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Editorial
An evaluation of the suitability, feasibility and acceptability of
diabetes group consultations in Brigstock Medical Practice

This can, however, lead to wastage if it proves necessary to open a vial
but then use only part of the contents to make up the calculated dose.

Group consultations are planned clinical care with a clinician consulting
with a number of patients in a supportive group setting. This approach,
which has been introduced by a general practice for patients with Type
2 diabetes, is reported in this edition.

An article in this edition outlines the development of a dose banding
protocol for infliximab, based on dose banding principles established in
chemotherapy in which doses were ‘capped’ where less than 6% of an
additional vial would otherwise be given. Data was collected on all adult
patients prescribed infliximab for inflammatory bowel disease at University
Hospitals Bristol over a nine month period and a total of 86 patients were
included - 29 patients were using the standardised protocol and 57 were
dosed by exact weight. In the capped arm, 76% had a good response and
24% had a poor response. In the ‘uncapped’ arm, 77% had a good
response and 23% had a poor response.

Whilst maintaining the total number of patients reviewed, the practice
reduced its diabetes clinics from eight three-hour one-to-one clinics a
week (a total of 24 hours of clinic time) to two one and a half hour
group clinics and one three hour one-to-one clinic, reserved for patients
not suitable for a group review (a total of six hours of clinic time). This
equates to a saving of 18 hours of clinician time and five half day
sessions a week; equivalent to a 0.5 full time clinician post.
The group clinics also improved access by freeing up practice nurse and
pharmacist appointments in one-to-one clinics and by reducing waiting
times for diabetes reviews from six weeks to two weeks.
Clinical audit of a sample of 65 patients with at least two separate followups over six months found that 70% had improved HBA1c, 61% had
improved blood pressure control and 10% had lost weight. Patients selfreported an increased knowledge of their condition after group clinics and
there was a high level of satisfaction with the experience. The group
discussion encouraged patients to ask more meaningful questions about
their medications. This including discussion about the risks, benefits and
consequences of starting new medication as well as issues involved with
taking a combination of medications or with stopping medication.
These are impressive results and it might be expected that the concept of
group consultations will be an increasing feature of health care that will
be extended to other therapeutic conditions. It is important that clinical
pharmacists are aware of such developments locally and participate as
appropriate in the process to ensure that opportunities for optimising
the use of medicines are maximised. Practice-based pharmacists will be
particularly well placed to do this if their GP practice is running or
planning group consultations. It will be interesting to hear about the
experiences and contributions made by pharmacists in this area.
Evaluation of the clinical and cost effectiveness of a standardised
protocol for infliximab dosing in adult inflammatory bowel disease.
A patient’s weight is used to determine the dose to be given of
infliximab, a monoclonal antibody used in inflammatory bowel disease.

It was concluded that there was no significant difference between
patients whose treatment was ‘capped’ compared to those who were
‘uncapped’. In the ‘capped’ group a saving of approximately 6.5 vials
per annum per patient was made, equivalent to a saving of £23,000 per
annum for the 29 patients involved.
The findings are certainly encouraging but it would be good to collate
date on clinical outcomes for a wider population. Pharmacists involved
with the provision of infliximab to adults with inflammatory bowel
disease will no doubt have this in mind.
Patient satisfaction of homecare services to people living with HIV.
It is good practice to assess the level of satisfaction with a service that is
being provided by seeking the views of the users of that service. This has
been done for a homecare service provided to people with HIV who are
prescribed antiretroviral therapy. The survey was conducted by issuing a
printed questionnaire to 184 patients attending an HIV clinic. The
questionnaire was completed in the clinic by the attendees.
Most respondents were satisfied with the homecare service but aspects
for improvement, such as knowing how to access a helpline or how to
make a complaint, were identified. The latter is important in the context
of becoming aware of any issues that need to be addressed.
Recommendations are made on how to improve communications e.g.
by the use of telephone or text messaging.
The questionnaire used in the survey is reproduced in the article. Whilst
this was utilised for a specific service to patients with HIV, it will be of
interest to those who wish to evaluate homecare services generally.
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Developments in Practice
Evaluation of the clinical and cost effectiveness of a
standardised protocol for infliximab dosing in adult
inflammatory bowel disease
Glen Cooper, Specialist Clinical Pharmacist and Practice Educator, Pharmacy
Department, Bristol Royal Infirmary.

