions to prescribing apply, the importance of compliance and pharmacy’s role in ensuring this.
	
	

	13
	Discuss local clinical governance/risk structures, including how to report errors/incidents and share learning from poor practice within the organisation.
	
	

	14 *
	Demonstrate clear understanding of escalating a safeguarding of vulnerable adults and children concern and your obligation as a healthcare professional
	
	

	15
	Actively promote de-stigmatisation of mental illness through peer, patient and carer education.
	
	




2. [bookmark: _Toc135216160]Placement Suggested Activities
Table 2 lists a range of suggested activities that could be undertaken by a Trainee Pharmacist to enable completion of the chosen placement objectives mapped to the GPhC interim learning outcomes 2022-23. 

You can map evidence from your placement activities and tasks to these and save them in your portfolio or upload to your HEE e-portfolio.Note: Placement Activities in Table 2 indicated with an asterisk (*) have been duplicated or adapted from the HEE LaSE Trainee Pharmacist Programme - Mental Health Suggested Activities for Inclusion in Foundation Programmes.


	Table 2: Potential placement activities in Mental Health Pharmacy mapped to the GPhC Interim Learning Outcomes 2022-23 and Short Duration (Taster) Placement Objectives


	Clinical & Patient-Facing Activities
	GPhC Learning Outcomes
	Taster Placement Objectives
	Include in placement (supervisor)
	Date completed.
(Trainee)

	* Attend a team or handover meeting and reflect on the roles and responsibilities of both the pharmacy team and individual members of the wider multidisciplinary team. 

	14, 15, 16, 17, 18, 45, 46, 48
	1, 2, 3, 4, 5, 6, 9
	
	

	* Undertake medication reconciliation for a patient diagnosed with a serious mental illness (SMI) (with appropriate supervision) including a Patients’ Own Drug (POD) assessment and Transcribing for Supply

Complete a Supervised Learning Event (SLE) e.g., mini-CEX. 

	1, 2, 3, 4, 6, 7, 8, 9, 10, 11, 12, 13, 14, 16, 17, 36, 39, 43
	1, 2, 3, 4, 6
	
	

	* Review the organisations safeguarding policy and apply this to a relevant scenario. Discuss the process of escalating a safeguarding of vulnerable adults and children concern and your obligation as a healthcare professional with your supervisor. 


	1, 3, 6, 18, 39, 40, 48
	14
	
	

	* Conduct a patient consultation using a validated tool e.g., Glasgow Antipsychotic Side-effects Scale (GASS), discuss possible interventions with your supervisor and implement these where appropriate.

Complete an SLE e.g., Mini-CEX.

	1, 2, 3, 4, 5, 6, 7, 8, 9, 10, 11, 12, 13, 14, 15, 16, 17, 18, 33, 35, 39, 42, 43
	7, 14
	
	

	* Clinically screen prescription items under supervision, including common psychiatric medicines. As a minimum discuss the indications, side-effects, interactions, monitoring parameters and key counselling points of the below medicines:
· Antidepressants from 2 different classes
· 3 x Antipsychotics, including clozapine and a long-acting injectable preparation.
· Lithium (including required monitoring)
· Valproate (including use in women of child-bearing potential)
· 1 x benzodiazepine (including prescribing guidelines)
· 1 x ‘Z-drug’
· 1 x anti-dementia medication 
· 1 x medication used in the treatment of alcohol or substance misuse.
See also workbook activity 1 – Sample Drug Charts.


	15, 16, 17, 18, 21, 25, 26, 27, 29, 30, 31, 35, 39
	5, 6, 8
	
	

	* Discuss the requirements of the Mental Health Act with regards to medicines and check prescribed psychotropics subject to this for compliance.

See also workbook activity 2 – Case Studies.


	27, 31, 39, 40, 41
	12
	
	

	* Review the medication of at least one patient that has dementia with a clinical pharmacist and make recommendations to the prescriber where a pharmaceutical issue(s) is identified, including:
· Clinically check drug(s) prescribed for managing behavioural and psychological symptoms and have an awareness of non-drug related interventions.
· Calculate anticholinergic burden.
· Identify of risk factors for delirium
· Check covert administration is clinically appropriate and in line with best practice recommendations.

See also workbook activity 2 – Case Studies.


	5, 13, 14, 15, 16, 17, 18, 21, 25, 26, 27, 29, 30, 31, 32, 35, 39
	1, 6, 8
	
	

	* Demonstrate awareness of common challenges in relation to medicines taken by patient with learning disabilities, as well as the resources used locally to optimise care i.e., positive behaviour support, patient-centred care plans, STOMP.

	1, 2, 5, 6, 9, 10, 11, 12, 13, 15, 16, 40, 41
	14
	
	

	* Present a Case Based Discussion (CBD) on a patient with a mental health condition (to the local mental health pharmacy team if on placement). 
Consider:
· The psychiatric conditions with respect to diagnosis and symptoms
· The stigma associated with the condition and the responsibility of a pharmacist in addressing this.
· Current treatment, its aims and monitoring requirements, together with any identified potential problems and suggested solutions.
· The impact of the psychiatric condition and/or treatment on physical health and well-being, and vice versa, and mitigating steps

The trainee pharmacist will need to: 
· Prepare, practice and deliver the presentation. 
· Respond appropriately to questions. 
Guidance can be given to support this activity, as needed.

Respond to feedback from the team.

	15, 16, 21, 22, 24, 29, 30, 31, 34, 35, 36, 41, 53, 54
	1, 4, 5, 6, 8, 10, 14
	
	

	Clinically screen prescription items under supervision, including specialist and high-risk areas such as:
· *Rapid tranquilisation dosing and monitoring
· *Covert administration and the application of the mental capacity act
· High dose antipsychotics 
· High risk medicines e.g., clozapine
· Therapeutic drug monitoring e.g., lithium
· Antipsychotic depot injection
Discuss and implement any interventions as appropriate. 

Complete an SLE to demonstrate this activity such as Direct Observation of Practical (DOP). 

See also workbook activity 1 – Sample Drug Charts and activity 2 – Case Studies.

	5, 11, 12, 14, 16, 18, 27, 34, 36, 46, 49
	1, 2, 3, 6, 7, 12
	
	

	Liaise with community-based services e.g., community pharmacists, community mental health teams, home treatment teams and GP practice pharmacists to resolve medication transfer related queries/issues.

	3, 4, 10, 14, 15, 27, 39  
	1, 2, 3, 6, 8
	
	

	Shadow mental health specialist non-medical prescribers to understand mental health assessments, relevant legislation and clinical governance related to prescribing. 

	36, 38
	1, 2, 3, 4, 5, 6
	
	

	Undertake a patient consultation or counselling event for a psychotropic medication.

Complete an SLE e.g., MRCF.
	1, 2, 3, 4, 5, 6, 7, 8, 15, 16, 17, 18, 19, 21, 26, 29, 49
	1, 2, 3, 6, 10
	
	

	Use evidence-based resources (see table 7 and appendix 1) to respond to a mental health medicines information enquiry under supervision, gain feedback and reflect on your answer.

See also workbook activity 2 – Case Studies.

	1, 3, 4, 6, 16, 17,18, 21, 25, 26, 53
	9, 10
	
	

	Healthcare Quality and Improvement 
	GPhC Learning Outcomes
	Taster Placement Objectives
	Include in placement (supervisor)
	Date completed.
(Trainee)

	* Accompany a clinical pharmacist on a teaching or educational visit to a ward or community team and be given opportunity to directly contribute to the session.
	41, 42, 47, 53, 54
	3, 4, 11
	
	

	Participate in error reporting and be able to describe how reports are processed within the hospital as part of the wider risk management strategy. This includes internal medication errors (‘near misses’) and external errors (those that leave the pharmacy department). 
	49, 51, 59  
	13
	
	

	Identify specific opportunities to promote health and wellbeing to patients and discuss potential health inequalities faced by patient with a mental illness.
	3, 4, 11, 33, 41, 42
	3, 11
	
	

	Be aware what Quality Improvement Projects or audits are being carried out within the hospital pharmacy department, how these projects are prioritised, and how the results will be used to improve patient care.
	47, 55
	3, 4, 11
	
	

	Personal Development & Progression 
	GPhC Learning Outcomes
	Taster Placement Objectives
	Include in placement (supervisor)
	Date completed.
(Trainee)

	Working with a supervisor to plan placement and complete prerequisites.
	52, 53
	N/a
	
