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Developments in Practice
University of Bradford and Pharman collaboration
Dr Gemma Quinn and Dr Liz Breen
University of Bradford.
Correspondence to: G.Quinn@bradford.ac.uk

The University of Bradford and Pharman are known
as Innovators in Pharmacy education. We at the
School of Pharmacy and Medical Sciences are
therefore excited to be working with Pharmacy
Management to develop pharmacy professionals to
be key players in the NHS of the future.
The University of Bradford was the first School in the
UK to offer a Master of Pharmacy (MPharm)
sandwich course that integrates two six-month
work-based placements. In 2012 this programme
was accredited to be delivered entirely using teambased learning (TBL), an active and collaborative
learning pedagogy. This remains unique amongst
undergraduate pharmacy programmes in the UK
and we have always strived to ensure that our
graduates are well prepared for their future careers.
We have run innovative MSc/PG Diplomas for postregistration pharmacists for more than 30 years, and
so we are excited to be able to quality assure
Pharman’s shorter educational events and
programmes. Pharman conduct extensive real time
market research to discover exactly what support
pharmacy staff need now in order to develop their
skills. This will help us to continue to ensure that our
credit-bearing programmes are forward looking and
cutting edge. We provide high quality MSc/PG
Diplomas in both Foundation Pharmacy Practice
and Advanced Pharmacy Practice, and currently
most of our students are based in Yorkshire and the
North of England. We’d really like to be able to
support pharmacy professionals across the UK, and
are currently offering scholarships on both
programmes to help us achieve this
Different people need different approaches at

different times of their careers, and MSc/PG
Diplomas are not for everyone. We hope that
through this partnership we will be able to help
ensure that every pharmacy professional has access
to high quality CPD and learning events, regardless
of their sector or speciality. By working with
Pharman we can ensure that our offerings
complement each other, and if there are key areas
that are missing we can collaboratively develop
exciting new programmes or events.
We are a research active School and are
passionate about encouraging pharmacy staff of
all levels and years of experience to undertake
research and disseminate it so that the
healthcare community can learn from their work.
This might range from undertaking small but
important research or service improvement
projects at work, all the way through to
completing a formal PhD whilst retaining a role
in practice. Working with Pharman we’d like to
create an environment that nurtures and
supports people to write for publication and to
review the work of others. In doing so, we would
hope to enhance their knowledge and critical
skills development, improving professional
practice. This will help to develop individuals’
research skills and create the next generation of
reviewers for a broad range of journals including
the Journal of Pharmacy Management and the
Journal of Medicines Optimisation.
Working together with Pharman will influence the
future direction of both organisations. The
University has a strong ethos of diversity and
inclusivity and this collaboration will help us both to
reach a broader range of pharmacy professionals.
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We are particularly looking forward to attending
many of Pharman’s events, and connecting with a
wide range of pharmacy professionals, who are all
enthusiastic about the future of Pharmacy.
Pharmacy as a profession is changing and both the
University of Bradford and Pharman aim to support
pharmacy teams in this transition. Working together
for the benefit of the pharmacy profession, we will
design targeted real-world training which advances
clinical knowledge, raises research aspirations and
supports pharmacy team performance and career
progression.

Declaration of interests
The authors have no interests to declare.
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An Evaluation Of The Impact Of Clinical Pharmacist-led
Post-discharge care In General Practice During The
COVID-19 Pandemic
Rima Chauhan, Advanced Pharmacist Practitioner,
Queensway Medical Centre, Wellingborough.
Julie Shenton, Business Development Manager, National Institute for Health
Research Clinical Research Network Coordinating Centre.
Correspondence to: Rima.chauhan@nhs.net or Julie.shenton@nihr.ac.uk

Abstract
Title
An Evaluation Of The Impact Of Clinical Pharmacist-led Post-discharge care In General Practice During The
COVID-19 Pandemic
Author list
Chauhan R, Shenton J.
Introduction
Multiple medication changes during hospitalisation and poor discharge communication result in errors or
unintentional changes to medication and increased risk of medicines related harms or hospital readmissions.1,2,3
The unprecedented changes to NHS services due to the COVID-19 pandemic resulted in the implementation of
a clinical pharmacist (CP) led medicines reconciliation and post-discharge medication review clinic in a GP
Practice. CPs have integrated into General Practice, however there is conflicting evidence on the impact of their
role. This study aims to evaluate the impact of CP-led post discharge care in General Practice.
Methods
This was a formative evaluation undertaken in one GP Practice over 8 weeks between December 2020 and
February 2021. All discharge communication was reviewed by the CP and eligible patients were invited for a
post-discharge medication review. All medication changes and discrepancies, pharmacist interventions and
patient feedback was recorded. The data was analysed using Statistical Package for the Social Sciences (SPSS)
software and Microsoft Excel.
Results
Thirty-five patients participated in this study and of those 86% (30/35) completed feedback questionnaires. A
mean average of 3 medication changes occurred amongst all patient’s during hospitalisation and 57% (20/35)
of patients had medicines unintentionally omitted (UOM) from their discharge communication. During the postdischarge medication review, the CP stopped 25 medications for a total of 15 patients. Of those, 60% (15/25)
were medications that were started during the hospital admission and were no longer indicated on discharge.
The overall patient feedback was positive, with all stating they benefitted from the review.
Conclusion
This evaluation study has demonstrated that CP are ideally placed to rationalise medications post-discharge
and reduce inappropriate polypharmacy.
Keywords: medicines reconciliation, medication review, polypharmacy, deprescribing, transfer of care.
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Introduction
Hospital discharge letters are an essential link between
different care providers to ensure the safe transfer of
health related and medication information. However,
research suggests that discharge communication is
often inadequate, inaccurate, and untimely, with
General Practitioners (GP) not always actioning
medication changes and requests for investigation or
follow-ups.4-10
In the UK, between 30% and 70% of patients
experience errors or unintentional changes to their
medication during transfer of care because of poor
communication.1 This is thought to be highest in
patients who take several medications or those
aged over 65 years.11-12 Medication discrepancies
include unintentional omission of medication
(UOM), wrong dose or frequency, wrong medication,
or indication. Studies have found that unintentional
omission of pre-admission medications are the
most common medication discrepancies identified
during medicines reconciliation.14,13 Furthermore, local
audits of discharge communication conducted by the
Clinical Commissioning Group (CCG) medicines
optimisation team found that 50% of discharge
letters received by general practice contained
medication discrepancies. This highlights the need
for effective post-discharge care.
There have been several national initiatives to
improve access to accurate medicines information in
healthcare settings and during transfer of care.
These include electronic prescribing and medicines
administration (ePMA), Summary Care Records (SCR),
Transfers of Care Around Medicines (TCAM) and most
recently the NHS Discharge Medicines Service (DMS).
However, the implementation of these initiatives
has been variable with only 35% of acute trusts in
England implementing ePMA and 61% implemented
TCAM pathways.14,15 Furthermore, NHSBSA figures
suggest that 36% of Discharge Medicines Service
(DMS) referrals to community pharmacy between
March and September 2021 were incomplete. 16
There is also the wider issue of the lack of
interoperability of clinical systems across care
sectors. This limits the information available to
primary and secondary care clinicians at care
interfaces and affects their ability to prescribe safely,
confidently review medications and deprescribe.17-19

6

This is particularly significant during medicines
reconciliation on hospital admission and postdischarge, due to the risk of medication errors or
unintentional medication changes being continued
on a patient’s repeat medication.
Medicines reconciliation allows identification of
medication discrepancies and changes, as well as
improving patient safety and reducing (MRH).
However, one study found that accurate medicines
reconciliation alone is unlikely to improve patient
outcomes as the absence of a medication review may
result in unintended medicines being continued.20
This is supported by a study in England that assessed
the impact of emergency hospital admissions on
prescribing in clinical practice and found that both
long-term and short-term prescribing of potentially
inappropriate medications increased following a
hospital admission.21 This supports the need for a
post-discharge medication review to ensure only
clinically indicated medication is continued.
Furthermore, a post- discharge medication review
enables discussion about medication changes and
any concerns or side effects the patient may be
experiencing. This is important as research suggests
that patients feel they do not receive adequate
information or counselling regarding their medication
during hospital discharge and this was particularly
problematic where medication changes have been
made.22
The integration of clinical pharmacists (CP) into
general practice offers an ideal opportunity to
improve post-discharge care and support patients
who are prescribed long-term medication. This is
supported by the Primary Care Network (PCN),
Directed Enhanced Services (DES) and Addition Roles
Reimbursement scheme (ARRS) which highlight the
skills pharmacists can bring to general practice and
their role in medicines optimisation, prescribing
safety, and structured medication reviews.23-25 An
independent review of the NHS General Practice
Pharmacist Pilot Scheme found that 98% of CP
undertook clinical patient facing activities including,
complex medication reviews, long-term condition
management, polypharmacy reviews and medicines
reconciliation following hospital discharge.26 The
review also found that CPs were responsible for
streamlining the process for post-discharge medicine
reconciliation, with 63% undertaking discharge
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reviews daily.26 However, there is limited evidence of
the impact of CP activities in general practice on
patients or prescribing safety and volume.
This evaluation study aims to investigate the role of
a CP in post-discharge care in general practice. The
study was conducted during the COVID-19 pandemic
when unprecedented measured were imposed within
the NHS to slow the transmission of coronavirus.
The shift to remote-working, rapid discharge from
inpatient care and postponing elective work enabled
healthcare teams to manage the increased demand
from COVID-19 related workload.23,27-28 However, the
consequences on transfer of care and medicines
safety are yet to be determined.

Research aims and objectives
The aim of this study was to evaluate the impact of
the CP-led medication reconciliation and postdischarge medication review during the COVID-19
pandemic.
The objectives for this evaluation are outlined below
and were based on an 8-week data collection period
during the COVID-19 pandemic:
• Record the number and type of medication
discrepancies identified by the CP.
• Record the number and type of medication
intervention made by the CP during a postdischarge medication review.
• Obtain patient feedback on the CP-led postdischarge medication review to evaluate the
impact of the service on patients.

Method
This evaluation study was undertaken during an 8-week
period between December 2020 and February 2021.
All patients discharged from hospital during this
period were assessed for eligibility to take part in this
study based on the inclusion and exclusion criteria
outlined below.
Inclusion criteria
Patients aged 18 years and over who had medications
changed or unintentionally omitted medication
(UOM) during an inpatient hospital admission.
Medication changes were defined as initiation of new

medication, dose changes of existing medications and
discontinuation of medication.
Exclusion criteria
Patients under 18 years, all patients whose medication
was managed by carers or spouses, were residents
in a nursing or care home or on a palliative care
pathway.
Ethical consideration
This study was categorised as a service evaluation
and therefore the ethical approval was sought but
not required from Keele University. All patient data
was anonymised and was used in accordance with
the GP practice policy and general data protection
regulations (GDPR).
The method flow diagram (Figure 1) shows step by
step how the data was collected for this evaluation
study. All patients discharged from hospital received
the same medicines reconciliation and postdischarge review with a CP. Only those who fulfilled
the eligibility criteria were invited take part in the
evaluation. To mitigate the risk of bias, the CP was
not directly involved in collecting patient feedback,
therefore the telephone questionnaires were
completed by the administrative team at the GP
surgery. The CP completed the data collection forms
for medicines reconciliation and intervention during
a post-discharge medication review retrospectively.
The data collected for this evaluation was coded
and analysed using Statistical Package for the
Social Sciences (SPSS) software and Microsoft Excel.
Medications were categorised according to the
relevant chapters of the British National Formulary
(BNF).29

Results
Over the 8-week period between December 2020
and February 2021 a total of 135 patients were
discharged from hospital. Of those 35 patients were
met the eligibility criteria for this study. Table 1 and 2
respectively show the patient characteristics and
admission details.
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Figure 1: Method flow diagram
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Gender

No. (%)

Medication changes

No. (%)

Male

14 (40)

Total

100

Female

21 (60)

Mean

3

Age
Mean
Range

Years
66
27-90

Table 1. Patient characteristics
Duration
Mean
Range
Type
Emergency
Elective

Days
5
1-30
No. (%)
34 (97)
1 (3)￼ ￼

Table 2. Admission details

Post-discharge medicines
reconciliation
As shown in Table 3, during hospitalisation a total of
100 unintentionally omitted from the discharge letter.
A mean average of 3 medication changes occurred
during hospitalisation amongst all patients. Twenty
patients had UOM and this was a mean average of
2 UOM per patient.
All medication changes and UOM identified during
post-discharge medicines reconciliation were

Stopped

12 (12)

Started

81 (81)

Dose change
UOM
Patients
Medication
Mean
Range

7 (7)
No. (%)
20 (57)
42
2
1-8

Table 3. Post-discharge
medications reconciliation
categorised by BNF chapter. In total, 67% (95/141)
medication changes or UOM were from the
cardiovascular system (36%, 51/141), nervous system
(18%, 25/141) and gastrointestinal system (13%,
19/141) BNF chapters. A further breakdown of the
most frequent medication changes or UOM categories
is shown in Chart 1.

