Appendix

Figure 1. Stakeholder Management Matrix — baseline
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Figure 2. Stakeholder Management Matrix — 15 months
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Biggest movers indicated by arrows. ° Moving trucks indicate stakeholder groups that need to be engaged more.



Figure 3. Process map — higher level
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Figure 4. Process map — lower level (AAU)
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Figure 5. Embedded interventions and stakeholder groups
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Figure 6. Action Effect Diagram
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Appendix Table 1. Plan-Do-Study-Act Cycles

ISeries Number

[Cycle title

Series 1a: 19/5/11

|Transfer of medicines from AAU

Series 1b: 27/5/11

|Transfer of medicines from AAU

Series 1c: 8/7/11

|Transfer of medicines from AAU - Downstream wards

Series 1d: 22/9/11

[Transfer of medicines from AAU - Nurses survey

Series 2: 21/5/12

|ITTO turnaround time - Pharmacist tracking

Series 3a: 6/12/11

lUncollected TTOs

Series 3b: 1/5/12

lUncollected TTOs

Series 4a: 11/2/12

HNurse training package - Nurse questionnaire (AAU)

Series 4b: 27/2/12

HNurse training package - Nurse questionnaire (Trust-wide)

Series 5: 28/5/12

IAAU pharmacy process review

Series 6: 3/9/12

IGP survey

Series 7: 14/6/12

lmprovement measures

Key:

AAU = Acute Admissions Unit
TTO = To take out (medicines)
GP = General Practitioner



http://clahrc.doc.ic.ac.uk:55050/DataEntry/PdsaList.seam?sort=pdsa.cycleTitle&dir=asc&logic=and&cid=366

