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Leading service improvement
Proposal 

De-Prescribing Opioids in Fibromyalgia Patients.
Context.
As the United States is facing up to an opioid epidemic, the UK is only just waking up to the concept of an increasing number of domestic-prescribed opioid-related deaths, associated morbidity, and cost to healthcare providers 
 ADDIN EN.CITE 

(Kimber et al., 2019, Hancocks, 2019)
.

Opioid prescription in the UK has soared since the late 1990s following an influential paper which questioned the exclusive use of opioids in the treatment of cancer pain but not in chronic pain as, “a tragedy of needless pain” (Melzack, 1990). This, assumption was a gross over simplification of a complex issue, overlooking the subtle biopsychosocial components of chronic pain.
There is a growing appreciation of the social burden of addiction and death due to overdose within the medical and lay press (Kimber et al., 2019). There are an estimated 130 deaths per day in the US from overdose and 11.4 million individuals misusing prescription opioids (US Dept. of Health and Human services, 2019). As the social cost of opioid over-prescription emerges public and professional attitudes towards opioid prescription are changing. 

Currently, there is no evidence supporting the use of opioids in chronic non-cancer pain (CNCP)(Noble et al., 2010).  Across Wales, more than 1.5 million prescriptions for opioid analgesics were dispensed during 2017-2018 (NHS Wales Shared Service Partnership, 2018), although it was not possible to determine what proportion was issued for CNCP, the evidence so far indicates that the cost of such prescribing is on the rise (All Wales Medicine Strategy Group, 2019). In spite of an increase in the prescribing of opioids for CNCP and a professional perception that patients are unwilling to stop taking opioids once started, the published literature suggest that more than 90% of patients report being willing to attempt to stop a medication if their doctor says it is possible (Reeve et al., 2018).

One in five people suffer with CNCP, the most common cause being musculoskeletal pain (back pain 25%, osteoarthritis 35%) (Ashaye et al., 2018). These conditions include fibromyalgia, hypermobility, and chronic complex-regional pain syndromes, and are most commonly managed in the community by general practitioners (GP).  In Swansea Bay University Health Board (SBUHB), patients with fibromyalgia are primarily diagnosed and managed by their GPs, although not infrequently a rheumatology consultant at a one-off outpatient appointment confirms the diagnosis. Patients are often referred to occupational therapy (OT) and pain team for advises on further management. Unfortunately, there is often little ongoing dialogue between each of these professional stakeholders, leading to a fragmented patient experience, resulting in poorly coordinated, inefficient, and sub-optimal care (one of the challenges frequently posed by silo-based healthcare models). 
As such, it is important that a defined strategy for reducing the harm of ineffective opioid prescription is formulated that can be implemented in the community, and involves multiple patient and professional parties.  By initiating small-scale interventions, making specified changes to guidance, and constructing coordinated patient care pathways, harm to patients and the associated burden on health providers may be reduced. 
Given the scale of the problem and the current lack of a viable alternative for managing such a complex group of patients, I have chosen patients with fibromyalgia as an appropriate group for target intervention.  This is based upon:
1- Fibromyalgia is a chronic pain condition, which affects 1-5% of the population and hence is a smaller subgroup of CNCP to target 
 ADDIN EN.CITE 

(Branco et al., 2010)
. 
2- There is no single treatment option for this group of patients due to heterogeneity of their condition and poor understanding of the underlying pathophysiology.
3- Studies have consistently shown that opioids do not benefit this group of patients.
4- My personal expertise as a rheumatologist.
De-prescribing is a planned and supervised process of dose reduction and eventual cessation (Bruyere research institute, 2019). Currently there is no program or service to supervise this process in such group of patients.   The anticipated issues regarding de-prescribing are:
1- Patient expectations & choice may be averse to de-prescribing.
2- Professional stakeholder opinion may be averse to de-prescribing.

3- Local and regional health systems and institutional organization may be may be adverse to de-prescribing.
4- The unforeseen impact of de-prescribing (including financial cost).
This project’s approach is inspired by Demings’s proposed System of Profound Knowledge (Lanley, 2000): 

· Appreciation for a system.
· Understanding variation.
· Building knowledge.
· Human side of change.
As Deming argues, the system provides a lens through which we might view our organization / system differently; providing the opportunity to implement meaningful and targeted change.  This project aims specifically to improve our understanding of the systems in which patients with fibromyalgia and CNCP are managed and deliver change to improve the quality of the service, with a particular focus on opioid de-prescribing. 