Correspondence to: glen.cooper@uhbristol.nhs.uk

Abstract
Title
Evaluation of the clinical and cost effectiveness of a standardised protocol for infliximab dosing in adult inflammatory bowel disease.
Author list
Cooper GA.
Background
Infliximab is a monoclonal antibody used in inflammatory bowel disease. Dosing of infliximab is based on the patient’s weight; exact
dosing can lead to wastage if only a part vial is given.
A dose banding protocol was implemented to standardise dosing. Doses were ‘capped’ where less than 6% of an additional vial would
be given, in line with national chemotherapy dose banding recommendations. For example, a patient weighing 82kg prescribed a
5mg/kg dose and who has a calculated dose of 410mg would be dispensed four vials of 100mg for a total dose to be administered
of 400mg. A literature review did not find any centres that had adopted this approach, but found that most centres are using prefilled bags.
Method
Data was collected on all adult patients prescribed infliximab for inflammatory bowel disease at University Hospitals Bristol over a nine
month period. Outcomes of treatment were:
• Good: continuation or stopping treatment as patient is well.
• Poor: escalation of therapy, change in therapy, need for surgery.
Results
86 patients were included, 56 were excluded. Exclusion criteria included starting infliximab after data collection began, transfer of or
shared care, repeatedly ‘did not attend’ (DNA) or change in therapy at implementation. 29 patients were using the standardised
protocol and 57 were dosed by exact weight. In the capped arm, 76% had a good response and 24% had a poor response. In the
‘uncapped’ arm, 77% had a good response and 23% had a poor response.
Discussion
There was no significant difference (p=0.8831) between patients whose treatment was capped based on this weight compared to
those uncapped. In the capped group a saving of approximately 6.5 vials per annum per patient was made; for our cohort of 29
patients this equates to a saving of £23,000 per annum within gastroenterology.
Conclusion
The protocol demonstrated a cost saving and equivocal clinical outcomes for patients.
Keywords: crohn’s disease, ulcerative colitis, gastroenterology, dose banding.
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Background to the quality improvement
project
Infliximab in inflammatory bowel disease
Infliximab is a chimeric monoclonal antibody licensed for
treatment of moderately to severely active Crohn’s disease,
fistulating active Crohn’s disease and moderately to severely
active ulcerative colitis.1 Crohn’s disease and ulcerative colitis are
the two principal disease states under the umbrella term of
inflammatory bowel disease (IBD). Infliximab is approved by the
National Institute for Health and Care Excellence (NICE) under
Technology Appraisal (TA)187 for use in Crohn’s disease and in
ulcerative colitis under TA329/TA163.2,3
Infliximab binds to soluble tumour necrosis factor alpha (TNF ) in
the plasma and transmembrane forms of TNF on inflammatory
cells.1 TNF is produced by macrophages and other inflammatory
cells as part of the innate immune response to trigger a proinflammatory signalling cascade. In IBD, TNF acts inappropriately
to bring about an autoimmune pro-inflammatory state leading
to damage to native cells.
Infliximab is indicated for management of IBD for steroid-sparing
benefits and to achieve disease control where patients have
inadequately responded to, or cannot tolerate, conventional
therapies such as a thiopurines or 5-aminosalicylates.2,3
Infliximab dosing is licensed at 5 milligrams per kilogram
(mg/kg) eight-weekly after an initial loading dose on week 0,
week 2 and week 6. This can be escalated by increasing the
dose up to a maximum of 10 mg/kg and/or escalating the
frequency up to a maximum of four-weekly.1

Pharmacist role in gastroenterology team
As a specialist clinical pharmacist, I began working with the
gastroenterology team by reviewing patients prescribed
monoclonal antibodies and other high cost treatments for IBD,
working on our gastroenterology medical ward and attending
the weekly IBD biologic multidisciplinary team (MDT) meeting.
As my role developed; this expanded to include medicines
information enquiries, formulary management, working across
care interfaces and specialist pharmaceutical input to specific
patient cases. During this time, I took on a more active role in
clinically screening prescriptions for gastroenterology patients
and developed the infliximab dosing protocol.