Pharmacist interventions
During the post-discharge medication review, the CP
provided post-discharge counselling of medication to
all patients, rationalised medications and arranged any
monitoring and follow up required.
As shown in Chart 2, 34 medication changes were made

Chart 1. Number of medication changes or UOM identifed
during medicines reconciliation by medication group
Journal of Medicines Optimisation • Volume 8 • Issue 1 • March 2022
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during the post-discharge review. Of those, 74% (25/34)
were medications stopped, 18% (6/34) were newly started,
and 9% (3/34) were dose changes. Chart 3. Shows a
breakdown of the most frequently changed medication
categories. These medication categories account for
82% of the medication changes made by the CP during
the post- discharge review.

13 analgesic medications were started during
hospitalisation and the discharge summary asked for
the GP to continue these long-term.

Of the 6 medications started by the CP during the
post-discharge review 50% (3/6) were to manage the
adverse effects of medications started during
hospitalisation. Examples include, laxatives started
for opioid related constipation and PPI started to
protect against gastrointestinal bleeding in patients
with increased risk (on dual antiplatelet treatment).
The CP also stopped 25 medications for a total of
15 patients. Of those, 60% (15/25) were medications
that were started during the hospital admission and
were no longer indicated on discharge. For example,

The CP arranged monitoring and follow-up reviews
for patients during the post-discharge review. As
shown in Chart 4, the most frequent interventions
were arranging monitoring and synchronising the
patient’s repeat medication. Of the blood tests
arranged 80% (8/10) were renal function tests
resulting from the initiation or change to medications
during hospitalisation. Blood pressure and pulse
checks were arranged for all patients who were
started on or had the dose increased of an
antihypertensive medication. Medicines’ synchronisation

However, during the post-discharge review with the
CP, 77% (10/13) were stopped because the patient no
longer required analgesia.

Chart 2. Number of medication changes made by CP during the post-discharge medication review

Chart 3. Medication changes made by CP during
post-discharge medication review by medication group
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Chart 4. Monitoring, follow ups and interventions arranged by pharmacy during
post-discharge medication review
report being counselled on new medication.

and setup of electronic repeat dispensing
prescriptions were offered to all patients, of whom
29% (10/35) requested medication synchronisation
and 23% (8/35) requested to be set up on electronic
repeat dispensing.

When patients were asked if the reason for
medication changes were explained to them whilst in
hospital, 37% (11/30) stated all changes were
explained, 37% (11/30) stated some of the changes
were explained and 26% (8/30) stated that none of
the changes were explained. Furthermore, patients
reported that medication related discussions in
hospital did not involve a full review of all of their
medication.

Patient feedback questionnaire
To evaluate the patient experience of transfer of care
and the post-discharge review with the CP, all 35
patients were sent a feedback questionnaire for
completion. The response rate for the questionnaire
was 86% (30/35).

Chart 5, shows a comparison of the counselling given
to patients during hospitalisation and at the postdischarge review with the CP. Patients reported that
they received more medication related counselling
during the post-discharge review than during their
hospital admission.

As detailed in Table 4, the counselling patients
received on medication changes during hospitalisation
was variable. A 100% (7/7) of patients received
counselling of the dose changes, 88% (7/8) on
medications stopped, however only 62% (18/29)
Medication information

Changes made during
admission

Patients counselled
on changes n (%)

New medication

29

18 (62%)

Stopped medication

8

7 (88%)

Dose changes

7

7 (100%)

Medication GP needs to review

-

2

None of the above

-

8

Table 4. Patient reported medication counselling received in hospital regarding medication changes
Journal of Medicines Optimisation • Volume 8 • Issue 1 • March 2022
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Chart 5. Patient reported counselling received during
hospital admission compared to post-discharge review with CP
Feedback from patients suggest that they were more
likely to ask questions regarding their medication to
the CP during the post-discharge review compared to
during hospitalisation. The results show that 20%
(6/30) of patients reported that they had questions
regarding their medication during hospitalisation
compared to 87% (26/30) during their post-discharge
review. A 100% (26/26) of patients that had questions
during the post-discharge review reported that all of
their questions were answered by the CP, compared
to 50% (3/6) during hospitalisation.
As shown in Chart 6. When asked to rank in order of
importance what was most important for patients to
discuss during a post-discharge medication review,
80% (24/30) stated that discussing the changes to

their medication was the most important. Whereas
discussing the monitoring requirements of their
medication and possible side effects to the
medication were considered the least important with
40% (12/30) patients stating as such.
When patients were asked about their experience of
a post-discharge review, they all stated that they
would contact the CP in the future for advice. They
felt confident with the information provided by the
CP and felt that they benefited from a post-discharge
review. Furthermore, as shown in Chart 7. when
asked who they would have contacted to discuss
their medication following hospitalisation if they did
not have a review with the pharmacist, 83% (25/30)
stated they would have contacted the GP.

Chart 6. Patient reported counselling received during
hospital admission compared to post-discharge review with CP
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Chart 7. Who the patients would have contacted to discuss their medication following a hospital
discharge if they did not have access to the post-discharge review with CP

Discussion
The findings of this small study provides a clear
insight into the impact of the CP role in medication
reconciliation and post-discharge medication reviews
during the COVID-19 pandemic. The results highlight
the ongoing problems with discharge communication
as well as emphasising role of the CP in resolving
medicines related problems and tackling inappropriate
polypharmacy. Furthermore, the post-discharge
medication reviews were positively received by
patients which is particularly important when
considering the implications of this study.
The results from this study support current research
that medicines related information provided during
transfer of care requires improvement. Furthermore,
in line with findings by Grimes et al, this study also
found that UOM were the most common medication
discrepancies identified during transfer of care.4
This highlights the importance of the CP clarifying
the UOM and reviewing and restarting as appropriate
in general practice. This was important as ACEI,
statins and analgesics (opioid and non- opioid) were
identified as the most frequently UOM and abruptly
stopping or restarting these medications without
appropriate monitoring and follow-up could results
in adverse effects. This is consistent with researchers
who found that cardiovascular medications and
analgesics were the most frequently UOM medication
on discharge communication and associated with
adverse events during transfer of care.4,6,30 These
findings are important as researchers have questioned
the clinical significance of medication discrepancies

and the rate that medication errors (including UOM
medications) results in MRH.31-32 No adverse effects
or hospital readmissions resulting from UOM were
reported in this study which may be suggest that
early identification and management of UOM by the
CP may have contributed to this. However, this was
outside the scope of this study and further research is
required to determine any connection.
In addition to medication discrepancies, this study
found that the mean average of 3 medication changes
per patient during hospitalisation were identified.
As shown in Chart 1, there were several changes to
medications that are known to be associated with
preventable medicines related admissions. These include
antiplatelets and anticoagulants.33-34 This highlights
the importance counselling patients on medication
changes and discussing adherence. However, the
responses from the patient questionnaire found that
only 62% (18/29) of patients informed by the hospital
that they were started on new medications, 53%
(16/30) advised on how to take their medication
and only 17% (5/30) informed of possible side
effects. However, as shown in Chart 5, these figures
were significantly higher when patients were asked
about the counselling they received during the
post-discharge review with CP. Although this
survey relied on patient recall of events during
hospitalisation where they may have been given
large volumes of information, it supports findings
from previous studies that have found that patients
feel that they do not receive adequate information
regarding their medication during hospital discharge.22
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Therefore, confirming the benefits of a postdischarge medication review as shown in this study.
The post-discharge medication review was shown to
provide an opportunity to revisit the patients
understanding of their medication and allow them to
discuss any concerns that they may have. This was
conclusive with the finding from the patient feedback
questionnaire as 80% (24/30) patients stated that
changes to their medication was most important
for them to discuss during the post- discharge
medication review with the CP. Furthermore, the
results also found that patients were more likely to
ask questions regarding their medication during the
post-discharge medication review compared to
whilst in hospital. This may be a result of patients
feeling more comfortable discussing their medication
with a pharmacist, as shown in several studies.35-37
However, qualitative studies in the future may be
useful to explore patient’s perceptions on the
hospital discharge process and post- discharge care.
This may help identify areas for improvement and
consequently implementation of more integrated
patient focused discharge processes.
In addition to medicines reconciliation, the
interventions undertaken by the CP during the post
discharge medication review highlight the value of
the CP expertise in post discharge care. Studies
have shown that medicines reconciliation in the
absence of a medication review is unlikely to reduce
the risk of unintended medication being continue
following a hospital admission.20,38 This has been
clearly demonstrated by the interventions undertaken
by the CP during the post discharge medication
review. The CP provided medication counselling
and addressed medication related problems such as
non-adherence and problems with formulations.
Compliance aids such as dossett boxes were
organised for 4 patients who had reported adherence
problems and 1 patient reported having difficulty
swallowing medication which resulted in the CP
changing the medication to a dispersible formulation.
This suggests that patients felt comfortable
discussing their medication related problems with
the pharmacist, in particular non-adherence to
medication. Stewart et al found that patients were
more comfortable discussing their medication with
the pharmacist compared to a GP.36-37 Furthermore,
patients were also comfortable discussing side
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effects to medications such as opioid analgesics and
antiplatelet medication. This enabled the CP to
initiate or increase laxative treatment to manage the
constipating effects of opioid analgesics for patients
where continued treatment was necessary, as well
as prescribing a PPI to manage the risk of
gastrointestinal bleeding associated with dual
antiplatelet treatment. This is a likely consequence of
the CP actively counselling the patients on side
effects of medication and can be seen in the results
from the patient feedback questionnaire where
17% (5/30) received counselling on side effects in
hospital compared to 47% (14/30) by the CP.
The results of this study found that the CP had a key
role in rationalising patient’s treatment regimen to
ensure they are clinically appropriate as well as safe
prescribing of repeat medication. A key intervention
of note from the results was that the CP stopped
25 medications in a total of 15 patients during the postdischarge medication review. Of those, 60% (15/25) of
the medications were started during hospitalisation
and a total of 77% (10/13) of these were analgesic
medications and no longer indicated post-discharge.
This also indicates that patients were accepting of
recommendations made by the CP and supported by
finding from the patient feedback questionnaire in
this study where all patients reported that they were
confident with the advice given by the CP. This is
important because polypharmacy is a known risk
factor for MRH, and deprescribing of medications no
longer clinically indicated can help to reduce this
risk.32 Furthermore, the CP ensured medication
records were reflective of all changed made but also
supported patients with repeat prescription ordering
or medicines synchronisation where necessary.
Although this was not considered most important by
patients to discuss this during the post-discharge
medication review, 93% (28/30) stated that they were
supported by the CP to order their repeat medication
which suggests it is an important part of the postdischarge review. This will also support medicines
adherence as the patients will have an up-to-date
record of the medications to be continued but also
reducing GP workload for repeat prescribing which is
a significant workload pressure for GPs.39 The results
also suggest that CP-led medicines reconciliation and
post-discharge medication review clinic has reduced
GP workload relating to transfer of care as the patient
feedback questionnaire showed that 83% (25/30) of
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patients stated that they would have contacted GP to
discuss their medication in the absence of their
review with the CP. This is a promising finding in this
study as part of the integration of CP into General
Practice was to release GP time to focus on more
holistic management of complex patients with
multimorbidity.