For this project to be effective, a mechanism for comparing predicted outcomes to result would be a key source of learning and project development. I will therefore apply the Quads of Aim strategy (St Andrews Lean Consulting, 2018) to outline the purpose, proposed plan, costumer impact, and criteria for success. This tool will also stimulate discussion and engage stakeholders.  
I have identified the main stakeholders in this project as:

1- Patients

2- GP Cluster(s)
3- Pharmacy

4- Allied Community Services
A meeting will be organized with the main stakeholders in order to discuss the Quads of Aims and also encourage involvement in the project.  The insight gained from my Belbin assessment has informed my strategy for completing this project. I will doubtless bring certain academic expertise to the project, however, the specialist knowledge, and skill set required to implement this project will largely be community based and non-pharmacological, and are therefore a better fit for the GPs and Allied Health Professionals on whom this project will depend.
For the purpose of this pathway the Clydach GP cluster was identified as an appropriate site for the pilot project. The main reason for this is an existing personal working relationship with GPs in this specific cluster and their already-established links with Occupational Therapy and Swansea Council for Volunteer Service (SCVS).   Figure 1 outline the relationships that are anticipated to be established to instigate the project and improve patient care.
Figure 1 Provides a visual representative of the services involved.
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Action Plan:
GPs at the Clydach practice are encouraged to identify patients with fibromyalgia who are taking prescription opioid-based medications and refer them directly to an identified community pharmacist. 
A review of all medication & co-morbidity, and baseline data such as pain score, will be collected on the initial visit to the pharmacist and a de-prescribing process commenced. 

Patients will also be referred by the GP to the SCVS and OT for non-pharmacological support. 

I will use Plan, Do, Study and Act (PDSA) cycle initially to gather quantifiable data and other information in order to identify the aim and outcomes, which will emerge from the Quads of Aim discussion (Institute of Healthcare Improvement, 2019).  The author anticipates using the PDSA cycle sequentially to test changes and also collect knowledge regarding the state of affairs. 

Leading service improvement project
Introduction

As a consultant rheumatologist I am used to managing unusual conditions, many of which are hard to diagnose, and all of which can be difficult to treat effectively. However, I have found fibromyalgia and the associated chronic pain one of the most challenging conditions to diagnose and manage satisfactorily, both from a clinician and patient’s perspective.
The International Association for the Study of Pain (IASP, 1979) defines pain as an “unpleasant sensory and emotional experience associated with actual or potential tissue damage, or described in terms of such’. Pain in fibromyalgia is therefore highly subjective and is sometimes reported in the absence of any tissue damage. Where there is evidence of tissue damage, pain can be disproportional to the underlying pathology. 

Fibromyalgia, as well as chronic pain, may also be associated with number of other complaints such as fatigue, chronic headaches, depression, irritable bowel syndrome (IBS), dysmenorrhea, and abnormalities of sensation (Bazzichi et al., 2016). This heterogeneity of complaints often presents a diagnostic challenge to clinicians and patients. The patient may see a number of different practitioners from a number of specialties through their healthcare journey without a specific diagnosis being made.   As well as the physical impact of the disease, fibromyalgia also manifests or subsequently causes low mood, sexual dysfunction, and difficulty in healthy weight maintenance (Bazzichi et al., 2016).  Broader impacts of the disease may include relationship & family difficulties, employment problems, and other social hardships.
Fibromyalgia is also an under-diagnosed disease, partly due to its heterogeneity, and partly due to absence of any objective diagnostic tools (Queiroz, 2013). The underlying pathophysiology of the disease is unknown and therefore the optimal management of the condition remains unclear (Bazzichi, et al 2016). Several international guidelines for the management of fibromyalgia exist, all of which advise against prescribing opioids (Kia and Choy, 2017).
Managing chronic pain, whether it is in the context of fibromyalgia or other CNCP, requires a multi-disciplinary approach to address the complex biopsychosocial components of the disease (Adams and Turk, 2015). In my opinion, our health systems, whether it is medical education or healthcare delivery, are not designed to truly appreciate or accommodate the psycho-social component of such complex conditions.  
Due to such frustrations, I completed Masters degree in pain management with the aim of to learn how to better help my patients. This gave me an opportunity to observe and learn from different practices and theories, including to the concept of social prescribing which aims to truly address the psycho-social component of chronic disease. There are mixed reviews on its effectiveness 
 ADDIN EN.CITE 

(Carnes et al., 2017)
, however, if implemented effectively it still presents a viable alternative to the current pharmaceutical based approach.