Why was a protocol needed?
During a previous rotation as a junior pharmacist I worked in
aseptics, technically checking parenteral nutrition and
chemotherapy for administration at ward level and on the day
units of the Bristol Haematology and Oncology Centre. I
completed an aseptics course in product approval and release
for patient administration and learned about the principles of
dose banding on the course. Dose banding in chemotherapy
aims to standardise dosing of chemotherapy to patients to
deliver cost and efficiency savings; this aims to speed up the
process of prescribing and dispensing chemotherapy, to reduce
risk of errors in prescribing or administration and to save costs
through reducing wastage from unused vials or infusion bags.4,5
Prior to implementation of a standardised protocol, infliximab
was dosed on a mg/kg basis and the number of vials supplied
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exactly matched the calculated dose to be given. Infliximab is
available as 100 mg vials and, for example, should a calculated
dose be 405 mg a total of 5 vials would be supplied to achieve
this dose, leading to significant wastage of the fifth vial. Using
professional judgement, some clinical pharmacists screening
these prescriptions would choose not to supply the fifth vial and
would annotate the prescription accordingly, whereas other
pharmacists would supply the fifth vial leading to inconsistency
in provision of clinical care to these patients and causing
confusion for nursing staff administering these medicines.
Through this experience, the concept of dose banding was
discussed within the gastroenterology team. It was agreed that
a standardised protocol could improve efficiencies through
standardising prescribing and dispensing practice and also
deliver cost savings through reducing vial wastage. The aim of
this was to achieve these goals without having a clinically
meaningful impact on patient care through capping of doses in
appropriate patients.

Design and dissemination of the infliximab dosing
protocol
After receiving the support of the adult gastroenterology team,
a protocol for screening infliximab prescriptions was drafted.
Building on the dose banding principles in chemotherapy,
advice and input from the Senior Oncology Pharmacists in the
Trust was sought to discuss the proposal. In line with national
recommendations for chemotherapy dose banding, it was
agreed to cap doses where the total dose administered from the
final vial made up less than or equal to 6% of the total
calculated dose for the patient. Using this national standard
meant that our protocol was founded on the clinical experience
and clinical success rates already demonstrated where this
principle has been applied.4,5
A literature search was performed when designing the protocol to
assess if this method had been used elsewhere. It transpired that
a number of NHS Trusts were using standardised pre-filled
infliximab bags for intravenous infusion made by specialist aseptics
units. Opinions were also sought from other centres via the United
Kingdom Clinical Pharmacy Association (UKCPA) gastroenterology
specialist pharmacist forum and the consensus was that pre-filled
bags were generally used for the purpose of dose standardisation
with infliximab.6 Pre-filled bags had previously been considered by
the Trust, where a similar dose-banding principle is applied. These
were not used due to increases in cost, reduced expiry dates and
their unlicensed nature.
A protocol was drafted using the Trust clinical document
template; the dose bands and dose to be given were identified for
each dose typically used, displaying the calculated dose ranges for
a weight band and the number of vials to be supplied (Table 1).7

The purpose of the quality improvement project
The principles of the protocol aimed to improve efficiencies in
prescribing, dispensing and administering infliximab, and to
deliver a cost saving through reducing vial wastage. The result
of this is that certain patients would have their doses
deliberately reduced or capped to reduce vial wastage. This
applied to both patients currently prescribed infliximab to
manage their IBD and applied to patients newly starting
treatment. It was imperative to ensure the protocol met these
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aims and led to an improvement in the quality of patient care
without affecting clinical outcomes for those patients for whom
the dose of infliximab administered was capped compared to
those where the dose was not capped.