	

	Completion of reflective records of evidence. 
	53
	Undertaking SLEs
End of placement review
	
	

	Reflecting on performance and producing SMART objectives for further development to inform PDP.  
	53
	Undertaking SLEs
End of placement review
	
	

	Managing own timetable. 
	52
	N/a
	
	

	Supplying Medicines Activities 
	GPhC Learning Outcomes
	Taster Placement Objectives
	Include in placement (supervisor)
	Date completed.
(Trainee)

	* Through hands-on experience, demonstrate understanding of safe and appropriate use of clozapine and the supply process. To include:
· Common side effects and serious adverse reactions
· Interacting drugs including smoking and illicit drugs
· checking the prescription, including titration recommendations
· accessing the manufacturer’s online monitoring system 
· ensuring blood test results are up to date and within accepted clinical parameters.
· Appropriate documentation
· Ordering and supply of clozapine in both primary and secondary care.
· Implications of pausing treatment
	16, 18, 21, 25, 26, 27, 29, 30, 32 34, 35, 39, 43, 49
	6, 8, 9, 10, 13
	
	

	Discuss the different prescribers and prescriptions used within the hospital setting e.g., electronic, FP10s, inpatient, short-term leave and discharge, non-medical and medical prescribers.

	36, 48
	1, 2, 3, 4, 5, 6, 7
	
	

	Additional suggested activities (Trainee & Supervisor to add below)
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3. [bookmark: _Pre-placement_preparation][bookmark: _Trainee_Pharmacist_Pre-placement][bookmark: _Toc110601655][bookmark: _Toc110602280][bookmark: _Toc110602354][bookmark: _Toc110602471][bookmark: _Toc110601656][bookmark: _Toc110602281][bookmark: _Toc110602355][bookmark: _Toc110602472][bookmark: _Toc110601657][bookmark: _Toc110602282][bookmark: _Toc110602356][bookmark: _Toc110602473][bookmark: _Toc110601658][bookmark: _Toc110602283][bookmark: _Toc110602357][bookmark: _Toc110602474][bookmark: _Toc110601659][bookmark: _Toc110602284][bookmark: _Toc110602358][bookmark: _Toc110602475][bookmark: _Toc110601660][bookmark: _Toc110602285][bookmark: _Toc110602359][bookmark: _Toc110602476][bookmark: _Toc110601661][bookmark: _Toc110602286][bookmark: _Toc110602360][bookmark: _Toc110602477][bookmark: _Toc110601662][bookmark: _Toc110602287][bookmark: _Toc110602361][bookmark: _Toc110602478][bookmark: _Toc110601663][bookmark: _Toc110602288][bookmark: _Toc110602362][bookmark: _Toc110602479][bookmark: _Toc110601664][bookmark: _Toc110602289][bookmark: _Toc110602363][bookmark: _Toc110602480][bookmark: _Toc110601665][bookmark: _Toc110602290][bookmark: _Toc110602364][bookmark: _Toc110602481][bookmark: _Toc110601666][bookmark: _Toc110602291][bookmark: _Toc110602365][bookmark: _Toc110602482][bookmark: _Toc110601667][bookmark: _Toc110602292][bookmark: _Toc110602366][bookmark: _Toc110602483][bookmark: _Toc110601668][bookmark: _Toc110602293][bookmark: _Toc110602367][bookmark: _Toc110602484][bookmark: _Toc110601669][bookmark: _Toc110602294][bookmark: _Toc110602368][bookmark: _Toc110602485][bookmark: _Toc110601670][bookmark: _Toc110602295][bookmark: _Toc110602369][bookmark: _Toc110602486][bookmark: _Toc110601671][bookmark: _Toc110602296][bookmark: _Toc110602370][bookmark: _Toc110602487][bookmark: _Toc110601672][bookmark: _Toc110602297][bookmark: _Toc110602371][bookmark: _Toc110602488][bookmark: _Toc110601673][bookmark: _Toc110602298][bookmark: _Toc110602372][bookmark: _Toc110602489][bookmark: _Toc110601674][bookmark: _Toc110602299][bookmark: _Toc110602373][bookmark: _Toc110602490][bookmark: _Pre-placement_Reading][bookmark: _Suggested_Pre-placement_Resources][bookmark: _Toc135216161]Pre-placement Suggested Learning
The following documents and websites are suggested learning to help you prepare for your short duration (Taster) placement in mental health pharmacy. 

You should check with your placement supervisor if there are any additional resources you should read or complete before the start of the placement.

You may wish to write a reflective account or evidence on the completed e-learning and save any certificates in your portfolio or upload under ‘Miscellaneous Evidence Upload’ in your HEE e-portfolio.

N.B. Resources in Table 3 indicated with an asterisk (*) are also duplicated in the HEE LaSE Trainee Pharmacist Programme - Mental Health Suggested Activities for Inclusion in Foundation Programmes.




	Table 3: Key Resources
	Source

	* Introduction to Mental Health and Therapeutics produced by Midlands Mental Health Clinical Pharmacists Network, this is a valuable resource to refer to both pre-placement and to consolidate learning throughout your placement. Pre-placement you should focus on the ‘background’ section and any other chapters as indicated by your placement supervisor. 

	CPPE

	Orientation to hospital pharmacy  
This resource will help you understand the role of the different pharmacy professionals and other members of the multi-disciplinary team, and how they all play a role in delivering high-quality care throughout the patient pathway, in the hospital setting. Topic resources include professional standard and legislation, patient safety, the ward environment and multi-professional team, patient pathway digital technology, pharmacy operations, consultation and communication Skills and clinical knowledge.

If you have no previous experience in hospital setting.
	CPPE

	Choice and Medication – Provide easy-read patient information leaflets and handy charts for mental health medicines to support consultations with patients.
A link should be available to these from your placement supervisor.
	Hospital resources





4. [bookmark: _Self-assessment_Quiz][bookmark: _Trainee_Pharmacist_Learning][bookmark: _Toc135216162]Self-assessment Quiz
You should complete the self-assessment quiz before the start of your placement and again at the end of your placement to see what you have learned from the experience. This should then be saved in your portfolio or uploaded to the ‘Miscellaneous Evidence Upload’ section in your HEE e-portfolio.

	Table 4: Self-assessment Quiz in Mental Health Pharmacy

	Statement
	Prior to placement
Yes/No
	At end of placement
Yes/No

	I am aware and can describe the responsibilities of each member of the pharmacy team including pharmacists and the pharmacy support team. 
	
	

	I am aware of the roles of other multidisciplinary team members and how pharmacy works with the multi-professional team.
	
	

	I understand the transfer of care between primary care, community and secondary care mental health services, including the role of the home treatment team.
	
	

	I am aware of the availability and referral processes for different mental health services, including specialist mental health services such as learning disabilities, provided in my locality.
	
	

	I am aware of the role of prescribing pharmacists and other non-medical prescribers in mental health.
	
	

	I feel confident conducting consultations with patients in a mental health setting.
	
	

	I have a good understanding of medicines commonly used to treat mental health conditions.
	
	

	I am aware of the different monitoring requirements for high-risk medicines used to treat mental health conditions including clozapine and lithium.
	
	

	I am aware of the patient discharge process and the provision of ‘To Take Away (TTA)’/ ‘To Take Out (TTO)’ medications on discharge.
	
	

	I can define ‘stigmatisation’ and discuss ways to minimise this in mental healthcare.
	
	

	I am aware of the purpose and function of the medicines formulary and demonstrate its application within this setting.
	
	

	I understand the key components of the Mental Health Act and Mental Capacity Act, and where restrictions on medicines administration would apply. 
	
	

	I am familiar with the pharmacy process for handling near miss errors and medication safety reporting processes. 
	
	

	I am aware of resources available within the mental health that support the medicine optimisation process. (Table 3 and Table 7)
	
	

	I am aware of the process of providing medicine information to mental health patients and healthcare professionals.
	
	

	I can discuss key medicines management procedures e.g., medicines reconciliation, discharge prescriptions and related procedures, outpatient prescribing etc.
	
	

	I can define ‘safeguarding’ and I am aware of how and when to initiate the process.
	
	

	I am aware of the challenges that may impact the working relationship between mental health services and other pharmacy sectors e.g., Acute hospital, GP practice, community pharmacy, community health services, and can discuss the relationship between these sectors.  