Declaration of interests

The key limitations of this study include the sample
size, the inclusion of a single GP surgery and 1 CP
undertaking the medicines reconciliation and postdischarge medication reviews. This study did not
have a predefined sample size as this evaluation
aimed to capture all patients discharged from
hospital during the 8-week data collection period.
However, as the data collection period fell during the
second national lockdown of the COVID-19 pandemic
a lower-than-expected number of patients were
discharged from hospital resulting in a small sample
size. Furthermore, only 86% (30/35) of patients
completed the patient feedback questionnaire
therefore not all patient’s perspectives were
considered in this study. However, due to the
complexity of the patients discharged during this
study and the breadth of interventions completed by
the CP this study was able to clearly demonstrate the
impact of CP role in post discharge care.
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Recommendations for future work include a multisite evaluation of a CP-led medicines reconciliation
and post-discharge medication review clinic with
qualitative methods for patient feedback. This study
has confirmed that patients positively received the
post-discharge care provided by the CP however
more detailed patient perceptions through
qualitative research will support the development of
a more integrated and patient-centred process.
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Delivering our services differently:
Mindfulness for Pain
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Background
Mindfulness is a life skill development process with a
strong evidence base that can provide long-term
personal development and health and wellbeing
benefits. It is an integrative, mind-body based
approach that helps people change the way they
think and feel about their experiences, especially
stressful experiences. Mindfulness involves paying
attention to our thoughts and feelings so that
become more aware of them, less enmeshed in them,
and better able to manage them.
Medication use for chronic pain is an increasing
burden and has limited effectiveness. Nonpharmacological management of chronic pain
therefore remains an important part of a personcentred plan to manage pain. Mindfulness offers an
additional means of managing chronic pain relief
which is evidence based.1 There is an indication of
benefit of mindfulness in chronic pain management,
in the recent NICE evidence review of psychological
therapy for chronic pain,2 but it is recognised that
there is further research warranted.
I became interested in mindfulness as an additional
method of managing pain and undertook mindfulness
teacher training in 2015 with a view to offering
courses for patients with chronic pain. It was felt that
as a pharmacist, applying my pharmaceutical
knowledge could be useful in the delivery of
mindfulness for chronic pain allowing for advice
about reducing use of analgesia to be offered to
participants.
Prior to the Covid-19 pandemic, the mindfulness
for pain course was delivered regularly and was
well established in the locality, lead by myself, a
pharmacist and mindfulness teacher along with
another mindfulness teacher (a Public Health
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practitioner). Eleven courses had been successfully
delivered as a face to face course, with over 110
participants having attended for a 2 hour session
every week for 8 weeks. Evaluations for the face to
face course were extremely positive with substantial
improvements in pain management and wellbeing
demonstrated.
We had to consider delivering all aspects of health
and social care in a different way due to infection
control measures in the light of Covid-19 in early
2020 and this presented an opportunity to address
delivering the mindfulness for pain course by
different means. Remote working was becoming
more widely accepted for patient consultations, via
video (Near me) and on Microsoft Teams®, the NHS
Dumfries and Galloway approved system.
Objectives: To determine the feasibility, effectiveness
and acceptability of delivering the mindfulness for
pain course online.
Target patients: Patients experiencing chronic pain
who are interested in learning about mindfulness for
pain management and who were willing to try an
online course.
Stakeholders: GPs, Community and Primary care
Pharmacists, Pain and rheumatology consultants,
Psychology, Physiotherapists, Locality Management,
IT staff, Health and Wellbeing Workers.

Method
Comprehensive project planning was carried out
with the intention to deliver an online course for
participants in January – February 2021. This ensured
that consideration was given to the objectives of
the project and issues such as the project
implementation, schedule, risks and communication.
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A SWOT (Strengths, weakness, opportunities and
threats) analysis was carried out. This influenced
the consideration of how to overcome any potential
issues, particularly related to the technology
associated with provision of an online course for
patients.
The course was communicated to stakeholders
with applications open for referrals to the course.
Adequate time was allocated in order to telephone
patients and discuss their application. Pre-course
consent incorporated the explanation of the online
platform in order to assess suitability and
acceptability for the patient. Appropriate pre- and
post-evaluations were devised, including subjective
opinions.

Outcomes and Evaluation
Resource planning: Resource needs were identified
for delivery of the course, including allocation of staff
to support the delivery of the course and the
possibility of supplying equipment to patients for
online access. Microsoft Teams was used as the
NHS Dumfries and Galloway approved platform.
Consideration was given to ensuring that
participants were not excluded from the course due
to their lack of internet access or equipment. A
source was identified through the Health Board
who was able to assist with any patients aged over
65 suffering from long term conditions (funded by
Connecting Scotland project). Technological support
was also available through the health and wellbeing
community link workers. One participant made use
of this support which enabled them to join the course
with confidence. When delivering the face to face
course, I have always been accompanied by another
mindfulness teacher which can be helpful if there
are emotional issues to deal with and also assists
with unplanned eventualities (e.g. staff sickness).
One of my pharmacy technicians had recently
become a mindfulness teacher, therefore I recruited
her to assist in delivery of the online course. We had a
planning meeting before the course began and
reviewed each week together for a short time after
the course ended.
Enrolling patients and publicity: The course was
publicised with an email flyer to all health and social

care staff, GP practices in the locality, community
pharmacies, and consultants at Dumfries and
Galloway Royal Infirmary, including rheumatology.
Referrals were subsequently received from GPs,
Health and Wellbeing co-ordinators, Occupational
health nurses and from patients I saw at my regular
pain review clinics. Eight participants were enrolled,
of those one postponed participation until the next
course, three took part in one session only, one took
part in four sessions and three completed the full 8week course. All participants had a laptop, tablet or
phone so no-one needed the provision of equipment.
One participant welcomed the advice and input of a
health and wellbeing worker to enable him to set up
and become confident with the technology.
All participants were advised to purchase the book
(Mindfulness for Health by Vidmayala Burch and
Danny Penman) which we follow for the course and
ability to access to the meditations (on a CD or MP3
player) was also confirmed. Participants were
advised to be in a quiet part of their house, to have
blankets and cushions for comfort and access to a
mat or bed for the exercises lying down. Ability to
access the course was determined.
Delivering the course: The practicalities of delivering
the course online were considered. In order to
anticipate and troubleshoot any issues, a test session
was organised a few days before for participants to
test the link and be introduced to the technology as
it was new to all of them. This test worked well and
gave the participants reassurance and confidence
for the start of the course and removed some fears
about the course.
Clear guidelines were set out and explained to
participants to enhance the delivery of the course
remotely. (See appendix one, ‘Ground rules’) This
included reassurance to participants of the internet
connection being outwith our control and to contact
us if they were having ongoing difficulties. The ability
to ‘check in’ on participants after meditation was
particularly important when carrying them out
remotely, so camera use was valuable. Also, allowing
each participant to feedback on their experiences
was also important and we quickly established a
process of asking each person in turn for their
feedback rather than a ‘free for all’ which is a
challenge to negotiate online. After every week, an
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email was sent to all participants to clarify the weekly
home practice. This avoided any issues with poor
communication online or misunderstanding.
Following completion of the 8 week course,
telephone interviews were undertaken to gain
subjective feedback from the seven participants
who attended at least one session. This included
opinions on the impact of the course on their pain
and wellbeing as well as their experience of carrying
out the course within an online environment;
technological acceptability with barriers and solutions
were explored. This was in addition to the preand post-evaluation questionnaires which we have
previously used for face to face mindfulness for
pain courses. These allowed participants to give an
objective score to aspects of self-management of
pain.
Subjective feedback included the reduced use of
analgesics, including strong opiates and a marked
increase in well being and feeling in control of pain.
Comments from participants of the online
Mindfulness for pain course, relating to the online
delivery:
‘I enjoyed the course, so much more than I thought I
would.....I wasn’t sure what it would be like online
(Teams) but felt it was good as less stress/pressure
then maybe going somewhere to practice the course’
‘First couple of weeks I was a bit dubious and self
conscious about speaking online....got easier once you
got to know the group’
‘I tried on my phone but managed better on my
laptop....technology was ok’
‘A good course – surprising, considering it was online
and the first time I’d done anything like that online’
‘The quality of my wi-fi sometimes spoiled the mood,
but this wasn’t down to the course’
Comments from participants of the online
Mindfulness for pain course, relating to the
effectiveness for managing pain:
‘I’m not having to take as much medication...I’m more
settled and keeping up with the exercises’
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‘I feel I can deal with my pain more and do what’s best
for me when I am in pain’
‘The course has helped me mentally and I can
recognise when I feel stressed and start my
mindfulness techniques to distract from this’
‘I wasn’t sure that it would help the pain but listening
to the CDs and I felt the pain was better after that’
‘The course didn’t have too much impact on my pain
but it has opened the door for trying other things like
meditations.....it’s a slow road but it’s helped in
general.’
Feedback was received from one of the participants
who only took part in only 1 session:
‘I had a read through the accompanying book and
knew, (absolutely 100% for sure), that it’s not for me.....
It just works for certain types of people, and I’m not one
of them. I hated “Teams” because it made me feel so
anxious. That said, I wouldn’t participate in a “real”
meeting either. I thought I could overcome my anxiety
and above all, my scepticism, but I cannot. Maybe at
some point in the future, I’ll look through the book
again, but I think all my years of mental health nursing
have made me an unsuitable candidate for talking
therapies’.

Discussion
‘Every journey starts with a first step’
Captain Tom Moore.
The provision of a mindfulness course online was a
journey, both for me and the participants. I was used
to providing the course face to face and the delivery
of the life skill course remotely was new to me. To the
participants, the whole concept of mindfulness was
new to them, as well as taking part in a course online,
using the technology available to them.
I ensured that potential risks to the delivery of the
course were anticipated and explored. This allowed
me to explore some areas which I would have
perhaps not thought of previously, for example
ensuring the availability of the technology to
participants without the equipment.
The delivery of the course via Teams was not without
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issues. Internet connections were sometimes not
ideal, and as one participant highlighted, this
sometimes affected the mood. However, the ground
rules for the course emphasised the informal nature
of the course and reassured participants that they
still has access to all the materials needed for the
course. Clear guidelines for delivery of courses online
are useful and provide the ground rules so that
additional stress or anxiety may be mitigated as
much as possible. Most participants, although
initially apprehensive about participation in the
online course felt able to relax and enjoy the course
as they followed the 8 week programme.
When asked to subjectively assess whether the
course had contributed to pain management, there
were varying responses. This is to be expected, as
mindfulness techniques are taught as a way of
managing chronic pain, not eradicating pain. All
participants felt more able to manage stress and
pain and were aware of using mindfulness tools to
help with symptoms. The results were similar to the
responses gained from previously delivered local
face to face courses3 and demonstrated the feasibility
and effectiveness of the online course delivery.

NHS. Expansion would be desirable due to the
positive effects of the 8-week course with low risk
intervention. This would ideally be achieved through
increasing the numbers of mindfulness teachers and
courses offered. This proposal is being taken forward
with an NHS psychologist who is working on a NHS
Dumfries and Galloway mindfulness policy, to which I
am contributing along with a Health and Wellbeing
Practitioner (who is also a mindfulness teacher) in
the Health Board. This would be taken to the
Integrated Joint Board for approval and action
through the appropriate channels.

Conclusion
In conclusion, the course has demonstrated that
mindfulness for chronic pain can be delivered
effectively via the online platform (Teams).
Participants felt relaxed and were able to follow the
course and gain improvements in how they manage
and deal with pain. Delivery of the course online has
advantages such as removing geographical and
mobility restrictions.
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Appendix 1.
Online mindfulness session etiquette, ‘Ground rules’:
Here are few supportive tips for making the most of the meeting and for contributing to optimal learning
environment for the whole group.
1. Traditionally, when you enter a meditation room, you take off your shoes. This is an expression of
intention. The intention to be wholeheartedly present and to let go of the distractions of the outside
world. We can apply this to our attendance at the Teams session by:
-

Finding a place to position our computer where we will be relatively un-distracted, and won’t
distract others

-

Clearing the area around us of distracting objects, books and other devices - mobile phones,
I-pads, so that we can give our full attention to the session we are attending.

2. Please do not turn off your video unless absolutely necessary during the session. Your presence is
highly valued, and it is distracting for other participants if you suddenly disappear.
3. Please only use the chat button to communicate urgent questions to the teacher.
4. Please remember, that you are visible to other participants and that you make a difference. If you are
eating or checking emails on your computer, it will be noticed and is distracting for you and others.
5. It is advisable to switch to mute during a led meditation
6. Do not worry if there is an interruption to your internet connection – we know that this can happen.
Please just try and reconnect again and if you have ongoing difficulties, please contact the course
leader by email.
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Abstract
Title
Second line biologic therapies in inflammatory bowel disease: are they used according to the agreed pathway?
Author list
Wilcock M, Roberson L, Bhikha S.
Introduction
Inflammatory bowel diseases (IBD), Crohn’s disease (CD) and ulcerative colitis (UC), are chronic conditions that
may be treated with biologics. NICE guidance on IBD, both CD and UC, describes the various treatment options.
A locally agreed pathway describes use of standard therapy prior to the use of biologics. It then defaults to
biosimilar adalimumab or infliximab as first choice parenteral treatment. Other biologics may be chosen
depending on various patient considerations and whether for UC or CD. We aimed to identify whether
vedolizumab (one of the more expensive choices) was used as a second line biologic in adult patients with IBD,
and to ascertain the reasons for any use earlier in the pathway.
Method
We identified adult patients prescribed biologic treatment for IBD over a five-month period commencing
February 2020. The medical records of any patients commenced on the second line choices of vedolizumab,
ustekinumab, tofacitinib were purposefully identified and reviewed. Contact was made with the lead IBD nurse
if the records did not provide sufficient explanation for the treatment choice.
Results
Twenty patients (mean age 45, 50% male) had commenced one of the named biologics. There was one patient
on tofacitinib, seven on ustekinumab, and 12 on vedolizumab. Usage of these biologics was as second line in 10
instances, as third line in five instances, as sixth line in one instance, but as first line in four instances. Of these
four instances, all vedolizumab, there was evidence of multi-disciplinary team discussion on first line use, and
all had a valid reason for using this more expensive biologic.
Conclusion
From this small-scale study, the choice of biologics for IBD was in accordance with our local guideline in the
majority of patients. Where deviation from the guideline occurred, this was justified on clinical grounds.
Keywords: Inflammatory bowel disease, biologics, vedolizumab.