Completing the quality improvement
project
Study design and data collection
The quality improvement project was registered as a proposal
with the University Hospitals Bristol NHS Foundation Trust (UH
Bristol) Quality Improvement hub and the Trust clinical audit
department to ensure this was approved by the relevant teams.
Ethics approval was not required for this project as the focus of
the project was quality improvement and the protocol had
already been approved by consultant teams for use within their
patient population.
Infliximab is used to treat adults with ophthalmological,
rheumatological, gastroenterological and dermatological
conditions at UH Bristol, though the majority of patients on
treatment are under the gastroenterology team hence this
quality improvement project targeted this patient cohort.
All adult patients prescribed infliximab for Crohn’s disease under
NICE TA187 or ulcerative colitis under NICE TA329/TA163 were
eligible for inclusion within the quality improvement project. It
was agreed within gastroenterology that the protocol could be
applied to all relevant patients. To maximise the number of
patients included, all ward pharmacists covering the specialist
gastroenterology ward were made aware of the protocol and a
separate clinical screening tray was set up in the dispensary so all

infliximab prescriptions were separated and thus could be
screened by pharmacists familiar with the dosing protocol and the
quality improvement project. The aim was to ensure data was
captured and the protocol was applied to all relevant patients.
Patients excluded from the study included those who
commenced infliximab treatment after data collection had begun,
patients who had shared care with other centres (i.e. did not
receive all of their doses at UH Bristol, for example if away for
University), patients who transferred their care during the data
collection period, patients who repeatedly did not attend for
treatment and thus were lost to follow up, deceased patients and
those who changed drug therapy or changed infliximab dose or
frequency at the point of protocol implementation as this could
have confounded the results. All other adult gastroenterology
patients prescribed infliximab were eligible for inclusion.
Data was collected between September 2018 and June 2019.
At this point data collection was stopped as the assay for
measuring infliximab trough levels used by our laboratory
changed and the Trust was considering an infliximab biosimilar
switch, both of which may have confounded patient review and
response to treatment.
Patients were weighed when attending for each infliximab
infusion; weight changes throughout the data collection period
were not significant enough that patients moved between the
capped to the uncapped group or vice versa.
The intention was to monitor all included patients over the data
collection period to determine the outcomes of their treatment.
Internally-agreed outcomes were broadly classed as either good
or poor as defined below (Table 2).

Example excerpt from UH Bristol infliximab dosing protocol for 5 mg/kg dosing
Weight (kg)

Dose range (mg)

Dose to be given (mg)

Number of vials to supply

30 – 42

150 – 210mg

150 – 200mg

2 vials

43 – 63

215 – 315mg

215 – 300mg

3 vials

64 – 85

320 – 425mg

320 – 400mg

4 vials

86 – 106

430 – 530mg

430 – 500mg

5 vials

107 – 127

535 – 635mg

535 – 600mg

6 vials

128 – 148

640 – 740mg

640 – 700mg

7 vials

149 – 170

745 – 850mg

745 – 800mg

8 vials

Worked examples to demonstrate the above principle
Weight (kg)

Dose (mg/kg)

Calculated dose (mg)

Dose to be given (mg)

Number of vials to supply

82kg

5mg/kg

410mg

400mg

4 vials

Explanation

This dose is capped since the additional 10 mg of the fifth vial makes up less than 6%
of the total dose to be administered

86kg

5mg/kg

Explanation

This dose is not capped since the additional 30 mg of the fifth vial makes up more than 6%
of the total dose to be administered

430mg

430mg

5 vials

Table 1: Calculated dose ranges

Journal of Medicines Optimisation • Volume 5 • Issue 2 • September 2019

33

Results and conclusions from the project

Results of the quality improvement project:

Patient inclusion and exclusion

Of the total 86 patients included in the data collection, data was
collected over the entire data collection period and no patients
were lost to follow-up. In the 29 patients within the capped arm,
22 out of 29 (76%) had a good response and 7 out of 29 (24%)
had a poor response. Of the 57 uncapped patients, 44 out of
57 (77%) had a good response and 13 out of 57 (23%) had a
poor response. The breakdown of outcome criteria is given in
Table 5.