Background
Chronic pain is defined as pain that has persisted for three months or more (Royal College of Anaesthetics, 2018). There is increasing evidence that many of the medications used in managing chronic pain, such as opioids, are ineffective and have potential for harm (All Wales Medicine Strategy Group, 2019). Opioids are of particular concern as the safety and side-effects of the drugs are under the spotlight due to the increased number of prescribed opioid-related deaths in United States and in the UK (All Wales Medicine Strategy Group, 2019).
A briefing paper by the British Medical Association (2017) encourages prescribers to consider discontinuing opioids if the benefit in terms of pain reduction and improved function is not demonstrated on low doses, even in the absence of other treatments. This is due to concerns regarding the escalation in doses of ineffective opioid-based medications with subsequent increased risk of side effects with no added benefits.
This concern is shared by the All Wales Medicine Strategy Group (2019), which has highlighted opioids as one of the National Prescribing Indicators (NPI). There is therefore a pressure on Primary Care services to alter their prescribing habits, although one could argue that the scale of the problem is as such that it can be overwhelming to address without an effective strategy and appropriate support.  Hence, I have decided to start with my own specialty; patients with fibromyalgia are often referred to rheumatology to confirm the diagnosis and then discharged back to the care of their GP. I have also observed that many of the patients referred are already prescribed opioid-based medications (such as long-acting morphine preparations), seeming with no clinical effect as they primarily complain of intractable pain.  
The side effect of opioids, including gastrointestinal (constipation) and central nervous system (nausea, somnolence, and respiratory depression), are well known 


(Candiotti and Gitlin, 2010) ADDIN EN.CITE . Opioids are therefore often co-prescribed with other medications such as laxatives and anti-emetics, which contributes to the added cost of treatment (Khademi et al., 2016), and breaks a cardinal rule of prescribing for chronic disease: Don’t prescribe another medication for the side-effects of an existing medication; change it instead!
As the prevalence of fibromyalgia is estimated to be somewhere between 0.5-5% and Swansea Bay University Health Board (SBUHB) covers a population of 390,000, I estimate a population of approximately 1,950 people diagnosed with fibromyalgia thorough the Health Board.  This population would also be subdivided between GP clusters, and therefore would represent a relatively small number of patients who could be invited to partake in the social prescribing project and should not overwhelm the system. 
Purpose

I have chosen this patient impact project as it can potentially help many patients and colleagues in managing such complex problems. In my opinion there is an unmet need with regards managing patients with complex pain conditions, hence offering a new avenue and also bringing services together by reducing the primary and secondary interface might be helpful.
By establishing community networks and improving use of services such as Occupational Therapy and Clinical Pharmacy, this project aims to offer an alternative to opioids in managing CNCP in a Primary Care setting. 
Ethical consideration
Initially I was under the impression that the project did not require formal ethical consideration by the Health Board review board as it is a service which is designed to provide better care for patients and would be delivered through the medium of Quality Improvement. Hence I was surprised to be referred to the Research and Development (R&D) department who required details regarding the stakeholder meeting and how stakeholders will be involved in making decisions. At this stage I was informed that there is a process in the SBUHB whereby all projects deemed as non-research and not requiring NHS ethics and R&D applications are ratified at the Joint Study Review Committee (JSRC). I was also encouraged to read the Heath Quality Improvement Partnership article, which offered guidance on managing ethical issues involving quality improvement or audit projects (Health Quality Improvement Partnership, 2017). The document rightly argues that a poorly designed quality improvement project can pose as an ethical issue as it is unlikely to achieve a valid and reliable assessment. This can indeed have adverse effect on quality or safety of patient care. 
Customer Impact

The costumer impact may be reviewed in terms of:

1- Impact on patients

2- GPs

3- OT

4- Pharmacy

5- SCVS
6- Rheumatology services
For patients, being weaned off opioid medications that do not offer them any noticeable benefit can have several positive impacts:

· Reducing polypharmacy and drug interaction

· Relief from side effect such as constipation, nausea, vomiting, and sleepiness.
· Reducing the risk of drug tolerance and dependence. 

Having chronic pain may be a lonely disease.  Loneliness has been associated with poorer health outcomes such as increased chronic back pain, poor sleep, depression, and overall poorer health outcomes (Petitte et al., 2015).  Participating in community activities thorough SCVS can help as a lifeline for many people who lead isolated lives. 
GPs are essentially the core stakeholder, as they are the ones who will be in charge of identifying the patients and referring them to this service. There is also the possibility that if patient are unhappy with the service provision it may increase GP workload in terms of the number and frequency of appointments. 

Occupational Therapy services are run by experts who focus on managing challenging complaints such as poor sleep, fatigue, and generalized pain through non-pharmacological techniques. The service provides helpful strategies on goal setting, graded exercise, sleep management, relationship management and acceptance of the condition. OT also signpost users to additional interventions including:
· Stress management.
· Online resources.
· National exercise referral schemes.
· Patient education programs.
Du to more fibromyalgia patients being diverted away from opiods and towards non-pharmacological intervention, we anticipate an increased number of referrals to the OT services. We discussed this matter with OT leads and a pilot period was suggested to assess the demand and capacity in the service, and then longer-term strategy be formulated for project sustainability
Cluster pharmacist will also play a major role in this project and so ensuring adequate training will be required prior to starting the de-prescribing programs.  This includes understanding the aims of the process and also how to manage any complications which may arise as the result of it.  One of the primary concerns regarding this necessity was the fact that training will require clinical pharmacists be away from their regular duties for some time in order to receive training. They will also need to provide extra clinical sessions for the patients, which may have a significant impact on their time and workload. 