	
	

	
End of Placement - Further Learning Needs Identified can be recorded here:


	












































[bookmark: _Induction_and_Placement]

[bookmark: _Toc135216163]Section B: During the Placement
[bookmark: _Toc135216164]1. Induction Checklist 
At the start of your placement, the following induction checklist should be discussed with your placement supervisor. This list is not exhaustive - additional lines have been included for any further points to be added. See the Short Duration (Taster) Placement Trainee Pharmacist Guide for further details. 

	Table 5: Induction checklist
	Tick if completed

	1. Introductions:
· Placement supervisor
· The pharmacy team including other Trainee Pharmacists (if applicable)
· The wider MDT team (if applicable).
	

	2. Expectations from the Placement Supervisor - to be agreed prior to the placement and revisited at the start of the placement.
	

	3. Expectations from the Trainee Pharmacist - to be agreed prior to the placement and revisited at the start of the placement.
	

	4. Key responsibilities during the placement and desired outcomes discussed - to be agreed prior to the placement and revisited at the start of the placement (refer to self-assessment quiz).
	

	5. Confidentiality and/or shared learning agreement completed.
	

	6. Agree any key Foundation Training Year Interim Learning Outcomes to focus on and achieve (if possible) during the placement (refer to placement objectives and placement timetable).
	

	7. Check and discuss placement timetable including study leave.
	

	8. Working hours and study time – including any tea and/ or lunch break(s).
	

	9. Ward security and safety discussed including entry and exit procedure, keys/fobs and personal alarms.
	

	10. Leave requests and planning during the placement.
	

	11. Sickness reporting procedure – for placement provider and the employing organisation.
	

	12. Dress code - to be shared with the Trainee Pharmacist in advance of the placement.
	

	13. Fire safety protocol, fire exits and First Aid.
	

	14. Pharmacy/ placement environment layout (toilet, break room, consultation rooms).
	

	15. ID Badge.
	

	16. Smartcard and IT access (if required).
	

	17. IT system training (if applicable).
	

	18. Mandatory training required/ completed e.g., information governance.
	

	19. COVID-19 Risk Assessment completed (refer to local requirements) – see Table 6. 
	

	Additional induction requirements: to be added by placement supervisor
	

	
	

	
	

	
	

	
	



A COVID-19 Risk Assessment Template has been included in Table 6. This is not mandated to be completed but may be adapted as necessary to fit local needs, or a local COVID-19 risk assessment could be used instead.
	Table 6: COVID-19 Risk Assessment Template – to be adapted to meet local requirements (if necessary)


	 Item 
	Details
	Tick if completed
	Action/Follow up needed

	Risk Assessment 

Who is at higher risk 

Pregnancy and Coronavirus 

COVID-19: understanding the impact on BAME communities 

	Risk factors include age, ethnicity, gender, underlying health conditions, pregnancy, BMI. 
	
	

	 Covid-19 Vaccination 
	If required, confirm the TP vaccination status.
Seek advice from Occupational Health department if any concerns. 

	
	

	Discussion about adjustments which may be needed to reduce risk. 
	Adjustments may include reducing patient-facing activities, redeployment to lower risk areas, amendments to travel to and from work. 

	
	

	Personal protective equipment 
	TPs must understand the employer’s policy on PPE and have access to the relevant equipment. 

	
	

	Lateral flow testing to be completed and recorded.
	Placement site to confirm requirements and reporting process and advise Trainee Pharmacist on induction.

	
	



Source: Adapted from HEE Trainee Pharmacist in GP Practice Programme Handbook 2021-22


2. [bookmark: _Toc135216165][bookmark: _Toc115707131]Sample Timetable for a 1-week, 2-week and 4-week 
A sample timetable is available in the CPPE Introduction to Mental Health and Therapeutics Workbook, page 94.
3. [bookmark: _Key_Placement_Resources][bookmark: _Toc135216166]Key Placement Resources
Table 7 signposts to resources and e-learning you may find useful to explore before and during your placement and as part of your professional development. These are suggested resources to help support your placement and wider foundation training. They are not mandated, and you are not required to complete or read all the resources before or during the placement, however, can consolidate learning from practical activities.

Additional lines can be added to include any additional e-learning you plan to cover or for your placement supervisor to add recommended resources to be completed.
You may write a reflective account or evidence on the completed e-learning and save any certificates to your portfolio or upload under ‘Miscellaneous Evidence Upload’ in your HEE e-portfolio.
N.B. Resources indicated with a (*) are also available in the HEE LaSE Trainee Pharmacist Programme - Mental Health Suggested Activities for Inclusion in Foundation Programmes.

	Table 7: Resources to support short duration (Taster) placements in mental health pharmacy and professional development

	
	Source
	Include in placement (✔)
	Add date if completed

	British National Formulary provides key information on the selection, prescribing, dispensing and administration of medicines. Most psychotropic medicines are included under the central nervous system chapter. 
	NICE
	
	

	*Introduction to Mental Health and Therapeutics produced by Midlands Mental Health Clinical Pharmacists Network and is a valuable resource to refer to both pre-placement and consolidate learning throughout your placement. During your placement as a minimum, you should focus on completing the following chapters and discussing learning with your placement supervisor.
Schizophrenia; Depression; Bipolar Disorder; Anxiety Disorder and Dementias.
	CPPE
	
	

	*Mental Health Cards, in particular:
Card 4 (Mental and Physical Health); Card 7 (Legislation and Safeguarding); Card 8 (Risks and Benefits of Treatment); Card 11 (Transfer of Care) and Card 12 (Consultation Skills).
	CPPE
	
	

	*Suicide Awareness and describe how you could support people who are thinking and affected by suicide and key signposting resources.
	CPPE
	
	

	* Consulting with People with Mental Health Problems and reflect on consultations that you have undertaken with patients with mental health conditions.
	CPPE
	
	

	*Choice and Medication – Provide easy-read patient information leaflets and handy charts for mental health medicines to support consultations with patients.
	Hospital resources
	
	

	Local formularies, hospital policies and clinical guidelines: discuss with your hospital placement supervisor which of these may be helpful for you to have access to prior to the placement e.g., anticoagulant guidance, pain management.
	Hospital resources
	
	

	Bazire’s Psychotropic Drug Directory – A comprehensive evidenced-based clinical resource of information on psychotropic medicines to support medicines related queries in mental health.
	Hospital resources
	
	

	The Maudsley Prescribing Guidelines in Psychiatry – A useful resource book offering clinical guidance on the management of mental health conditions and safe and effective psychotropic prescribing.
	Hospital resources
	
	

	British Association for Psychopharmacology – promotes research and education in psychopharmacology, neuroscience and related areas and provides comprehensive guidelines. 
	Online 
	
	

	Orientation to hospital pharmacy  
This resource will help you understand the role of the different pharmacy professionals and other members of the multi-disciplinary team, and how they all play a role in delivering high-quality care throughout the patient pathway, in the hospital setting. 
	CPPE
	
	







4. [bookmark: _Toc135216167]Workbook Activities to Support Learning Objectives
These workbook activities are designed to complement practical experience during your short duration taster placement and increase exposure to clinical scenarios you may not encounter during your placement. Your answers should be discussed with your placement supervisor and help you to identify future areas for development. 

4.1 [bookmark: _Activity_1_–][bookmark: _Toc135216168]Activity 1 – Sample Drug Charts
Drug charts identify prescribed medication and provide a record of administration; however, the appearance and documentation may vary considerably between different organisations and can be either paper or electronic records. 

5 sample drug charts are included in this activity. After reviewing each chart, use the discussion section to detail your considerations, any interventions required, anything you would normally query, monitor, and endorse. 
Refer to resources listed in table 7 to help you, such as the BNF, Maudsley’s, Bazire’s and Local Policies. 

You should review your answers with your placement supervisor prior to completion of your placement.
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We recommend you print the activity sheets so you can annotate as required.
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Sample Drug Chart 1 – Discussion Section

Detail your considerations, any interventions required, anything you would normally query, monitor, and endorse.


………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………
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Sample Drug Chart 2 – Discussion Section

Detail your considerations, any interventions required, anything you would normally query, monitor, and endorse.


………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………
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Sample Drug Chart 3 – Discussion Section

Detail your considerations, any interventions required, anything you would normally query, monitor, and endorse.


………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………
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Sample Drug Chart 4 – Discussion Section

Detail your considerations, any interventions required, anything you would normally query, monitor, and endorse.