A total of 142 patients were considered for inclusion in the
quality improvement project. These were adult patients being
treated with infliximab at UH Bristol for IBD who were under the
care of the gastroenterology team. Of these 142 patients, 86
patients were included in the data collection and 56 were
excluded due to meeting one or more of the exclusion criteria.
Based on the weight and dose at protocol implementation, 29
patients had their doses of infliximab capped in the line with the
UH Bristol infliximab dosing protocol and 57 patients were not
eligible to have their doses capped, hereafter deemed
‘uncapped’.

A breakdown of included patients and outcomes is giving in
Diagram 1.

Of the patients excluded from the protocol, the rationale for
exclusion was as shown in Table 3.

A Chi-squared test was performed to assess for statistical
significant data in response to treatment. The hypothesis at
implementation was to see no significant difference in our
findings (Table 6).

The only demographic data of relevance for patients included in
the quality improvement project were weight and dose given;
other relevant demographic data is as shown in Table 4.

A two-tail p-value of 0.8831 demonstrated no significant
difference in outcomes for those in capped arm compared to
those in the uncapped arm.

Good outcome

• Continuation of infliximab therapy at current dose and frequency due to ongoing therapeutic
benefit from treatment and no indication at present to escalate or change therapy.
• Stopping treatment due to sustained clinical remission of IBD, suggesting no further biologic
treatment is needed.
Measures of response included C-reactive protein (CRP), infliximab therapeutic trough levels,
haemoglobin and ferritin level, serum albumin, faecal calprotectin, subjective patient scores such
as Harvey-Bradshaw index or Modified Mayo scoring, endoscopic tools or imaging tools.
• Need to escalate dose and/or frequency of the infliximab infusions e.g. from 5 mg/kg to 10
mg/kg due to a loss of response in a patient who has shown previous response to infliximab.

Poor outcome

• discontinuation of infliximab and need for surgical resection due to inadequate response to
medical management of IBD.
• discontinuation of infliximab and change in drug therapy to another treatment e.g.
adalimumab due to inadequate response to or loss of response to infliximab, typically after
attempting dose optimisation.

Table 2: Definitions of good and poor outcomes as defined in the quality improvement project

Criterion

Number of patients

Commenced infliximab treatment after data collection had begun

36 patients

Shared care with other centres

2 patients

Transferred care to another Trust during data collection period

2 patients

Deceased patients

0 patients

Change of drug therapy, dose or frequency at protocol implementation

15 patients

Repeated non-attendance for infusion

1 patient

Total

56 patients

Table 3: Exclusion criteria and number of patients excluded in study population
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Parameter

Measure

Weight [in weight bands
(kg)]

Parameter
Age band

Sex

Ethnicity

Diagnosis

Time since starting
treatment

Number of patients

Capped

Uncapped

0 – 39.9 kg

0

0

0

40 – 49.9 kg

1

0

1

50 – 59.9 kg

12

1

11

60 – 69.9 kg

19

8

11

70 – 79.9 kg

18

3

15

80 – 89.9 kg

18

11

7

90 – 99.9 kg

11

3

8

100 – 109.9 kg

4

2

2

110 – 119.9 kg

3

1

2

120 – 129.9 kg

0

0

0

Total

86

29

57

Age band

Number of patients

16 – 29

26

30 – 39

32

40 – 49

8

50 – 59

10

60 – 69

8

70 – 79

1

80 +

1

Male

46

Female

40

White-British

74

White-Irish

2

Any other mixed background

1

Any other white background

4

Black Caribbean or Black British Caribbean

1

Mixed – White and Black Caribbean

2

Asian Pakistani and Bristol Pakistani

2

Crohn’s disease

77

Ulcerative colitis

9

< 1 year

4

1 - <2 years

14

2 - < 3 years

22

3 - < 4 years

10

4 years

36

Table 4: Demographic data
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Discussion and conclusion of quality improvement
project