Ultimately, this project is focused on delivering an all-inclusive patient-centered service to enable patients to be weaned-off opioid medications and give them an opportunity to live life differently, an intervention that should also have positive effects for the broader community. 

Deliverables
The deliverables in this specific project are:

1- Establish a core team / guiding coalition (Kotter,2017); the initial phase of this project would depend on a team of experts in the managing different aspects of this disease in order to deliver a service. This is made up of a lead pharmacist, lead OT, volunteer support from SCVC and last but not least a willing GP cluster lead. 

2- Provide education for cluster pharmacists to assist with the de-prescribing process. Our lead clinical pharmacist will deliver this step of the project.
3- Start a pilot project in a GP cluster. 
4- Record the numbers of patients enrolled in the project over a 6-month period, with a view to assessing what percentage of the patients manage to successfully to stop opioids medications without addition of other analgesia. 

5- Provide economic assessment of the service every 6 months, which will be conducted by Swansea University through links with our lead pharmacist. 
My role as a leader in this project is to establish the core team as in my opinion this is the most important part of leading change. 
Ground Work
The first step of the project was to show that patients with fibromyalgia were being prescribed opioid analgesia. As I have been in charge of triaging GP referrals to the hospital Rheumatology service, I been able to keep a record of every patient referred.
I analyzed 50 consecutive patients with fibromyalgia who were referred to the Rheumatology services from January 2019 to April 2019. All patients were female with average age of 42 and average BMI of 33. Twelve out of 50 patients (24%) were taking controlled opioids (such as Oramorph and Tramadol). Additionally, there was a significant frequency of co-prescribing, commonly with neuro-/psycho-active compounds such as gabapentin and amitriptyline.   43 patients (86%) were taking at least two analgesics medications. Graphs 1 and 2 demonstrated the medication patients were prescribed and the combinations of co-prescription.  One particular fact highlighted by this initial data was that 10 patients were taking 3 or more medications to control pain, including controlled opioids.  Although the risk associated with opioid co-prescribing is not known in the long term, there is certainly a significant risk of drug interaction which may reduce effectiveness or increase dependence (Kia and Choy, 2017).  This is particularly dangerous when opioids are co-prescribed with sedatives such as diazepam, as the risk of dependence and overdose rises exponentially.

In my opinion, one of the main problems which may have contributed to the increase in the prescription of opioids in fibromyalgia is that some guidelines do currently recommend tramadol (Macfarlane et al., 2016).  However, it is important to note that this recommendation is due to a co-action of tramadol on neurotransmitters (serotonin and noradrenalin) rather than its impact on the opioid receptors, and therefore its potential to augment other therapies (Biasi et al., 1998).  As I have recently reviewed and published a summary of the pharmaceutical management of fibromyalgia, it was clear to me that the length of continuation of these medications were debated and were not clear, although the German guidelines supported discontinuation if there was no benefit from them after 6 months  (Kia and Choy, 2017). Kia, S. & Choy, E, 2017)
However, due to the paucity of high quality evidence, we do also need to openly acknowledge the fact that that we do not know what is the best pharmacological management strategy for fibromyalgia, although no evidence suggests a significant benefit from opioid therapy but there is clear and demonstrable harm. 
Graph 1 Demonstrated the frequency in which each drug was prescribed in sample of 50 patients. 
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Graph 2 
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With this information at hand and the knowledge that harmful opioids are not indicated in FMS, I have identified a specific group of patients that would benefit from a targeted intervention. 

The second task was to identify and engage other healthcare professionals who shared my vision and were willing to contribute to a project with the view to developing a solution.  This was initially challenging as I was not sure who they should/would be and if they would be willing to contribute. 
As I had recently completed a Masters degree in pain management thorough Cardiff University I was familiar with the landscape of pain management in South Wales. I met with number of people including university professors (pain management and economics), occupational therapist, and pharmacists to get a better understanding of how other professionals perceived the current situation and if they also shared my views (even partially). Building these relations were paramount in identifying the core team and a common goal. 
Methodology
I used Quads of Aims charts (St Andrews Lean Consulting, 2019) to start thinking about the project. I used A4 sheets with the view to be able to carry them to different stakeholders as a tool to initiate discussion (Table 1).
I carried out a stakeholder mapping exercise which continued to expand as I engaged more individuals. This is potentially a very important step as it facilitates the engagement of the correct individuals and departments in this project, and prevent future hindrance to the process.