Background
Inflammatory bowel diseases (IBD), Crohn’s disease
(CD) and ulcerative colitis (UC), are chronic
conditions that require lifelong medical therapy, with

the introduction of biologics representing a
significant advance in IBD management. The primary
aims of IBD management are to induce and maintain
remission, reduce the risk of complications and
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improve patient quality of life.1 Remission can be
determined as either clinical or endoscopic.
Escalation to biologics occurs when conventional
options have failed, or contraindications are present.
These biologic agents include tumour necrosis
factor-alpha inhibitors adalimumab and infliximab
(both licensed for CD and UC), and golimumab
(licensed for UC only). Vedolizumab is an antiintegrin antibody (licensed for both UC and CD).
Ustekinumab is an antagonist of the p40 subunit
of pro-inflammatory cytokines interleukin-12 and
interleukin-23, (licensed for CD and UC). Tofacitinib is
a Janus kinase inhibitors (licensed for UC). Biologics
are superior to placebo to induce and maintain
remission in IBD refractory to conventional therapies,
including immunomodulators such as glucocorticoids,
thiopurines, and methotrexate.2,3,4
Across England and Wales, guidance from the
National Institute for Health and Care Excellence
(NICE) assesses the clinical and cost effectiveness of
health technologies, including pharmaceuticals. The
NHS is legally obliged to fund and resource medicines
and treatments recommended by NICE's technology
appraisals (TA). Furthermore, the NHS Constitution,
which sets out rights to which patients, public and
staff are entitled, and pledges which the NHS is
committed to achieve, states that patients have the
right to drugs and treatments that have been
recommended by NICE for use in the NHS, if their
doctor believes they are clinically appropriate.5
NICE guidance on IBD, both CD and UC, describes
the various treatment options and identifies the
relevant technology appraisals.6,7 In particular, NICE
TA 329 for infliximab, adalimumab and golimumab
recommends if more than one treatment is suitable
the least expensive should be chosen (taking into
account drug administration costs, required dose
and product price per dose).8 As well as NICE
guidance, various bodies have also issued
guidance.1,9,10,11 Anti-TNFα biosimilars are often
started in the majority of naïve patients who need to
start a biological therapy, as they allow significant
cost-saving compared with other biologics.12 If
patients fail to respond to these therapies, subsequent
treatments are usually considered less effective
compared with first-line therapies.13
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The annual biologic medicine acquisition cost to the
NHS for treating a patient with IBD can range from
approximately just over £1,000 to £18,000. This
depends on various factors, including availability of a
biosimilar of the biologic (e.g. for infliximab,
adalimumab), whether there is a patient access
scheme associated with the TA, patient weight, and
the dosing regimen used. A patient access scheme
or commercial arrangement when associated with
NICE guidance is a way in which pharmaceutical
companies lower the acquisition cost of a medicine
to the NHS to improve its cost-effectiveness, so
enabling patients to gain access to high-cost
medicine treatments. High-cost medicines are so
named as they are expensive prescribed items,
representing a disproportionate cost relative to the
total NHS cost of the relevant hospital episode in
terms of volume and cost.
Within England there have been number of ongoing
strategies to promote the use of biosimilars in
hospitals including educational,14 setting of targets
for the proportion of patients who are prescribed
biosimilar choices of biologics,15 and monitoring
the local adoption of biosimilars by regional teams
that facilitate implementation of national policy
measures.16
Royal Cornwall Hospitals NHS Trust is a 750-bed
acute secondary care hospital in the south-west of
England. The Gastroenterology Department developed
a simple biologics pathway (Figure 1) which
describes use of standard therapy (e.g. 5ASA,
thiopurine, methotrexate) prior to the use of
biologics. It then defaults to biosimilar adalimumab
or infliximab as first choice parenteral treatment.
Other biologics may be chosen depending on
various patient considerations and whether for UC
or CD. This pathway has been approved by the health
system-wide prescribing committee (composed of
clinicians, pharmacists, and commissioners). Within
Gastroenterology, patients considered for starting or
switching biologic treatment are discussed at a
weekly multi-disciplinary team (MDT) meeting,
attended by the specialist hospital pharmacist.
The hospital, in conjunction with the local clinical
commissioning group (CCG), utilises the Blueteq
high-cost drug management system. CCGs are
statutory regional NHS bodies that are responsible
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INFLAMMATORY BOWEL DISEASE THERAPY
When standard therapy (e.g. 5ASA, thiopurine, methotrexate) is
contra-indicated, ineffective or where patient factors require
accelerated therapy or a top down approach.

1st Line

ANTI-TNF THERAPY
Either infliximab or adalimumab but choice depends on patient
factors and whether concomitant thiopurine therapy is appropriate. If
monotherapy adalimumab should be first choice. Golimumab can be
considered for ulcerative colitis with MDT agreement. Vedolizumab
can be considered with MDT agreement if patient factors such as
infection risk make first line use of anti-TNF less favourable.

2nd Line

ULCERATIVE COLITIS
Vedolizumab or tofacitinib or
ustekinumab. The choice
depends on patient factors
such as VTE risk.

CROHN’S DISEASE
Ustekinumab although
vedolizumab can be
considered dependent on
patient factors.

Figure 1. IBD pathway
for the planning and commissioning of healthcare
services for their local area. Many CCGs in England
use this Blueteq web-based system which allows
clinicians to complete an online proforma for
patients prescribed a high-cost medicine, such as a
biologic, and receive automatic approval for
funding if the patient meets all the relevant criteria
which normally reflect the NICE TA guidance. This
ensures that clinicians receive the approval to treat
immediately. The Blueteq system retains, as an
audit trail, the request history, including patient
name, drug, indication, criteria for use, date of
request, requesting clinician, and whether the

request was granted or not. This enables CCGs to
monitor the use of expensive treatment, so that
only treatments prescribed in line with NICE
guidelines are reimbursed to the hospital
We aimed to identify whether vedolizumab (one of
the more expensive choices) was used as a second
line biologic in adult patients with IBD, and to
ascertain the reasons for any use earlier in the
pathway. Vedolizumab is currently approved by
NICE for moderate-to-severe active CD if anti-TNF
treatment has failed, or if anti-TNF agents cannot be
tolerated or are contraindicated.17 For moderate-to-
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severe active UC, vedolizumab can be used as a firstline option.18

Methods
This was a retrospective, single site study. An extract
was downloaded from the Blueteq system for a fivemonth period commencing February 2020 for adult
patients granted approval to commence treatment
for IBD. Relevant data (patient demographics and
treatment details) were imported into Excel by a
member of the pharmacy team. The medical records
of any patients commenced on the second line
choices of vedolizumab, ustekinumab, tofacitinib
were purposefully identified and reviewed. Contact
was made with the lead IBD nurse if the records
did not provide sufficient explanation for the
treatment choice.
Health Research Authority criteria about research
and service evaluation were considered. This was a
retrospective assessment involving no changes to
the service delivered to patients, and we used the
NHS Health research authority tool (http://www.hradecisiontools.org.uk/research/index.html) which
helped confirm that no ethical approval was required
for this project. Patient data were used in accordance
with local NHS hospital policy.

Results
Over the five-month period, 20 patients (mean age
45, 50% male) had commenced one of the named
biologics - 10 indicated for Crohn’s disease and 10 for
Ulcerative Colitis. There was one patient on tofacitinib,
seven on ustekinumab, and 12 on vedolizumab.
Usage of these biologics was as second line in 10
instances (seven after adalimumab and three after

infliximab), as third line in five instances (all after
sequential use of adalimumab and infliximab), as
sixth line in one instance, but as first line in four
instances (one for Crohn’s disease and three for UC)
and these were all for vedolizumab. Of these four
instances, there was evidence of MDT discussion on
first line use and all had a valid reason for using the
more expensive vedolizumab (Table 1).

Discussion
This small-scale study found that the local guideline
was followed as there were valid reasons for patients
commencing vedolizumab as first choice treatment
and hence diverging from the agreed pathway. Our
agreed guideline is fairly straightforward, not overly
prescriptive and deviation is allowed if the MDT agree
that it is appropriate for the patient under discussion.
Of interest, the patient who received vedolizumab as
sixth line therapy had sequenced through the
following, all for a number of months treatment
each - adalimumab, infliximab, ustekinumab,
infliximab (following advice from a tertiary centre to
be used at a higher dose), adalimumab, (stopped due
to high levels of antibody to the drug), then
vedolizumab. Advice from the Regional Medicines
Optimisation Committee is that a policy adopted by a
commissioner that would serve to limit patients’
access to appropriate treatments based on a number
of prior treatments being attempted would be
counter to the provisions of the NHS Constitution.19
Hence, the principle of sequencing is allowed when a
number of biological medicines are available for a
therapeutic indication, each being supported by NICE
TA Guidance.
Overly prescriptive guidelines that require drugs to
be used in a certain sequence with little scope for

Hepatitis B patient and reduced infection risk with this drug.
Lowest risk option due to pancreatitis and high risk of leukaemia or lymphomas and recent urinary
infection which required admission.
Infliximab contra-indicated due to previous HSV2 of natal cleft.
Treatment started by tertiary centre.
Table 1. Reasons for vedolizumab as first choice in four patients
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deviation may be good at controlling costs but
may not be clinically appropriate as they do not
allow for clinical judgement to over-ride the guideline
when needed. If deviation from a guideline is tightly
restricted this may increase demands on health
services if patients' needs are not adequately met
e.g. repeat clinic visits, poor mental health,
comorbidity. The MDT approach allows for discussion
of options with decisions reached by consensus not
majority, helping to standardises practice across the
specialty as decisions on treatment are no longer
made by a single clinician. The involvement of nurses
and pharmacist in the MDT allows consideration from
different perspectives.
A recent meta-analysis found that that either
infliximab with azathioprine or adalimumab might
be preferred as a first-line therapy for moderate-tosevere CD.20 For moderate to severe UC, and depending
on the outcome chosen, upadacitinib (a Janus kinase
inhibitor not currently licensed for IBD) was ranked
first for clinical remission, whereas infliximab was
ranked first for endoscopic improvement.21 A similar
review also found upadacitinib was the best
performing agent for the induction of clinical
remission (the primary outcome) but the worst
performing agent in terms of adverse events in
patients with moderate-to-severe UC.22
We recognise the limitations of a single centre, very
small-scale study. We do not report follow up of
patients in relation to any improvement in their IBD,
or whether those patients receiving vedolizumab
subsequently switched to an alternative biologic.
These results therefore cannot be generalised to
other hospitals and to other indications for these
classes of medicines. Also, we chose not to evaluate
whether the vedolizumab dosing regimen used was
in accordance with the relevant NICE TAs as it is
recognised that more intense regimens (higher
doses, more frequent administration) have been
used in some studies.

Conclusion
In this very small study, the choice of biologics IBD
was in accordance with our local guideline in the
majority of patients. Where deviation from the
guideline occurred, this was justified on clinical
grounds, These preliminary results from a very small

sample size suggest the need for a larger study of the
effectiveness of the guideline over a longer period.
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PM remains totally dedicated to delivering unrivalled education and development for pharmacists and
enhancing the communication between the pharmaceutical industry and the NHS, in order to continually
improve patient outcomes and access to medicines.
The pharmaceutical industry will play a vital part in the success of the new NHS structures and their
continued support of educational programs will remain pivotal. We are delighted to announce our first
formal corporate industry partnership with healthcare company, Viatris.
As the role of the pharmacist becomes even more key to the delivery and safety of
medicines, Viatris is committed to supporting pharmacy.

Matt Salzmann

Ted Butler, Chairman of PM recently interviewed Viatris UK Country Manager, Matt
Salzmann to find out more about the Viatris healthcare story, mission and commitment to
pharmacy.

Can you give us an overview of your
career to date?
I’m an Australian but have been based in the UK for
the last five years.
I have over 20 years of experience in a series of roles
of increasing responsibility and I have been fortunate
enough to be able to work in two regions of the
world, both Asia and Europe. I have also been able
to work in three different pharmaceutical divisions consumer healthcare, manufacturing and commercial
in product portfolios that range from over the
counter to prescription brands.
My main focus and the portfolio that I have the most
experience in has been most relevant to pharmacy
and the delivery of care, particularly in the off-patent
space.