………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………
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Sample Drug Chart 5 – Discussion Section

Detail your considerations, any interventions required, anything you would normally query, monitor, and endorse.


………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

4.2 [bookmark: _Activity_2_–][bookmark: _Toc135216169]Activity 2 – Case Studies
These case studies discuss potential clinical scenarios encountered in a mental health setting. Document your answers to the questions in the space provided using the resources listed in table 7  to help you. The answers to the case studies are provided in Appendix 3, however you should attempt all the answers and discuss with your placement supervisor before reviewing these to maximise learning.

Mental Health Case Study 1

Reena is a 46-year-old married lady who has been referred to the home treatment team after feeling very low in mood.  For the last two months she has felt quite tearful much of the time and found it difficult to get going in the mornings.  She has also been finding it difficult to cope with the housework and the moods of her teenage sons, aged 14 and 17.  She reported no problems with sleep, but complained of reduced appetite and thought she might have lost weight.

Reena has a part-time job in the local library which she usually enjoys but has recently lost interest in the work and finds dealing with the public quite stressful. Reena had one similar episode 12 years ago when her children were small.  She made a good recovery with imipramine 75mg twice each day but suffered from constipation, dry mouth and dizziness.  She is reluctant to take drugs again and would like to try St John’s Wort because she has heard it is good and does not have side-effects.

Questions:

     1. What is the working diagnosis?






2. Is St John’s Wort a suitable choice of antidepressant for Reena? Explain your reasoning, would you suggest any alternative?






3. Reena’s mother has also been experiencing some ‘memory problems’ recently and has heard that Gingko biloba will help.  Reena asked if this was true.







4. In your view is there a role for complementary therapies in psychiatry?  If so explain

Mental Health Case Study 2

Lucy is a 27-year-old woman who suffered a stillbirth 6 months ago.  She sits and weeps for long periods of time and has been unable to talk to anyone about how she feels.  Although her mother is alive and well, she lives 200 miles away.  She currently lives with her husband.

Lucy suffers from epilepsy and prior to this pregnancy she went through the process of changing her antiepileptic drugs from phenytoin to valproate.  The results from genetics showed the chances of the child suffering were low.  She felt sure that all possible hurdles had been crossed.  

Her appetite is poor, she lost 2 stone in weight and she sleeps poorly, often awakening at 4am thinking how cruel the world is and how she might as well end it all.  She cannot cope with her job as a nursing assistant and is not looking after her home or doing any cooking.  She constantly argues with her husband who thinks that enough time has passed now, and she should be able to get back to work.

1. What diagnosis would you give Lucy?  







1. What symptoms and criteria have you used to come to that diagnosis?






Lucy visits her GP and is prescribed amitriptyline 50mg at night for a month.  Four days later she is admitted to the acute psychiatric ward following an attempted overdose.  She has no past psychiatric history.

1. Comment on the appropriateness of the prescription.








1. What antidepressant would you recommend and why?







1. List the factors which may be influencing her condition.







1. What treatments options are available to Lucy now, following the overdose?








1. How could you help to encourage compliance with an appropriate treatment regimen?








1. Any other counselling advice or future advice?

























Mental Health Case Study 3

Sophia arrives on the ward at 6pm with her CPN and her partner who is also her Nearest Relative under the Mental Health Act (MHA).  At the time of admission Sophia is happy to be admitted to the ward, however, she does have a history of agreeing to informal admissions and then subsequently changing her mind.

She is admitted to the ward.

She is assessed by the junior doctor on call who feels an MHA assessment should be requested as Sophia is already beginning to verbally indicate she wishes to leave the ward.  

She is persuaded to stay on the ward and a request for an MHA assessment is made with the Emergency Duty Team (EDT) Social Worker.

In the early hours of the morning Sophia becomes verbally aggressive and begins to pack her belongings.  She threatens to harm anyone who attempts to stop her leaving and throws a chair across the dormitory.  The noise begins to disturb other patients on the ward who were asleep.  The on-call doctor is bleeped who is busy dealing with another emergency.

1. What is the purpose and duration of Section 2?







2. What is the purpose and duration of Section 3?







3. At what point do you think the use of the MHA should be considered, or should it be considered at all?







4. Following her informal admission how could Sophia be prevented from leaving the ward?





5. Whilst Sophia is an informal admission, could she be given any medication to calm her down?








6. If she was sectioned, would it make a difference to giving medication?








7. Could Sophia be transferred to a seclusion room or to a more secure unit?








8. If Sophia is placed on Section 5 (4), what follow up action would need to be taken?









9. If Sophia is placed on Section 5 (2), what follow up action would need to be taken?














Mental Health Case Study 4

Stuart, a 24-year-old Caucasian man, was brought to casualty by the police after being found wandering amongst the traffic on the local dual carriageway.  He was agitated, perplexed and unkempt.  Rapport was poor and he muttered to himself around the themes of pollution, overcrowding and confusion.  He admitted to second-person auditory hallucinations instructing him to ‘organise the streets’ and third person hallucinations which discussed his inability to do so.  He exhibited formal thought disorder with knight’s move thinking and described passivity phenomena.  

Stuart had suffered from a psychotic episode 14 months previously which involved a three month admission to hospital.  He was treated with fluphenazine depot 50mg every three weeks and procyclidine 5mg TDS, made a good recovery and returned to work in a hotel kitchen.    He stopped his depot five months ago and had no contact with services since.  

Stuart is the third of four siblings, had a normal birth and achieved early milestones, although later underachieved at secondary school.  His paternal uncle had a diagnosis of schizophrenia and took his own life.  

Physical examination and blood tests were unremarkable and urine drug screen was negative.  The working diagnosis was that of a relapse of a schizophrenic illness.


      1. What is Knight’s Move Thinking?






2. What is passivity phenomena?






3. What is the relevance of Stuart’s uncle having a diagnosis of   schizophrenia?






4. Was Fluphenazine depot an appropriate choice of treatment the
    previous time?






5. Describe the typical pharmacological treatment for schizophrenia.    
    Which drug(s) would be appropriate/would you recommend in this case 
    and why?







6. What are appropriate treatment doses of the commonly used
    oral atypical antipsychotics in adults?







7. What are the short and long term benefits of antipsychotics in 
    schizophrenia?







8.  What specifically are anticholinergics used for?








9.  What are the short and long term risks of anticholinergics?














Mental Health Case Study 5

Day 1

Derek is a 70-year-old man with a long-standing history of bipolar affective disorder. He was admitted informally to the elderly psychiatric ward with a three day history of increasing irritability. He had been brought into hospital by police, who had been contacted by neighbours, as Derek was exposing himself at the window. Derek said he felt ‘fine, fine, fine all the time’ and ‘had never felt better…I like writing letters…I like getting letters…I like setting things on fire because I’m so very important’. He wanted to go home and insisted that this was within his rights. He needed to go home as he had important business to deal with. He wouldn’t discuss this but said that everyone would find out soon as it was important to everyone. 

Derek’s speech was rapid and sometimes difficult to understand. He was dressed in an untidy manner and had clearly not taken care of his personal hygiene for some time. 

On his previous admission 18 months ago, he had been treated with haloperidol acutely while his lithium was reinstituted. 

His last lithium concentration was 0.5mmol/L on 500mg Priadel tablets at night in August when he was fine and doing fairly well. At that time, he had requested to go onto liquid lithium as he was having problems swallowing even the small 200mg Priadel tablets. The consultant had asked for the GP to make the necessary arrangements. 

Prescription:
	Lithium citrate liquid 260mg bd
	Haloperidol 2mg bd
	Temazepam 10mg on prn
	Chlorpromazine 50-100mg tds prn

Current Lithium concentration 0.14mmol/L

Day 5

Derek is less agitated, although he still wants to leave the ward. He has, though, developed a marked pill-rolling tremor and is having problems walking.

	1. Was the consultant’s request to the GP in august appropriate? 






2. What side effects have developed?







Day 7

His side effects have resolved significantly now. His current prescription is:

	Olanzapine 5mg on
	Lithium citrate liquid 780mg (7.5ml) bd
	Temazepam 10mg on prn.

A serum lithium concentration from yesterday has returned unexpectedly high at 1.2mmol/L. The ward doctor discusses the option of reducing the lithium dose to 4ml bd with you.