I have categorized the stakeholders in the following groups (Figure 2):

1- Patients - the most important category of stakeholder as the project has a direct impact on their health and wellbeing.

2- General practitioners - who are patient advocates and will also engage patients with the project.

3- Practice managers - who will be vital in providing support in general practice in terms of supporting the logistics of providing care in the community. 

4- Community pharmacists - who will be in charge of the de-prescribing process and will be the first port of call for the patients. 

5- Occupational therapy services - who will offer support to the program by providing expertise in the non-pharmacological management of fibromyalgia. 

6- Swansea Council for Volunteer services - who are the main link to community support and social prescribing. 

7- Rheumatology department - to oversee the management pathway and provide disease-specific advice when needed.
8- Clinical Directors of Rheumatology and General Practice – governance oversight.

9- Rheumatology managers – operational and clerical support.

10- Directorates.

Several methods for stakeholder mapping exist (En.Wiklipedia.org, 2019), although the concept of a stakeholder circle was appealing to me, as unlike other methods, it did not focus so much on the power of the stakeholder (Bourne, 2012). It is a five-step methodology that helps in understanding and managing relationships centered around a core activity. The steps are as follows:

1- Identifying the stakeholders.

2- Prioritizing to determine who is important; this was a difficult step as in my mind every stakeholder is essential but the next step helped to put things in prospective.
3- Visualization of the stakeholder community; for this specific step I used circles of controls, influence, and concern map (ABM Quality improvement. 2019). This was a very effective method as the process of making the circles required further investigation to identify possible stakeholders, and therefore clarified their relationships (Figure 2). 
4- Engagement thorough effective communications.
5- Monitoring the effect of engagement. Bourne (2012) suggested using several methods to monitor this level of engagement. As I was not familiar with the computer programs, I chose to monitor this by keeping a diary of the activities in a handwritten format. As the project matures undoubtedly I will require more sophisticated methods.

It was also interesting to observe that the Quads took a different shape and direction as I discussed them separately with different disciplines and stakeholders. It became clear that unless I got everyone in one room I might not be able to create a comprehensive plan to suit the multidisciplinary aspects of this project.  The individual engagement was however useful, as I could preconceive of where divergent interests may lie and common goals naturally align, and thus strategize about managing these issues prior to whole-team engagement.  A stakeholders meeting is planned in September. That meeting will be helpful for me to understand the dynamic of the team and create a power vs impact matrix. The matrix will help me to consider how different stakeholders affect the process and determine the level of their involvement (ABM Quality improvement. 2019). An example is demonstrated in Table 2.
Figure 2 Circles of control, influence, and concerns map.
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Table 1 Quads of Aim

	Purpose:

1- Identify patients with diagnosis of fibromyalgia who are taking opioid analgesia

2- Offer an opioid tapering program and social prescribing to help to wean off the medication

3- Reduce GP visits

4- Integrating Pharmacy, OT and community sector in providing a truly community based service 


	Customer impact:

· Reduce opioid burden on patients

· Increasing patient satisfaction by offering integrated community service

· De-medicalisation and patient enablement in managing their symptoms

· Increase GP satisfaction by offering an alternative to managing a complex chronic condition

· Reducing GP visits



	Deliverables/ plan of proposed activity:

· Engaging with Stakeholders

· Gather data

· Testing the change
	Successful outcome criteria: 

1- Patient satisfaction measured thorough patient feedback and questionnaires2-

2- Reduce burden of Opioids 

· Measuring the cost of opioids prescription before and after

· Reducing the number of medications patient is taking due to side effects of opioids such as laxatives 

3- Introducing a community pathway and social prescribing as an alternative to traditional Hospital/GP delivered care.