What are your main responsibilities in
your current role within Viatris?
My main responsibility as UK Country Manager is
leading the commercial delivery of all products and
services within Viatris UK.

geography or circumstance. It is going to be through
the development of our value based partnerships
with important sectors like pharmacy that we are
going to make the difference. We aim to provide
access to high quality medicines, healthcare solutions
and education to enable patient empowerment for
better health.
We are very proud in the UK to be the second largest
supplier of medicines to the NHS. We treat over 6
million patients in the UK annually with our portfolio
and have products in our portfolio that treat almost
every stage of life. We support a large number of
patients in the UK and I feel incredibly grateful and
humbled to be able to lead this organisation in the
UK, on behalf of 500 colleagues who work locally
within their communities with a regional based
system and even on the global stage as the UK is a
reference market for a lot of other countries.
My main responsibilities include management of
people, customers, operations and finance; using a
range of customer, financial, environmental and
social value metrics to ensure that we deliver a
reliable high-quality service and resilient, sustainable
medicine supply.

All of our activity centres around our company
mission to empower people worldwide to live
healthier at every stage of life, regardless of
Journal of Medicines Optimisation • Volume 8 • Issue 1 • March 2022
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How would you describe your
leadership style?

How does Viatris currently view the
significance of pharmacy within the UK?

In terms of my leadership style, I like to use a mix of
‘servant leadership’ which is enabling individuals to
grow and develop, and ‘transformational leadership’
where we are trying to evolve the organisation to enable
some of the goals such as the NHS Long Term Plan or
the Community Pharmacy Contractual Framework.

In Viatris, we see pharmacy as the front door to
the NHS.

In my commercial leadership role my ambition is to
develop a new collaborative way of working both
internally and externally that supports delivery of
the NHS Long Term Plan, a successful UK growth
business and also creates a great place to work. My
responsibility is therefore to develop a deeper
understanding of how Viatris and our products and
services can best serve our customers, our patients
and our communities.
I use two phrases internally quite a lot:
“Everybody is a leader in our organisation”.
With that comes responsibility, but also the
opportunity to influence things in a positive way.
“It's the people in our business, not the products
that make the difference”. I feel that my
responsibility is to create the conditions where
people can come to work and bring their best self to
try and create a better outcome for patients in the UK.
My ultimate goal is to evolve our traditional product
centric business to a more customer centric, data
driven healthcare business that can more effectively
support the current and evolving healthcare needs of
NHS systems to deliver prevention, population health
improvement and reduce health inequalities.
In summary, I have a broad responsibility in my
commercial leadership role that is centred around
delivery of our Viatris Healthcare Mission –
“healthcare not as it is, but how it should be” via
Access, Leadership and Partnership.
Access – Providing high quality medicines regardless
of geography or circumstance
Leadership – Advancing sustainable operations and
innovative solutions to patient health
Partnership – Leveraging our collective expertise to
connect people to products and services.
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We are setting out to advocate for and enable
pharmacy to move beyond the dispensing of
medicines to the provision of an ever expanding
range of clinical services to improve community
health and wellbeing. We see pharmacy at the centre
of this transformation plan and think that pharmacy
is key to population health improvement, both in
treatment and prevention.
We talked about providing access to high quality
medicines and we believe that pharmacy is the place
where this can really happen. The numbers and
statistics prove this. There is no part of the NHS
system that sees more patients every day than
pharmacy, so the potential to influence patient
health and health outcomes is there. Pharmacy is the
only place in the NHS where you can see a pharmacist
without going through a receptionist - there are no
barriers to someone engaging with a pharmacist. It is
very important to realise, and maybe build on what
this sector did through the Covid pandemic in terms
of being open, being available and continuing to care
for the patients.
As the experts in medicines, supported by progressive
government medicine policy and strategy, pharmacy
is increasingly important to the integrated healthcare
system in ensuring safe, effective and high quality
healthcare provision using medicines that put
patient’s needs first. Through structured medication
reviews, non-medical prescribing capability and
clinical service delivery, pharmacists are taking an
ever-increasing role within collaborative multidisciplinary teams across sectors to support the
delivery of high quality care provision in the NHS.

Within the various sectors of pharmacy in
primary and secondary care, can you look
ahead to give us a view on how you see
the future in the delivery of patient care
via pharmacy?
Firstly, we want to enable the NHS Long Term Plan
and support the appropriate shifting of care from A&E
and from secondary care into pharmacy where it can
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be triaged. We really see pharmacy being that place
where they can diagnose and treat for low acuity
conditions within the pharmacy setting or can refer
the patient to the appropriate and most effective
treatment pathway for their needs.
The delivery of NHS care will increasingly be
through collaborative multi-disciplinary teams in
integrated systems with defined pathways of care
and interoperable clinical systems. Traditional
boundaries will disappear to enable pharmacists to
operate at top of their licence and clinical
competence. Pharmacists will be the key to making
this happen so it is critical that they have a seat at
the table.
The big change in the ICSs is place based care,
moving from national based solutions to place based
solutions. Clearly, it is important that the financial
structure enables that, but in reality it is going to take
conversations at place based level about linking the
treatment pathways between pharmacy, GPs and
secondary care to ensure a good patient experience
that leads to better patient health outcomes. In this
space, Viatris see our role as advocates on behalf of
pharmacy who can help to bring different people to
the table to have conversations about how we revise
some of these pathways and some of the financial
flows to resource the healthcare need.

Is Viatris planning to engage in a new and
different manner with pharmacy within
your strategic plans?
Yes, absolutely and our first step is to engage with
pharmacy to listen and understand what their needs
are with a view to co-creating a solution together.
That is different perhaps to the past where a
company would have just pushed things on to
pharmacy without the prior engagement and
understanding. It is imperative that we listen to the
customer first, to understand what their needs are
before thinking about how we can provide some
value to enable that.
The world is changing, we are coming out of a
pandemic and the environment is also changing in
terms of the structure, so we need to understand
their priorities. A common thing that we are hearing
in terms of how we can support is advocating on

behalf of the sector so that they have a voice and
get recognised and I think we are making progress
in terms of demonstrating the value that the whole
sector provides.
Also, we think it is incredibly important that
pharmacy delivers on the key components of the
Community Pharmacy Contractual Framework. We
are in year three of a five year agreement and the
pharmacy sector has to deliver the proof points to
government to show that if they are given the
funding, they can deliver the service and get the
desired population health outcomes.
Pharmacy have already created the goodwill in terms
of their delivery throughout the Covid pandemic.
Now, things like the New Medicine Services,
hypertension case study findings, enabling PCNs and
ICSs to work etc., are the things that we need to
deliver on in the next two years. Viatris will be
focusing on how we can help with that. The first
big part of this is workforce development and
managing the chain and we are offering some
services there.
The old solutions and old ways of working are not the
way forward. Collaboration and not competition is
the way forward for our sector. Viatris is very much
aligned with that spirit and we are looking to
collaborate with like minded people who are open to
a different approach and to different ways of
working. It will be necessary to leave some of the
baggage from the past behind and start again - a new
fresh approach where we all work together on a
common problem to find a good solution.

How can Viatris help pharmacy to
develop more professionally to improve
patient care?
There are many things that we can do as we have 500
colleagues with such a broad range of skills and
experience. The first place we are trying to start is
with leadership engagement and championing the
role that pharmacy has within the sector but also
talking to these business owners or managers or
leaders of teams about how they manage change.
Viatris have joined two legacy companies together in
a pandemic, and as a result have learned a lot of
lessons around managing change.
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Viatris is known for the quality of our medical
education and workforce development that we
provide and hopefully we have been recognised as
one of the leading providers of quality pharmacy
training. I think we can do things around affordable
medicines and medicines optimisation. We can work
with people around integrated pathway development
and making them more effective. There are many
things we can do.
We can do things at the patient level, but where the
difference and the opportunity really comes is with
joined up system thinking and this is where we are
focusing this year to really try and make these
systems work. I am optimistic with what is being
proposed, because I think it will be a place based
solution and by empowering people and giving them
financial control will enable the development and
delivery of those resources and services.

Do the Celtic nations also feature in
Viatris thinking for supporting
pharmacy development?
Absolutely, yes and with our footprint, we have
people and resources all around the UK including the
devolved nations. We acknowledge and recognise the
differences in the NHS operating system and the
potential needs, but recognise that some elements of
skills and capability development should be common
and transferable. We understand and appreciate that
they are leading the way in many areas in terms of
joined up system thinking.

Have you any examples of initiatives
already undertaken with NHS partners
for improving patient care?
For us it would be guideline development, advisory
boards, webinars and masterclasses. We have had
shared experiences using specific case studies, we
have also gone into pathway redesign for treatments.
We are involved in KOL education and medicines
optimisation toolkits and we also have corporate
partnerships with organisations such as the United
Kingdom Clinical Pharmacy Association and PM.
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If you had to nominate the top 3 priorities
within Viatris for engagement with
pharmacy, what would they be?
The first one is to engage as a healthcare company
which is a very different mindset for us. This means
providing not just a product or a medicine solution,
but a total solution. This requires us to listen and
understand what pharmacies needs are and then cocreate a solution together in order to produce a
positive outcome.
Secondly, it would be to champion the pivotal role
that pharmacy can play in an integrated
healthcare system in terms of health population
improvement and the quality of care.
Finally, it would be to support pharmacists on their
learning and development journey - helping them
to manage the change but also personally grow their
skills, grow their development, grow themselves as a
professional to meet the challenges of this upcoming
change that we are all going to work on together.
To summarise, it is to engage, listen, understand
and then more importantly act together in a new
way championing the role of the pharmacy sector
and then continue to support the journey of
pharmacists on their learning development.

How can pharmacists or NHS
organisations contact Viatris to discuss
any points of common interest or
development needs that they have?
We have many points of contact.
We can be contacted via our Customer Service
department, we also have our Key Account Managers
that go out into pharmacy every day.
You can also contact us through our website or
contact Andrew Mooney, Head of External Affairs, by
emailing andrew.mooney@viatris.com.
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Leading the ‘Medicines Optimisation in Secure
Environments’ Project in the South East Region Developing Leadership & Project Management Skills
with CLIP®
Kim Tie, Clinical Effectiveness Pharmacist, NHS South Centre West.
Correspondence to: kim.tie@nhs.net

Introduction

Project Background

As part of my role as the Clinical Effectiveness
Pharmacist within the Medicines Optimisation Team
at NHS South Centre West (SCW), I identified the
needs to further develop my leadership skills, to
advance my ability in collaborative working, and to
improve my confidence in managing the fastchanging NHS and the challenges faced within the
pharmacy profession and the wider health and social
care landscape.

It is important that patients in the secure
environments, including prisons, Young Offender
Institutions, Secure Training Centres and Immigration
Removal Centres have access to the same excellent,
safe and effective health and clinical services that is
equivalent to that of the community. There are unique
challenges in various aspects of the provision of
clinical services and medicines for patients in these
secure environments, for example, trading and
diversion of prescribed medications, access of
prohibited substances whilst in custody, operational
impact of supervised administration of high-risk
medicines, medicines reconciliation, and medicines
continuity to name a few. The Royal Pharmaceutical
Society (RPS) has published a set of guidance that
outlines the professional standards for optimising
medicines for people in secure environments.

I have since had the opportunity to embark on a
leadership development journey with the Clinical
Leadership in Pharmacy (CLIP®) Programme. One of
the key benefits of the CLIP® programme is that I can
apply the new skills and knowledge to my daily
leadership challenges and project management. This
report outlines some of the CLIP® models and tools
that I have learned and applied to a work-based
project that I am currently leading on – ‘Medicines
Optimisation in Secure Environments’ Project in the
South East Region.
This report includes:
• Project background – why we do what we do
• Collaborative working – How I navigate the ups
and downs of collaborative working
• Project management – What I have done, within
my capacity as the Project Lead, in driving the
team and project forward
• Mentoring and coaching – How I have mentored
and coached a junior member of staff
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Health and Justice (H&J) South East England
commissioned NHS SCW to provide a medicines
optimisation service that will assure the commissioners
that the use of medicines within the 23 H&J sites across
the South East of England is effectively managed and
that patients receive medicines in a safe and
appropriate manner. The project is delivered in
collaboration with another external NHS organisation
over three phases. The overarching objective of the
project is to develop a detailed summary of the current
provision of clinical pharmacy and supply of medicines
services across the region, with the aims to reduce
unwarranted variation, to identify and implement
solutions and to improve consistency across all sites.
For the purpose of the CLIP® project plan, I will focus on
Phase 1 of the project cycle, which should take
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approximately 6 months to complete.
In Phase 1, the objectives are to
• Establish baseline using the Specialist Pharmacy
Services (SPS) H&J national audits (2019) as the
basis for the initial desktop review and mapping of
services. This step will involve developing a toolkit
to capture the relevant information.
• Assess baseline against the national standards of
Medicines Optimisation standards for secure
environments for all sites within the region.
• Make recommendations accordingly to improve
quality and consistency of service provision and to
reduce variations.