3. What explanations are there for this result?






4. What is the doctor’s rationale for this new dose? 






5. What action would you advise? 






Day 14

Derek is now almost ready for a weekend leave: his lithium concentration is back to normal at 0.63mmol/L. His mood is euthymic, and he seems to be tolerating the olanzapine well.

Day 21

While Derek was on leave, he fell at home and bruised the base of his spine. He was seen by his GP who prescribed some Arthrotec prn for him. 


6. What concerns might you have?








7. What are the most appropriate analgesics in this case? 







8. If NSAIDs are to be used, which ones should be used? 







9. Which NSAIDs should be avoided? 






DAY 22

His serum lithium is 0.8mmol/L and his renal function, while normally good, is deteriorating with urea 12mmol/L (3.0-6.5mmol/L) and creatinine 195µmol/L (60-120µmol/L).

His analgesic is changed to co-dydramol 2 QDS and his renal function and lithium concentrations are monitored closely.

After a further week and another weekend leave, he is allowed home for a long weekend with a care package in place, and discharge at the next ward round.


   
















Mental Health Case Study 6

Robert is a 79-year-old male retired builder who recently moved into a self-contained unit in a large continuing care retirement community so he and his wife could live near their only child. 
By his wife's report, Robert has a history of five years of memory loss and has had a decline in his ability to perform normal everyday activities. Robert seems to be talking to someone in the mirror, but his wife cannot make out the speech, he also seems to be distracted and looking at things that are not there. He is unable to perform complex activities such as: shopping or walking in the neighbourhood with the dog without getting lost. He still able to undertake his basic activities of daily living, such as washing and dressing, and preparing simple meals. 
Past Medical History
Hypertension, 
congestive heart failure, 
cataracts.
No history of psychiatric illness or alcohol/ substance abuse.

Medication History
Atenolol 50mg OD 
Amlodipine 10mg OD.

Family History
Several cardiovascular diseases in his father. 

Observations and Examinations
Physical exam reveals a pleasant, cooperative, and well-kempt male. 
133/79mmHg and pulse 72 without orthostasis. 
His respiratory rate is 16. 
His head and neck, chest, cardiovascular, abdominal, and neuromuscular exams are unremarkable.
MSE: reveals deficits in orientation, memory, insight, judgment, and language skills. He has no focal neurologic deficits. 


1.  What are the likely differential diagnoses for Robert?







2.  What diagnostic tests would Robert need to confirm his diagnosis?






3.  What is the MMSE? What does it tell us? and what are its limitations?
	





4. What are the differences between Dementia with Lewy body and Alzheimer’s?






A month later Robert is seen in the memory clinic. 
His MMSE is 19, all his laboratory tests were within normal range, except B12 135, MCV high and MCHC LOW. Negative for syphilis. The CT showed normal cortical sulci and ventricle size for his age. The consultant decides to prescribe an acetylcholinesterase inhibitor for Robert.



5. Why would an acetylcholinesterase inhibitor be appropriate at this stage?






6. How should the cholinesterase inhibitor be initiated and how should it be monitored? What is the target dose? How many people are likely to respond to the treatment? What are realistic outcomes for the treatment of Alzheimer’s with acetylcholinesterase inhibitors?







7. Can acetylcholinesterase inhibitors be prescribed for Dementia with Lewy body (DLB) or Vascular Dementia?







[bookmark: _Toc135216170]Section C: End of Placement
At the end of your placement, you should:
· Review your learning objectives (Table 1) to see which objectives you have met.
· Ensure you map any evidence against the GPhC interim Learning Outcomes.
· Review and save any completed SLEs, assessments and evidence to your portfolio.
· Complete the Self-assessment Quiz (Table 4) to identify further learning needs and development opportunities. 
These may support you to complete an end of placement reflective account that should be discussed with your placement supervisor, together with the placement supervisor end of placement feedback form.


[bookmark: _Toc135216171][bookmark: _Toc115250693]1. Reflection 
Complete an end of placement reflective account evidence to save in your portfolio or to complete using the tab in your HEE e-portfolio. 


[bookmark: _Toc135216172][bookmark: _Toc115250694]2. End of Placement Feedback 
Discuss your placement outcomes with your placement supervisor as part of your end of placement meeting.

As part of this, identify any GPhC learning outcomes you have completed and any areas for further development.

Ask your placement supervisor to complete the End of Short Duration (Taster) Placement Feedback Form below so that you can save this in your portfolio or upload this as an attachment to your HEE e-portfolio reflective account evidence for the placement.

[bookmark: _Toc115105060][bookmark: _Toc135216173]2.1 End of Short Duration (Taster) Placement - Supervisor Feedback Form
	Trainee Pharmacist Name:
	

	Placement Supervisor Name:
	

	Placement Sector:
	
	Placement Duration:
	

	Placement supervisor feedback on Trainee Pharmacist’s development during the taster placement. Were the placement objectives fully achieved?

	










	Placement supervisor feedback on areas the Trainee Pharmacist could further develop, or additional learning needs identified during placement.

	




	Agreed learning action points with Trainee Pharmacist (using SMART objectives)

	

	Placement Supervisor Signature & Date
	

	Trainee Pharmacist Signature & Date
	


[bookmark: _Toc135216174]Evaluation
The HEE LaSE short duration (Taster) placements are pilot cross-sector placement resources. It is important that HEE gain feedback from stakeholders, supervisors and Trainee Pharmacists who use the guides and workbooks. Stakeholder feedback will enable HEE LaSE to continuously improve the guides and workbooks and ensure the resources support Trainee Pharmacist foundation training year and organisations.
All placement supervisors and Trainee Pharmacists who complete a short duration (taster) placement will be asked to provide feedback through HEE surveys below and available through the HEE website and links below.

Trainee Pharmacist Feedback
Supervisor Feedback

[bookmark: _Toc135216175]Further support and points of contact for Short Duration (Taster) placements
For further support and guidance on the HEE LaSE resources, templates, and advice for setting up short duration (taster placements), please contact the HEE LaSE Early Careers Team: pharmacy.london@hee.nhs.uk
.
[bookmark: _Toc135216176]Glossary & Abbreviations
	CPPE 
	Centre for Postgraduate Pharmacy Education 

	DOPs
	Direct Observation of Skills

	DS
	Designated Supervisor(s) responsible for having oversight of the Trainee Pharmacist’s training and for signing off their competence at the end of the Foundation Training Year. They will work with placement partners to support the TP in meeting the learning outcomes. Overall responsibility and sign off for the foundation training year remains with the employing organisation DS.

	e-LfH
	e-Learning for Health

	EPD
	Education Programme Director

	GPhC 
	General Pharmaceutical Council, the independent regulator for pharmacists, pharmacy technicians and pharmacy premises in Great Britain. 

	HEE LaSE 
	Health Education England London and South East

	iLO
	GPhC Interim Learning Outcomes for foundation training year

	PDP
	Personal Development Plan. Trainee Pharmacists should complete a Learning Needs Analysis that will form the basis of their personal development plan (PDP) and help them to develop smart objectives.

	Placement supervisor
	Lead pharmacist supervisor for short duration (taster) placements. They will be responsible for acting as point of contact for TPs on placement, reviewing the TP learning needs, organising TP induction, setting placement objectives, activities, and placement timetable, and providing feedback on tasks and activities completed by the Trainee Pharmacist.

	RPS 
	Royal Pharmaceutical Society, the professional membership body for pharmacists and pharmacy

	SLEs
	Supervised learning events are structured assessment tools that TPs and their supervisor(s) may use to record and reflect on performance of a practice-based assessment activity e.g., patient consultation, to record which GPhC iLOs it provides evidence for, and agree next developmental steps.

	TP
	Trainee Pharmacist who is undertaking their foundation training year.


[bookmark: _Appendix_1:_Suggested][bookmark: _Appendix_2:_COVID-19][bookmark: _Appendix_3:_Suggested][bookmark: _Appendix_3:_Potential][bookmark: _Appendix_1:_Potential][bookmark: _Appendix_4:_Additional][bookmark: _Appendix_2:_Signposting]


[bookmark: _Appendix_1:_Additional][bookmark: _Toc135216177]Appendix 1: Additional Resources for further professional development 
For those with an interest in secondary care and mental health who wish to continue to develop their knowledge and skills outside of the taster placement experience, the following resources and networks are available.