Table 2 Power vs Impact Matrix

	High power
	Satisfy

Hospital executive team
Directorates


	Manage

GPs

OTs

Community pharmacist

	Low power
	Monitor

Receptionists

Booking office 

	Inform

Managers

	
	Low impact
	High impact


In our Stakeholder meeting, I aim to set out a Specific, Measurable, Agreed upon, Realistic and Timely goal (SMART). The main aim of the project, as agreed by everyone, is to reduce opioid prescription in patients with fibromyalgia. The secondary goal is to start a community pathway for FMS.
This first objective could be measured either directly, by checking how many patients were able to taper their opioids, or indirectly, thorough calculating the coast of opioid prescription via pharmacy records.   Realistically, one size does not fit all and undoubtedly a certain proportion of patients will resist a change, thus a threshold level of de-prescribing will need to be estimated during the QI process as a measure of success. 
To start with, I used “Driver Diagrams” to provide a graphic representation of the model of change that I was considering (Institute for Healthcare Improvement, 2019). This was a helpful exercise as visualizing the goal and interventions made it easier for team discussion and also better appreciation of the changes taking place. On reviewing the drivers diagram it became evident that GPs and Pain Team would play a major role in this project. General practitioners are considered the gate keeper in NHS (Loudon, 2008), hence their interventions makes the biggest impact given the sheer number of patients they have under their care.  CNCP is a common reason for consultation in primary care. A survey of 1192 GPs in UK showed that 57.9% of GPs sometimes, frequently, or always prescribes strong opioids for chronic pain, even though 69% were reluctant to do so (Mccracken et al., 2008).  I did not repeat such a survey for GPs in Wales as it was outside of the remit of this project, however there is a clear opportunity for quality improvement work in this setting.  Following discussion with primary care colleagues, it became clear that some of the recommendations on starting and continuing opioids came from the pain team, and thus their involvement is also key in delivering the changes required to achieve de-prescribing.  
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Diagram 1 Driver Diagram. 
We initially decided to review the pathway thorough a PDSA cycle (Institute for Healthcare Improvement, 2019) after a three month period to insure that we met all the challenges head on. 

After setting our aim, we first focused on recruiting a GP practice and staff into the project.  The first part of this was primarily by means of education (professional and patient) delivered by community pharmacist. This will involve learning about the opioid weaning guidelines and also a short teaching session on the information, which we are planning to collect via questionnaires.  However, as there is currently only one community pharmacist with expertise in pain prescribing and opioids, the GP clusters that participate will initially send their cluster pharmacist for training.

Fibromyalgia itself is a difficult diagnosis to be made. Even though international guidelines (Fitzcharles, 2012, Macfarlane et al., 2016) encourage general practitioners to make a new diagnosis of FMS in the community, patients are often referred to the rheumatologist for  confirmation. Hence, a consultant rheumatologist will spend one session once a month at the allocated GP practice to offer education, answer queries, and to facilitate the adoption of the project.   Patient with a known diagnosis of fibromyalgia who are already on opioid medications and who are identified in the GP register will also be invited to participate in the project. 
Once patients (new and existing) are identified they will then be referred to the cluster pharmacist who will have been trained on pain management/prescribing in the context of FMS with the view to reviewing their current medications and insuring that patient is happy to participate in this project. As part of this initial encounter we will also collect a patient questionnaire (Appendix 1) aimed at understanding patient perspectives of the service and how it may be better fitted to their needs, thus facilitating co-production of the service.
Patients who participate in this project will also be referred to the OT-led fibromyalgia services, where patient education on different aspect of self–management will be offered. This will be in the form of group session or one-to-one education based on patient’s needs and preference.  SCVS will be an interesting additional facet of the intervention, and will aim to provide social support and help us to fully address the bio-psycho-social aspect of pain management. They will link patient with their communities and offer services such as fibromyalgia group sessions and access to gyms and other recreational activates based on patient’s preference. 

Patient flow will be monitored throughout the process to monitor waiting time and insure timely access to services.  A PDSA cycle will be completed at 3 months in order to review the service, identify weakness/problems, and make adjustments. This target is arbitrary set and is subject to change depending on how service progresses. 
As it stands this project has not been rolled out in the Swansea Bay are and we are still in the process of recruiting community based pharmacists.  Before expanding the project it is essential that we offer education to insure that everyone who participates maintains a certain standard of knowledge. 
Relationships

The initiation of the project and the thought process behind it depended heavily on personal links that were built-up during and after my Masters in pain management program.  Initially, a discussion with a colleague who is an Advanced Pharmacist Practitioner in Pain Management led some of my patients being offered the opportunity to wean their opioid-based medications on an ad-hoc basis. However, it became evident as time progressed that an increasing number of patients needed the service and we decided to make it part of an official pathway that could be offered more broadly. We escalated this matter to the head of prescribing and medicine management who was also enthusiastic but advised me to discuss this with Swansea Council for Volunteer Services (SCVS) in order to make it a truly social (community) prescribing program.  Fortunately, the lead of SCVS was also enthusiastic about participating and involving the whole community health system in the process.  I also discussed the project with our colleagues in occupational health who are already delivering a service to support patients with fibromyalgia to see if they would be willing to see these patients in the community. Luckily they also shared my frustrations with lack of cohesiveness in the managing such complex group of patients and agreed to participate in the project.
Contacting people and arranging appointments was by far the most time consuming aspect of this part of the project, as it proved challenging to find a convenient time for the different stakeholders to meet, and on occasions meetings were cancelled at short notice.   
At this stage we had collectively identified a GP Cluster to run the pilot project. I sent several emails to the Cluster lead and practice manager who were all keen to participate, however, no real meeting materialized. “Buy-in” was the biggest hurdle encountered at this stage and it took several months to find a way to navigate through the Primary Care services. This will be re-visited in the “shortcoming” section. I was initially planning to find a friendly GP or a GP cluster to partake in the project but this proved unfruitful. 
I eventually met with Primary and Community Interim Medical Director who was supportive of the plan as it was in line with the Health Board Strategic vision.  She then approached two clusters on our behalf and invited them to participate. 
The key learning points from this stage of the project were that initiation of the project was heavily dependent of having made personal relationship with people, but the progression of the project is heavily dependent on the NHS structures and willingness of people to participate. Eventually, the aim is to role-out the plan across the 21 and 35 GP Cluster Networks in Neath Port Talbot and Swansea City, respectively. 
Success criteria