Collaborative Working
The collaboration between NHS SCW and the
External Organisation has been an exciting yet

challenging opportunity for me to practice the skills
and knowledge acquired through this Programme.
My key aims for collaborative working are to ensure I
can, within my capacity as the Project Lead;
• Maintain effective collaboration, which lends to
effective communication and setting clear
boundaries with the external organisation.
• Establish team building, development and
support as we are a relatively small team and most
of us are new to H&J.
• Exhibit effective leadership as I am leading team
members from the External Organisation who are
more experienced and have Subject Matter
Expertise (SME) in H&J.
The following sets out some key examples of the
challenges I faced, and the CLIP® tools I used to overcome
or resolve them, and their respective outcomes.

Scenario:
The Project Delivery Team has regular weekly meeting to discuss operational matters.
Challenges:
My challenge is to navigate through negative behaviours and challenges from some of the team members,
and at the same time to lead productive meetings so the project can move forward.
CLIP® tool used:
The behavioural/communication styles model Using the behavioural/communication style model, I
examined and reflected on the different personality types and adapted my communication style to suit
their preferred style. Through observation, I noticed there are ‘Driver’, ‘Amiable’ and ‘Analytical’ styles
within the team.
For example, when speaking with the ‘Amiable’ person, I focus on using words that resonate with feelings,
and provide reassurance and affirmations on tasks delivered. I built trust with this person by being open
with them about my own weaknesses and strengths and to take time to know them personally.
When speaking with the ‘Driver’ person, I focus on the task and goals and make sure I am concise and get
to the point quickly.
When speaking with the ‘analytical’ person, I propose logical solutions to their problems and make sure I
am always prepared and equipped with answers to their questions. I also provided documentations to
help direct their decision-making process and always allow sufficient time for them to make their decision.
Outcomes:
Relationships between members of the working group has improved gradually. I have led productive
meetings and we have been able to produce great work together and achieved project milestones.
Nonetheless more work is required to ensure communication is open, honest, and respectful.
A team building day has been planned to facilitate this.
Example 1: Communication
Journal of Medicines Optimisation • Volume 8 • Issue 1 • March 2022
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Scenario:
The customer has asked that we conduct an ad hoc site visit at a short notice to resolve some urgent
issues. As the project lead, I was confident we were able to deliver a good quality service to the customer
by being flexible and pragmatic during the visit. This was the most appropriate approach to take given the
context of the customer’s requests and requirements. I asked the team members of the external
organisation to nominate one person to come along with myself to the site.
Challenges:
Team members from the external organisation wanted to postpone the site visit so that we could clarify
the specific requirements of the customer. There were also numerous disputes in how the data collection
tool should be completed/ adapted so that it can be used during the site visit.
CLIP® tool used:
The Thomas-Kilmann Conflict Model
I used a mixture of tactics and responses in negotiating a favourable outcome for both organisations.
Firstly, I was assertive and adopted the ‘competing’ response to emphasise the need for prompt delivery
of the site visits, as agreed with the customer. I declined the prospect of postponing the site visit in a firm
manner, stating facts and reasons to support my decision.
Then, I adopted the ‘compromising’ approach to negotiate about the data collection tool. I provided
reassurance to the team that as they were not satisfied with the contents and format of the tool, we will
work together to improve it. I established a Working Group to facilitate this.
Finally, I also employed the ‘accommodating’ tactic when during a debate about the format of the tool,
the lead from the external organisation was adamant it must be done in a certain way and the debate was
getting heated. I decided that maintaining good working relationship with the person is more important
than the format of the tool. On this occasion I believed it was important to agree to their request to aid
and improve our relationship and trust.
I have not used ‘avoiding’ response but have dealt with the situation professionally and with resolution. I
have not utilised ‘collaborating’ response because as collaborators we are not yet at a place where this
can be realised.
Outcomes:
The team member was pleased that their opinion was listened to and acted upon. We conducted the site
visit as scheduled and our approach during the visit was extremely well received by the site. The customer
and other stakeholders also commented that they have found our final report very educational, thorough,
and helpful.
After the visit, we continued to work on the tool so that it can be used for the subsequent phases of the
project. We received positive response from stakeholders who previewed the tool before the actual
launch. The tool was published subsequently on schedule.
Example 2: Conflict Resolution
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Image 1: The Thomas-Kilmann Conflict Model

Project Management
This is the first time I have been involved in a project on
this scale. I learned about project management skills
and tools on the CLIP® programme and have found
that the following tools are particularly helpful in
enabling me to contextualise the project plan and
key tasks. Through Work Breakdown Structure, for
example, I identified a few key steps which would have
otherwise been missed.
1 Project planning
• Fishbone Diagram
• Work Breakdown Structure
• Gantt chart
• Responsibility Assignment Matrix; and
• SMART objectives
2 Managing and controlling risks:
• Risk Management Model; and
• Risk register

For more details on what I have learned in upskilling
my project management techniques and knowledge,
please see appendices for an example of the
• Fishbone Diagram – Appendix 1;
• Work Breakdown Structure - Appendix 2; and
• a snapshot of the project Gantt Chart - Appendix 3.

Mentoring and Coaching
One of my proudest achievements during the duration
of this Programme is the relationship and trust that I
have built with a junior member of staff, who has
recently just joined our organisation. The member of
staff is new to virtual ways of working and new to
commissioning and consultancy. It soon became
apparent that the member of staff needed help and
guidance to help boost their confidence and to develop
their skills and knowledge in the work that we do.
I utilised the following tools during my monthly oneto-one meetings and regular weekly meetings:
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Image 2: The Skill-Will Matrix
• The Skill-Will matrix

them to use the SMART objectives for their
development plan and set measurable outcomes and
timeline to achieve each objective.

• SMART objectives
• 360° feedback

From observation I believe that the member of staff
has high will, but low skill. I suggested that they
approach another senior member of staff who came
from similar background to become their mentor.

Over the months, through coaching and mentoring
using the GROW model, I have seen noticeable
improvement in the member of staff’s confidence
and quality of their output. We have also established
a transparent, authentic relationship where we share
each other’s learnings and celebrate successes.

When setting up the professional and personal
development plan for the member of staff, I guided

Below sets out some of the ways I have helped guided
or coached the member of staff.

• GROW model

Confidence in speaking up during meetings
The member of staff expressed that they have little confidence in speaking up in meetings. I shared my
experience as I have similar issues with this myself. I then gave them affirmations to say that I have seen
them speak up during meetings and the things that they said has always been received well by others in
the meeting. I then asked if they would like to chair the weekly internal team meeting, as that is a safe
place to start practising some chairing skills and be comfortable in meeting environments.
The member of staff is now chairing our weekly internal team meetings and I have seen great
improvements in their confidence in speaking up in meetings, sharing ideas, and even standing up for
themself when challenged inappropriately by others in meetings.
Time Management:
The member of staff expressed concerns about their own time management skills, as they have noticed
that time spent on tasks was unproportionate and productivity was low. I have also noticed this through
the monthly tracker that I generate for the team, which details how much time is spent on each task. The
fact that this was brought up by the member of staff first has made it an easier conversation to be had.
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I shared that I appreciated the honesty and openness and said we can monitor this together. Each month
when I generate the tracker, I would send it on to the member of staff for self-assessment; and we will go
through it and discuss it in our next one-to-one meeting. I have also reassured that as this is on their
development plan, we do need to take action to improve this, but the purpose is non-punitive; instead it is
for development and improvement purposes, to increase their productivity and to improve their time
management skills. We also explored what other ways can be used to manage their time more effectively.
Through coaching, the member of staff came up with the suggestion that they will utilise the online
calendar to block out a set of time that they think is a reasonable amount of time to complete a task, and
time themself against that.
We have done this for 3 months and I have seen great improvement in the level of productivity, and we are
very open and comfortable talking about any improvements that still need to happen.
Feeling Overwhelmed:
I The member of staff, during the second month of joining, shared that they were feeling overwhelmed. I used
open questioning skills and listening skills to explore and understand what they were facing. I soon realised
that they were suffering with low self-confidence and self-doubt, and information overload. They question
themself if they were good enough to do the job. In particular, they referred to the Health and Justice project
that we are working on, as they too, like myself, have no previous Health and Justice experience.
I was sympathetic and reassured the member of staff that this is normal as it was only the second month
of them being in this new role, new environment and new way of working. I suggested that knowledge gap
could be the reason why there were feeling this way. This seemed to resonate with the member of staff
who agreed that it was the knowledge gap in Health and Justice that has caused this feeling.
I shared my own experience and was empathetic as I also do not have previous Health and Justice experience.
I guided the member of staff by suggesting that they could complete the online learning on Health and
Justice, which is freely available on the Centre for Pharmacy Postgraduate Education (CPPE) website.
The member of staff was very thankful of the practical guidance. Since then, with time and training, the
member of staff has gained significant amount of knowledge on Health and Justice, even though they have
not worked in the sector before. They no longer expressed any feelings of being overwhelmed by the subject.
Example 3: Mentoring and Coaching
Example 4 below depicts the questions I used in one
of our one-to-one meetings, in relation to issues

around time management. This follows the outline of
the GROW model.

Goal:
How do you want your time management to look like? What does success mean to you in terms of time
management?
Reality:
How do you think you are doing now? What do you feel about your time management skills now?
Opportunity:
What have worked for you in the past? What would work for you now?
What’s next/ Way forward:
What will you do to achieve your goal? What do you need from me or from other members of the team to
help you achieve this?
Example 4: The GROW Model on Time Management
Journal of Medicines Optimisation • Volume 8 • Issue 1 • March 2022
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Summary
Through the Clinical Leadership in Pharmacy (CLIP®)
Programme, I have learned a multitude of tools and
skillsets that have proven to be powerful in my dayto-day leadership and project management. I have
been able to stretch myself further, push myself over
my limiting self-beliefs, and my confidence as an
effective leader has increased significantly over the
months. I continue to practise reflective practice and
seek regular feedbacks from my CLIP® mentor, line
manager, and my direct report.
The biggest improvement that I have seen in myself is
my confidence in chairing and speaking up during
meetings. I have chaired important meetings and
presented successfully to key stakeholders and also
to smaller groups. The project management tools and
skillsets are monumental in shaping and directing my
role as the Project Lead for the Health and Justice
Medicines Optimisation Project in the South East. As a
result, the project is currently on track and we have
achieved key milestones. Furthermore, we have
received excellent feedback from the customer on
work that we have delivered so far.
There is still much to learn and more room to grow. I
am confident that my leadership foundation built
through this Programme will continue to solidify and
expand, as I continue to apply the skills and tools in
my daily leadership.

Declaration of interests
The author has no interest to declare.
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Appendices
Appendix 1 – Fishbone Diagram

Appendix 2 – Work Breakdown Structure
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Appendix 3 – Gantt Chart
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pharmacist in a general practice setting
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Abstract
Title
Introducing a new service for wellbeing Structured Medication Reviews (SMRs) carried out by a clinical pharmacist
in a general practice setting.
Author list
Shah M.
Introduction
Undertaking SMRs in primary care reduces the number of people who are overprescribed medication, reduces
the risk of an adverse drug reaction, hospitalisation or addiction to prescription medicines. Every Primary Care
Network (PCN) must use appropriate tools to identify and prioritise patients who would benefit from a SMR,
specifically those on 10 or more medications. A new service including a discussion on wellbeing and coaching
the patient through motivational interviewing can support patients to improve their lifestyle.
Method
Wellbeing SMRs were completed for a targeted patient cohort: on ten or more medicines, Body Mass Index (BMI)
of thirty or more, and age between forty to sixty years old. Patients were asked to complete a wellbeing
questionnaire prior to the review. The review included the usual SMR process with an additional focus on the
wellbeing score from the questionnaire which covered diet, exercise, alcohol consumption and smoking.
Patients were asked to reflect on their score and set a wellbeing goal to work on over the next 3 months.
Results
All patients had an improvement in their wellbeing score, met their wellbeing goal, had a reduction in weight and
had a reduction in their BMI after 3 months. The range of intentional healthy weight loss was between 0.4kg - 9kg.
Conclusion
This service has improved the wellbeing of patients. The process of coaching through motivational interviewing as
part of SMRs can support patients to improve their wellbeing. This shows a positive benefit on patient outcomes.
Keywords: wellbeing, lifestyle, coaching, quality improvement, motivational interviewing, structured medication
reviews (SMRs)
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Introduction

2. “How might you go about it in order to succeed?”

A structured medication review is defined by the
National Institute for Health and Care Excellence
(NICE) as a critical examination of a person's
medicines with the objective of reaching an
agreement with the person about treatment,
optimising the impact of medicines, minimising the
number of medication-related problems and
reducing waste.1 SMRs are part of the 2021/2022
Network Contract Directed Enhanced Service (DES)
Specification.2 Primary Care Network (PCN) patients
who would benefit from a SMR include patients with
complex and problematic polypharmacy, specifically
those on ten or more medications.

3. “What are the three best reasons for you to do it?”