	Table A1: Additional Reading and e-learning available to support Foundation Pharmacist training in Mental Health and Secondary Care
	Source

	College of Mental Health Pharmacy (CMHP) – Access to a peer discussion group, updates on developments in mental health pharmacy, careers advice and discounts on education events (subscription required).
	CMHP

	CPPE Mental Health gateway
A hub containing information, resources, learning and tools to support mental health knowledge development.
	CPPE

	Recent host-Trust POMH-UK Audit Reports and Prescribing Observatory for Mental Health UK charts i.e. antipsychotic dose ready-reckoner.
	POMH-UK

	NHS knowledge and Library Hub (free with OpenAthens account) for relevant journal articles, e-books, guidelines and evidence summary tools provided nationally and by your local NHS library team.
	NHS knowledge and Library hub

	Article series on the major psychiatric medication groups (free to sign up).

	Progress in Neurology and Psychiatry 

	Manufacturer’s information on clozapine
	Clozaril (Mylan)

	Focus on safeguarding children and vulnerable adults
	GPhC

	Relevant NICE & British Association of Psychopharmacology (BAP) guidelines e.g., treatment of depression etc. 
	NICE, BAP

	Journal articles e.g., Pharmaceutical Journal CPD articles on Mental Health.
	PJ 

	Mental Health Act  and Mental Capacity Act.
	NHS England and Gov.uk

	National Dementia Friends Initiative.
	Alzheimer’s Society 

	The Oliver McGowan Mandatory Training on Learning Disability and Autism
	e-LFH

	Stopping over medication of people with a learning disability, autism or both (STOMP)
	NHS England

	HEE Trainee Pharmacist Learning Resources  

This curated range of resources will help to support your learning and development throughout your foundation training year. Resources provided include those that are commonly used by the pharmacy workforce and which you should find beneficial during your foundation training year and beyond.
	HEE

	Making Every Contact Count – e-learning for healthcare (e-lfh.org.uk)

A learning resource to support people develop the knowledge and understanding to make every contact count by asking others about their health and wellbeing.
 
	E-LfH

	Healthtalk: a patient’s perspective 
People have shared their experience on film to help you understand what it is like to have and live with a health condition of living with a condition, including living with cancer, epilepsy and long COVID in adults. 

	Healthtalk

	Medicines Optimisation

This signposts you to various medicines optimisation strategies and looks at the value which medicines deliver, making sure they are clinically effective and cost-effective. 
	NICE




[bookmark: _Toc135216178]Appendix 2: Accessing e-Learning for Health (e-LfH) 
Trainee Pharmacists can register and access e-LfH via the Centre for Pharmacy Education (CPPE) website, which can be found at e-Learning for Healthcare learning modules: CPPE

Once you have a CPPE account, you can access the e-learning by doing the following actions: 
1. Log in to the CPPE website. 
1. Navigate to the e-learning portfolio. 
1. Click on the 'e' icon next to e-Learning for healthcare learning modules and you will be taken to the HEE e-LfH Portal. 
1. Click 'Launch HEE e-LfH Learning Management System' in the left-hand menu. 
1. You will be taken to the HEE e-LfH Learning Management System where you can access the e-learning content.


[image: ]

Enrol on to the program and complete the relevant e-learning that you are required to. Once you have done this, you should be able to access your certificates of completed learning, which you will need to present on the first day/ during your placement. These can be printed or presented electronically. You may wish to write reflective account/ evidence on the completed module and save the certificate in your portfolio or upload to your HEE e-portfolio or under ‘Miscellaneous Evidence Upload’.
[bookmark: _Appendix_3:_End]Please be aware each module may take some time to complete, so allow yourself plenty of time to complete them before/ during your placement. 



[bookmark: _Toc135216179]Appendix 3: Case Study Answers
[bookmark: _Toc135216180]3.1 Mental Health Case Study 1 
1. What is the working diagnosis?
· Depression

2. Is St John’s Wort a suitable choice of antidepressant for Reena? Explain your reasoning, would you suggest any alternative?
· No
· St John’s Wort is thought to work as a weak MAOI in mild depression.
· Unlicensed for treatment of depression
· Not enough good trials on the use of St John’s Wort in treatment of depression and in comparison, to established antidepressants. 
· No clinical trials in the use of St John’s Wort in moderate to severe depression, only in mild depression
· Different preparations of St John’s Wort by different companies contain varying amounts of St John’s Wort as there is no quality control.
· Though herbal, it is not side effect free. Side effects include dry mouth, nausea, constipation, fatigue, dizziness and headaches to name a few.
· Contains a red pigment, (hypericin), which in high doses can cause photosensitivity.
· Very rarely can cause hypomanic episodes especially when taken in combination with licensed antidepressants.
· Interactions-via P450 3A4, Induces metabolism of theophylline, warfarin and the oral contraceptive pill amongst many others.
· Needs to be taken up to three times a day, unlike most licensed antidepressants only need to be taken once daily.
· Can be quite expensive once compared to prescription prices.
· NICE discourages the use of St John’s Wort and any pharmacological treatment in mild depression, (though in this case, diagnosis is probably not mild depression)
· She should probably be treated with a SSRI for at least 2 years and maybe up to 5 years as this is a recurrent episode.  It has the advantage of minimum side effects, in particular it lacks adrenergic, histaminergic and antimuscarinic side effects all which were problematic with imipramine.
· Reena may require psychotherapy intervention to address issues she is having with her teenage boys and may additionally be going through menopause.

3. Reena’s mother has also been experiencing some ‘memory problems’ recently and has heard that Gingko Biloba will help.  Reena asked if this was true.
· Dementia should be assessed by the GP as it a degenerative disorder with no current treatment.  Acetylcholinesterase Inhibitors exist but merely slow down, rather than reverse, the process.  In addition, the GP needs to exclude treatable causes such as depression.  
· Gingko biloba is used widely in Germany, however like St John’s Wort, though there are some good trials, it lacks good robust clinical trials especially in comparison to the licensed Acetylcholinesterase Inhibitors.
· Gingko biloba is not without side effects, namely headaches, dizziness, palpitations and can cause gastric irritation.
· Interactions are wide and varied and often not documented.
· Gingko biloba remains unlicensed for the treatment of dementia. 
· Different preparations by different companies contain varying amounts of as there is no quality control.

4. In your view is there a role for complementary therapies in psychiatry?  If so explain
· Complementary often means homeopathy, herbal, aromatherapy, acupuncture and hypnosis.
· Those patients suffering from anxiety/depression are more likely to seek complementary therapies.
· Vastly unregulated industry.
· People often perceive complementary treatments as ‘natural’ and therefore safe and side effect free, which is not the case!
· There is lots of research regarding use of fish oils, (omega 3 and 6), in mental illness especially within schizophrenia and augmentation of clozapine and within depression.
[bookmark: _Toc135216181]3.2 Mental Health Case Study 2
1. What diagnosis would you give Lucy?
· Moderate depression
2. What symptoms and criteria have you used to come to that diagnosis?
· Depressed mood
· Anhedonia 
· Disturbed sleep
· Diminished appetite, 
· Ideas or acts of self-harm or suicide.
· Bleak or pessimistic views of the future
· Reduced concentration and attention. 

See ICD-10 classification for depression

Lucy visits her GP and is prescribed amitriptyline 50mg at night for a month.  Four days later she is admitted to the acute psychiatric ward following an attempted overdose.  She has no past psychiatric history.

3. Comment on the appropriateness of the prescription.
· Licensed initiation dosing for Major depressive disorder is 50mg daily in 2 divided doses.
· Cautioned in patients with a significant risk of suicide as well as epilepsy. 
· Amitriptyline is not appropriate for this patient. 

4. What antidepressant would you recommend and why?
· Avoid tricyclic antidepressants ([TCAs] except for lofepramine) and venlafaxine (a serotonin noradrenaline reuptake inhibitor [SNRI]) due to their risk of death from overdose.
· Selective serotonin reuptake inhibitors (SSRIs) should be considered first-line due to their good safety profile and tolerability. 

5. List the factors which may be influencing her condition.
· Limited support system, her husband is not supportive and her mother living far away.
· Not able to go back to work and lack of routine/social engagement.
· Suffered a traumatic experience with a stillbirth. 

6. What treatments options are available to Lucy now, following the overdose?
· Consider limiting the supply of medication to one week to reduce the risk of death or medical complications if taken in overdose.
· Monitor closely for adherence and stockpiling of medication. 
	Anti-epileptic drugs 
	All antidepressants lower the seizure threshold — consider seeking specialist advice. Consider whether depression may be worsened by the anti-epileptic drug 
	SSRIs: citalopram, sertraline, escitalopram.
Fluoxetine and fluvoxamine (not first-line due to increased risk of drug interactions)
SNRIs: duloxetine is preferred.
TCAs – try to avoid as they lower the seizure threshold; if needed, doxepin is preferred.
Moclobemide (specialist initiation).