The success criteria are arbitrarily set. Currently there are not enough data with regards to success rates of opioid de-prescribing. Ideally we would like to wean-off all fibromyalgia patients who are on long-term opioids.  Drawing from data available on other medications de-prescrbing programs, such as one targeting benzodiazapine de-prescribing (not in the UK), success rates for successfully delivered inerventions range from 27% to 80% 


(Ng et al., 2018) ADDIN EN.CITE . 
The first success criteria are modestly set to taper opioids in 50% of patients with fibromyalgia. I have intentionally avoided setting high target in order to encourage the team to be able to celebrate small successes as argues by Kotter (2017). The second success criteria would be to establish the community pathway and strengthen the links between GPs, OT, community services, community pharmacy and pain team. This may be a subject for another quality improvement project to assess the flow through the system and insure that there are no system constraints. 
There are hidden successes such as improving staff engagement by providing education and also reducing the interface between primary and secondary care which I would encourage the team to celebrate at every step. 

Shortcoming & Discussion
This was an unusual project for the purpose of quality improvement from my perspective, particularly due to its size and possible impact.  It relied heavily on my position and skills as a leader and initiator to deliver the project, although it also required insight into my limitations.  One tool I used to better understand my skillset was my MTBI report which highlighted my style as an ISTJ (Introversion, Sensing, Thinking, Judging) (The Myers-Briggs Company, 2019).  I therefore knew that as an introvert my preference was to shy away from initiating conversation and some social situations, so understanding this I could actively counter this challenge as this trait was not going to serve me well on this specific project where I needed to reach out to many colleagues from other discipline. My Belbin report identified me as a resource investigator, team worker and coordinator but a more limited completer-finisher (Belbin, 2019). The experience of the Elan Valley were also fresh in my mind and I recall feeling very disappointed with myself for hiding away behind these known characteristic and shying away from certain tasks which on reflection would have helped me to break out of my comfort zone.  I therefore made an active decision to know my preferences and grow out of them.
The QI methodology of choice was the Model for Improvement proposed by Deming (Langley et al., 2009), as it aims to achieve a measurable change in local care delivery to a specific population.  It is also built on the System of Profound Knowledge (Langley et al., 2009) which I felt was more appropriate way of thinking for this project .  The reason this methodology appealed to me was its apparent, yet provide a deep understanding of the system and learn from making changes. Given the outcome of this project is unknown, this model for improvement could be a good starting point to learn. 
The theory that was developed to drive this project was based on my current knowledge of the system and what it entails to manage patient with complex pain. I used three modes of thinking;
· Creative thinking to help with development of new ideas.
· Logical positive thinking to encourage myself and the team to make the ideas work.
· Logical negative thinking to identify problems in the ideas (Langley et al., 2009), p.129).
I suspect that once the pathway is established we may have to use other methodologies such as Lean (Rattner, 2006) to eliminate waste and improve efficacy in the system, and apply Theory of Constraints (Rattner, 2006) to insure ongoing improvement centered on constraints of system. 
Inspired by John Kotter’s 8 steps on leading change (Kotter, 2017), I set  out to create a team/guiding coalition. The most valuable input came from a lead pain management pharmacist who also shared my vision on problems with opioid prescribing in such group of patients. This professional relationship was built over several years and proved valuable for this project. The core team was eventually made up of pharmacists, an occupational therapist, and community services. This was indeed a difficult task, as recruiting people from different discipline into a project without any financial backing is challenging.  I overcame this by arranging to meet every single individual personally, in their place of work and at their convenience, in order to shown my personal commitment to them and also that, as the lead of the project, I personally valued their individual participation.