The NHS Long Term Plan outlines doing things
differently to prevent illness.3 The prevention of
avoidable illness can be improved through obesity
reduction and better support for patients to enhance
supported self-management of long term health
conditions. New models of care can improve health
and wellbeing outcomes. A focus on prevention and
self-care will help support independence and reduce
the need for interventions from health or social care
services in the future.
Health coaching assists patients to gain the
knowledge, skills, tools and confidence to become
active participants in their care so they can reach
their self-identified health goals.4 Health coaching
is a supported self-management intervention and
is part of the NHS Long Term Plan’s commitment to
make personalised care business as usual across the
health and care system.5
Motivational interviewing is a collaborative conversation
for strengthening a person’s own motivation and
commitment to change.6 It encourages behaviour
change with benevolence to meet a goal. Motivational
interviewing allows people to talk themselves into
change based on their own values and interests. It is
human nature to have ambivalence (wanting and
not wanting something). This involves some selfmotivational statements and some sustain talk to
prevent change occurring naturally.6 Asking the
following five questions and listening allows patients to
feel engaged, empowered, open and understood:
1. “Why would you want to make this change?”

44

4. “How important is it for you to make this change,
and why?”
5. “So what do you think you’ll do?”
SMRs include managing long term conditions where
behaviour and lifestyle determine future health and
quality of life. A large proportion of disease burden is
caused by smoking, poor diet and lack of exercise.7
In addition to the SMR, a discussion on wellbeing
and coaching the patient through motivational
interviewing to set their own wellbeing health goal
could provide further support. This innovative idea
can be trialled with a specific cohort of patients.
Pharmacists can offer a more holistic service which
patients can benefit from. Implementing new
innovative services could have a positive benefit on
patient outcomes.

Method:
After an initial pilot of completing wellbeing SMRs
for seven randomly selected patients the target
cohort of patients for the new service was selected.
The PDSA (Plan, Do, Study, Act) was used to set up the
new service.
Target patient cohort:
• On ten or more medicines
• Body Mass Index (BMI) of thirty or more
• Age between forty to sixty years old
Patients received a telephone call to explain the
service and, if accepted, were booked in for a 30 – 45
minutes review with a clinical pharmacist. Patients
were asked to complete a wellbeing questionnaire
(The How Are You? quiz part of the Better Health
programme by Public Health England)8 before the
review. The pharmacist had basic knowledge of
coaching and motivational interviewing principles.
The review included the usual SMR process with an
additional focus on the score from the wellbeing
questionnaire which covered diet, exercise, alcohol
consumption, smoking, energy levels, mood, sleep,
barriers to self-care and top health priorities.
Patients were coached to reflect on their score and
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set a wellbeing goal to work on over the following 3
months. Open questioning focusing on the patient’s
personal motivation and needs was used to support
goal setting. Positive psychology was explored with
active listening. A wellbeing fact sheet9 was sent to
patients after the review and a follow up
appointment was arranged after 3 months. All
patients were also offered a referral to the NHS digital
weight management programme10 if applicable. Data
collected included age, gender, wellbeing score (out
of 10), agreed wellbeing goal, date of review, weight,
BMI and if a referral to the NHS digital weight
management programme was accepted or declined.
The initial review was conducted between July 2021
to September 2021.
The follow up reviews were conducted after 3 months
between October 2021 to December 2021. Patients were
asked to complete the same wellbeing questionnaire
prior to the review. Patients were asked to reflect on
the last 3 months and if their set goal was achieved.
Further questions included what helped towards the
goal and if anything hindered achieving the goal.
Finally patients were asked to set a personal plan to
continue with and were invited to book a follow up
review in the future if needed. Data collected

included wellbeing score (out of 10) after 3 months, if
the agreed wellbeing goal was achieved or not, date
of follow up review, weight after 3 months, BMI and
any anonymous comments from the patient.

Ethics
This project did not require NHS Research Ethics
Committee approval as it was categorised as a
service evaluation. Patient data were used in
accordance with local policy and in line with general
data protection regulations.

Results
A total of 23 patients in a GP practice met the target
patient cohort. A total of 15 patients provided
consent to have a wellbeing SMR: 8 patients (53%)
were female and 7 patients (47%) were male. The age
of patients ranged from 44 years to 58 years with a
mean average age of 52.4 years. Every patient chose
their own wellbeing goal: 11 patients set diet related
goals and 4 patients set exercise related goals.
Examples of wellbeing goals set include:
• Start swimming 30 minutes three times a week

Figure 1: Graph showing the personal wellbeing score of patients
at the first review compared to 3 months after the initial review
Journal of Medicines Optimisation • Volume 8 • Issue 1 • March 2022
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• Switch white rice to brown rice and only have a fist
sized portion as a single serving

The score from the wellbeing questionnaire gave
points based on how closely the government's
guidelines on eating healthily, drinking alcohol, being
active and smoking were followed. Points were given
for: healthier food options, drinking below the
recommended number of units of alcohol per week,
getting the recommended amount of exercise
including strength building exercises per week and
not smoking. The overall score was out of 10 where a
higher number showed better personal wellbeing.

• Eat three meals a day without any additional
snacks in between
Anonymous comments from patients at the follow
up review:
“Very motivated after initial session and wouldn't
have considered dietary changes without the
coaching during the review”

The wellbeing score at the first review ranged from 1
- 7 with a mean average score of 4.5. The wellbeing
score after 3 months ranged from 4 - 9 with a mean
average score of 6.7. This showed an average
increase of 2.2 in the wellbeing score after 3 months
of a wellbeing SMR including coaching through
motivation interviewing. Figure 1 shows the change
in personal wellbeing scores from the initial review
and 3 months later. Better wellbeing reduces disease
burden and allows patients to selfmanage long term
conditions more confidently.

“Thank you for supporting me to look after myself”
“I didn’t realise I could feel this good by improving
my diet”
“I am motivated to continue to exercise everyday
now”

Discussion
All patients had an improvement in their wellbeing
score, met their wellbeing goal, had a reduction in
weight and had a reduction in their BMI after 3
months.

Patients were asked to provide a weight at the initial

Patient
allocated
number

Patient weight at
the first review
(kg)

Patient weight
after 3 months
(kg)

Intentional
weight loss after
3 months (kg)

Referral to NHS
digital weight
management
programme?

1

101

99

2

Yes

2

16

93

3

No

3

89

85

4

No

4

157.2

152

5.2

Yes

5

99

90

9

No

6

109

105

4

No

7

104

102

2

No

8

80

78

2

No

9

91

90.5

0.5

No

10

119

115

4

Yes

11

101

98

3

Yes

12

86.4

86

0.4

No

13

81

75

6

No

14

119

111

8

No

15

93

92

1

Yes

Table 1: Table showing patients’ weight at the first review, after 3 months, the intentional weight loss
achieved and whether a referral was made to the NHS digital weight management programme
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review and after 3 months in addition to recording
their personal wellbeing score at the same time
intervals. The mean average weight at the initial
review was 101.7kg (range between 80kg - 157.2kg).
The mean average weight after 3 months was 98.1kg
(range between 75kg - 152kg). Table 1 shows each
patient’s weight initially, after 3 months and the
change. If the patient was referred to the NHS digital
weight management programme this is also
recorded. The mean average intentional healthy
weight loss after 3 months was 3.6kg. The range was
between 0.4kg - 9kg.
The BMI recorded at the initial review was between
the range of 30.5 - 46.4 (kg/m2) with a mean average
BMI of 35.8 kg/m2. BMI recorded after 3 months was
between the range of 28.2 - 44.9 (kg/m2) with a
mean average BMI of 34.6 kg/m2. Therefore the
average classification of obesity was reduced from
obesity class II to obesity class I. The coaching and
motivational interviewing as part of the SMR helped
patients to identify an achievable wellbeing goal.
As all patients met their wellbeing goal, they
improved their lifestyle and managed to reduce their
weight. This shows a positive benefit on patient
outcomes. The anonymous comments demonstrate
a positive patient experience. Weight management
can have profound effects on managing and reducing
complications from long term conditions.
A study in the United States showed 90% of
participants (from a total of 70) experienced a
favourable reduction in chronic disease biomarkers
such as HbA1c and inflammatory markers following
individual health coaching for nine months.11 The
self-reported wellbeing of participants also improved
which is consistent in the results following a
wellbeing SMR.
The limitations of the service is the small patient
numbers for wellbeing SMRs. Biomarkers were not
measured at the initial and follow up reviews which
could have provided more evidence on patient
outcomes. The next aim is to complete this project in
all practices across the Primary Care Network. In the
future this could be built into the regular SMR process
to routinely discuss wellbeing together with the
impact of medication.

Conclusion
This service has improved the wellbeing of patients
and led to intentional healthy weight loss. The process
of coaching through motivational interviewing as
part of SMRs can support patients to improve their
wellbeing and reduce disease burden. Integrating
SMRs as an opportunity to discuss lifestyle and
positive behaviours changes can motivate patients to
improve their health. There is further motivational
benefit when lifestyle is discussed together with the
impact of medication. This service will be extended
across the Primary Care Network for more patients
to benefit.
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Background

Rationale

Malnutrition is a vast problem within the UK affecting
over three million people and costing over £19.6
billion annually,1 having a substantial impact on the
health economy, by increasing the demands on
General Practice services and increased cost of
prescribing.

Data from Business intelligence (BI) portal,5 for the
periods between February and April 2021. showed
that Heywood Middleton and Rochdale Clinical
Commissioning Group (HMR CCG) were the second
highest prescriber in terms of items and the highest
prescriber in terms of cost in Greater Manchester.

There is an estimated 10-14% of over 65’s in
Greater Manchester (GM) who are malnourished,
and around 20% are dehydrated (GMHSCP 2020).2
With a growing 65+ population in HMR, likely to
rise to 41,400 by 2025 (JSNA 2018),3 this equates
to approximately 5,000 malnourished and 8,000
dehydrated individuals.

Currently, there is a variation in national
recommendations for malnutrition screening between
primary and secondary care settings and the process
by which nutrition supply services are procured
locally. For instance, the choice of ONS in hospital are
likely to be influenced by heavily discounted pricing
as part of their individual contract with nutrition
supply services. Nutrition supply services provide
ONS and other specialist products via the non FP10
route to secondary care and specialist services at
‘loss leading’ costs. However, once patients are
discharged from hospital, if the recommended ONS
are still required, will continue to be prescribed in
primary care at the full NHS price via the FP10 route
without any discount benefits.6

ONS is often prescribed for the management of
malnutrition. Beneficial when used correctly, but
not always the case. National audits highlight
inappropriate prescribing to be as high as 75% in
some areas when measured against the Advisory
Committee for Borderline Substances (ACBS)4
prescribing criteria.

Figure 1: Data from Business intelligence (BI) portal, for the periods between February and April 2021
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Commissioning Guidance

Resources, Limitation and Schedule

As the financial climate changes in the NHS, the
challenge is to deliver efficiency, savings and
minimise waste whilst ensuring high quality care.7
Quality Innovation Productivity and Prevention (QIPP)7
programmes are a method of helping achieve
financial savings that will make the system
sustainable, as per the NHS Five Year Forward View.8

The prospect of leading on the project was exciting
yet challenging as I was inheriting a team in ‘decay’.12
There was no strategy in place resulting in the lack
of performance. On the contrary, the project
demonstrated patient-centred care and improved
patient outcomes and would provide me with the
opportunity to work outside my area of expertise
and involved cross sector working, directly with
dietitians, GPs, and other healthcare professionals.
There were however limited resources in terms of
staffing, only a full-time equivalent dietitian
available, and four technicians who had other
priorities including participating in the COVID
Vaccination Clinics. As a consequence of the
pandemic, the community dietetic team were
overstretched, and many patients had been lost to
follow up. Consequently, I decided on a SMART12
achievable work programme and suggested we
breakdown the process and initially run a ‘pilot’
phase of the audit, selecting the very high priority
practices over a 6-month period and review the
outcomes before involving the technicians and
extending the Audit to all 36 practices in HMR CCG.

Commissioning for the nutrition and hydration needs
of the population forms part of the NHS England
Truths commitments in response to the Francis
Report9 and supports the Department of Health’s
request to develop strategies to improve the delivery
of adequate nutrition and hydration services.10
NHS England Guidance to Commissioning Excellent
Nutrition and Hydration 2015-18 highlighted the
role of reviewing and providing guidance regarding
the appropriate use of adult ONS via medicines
optimisation as a community commissioning
approach to improve clinical outcomes and financial
efficiencies.11

Commissioning Guidance
I joined the Medicines Optimisation team as a Senior
Clinical Pharmacist in March 2021, amidst the Covid
pandemic. A dietitian was appointed on a two-year
secondment role and had been in post for 6 months
prior to my commencement. Due to the pandemic
and virtual working arrangements the dietitian had
struggled to make any progress with reviewing
patients and addressing the overprescribing issue of
ONS. The expectations of the project participants
were not managed effectively and there was a lack
of co-operation and support from other team
members. The Medicines Optimisation Team (MOT)
consists of 4 Pharmacy Technicians and the
Medicines Optimisation Lead, our line manager.