[bookmark: _Toc135216182]3.3 Mental Health Case Study 3
1. What is the purpose and duration of Section 2?
· Admission for Assessment for a maximum of 28 days; not renewable. 
· The individual is suffering from a mental disorder of a nature or degree which warrants their detention in hospital for assessment, or assessment followed by medical treatment at least for a limited period, and
· The individual must be detained in the interests of their own health and safety, or with a view to the protection of others.

2. What is the purpose and duration of Section 3?
· Admission for treatment for an initial period of 6 months; may be renewed for 6 months and then for periods of one year at a time.
· The individual is suffering from mental illness, severe mental impairment, psychopathic disorder or mental impairment and their mental disorder is of a nature or degree which makes it appropriate for them to receive medical treatment in a hospital; and
· In the case of psychopathic disorder or mental impairment, such treatment is likely to alleviate or prevent a deterioration of the individual's condition; and
· It is necessary for the health or safety of the individual or for the protection of other persons that they should receive such treatment and it cannot be provided unless they are detained.

3. At what point do you think the use of the MHA should be considered, or should it be considered at all?
· The MHA should be applied earlier in the night whilst there is a full complement of staff.
· As the doctor in charge of her care cannot attend immediately, the nurses can apply the MHA under Section 5 (4), (where a nurse can prevent a patient from leaving the ward for up to 6 hours), though patient has a history of changing her mind so she should be asked to stay prior to the MHA being applied.

4. Following her informal admission how could Sophia be prevented from leaving the ward?
· Section 5 (4) could be changed to a Section 5 (2) which allows the detention of informal patient’s for up to 72 hours.  Once the junior doctor is available this can then be changed to Section 2 or 3 depending on what is more appropriate at that moment in time.

5. Whilst Sophia is informal, could she be given any medication to calm her down and what checks should be undertaken?
· Under common law medication can be forcibly given.
· Check the patient is not neuroleptic naïve, pregnant, allergies or has any other co-morbidity that may contraindicate use of any emergency medication.
· Give oral lorazepam, haloperidol or risperidone if prescribed and if the patient is accepting.  
· Revert to IM lorazepam +/-haloperidol + procyclidine or IM olanzapine if necessary, under common law.

6. If she was sectioned, would it make a difference to giving medication?
· If Sophia was under Section 3 and refusing oral medication, revert to intramuscular preparations as indicated by the section paperwork (e.g., lorazepam, haloperidol or olanzapine).
· Patients under section 3 will have the approved medication for administration listed on a T2 form (capable of giving informed consent to treatment plan) or T3 form (unable to give informed consent).
· Section 5 (2) doesn’t allow use of forced medication, but common law allows health care professionals to respond to a situation.

7. Could Sophia be transferred to a seclusion room or to a more secure unit?
· Sophia can forcibly be transferred to a seclusion room if necessary.
· Sophia can only be transferred to a more secure unit under Section 2 or 3, (not whilst under S 5(2) or S 5(4).

8. If Sophia is placed on Section 5 (4) what follow up action would need to be taken?
· Call on call doctor to assess patient for Section 2 or 3.

9. If Sophia is placed on Section 5 (2) what follow up action would need to be taken?
· Need to inform on call doctor to change to appropriate section.
· Need to inform ASW ASAP as Section 5 (2) only valid for 72 hours.
· Inform patient of their detention and their rights.
[bookmark: _Toc135216183]3.4 Mental Health Case Study 4
1. What is knight’s move thinking?
· Where thoughts and statements are tangential.

2. What is passivity phenomena?
· The experience of interference with, or outside control of, a person’s thinking, feeling, perception and behaviour.

3. What is the relevance of Stuart’s uncle having a diagnosis of schizophrenia?
· Both nature and nurture are important in the development of psychiatric disorders, and they interact in extensive and subtle ways.
· There is no psychiatric disorder of which we can state confidently that there are no genetic factors at all due to insufficient investigation.
· Having a genetic relative with a diagnosis of schizophrenia predisposes Stuart to a greater vulnerability to psychosis than the general population.


4. Was Fluphenazine depot an appropriate choice of treatment the previous time?
· Fluphenazine is associated with high risk of extrapyramidal side effects, should be avoided in depression and can be given at 2-5 weekly intervals.
· Unclear why fluphenazine was chosen as we don’t have a complete medication history.  Was compliance or insight an issue?  Had an atypical antipsychotic been trialled?  Was fluphenazine the ideal medication in Stuart’s uncle?  Could Stuart only present at the GP surgery/CMHT at three weekly intervals?

5. Describe the typical pharmacological treatment for schizophrenia. Which drug(s) would be appropriate/would you recommend in this case and why?
· In the acute phase, the client may need prn PO/IM benzodiazepines and/or haloperidol. Do not confuse sedation from benzodiazepines/haloperidol with antipsychotic effect, (antipsychotic effect can take weeks).
0. Recommend an atypical as a first line antipsychotic.  All equally effective but NICE choice should be cost-effective (risperidone) and consider allergies, previous psychotropic treatment and co-morbidities / contraindications.
0. Atypical antipsychotics offer less extrapyramidal side effects (EPSE) than older drugs, but often are associated with more weight gain, and are more expensive.  In the long run, atypical antipsychotics address both positive and negative symptoms of schizophrenia and as patients are often more complaint with atypical antipsychotics, they are less likely to be admitted due to compliance issues.  
0. If suggesting a typical antipsychotic, work out chlorpromazine equivalents.  High doses lead to more side effects but do not necessarily mean more antipsychotic effect as only 70% dopamine blockade is required.
0. If compliance is an issue with this client, consider offering a different depot, such as Risperdal Consta™ if side effects, such as EPSEs, were a reason for non-adherence.

6. What are appropriate treatment doses of the commonly used oral atypical antipsychotics in adults?
0. Risperidone 4-8mg/day in one or two divided doses, limited evidence for doses above 6mg daily and high risk of hyperprolactinaemia-based side effects
0. Quetiapine 350-750mg/day in two divided doses (long acting once daily preparation also available, but is more expensive)
0. Olanzapine 10-20mg/day at night (due to its sedative properties)
0. Aripiprazole 15mg/day in the morning (to avoid sleep disturbance, which some patients experience)
0. Clozapine 350-900mg/day in divided doses (200mg = maximum can give a single dose), should follow a gradual and closely monitored dose titration and clozapine levels can be considered to assess the most appropriate dosing
0. Amisulpride 400-1200mg in two divided doses

7. What are the short and long term benefits of antipsychotics in schizophrenia?
· Short term benefits include improved positive and negative symptoms, unpredictable or aggressive behaviour and gained insight into illness.
0. Early intervention can result in improved outcomes such as improved social skills, relationship dynamics and reduced risk of harm and better overall prognosis.
0. Long term benefits include prevention of relapse, improved side effect profile and increased insight.
0. Allows client to lead ‘normal’ life, (college, work, relationships, hobbies etc.) and improves quality of life.
0. Limits risk and prevents distress to the patient, respective family, public and/or employer.    
                                                
8. What specifically are anticholinergics used for?
· EPSEs such as dystonia and dyskinesia

9. What are the short and long term risks of anticholinergics?
0. Anticholinergics are used for antipsychotic induced EPSE.
0. Causes dry mouth, constipation, blurred vision, urinary retention, tachycardia and confusion and falls, (especially in the elderly)
0. Some evidence suggests many patients do not need antimuscarinics after 3/12 use.
0. Long term risks include worsening of tardive dyskinesias and rebound effects on abrupt discontinuation, (e.g., diarrhoea)
0. Additional risk of anticholinergics being sold on to other clients/public and misused due to its euphoric effects.
3.5 [bookmark: _Toc135216184]Mental Health Case Study 5
1. Was the consultant’s request to the GP in august appropriate?
1. The request was appropriate to change formulation to liquid but there should have been clear directions for the dose to be prescribed, Derek should have been on a bioequivalent dose of lithium citrate.  
1. Lithium bioavailability is also brand specific, Priadel should have also been specified in the request to the GP. 
1. Priadel: Lithium carbonate 204mg = Lithium citrate 520mg in 5ml.
1. He was prescribed 260mg BD lithium citrate which equates to 208mg of the carbonate per day, less than half of his previous stable dose of 500mg lithium carbonate daily.
1. The sub-therapeutic dose is reflected in the current lithium level of 0.14mmol/L.
1. The equivalent dose should have been Lithium Carbonate 500mg = Lithium Citrate 1275mg, given as two divided dose 637mg BD (6.13ml BD) or 6.1ml for ease of administration with dose adjustment as necessary based on repeat lithium levels. 