Discussing the project with heads of different department was one of the most challenging tasks for me; as it would have required increased work burden from participants without any financial support. At this stage I knew that Kotter’s first step creating a sense of urgency was the only thing I had to encourage people to buy-in.  It was also interesting to see that almost everyone that I spoke to with regards to this project were facing similar challenges in managing this group of patients and welcomed a comprehensive pathway.
This was the most time consuming part of this project as winning people over and aligning them with a specific view is difficult.  The other problem I faced was changing boundaries of what used to be ABMU to what is now known as Swansea Bay which created uncertainty in job plans and introduced further delays in setting up the project. 
I was aware of the concept of different organizational cultures (ProvenModels, 2019), however during my engagement with different disciplines it became obvious that different cultures prevailed in each discipline in the region.  As a medic and being well raised in the Dionysus culture, which is very respective of professional freedom, I struggled in engaging with the Apollo and Zeus cultures prevalent in other departments. I was disappointed to find a Zeus culture still existed in small pockets within the NHS, and managing difficult individuals was at times frustrating. However, it became evident that at times Apollo culture had the capability to change to the Athena culture whilst avoiding micro-management, facilitating a rapid response to requirements. I envisage that the team I work with in this project would take a more of an Athena Culture than any other as it is responsive, task oriented, and each individual is an expert in their own field; striving to achieve one goal. 
Following setting up my team, I approached a GP practice and discussed the idea behind the project with the cluster lead. Though it was met with plenty of enthusiasm, the following meeting did not materialize and it was clear that approaching individual GPs or practices was not the best way to gather support for the project. Hence I escalated the matter to the interim medical director to try to exert a degree of hierarchical or executive power. Retrospectively, I should have approached the medical director to start with, however I found it more comfortable discussing it at a local level first, which I assumed would be more friendly and approachable. This was indeed another personality trait, which introduced considerable delay.   This project, up to this stage, has required demonstration of different leadership style profiles and indeed the future might look different as I learn to adapt my style and strategy to different situations.
 In the early stages, the style I have used has been participative (Leadership-central, 2019) in order to build commitment among my team and generate new ideas. This style of leadership also encourages creativity and would encourage participants to display and discover their abilities and talents, which is much desired in this project. However participative leadership has number of disadvantages in that it is time consuming and people with lower skills may feel excluded and not have their voices heard (Bizfluent, 2019).  During the executive stage of the project I envisage that a more directive style (Thoughtful leader, 2019) would be required in order to achieve immediate compliance. It is not desired to continue directive style of leadership in the long term as it may restrict the initiative of workers, reduces collaboration, and it can affect the morale of the team (Future of working, 2019). As the project matures and becomes established then I may have to re-adjust the style. Based on the contingency theory of leadership, no style of leadership is adequate as a stand-alone style and it will require adjustment based on internal and external dimension of whatever circumstance which may arise (Ahmed, Z, et al.,2016).
Action plan
At this stage of the project, I am planning to set up a meeting with all the stakeholders to clarify the goals and deliverables with the view to start the project at a GP cluster this autumn. This means that by that time, the community pharmacist linked to the cluster should be trained and also GPs linked with the cluster would have identified the appropriate patient to invite to partake in the project.
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Neath Port Talbot Delivery Unit -  Rheumatology Services

Working Together to Improve Your Health

	Your Name:
	
	
	Date of your visit:
	____ /____ /2018

	Name of Clinic Venue:
	

	Service Visited today (Please circle):
	Consultant Rheumatologist   /  Clinical Specialist Nurse 




WHAT IS IMPORTANT TO YOU?

What do you want to discuss in our time together?

Please list the issue(s) you want to discuss today

What are your goals?  

We would like to know what you want to be able to achieve after attending the clinic today 









Thank you for your feedback.  

Your feedback will help us to improve how we work with you 
To achieve the results that matter most to you.

�





Please answer the questions below and provide your completed form to the Consultant or Nurse.


Your answers will help the rheumatology service understand what is important to you and help us work together to agree realistic and achievable goals.
































BEFORE TODAY’S VISIT 








How confident were you in self managing your condition? 


(On a scale of 0 to 10 with 10 being the most confident – please tick)
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Please answer the questions below and provide your completed form to the Health Care Support Worker.





AT TODAY’S VISIT





Did we ask you to tell us what is most important to you?     Yes  /  No





Did we ask you to tell us about your goals?                              Yes /  No








Did you achieve what you hoped to achieve at today’s visit?     Yes  /  No  /  Partially





If your answer to question 3 was ‘No’ or ‘Partially’ please tell us more about what you hoped to achieve at today’s visit?
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AFTER SEEING THE DOCTOR/NURSE TODAY  





How confident are you to self-manage your condition? 


(On a scale of 0 to 10 with 10 being the most confident – please tick)
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Any further comments you would like to add.
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