Coincidently, during this time, I signed up for the
CLIP® programme and viewed it as a perfect
opportunity to utilise and demonstrate the
leadership skills I would acquire in the process, to
effectively drive the project and deliver best possible
quality patient centred and productivity outcomes.

In my previous role as a CCG Pharmacist, I had some
experience in reviewing patients on ONS and making
subsequent recommendations and thereby offered
my support to work with the dietitian and develop a
clear strategy which was essential to address the
issue of over prescribing of ONS within the locality.

Stakeholders

An initial scoping meeting was held, to identify the
key stakeholders and consequent collaborative
processes required to engage them. We also
discussed the work schedule, scope of the project,
audit criteria, standards and objectives and resource
availabilities before planning and developing an
implementation strategy.

The CLIP® programme12 taught me to manage the
expectations of stakeholders individually using
different approaches for e.g., the clinical leads who
influence the team were regularly solicited for their
input, advice and feedback whereas the GP and Dietetic
Service Providers were proactively monitored (as they
will be impacted directly from the interventions) and
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aimed to be kept informed throughout, to support the
long-term effectiveness of the process.
The key stakeholders identified included the
Medicines Optimisation Lead Pharmacist, CCG
Operational Leads, Patients (Service user), General
Practitioners (GP) Service Providers and Support
Team, Care Home service providers, Nutrition Supply
Service Providers and the Community and Hospital
Dietetic Services.
A Proposal was presented to the clinical leads and
approval was granted for the Medicine Optimisation
Team (MOT) to conduct a clinical audit of ONS
prescribing on behalf of GP practices in HMR.

Objective
To promote appropriate, rational, and cost-effective
prescribing of oral nutritional supplements in
accordance with NICE13 and ACBS4 guidelines.
Both the dietitian and I agreed that the primary
care prescribers would benefit from the availability
of a ‘Quick Reference ONS Product Guidance’ or
formulary, outlining the prescribing criteria and the
first line cost-effective recommendations, accessible
by the prescribers, as a document, link or tool that
can be integrated into the GP prescribing system,
supporting appropriate prescribing, monitoring the
patients and effectively delivering guidance level
care and thereby resolving some of the ONS
prescribing issues. A detailed guidance was also
required justifying the formulary recommendations.
Once developed and ratified, the formulary and
guidance would need to be updated regularly and
could be used to define the standards by which the
practices will be audited.

Training/Needs
We held several brainstorming sessions where I had
the opportunity to identify my learning needs around
nutrition. The dietitian was not familiar with the
practice prescribing system EMIS, and I was able to
provide her with the necessary training to search
and access patient details, review their dietary needs
and record the consultations. This was a prime
example of how collaborating with different
healthcare professionals increased knowledge
sharing, encouraged creativity and innovation.
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Roles and Responsibilities
It was agreed the dietitian would work on developing
the formulary choices (Appendix 1) and defining the
prescribing criteria with reference to national
guidelines and I would focus on identifying the audit
criteria, creating searches on the prescribing system
to obtain and extract the relevant information
required for the data collection (Appendix 2) and
communicate and liaise with the high priority
practices.
Eight GP practices were identified as the highest
prescribers of ONS and were selected for the pilot
phase of the audit. Once, access permission was
granted, the dietitian and I worked together with the
practices to review and assess the patients against
the newly developed local ONS prescribing guidance
and formulary. It was during this phase of the project
I understood how different communications styles
have characteristics and qualities that are essential
for effective communication and leadership roles.
The CLIP® Communication styles12 survey confirmed
that my preferred communications styles were
predominantly Driver and Analytical.12 I could relate
to these characteristics as I am very mathematical,
meticulous, task orientated and dislike wasting time.
Interestingly, the dietitian was quite the opposite,
and in my opinion, displayed the Expressive and
Amiable12 characteristics. She was very creative, and
time was never a factor, yet easy to work with and
supportive towards my ideas and suggestions.
Though initially, I found the slower pace of working
frustrating, I learnt to acknowledge our differences
and persevere. As we continued working together, I
learnt to adapt more to her approach of working.

GP Approval and Implementation of
Recommendations
Following completion of the audit at some of the
practices, the data were collated on a spreadsheet
with the recommendations. I compiled a report with
the findings from the audit and fed back the
information with the practices via a presentation
(Appendix 3). We decided on this approach to engage
with the practitioners and demonstrate how patient
care could be improved from our recommendations
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as well as the additional cost saving benefits of the
project. The direct interaction was an opportunity to
negotiate with the prescribers and agree actions to
the proposed recommendations, discuss training
requirements and an opportunity to discuss any
further questions. I was impressed with how the
dietitian worked to influence and engage with the
audience through her passion around the subject of
nutrition. My fortes remained more factual around
discussing and interpreting the data from the results
of the audit and negotiating on how we could
implement the changes and communicate the
actions required to improve the current situation of
prescribing ONS. Between us, we displayed
complementary skills, which offered coordinated
efforts to accomplish the task of engaging the
stakeholders, in this case, the GPs to approve,
support and learn from the work we had done.
The recommendations/changes were implemented
via the agreed route which varied depending on the

GP practice. Some GPs granted approval for us to
implement the changes following the reviews and
discussions with the patients whereas others
preferred to review the recommendations and
oversee the changes made. Examples of the changes
include switching patients to formulary choices,
discontinuing ONS where patients did not meet NICE
and ACBS criteria or have a qualifying MUST score,
reviewing course lengths, doses and quantities to
minimise wastage, offering Food First Advice,
signposting patients to other services and referring
malnourished patients requiring additional support
and monitoring to the community Dietetic Services.
On reflection, initially, the team could be referred to
as a ‘Pseudo team’12 in terms of the position on
the Performance Curve12 (see below), where the
dietitian and other team members had differing
accounts of team objectives and disparate goals. This
justifies the lack of progression over the first 6
months period and why she found herself working

Figure 2:

Figure 3:
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alone. As a new member within the organisation, I
was motivated and excited to apply myself and
demonstrate my leadership skills. Equally, the
dietitian was in a position now where she needed to
substantiate her purpose on this task. As a result of
mutual goals, we started developing towards a
‘Potential’ and later transformed towards a ‘Real’
Team. The transformation is evident from the
collective efforts can be seen in the planning, and
development stages of the Guidance, Audit
Procedures, Review dates and Schedules.
Tuckman’s Team Development Model12 can also be
used to identify the Forming, Storming, Norming and
the Performing stages of the process.
Comparing the team development process against
the PARTNERS model,12 the Purpose, Aims, Roles
and Responsibilities, Training, Needs, Expectations,
Review and Stakeholders aspects of the model were
fulfilled. The Reward and Recognition is an ongoing
process.
In June 2021, the dietitian announced that she had
been offered a permanent senior post at a local
NHS Foundation trust. She had applied for the before
I joined the team, when she was struggling to manage
the expectations and admittedly felt demotivated.
Applying the ‘Basic Principles of Motivation’12
highlights the reasons for her decision to leave.
Although, initially, she was given the freedom to
make decisions, she claimed that when opinions and
ideas were offered, there was minimal feedback and

support, and no clarity and understanding was
established. As expected, there were conflicting
opinions from the rest of the team. The dietitian
admitted enjoying working on the project more
recently, after my input.
Likewise, I was enjoying working on the task so far,
until the announcement of the dietitian’s departure,
which was a major surprise that I understood would
impact on the project immensely. She offered a 3month notice period, which meant, adapting to a
new time schedule, to complete certain tasks,
reorganise the work schedule and appoint and train a
replacement dietitian.
I could relate to the emotions outlined by the
‘Ku̎bler-Ross’ Change Curve.12 Initially, I was
shocked, and attempted to understand why the
decision was made. I felt frustrated and there was an
element of resentment because I felt that I had
given 100% of my commitment and disappointed
that the dietitian had other priorities. I recall a slight
dip in my performance as illustrated above by the
depression phase, but quickly pulled myself together
when I acknowledged that I needed to continue with
my efforts, regardless of the situation. During this
time, our line manager displayed his professionalism
by not revealing any emotions and offering his
support on deciding the next steps going forward.
I planned around the 3-month schedule, during
which time I aimed to complete the Pilot phase of the
Project. We continued to work together on the

Figure 4: The Ku̎bler-Ross Change Curve
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remainder practices, however the progress was
slower than anticipated and only 50% of the planned
work was completed.

Team Development
During this period, the COVID Vaccination support
expected from the MOT pharmacy technicians
ceased, suggesting I had a new team of individuals
available.
I was now working with more individuals and decided
that an accelerated approach using an action plan
would support the development of a high performing
successful team. I understood the process would be
challenging as the same team had previously been
reluctant to offer their support to the dietitian.
As part of the forming process, I arranged a meeting
with the technicians, to brief them with the objectives
of the project using SMEAC.12 I used a presentation
to discuss what we were trying to accomplish, the
aims and objectives, the implementation process
and results from the completed work to illustrate
progress and achievements so far. I attempted to
check their understanding and provided the
opportunity for further questions.
The competence of the team could be interpreted
using the Circle of Competence.12 Initially the
general perception around the task was that of
Unconscious Incompetence. As expected, the
technicians possessed a different range of skills

compared to the dietitian. They were accustomed
with the staff within their GP practices and familiar
with the technicalities of the prescribing systems and
data collection process, however, later I became
conscious of their incompetence to effectively review
patients on ONS and make valid recommendations. I
also used the Skill-Will Matrix12 Tool to assess the
potential performance of the new team, so I could
understand the level of support required.
As it was a team meeting, the feedback was general,
and led me to the opinion that they were all High
Willed/Low Skilled, suggesting that more directive
training or a mentoring approach was appropriate.
I listened attentively to understand the issues being
raised and acknowledged that additional training
was required. I arranged further group meetings
along with the dietitian to help provide them with the
necessary support on understanding the formulary
recommendations as well the evidence behind the
decisions, to help enhance their knowledge.

Progress and Next Steps
Over the past couple of months, following the
dietitian’s departure, I am continuing to monitor the
progress and development of the team. Due to
different capabilities, personalities and behaviour
styles, varied levels of progress are currently being
observed. I identify two individuals to have developed
over time and now ‘Consciously Competent’ and High
Willed/High Skilled, based on their interaction,

Figure 5:
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enthusiasm and progress made so far. I have
established a rapport with these individuals and
naturally find myself coaching them using the
GROW12 model, redefining the goal of the task,
listening to them, delegating roles such as
embedding the formulary as part of the EMIS
prescribing tool and advising them when required,
empowering them to offer ideas to improve the
current process and agreeing action plans and
schedules during individual appraisals.
Due to underlying health conditions, the third
individual is currently off sick. The fourth individual
has avoided any direct conversations about the task,
appears to be rather occupied and dismissive and
has made no progress whilst seems to be focusing on
‘other’ priorities. The attitude indicates ‘Unconscious
Incompetence’ and demonstrates Low Skill/Low Will
behaviour suggesting need for further guidance and
support.
I intend on rearranging an individual appraisal
session to address the issues and provide
feedback.12 I need to ensure that I am descriptive,
but not judgemental, focus on the performance
rather than the individual and be clear and specific
and ensure the meeting is focused on achieving a
solution.
The SBIR12 model would be used to guide me through
the process. SBIR will give me the opportunity to set
the scene and discuss the lack of progress observed
on this task. I will prepare a list of emails and
proposed meetings as evidence to demonstrate my
willingness to offer support and where the individual
has chosen to ignore. I will describe how the
dismissive behaviour is impacting on team morale
and will aim to achieve a desired resolution after
listening and understanding the individual’s reasons.
During this process I need to ensure that I extract
myself from the situation, compose my emotions as
well as appear empathetic and understanding.
Six months into the project, the position for a new
dietitian is currently being advertised, to support
with the process. The Audit has been completed at 6
practices, where 280 patients have been assessed
and reviewed against the guidance, resulting in 192
interventions and an approximate Annual Cost
Saving on ONS Prescribing of £155,000. This does not
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account for hidden cost savings associated with an
improvement in the quality of nutritional care to
patients.
Application of the CLIP® skills that I have acquired
throughout this course and simultaneously leading
on this project has been an extraordinary learning
experience. It has instilled confidence in me to
communicate effectively with different personalities
and deal with difficult situations and has provided
me with the opportunity to identify and reflect on
areas where I need to improve
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Supplement (ONS) Prescribing Guide

Appendix 2 – ONS Data Collection sheet
Appendix 2 is available from the author on request.

Appendix 3 – Clinic Audit Presentation Generic
Appendix 3 is available from the author on request.
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