1. What side effects have developed?
2. Extrapyramidal side effects, EPSE, from haloperidol.
2. There is also an increased risk of EPSE when lithium and haloperidol are concurrently prescribed.

1. What explanations are there for this result?
3. Was a trough level taken at least 12 hours post dose, immediately prior next dose?  7.5ml bd= 600mg lithium carbonate/day which is a reasonable dose.
3. Any drug interactions with OTC medicines?
3. Is Derek well hydrated.
3. Is Derek suffering any degree of renal failure.

1. What is the doctor’s rationale for this new dose? 
4. If a dose of 780mg (7.5ml) bd lithium citrate produced a level of 1.2mmol/L, then a dose of 4ml, (416mg) bd would approximately produce a level of 0.65mmol/L.  This is because lithium is not absorbed, and doses are proportional to TDM levels.
4. A level of 0.5mmol/L previously kept him well and so the doctor is probably aiming for a level slightly higher without going into toxicity.


1. What action would you advise? 
5. To repeat lithium level 12 hours, post dose and to include renal bloods e.g., Creatinine, and Sodium levels.
5. Lithium is not absorbed and extensively renally excreted.  Thus, lithium levels are often proportional to the dose.
5. A dose of 780mg bd of lithium citrate is equivalent to 600mg of lithium carbonate and this should produce a level of approximately 0.6mmol/L, providing there is no renal impairment.

1. What concerns might you have?
6. NSAIDs are well known to interact with lithium, leading to increased blood levels and toxicity.
6. This may be due to inhibition of renal prostaglandin PGE2 and reduced blood flow.
6. There appears to be differences between NSAIDs and the extent of interaction, however it is better to avoid NSAIDs.
6. With some patients where a NSAID is necessary and will be long term, an alternative mood stabiliser may be necessary.

1. What are the most appropriate analgesics in this case?
7. Paracetamol
7. Co-dydramol
7. Co-codamol
7. Tramadol
7. All can be used safely though none have anti-inflammatory properties.

1. If NSAIDs are to be used, which ones should be used? 
8. Aspirin appears to be safe.
8. Sulindac, (can decrease lithium levels and has been associated with depression in susceptible patients).
8. Use the NSAID regularly to accommodate the change in lithium level, and to monitor lithium levels and make dose adjustments as necessary on cessation of NSAID.

1. Which NSAIDs should be avoided? 
9. Indomethacin, (increases lithium level by 61%)
9. Ibuprofen, (though can still increase levels by 25%, however there are reports of lithium levels being doubled).
9. Diclofenac, (26% rise in levels and decrease in renal function)
9. Mefanamic Acid, (case reports of toxicity)
9. Piroxicam, (several cases of toxicity)
9. Naproxen, (possibly increases levels up to 42%).
[bookmark: _Toc135216185]3.6 Mental Health Case Study 6
1. What are the likely differential diagnoses for Robert? 
· Depression
· Psychosis
· Dementia (Alzheimer’s, Dementia with Lewy Bodies, Frontal temporal or vascular dementia)
· Syphilis
· Alcohol induced dementia.


2. What diagnostic tests would Robert need to confirm his diagnosis?
· Cognitive testing formal (MMSE, CAMCOG)
· Screening for depression or other psychiatric illnesses (NPI, neuropsychiatric inventory)
· Assessment of functional ability (DADS, disability in dementia scale)
· Blood count,
· Electrolytes, 
· Creatinine, 
· Fasting blood glucose,
· Liver function tests,
· B12 & folate level, 
· Thyroid function tests, 
· Urine analysis (if infection is suspected). 
· CT scan of brain and/or MRI
· Syphilis screen
· The only definitive test for dementia is pathological assessment upon death.

3. What is the MMSE? What does it tell us? and what are its limitations?
· MMSE or Mini Mental State Examination.
· The MMSE is a standard mental status exam routinely used as a basic to measure a person’s basic cognitive function, such as short-term memory, long-term memory. 
· It is not a diagnostic tool. It does give us useful information regarding the possible severity if cognitive impairment. Much more in-depth tests may be undertaken by psychologists (usually), such as the CAMCOG.
· The NICE guidelines consider that a score of 
i. 21-26 = mild dementia
ii. 20-10= moderate dementia
iii. >10= severe dementia
· The limitations of the MMSE are:
· may not give accurate results for people: whose first language is not English, have high/low pre-morbid IQ, who have learning disabilities, have undertaken the test frequently or have other mental illness affecting the results (depression or psychosis).

4. What are the differences between Dementia with Lewy body (DLB) and Alzheimer’s?
· DLB patients’ cognitive function can fluctuate, they have a higher risk of falls, they tend to experience more psychotic symptoms such as hallucinations. 
· DLB patients can go on to develop symptoms of Parkinson’s Disease which require treating. 
· Patients with DLB are much more sensitive to the side-effects of antipsychotics, which has led to death in some cases.

5. Why would a cholinesterase inhibitor be appropriate at this stage?
· If Robert has moderate severity Alzheimer’s (MMSE between 10-20) and all other possible diagnoses have been ruled out, under current NICE guidance, acetylcholinesterase inhibitors are first line for the management of cognitive impairment.

6. How should the cholinesterase inhibitor be initiated and how should it be monitored? What is the target dose? How many people are likely to respond to the treatment? What are realistic outcomes for the treatment of Alzheimer’s with acetylcholine esterase inhibitors?
· Refer to local trust policy for prescribing guidance. 
· AChEI For moderate Alzheimer's Disease (MMSE of 10-20 or an assessment of functional and social ability)

	Rivastigmine
	Galantamine

	T1/2 1hr, BD dosing
Up to 12% showed benefit.
Food delays absorption
Protein binding 40%
£816.48/yr
	T1/2 7hrs, BD or OD dosing with XL
Food delays absorption
Some plasma protein binding
£1008/yr

	Donepezil
	All

	Better tolerated than Rivastigmine
25% showed response (40-50% may benefit)
T1/2 70hrs, OD dosing
Absorption not affected by food.
£1068.72/yr
	Benefit lasts for about 1yr.
Delay decline for approx. 6 months.
Metabolism CYP450 2A4 & 2D6
Interactions tend not to be clinically significant.
Aim for the highest tolerated dose 




· Response to treatment: ‘Improvers’ are those that show an improvement of >4 points on MMSE.
· At 6 months:
i. One third are ‘improvers.
ii. One third will not deteriorate.
iii. 15-25% are improvers with placebo.
iv. 55-70% no cognitive decline at 6 months
· A Cochrane review of cholinesterase inhibitors for Alzheimer’s disease found that differences on a population level are only about 2-3 units on the ADAS-cog (a 70 point scale) from placebo, a level below that generally considered to be clinically significant (i.e., 4 units). The same review identified a small increase in global clinical scores (e.g., CIBIC-plus); however, about 14 patients need to be treated for one person to gain an improvement. The remaining 13 gain no improvement or may get worse. Offset against this is an increased risk of adverse events for all patients, for example, in clinical trials about 1 patient in 9 suffers side-effects that are serious enough for them to discontinue the trial.
· Withdrawal rates
i. Donepezil up to 16%
ii. Rivastigmine up to 29%
iii. Galantamine up to 23%
iv. Placebo up to 9%
· Diagnosis by specialist in a specialist clinic
· Assess response 2-4 months after initiation, once stable and tolerating medicine supply may be transferred to the GP.
· Review every 6 months thereafter.
· MMSE <10 medicines should be stopped should there be no continued benefit in prescribing the AChEI.

7.  Can acetylcholinesterase inhibitors be prescribed for Dementia with Lewy body (DLB) or Vascular Dementia?
· Under NICE AChEIs can be prescribed for DLB, but ONLY for behaviour that challenges NOT cognitive impairment.
· Under NICE AChEIs may only be prescribed for vascular dementia if they form part of a properly constructed clinical trial. 


END
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