The study demonstrated no significant difference between the
patients whose treatment was capped based on their weight
compared to those where treatment was uncapped in terms of
the aforementioned good or poor outcome criteria. This
reassured the gastroenterology team that, for this study
population, clinical outcomes were equivocal between those
whose doses were capped, where less than or equal to 6% of
the total dose was being administered from the final vial
supplied, compared to those where this was greater than 6%
and thus an additional vial of infliximab was supplied. This
provided reassurance that capping doses of infliximab using

The aim of the quality improvement project was to demonstrate
that a cost saving had been achieved whilst an equivocal clinical
outcome was delivered for patients. The concern was that, by
capping patients' doses, they were being given lower doses of
the drug and thus could theoretically have a poorer response to
treatment compared to those whose doses were not capped.
The hypothesis was that there would be no statistically
significant difference between the two treatment arms in terms
of clinical outcomes.

Outcome class

Outcome

Good

Poor

Capped arm

Uncapped arm

Continued treatment at
same dose and frequency

21

42

Stopped treatment as
clinically well

1

2

Change of drug therapy

1

1

Escalation of infliximab
dose and/or frequency

5

11

Need for surgical resection

1

1

29

57

Total

Table 5: Breakdown of outcomes for capped and uncapped patient groups as per outcome Criteria

76% has a ‘good’
response to therapy
29 patient’s doses
capped as per protocol
24% had a ‘poor’
response to therapy
86 patients included
in study
142 prescribed
infliximab for IBD

77% had a ‘good’
response to therapy
56 patients met
exclusion criteria

57 patient’s doses
uncapped
23% had a ‘poor’
response to therapy

Diagram 1: Breakdown of outcomes for all patients eligible for inclusion in the study

Exposure

Group

Response to therapy
Good response

Poor response

Exposure +

uncapped group

22

7

29

Exposure –

capped group

44

13

57

66

20

86

Total

Table 6: Statistical data
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validated and evidence-based dose banding criteria as used in
chemotherapy dose banding does not have a clinical
consequence.
In the capped patient group, a saving of approximately 6.5 vials
per annum per patient will be made, assuming one vial is not
dispensed per infliximab infusion and that the frequency of
infusions is eight-weekly. For our cohort of 29 patients, this
equates to a saving of £120 per dose based on current list price
and thus a saving of £23,000 per annum within the specialty of
adult gastroenterology.
The protocol demonstrated a cost saving and equivocal clinical
outcomes for patients, thus achieving the aims of the protocol
at its inception and of the quality improvement project.

Future steps
The quality improvement project has demonstrated the validity
of the infliximab dosing protocol as a clinically equivalent and
cost effective protocol for dose banding in a nonchemotherapeutic setting. This could be investigated for
application in other areas such as treatment of paediatric
inflammatory bowel disease with infliximab or for dosing of
different high cost drugs which are prescribed on a milligram (or
other relevant unit of measurement) per kilogram basis.
Data will also be collected for application within rheumatology,
dermatology and ophthalmology to demonstrate the cost
saving within these areas.
The results will be disseminated to the Trust Quality
Improvement board and to relevant local stakeholders within
clinical teams to demonstrate the benefits of the protocol and
to educate staff on the concept and on implementation of the
protocol to ensure that the cost saving is maintained through
continued use of the protocol, now that the data collection
period is completed.7
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Abstract
Title
An evaluation of the suitability, feasibility and acceptability of diabetes group consultations in Brigstock Medical Practice
Author list
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Summary
In early 2018, the Brigstock and South Norwood Medical Partnership (Brigstock) introduced an innovative service improvement. They
introduced group consultations as their first contact for General Medical Services Quality and Outcomes Framework (QOF) diabetes
reviews.
A year down the line, evaluation has found the group care model to be a suitable, feasible and acceptable alternative to one-to-one
reviews. The practice’s prescribing pharmacist and nurse prescriber team have reviewed 48% of the practice's 1,054 patients with
Type 2 Diabetes in a group, with people seen only once or followed up more frequently in line with clinical need.
As a result of introducing group clinics, there has been an 18% increase in the number of patients receiving all eight care processes
set out in National Institute for Health and Care Excellence (NICE) guidance.
Whilst maintaining the total number of patients reviewed, the practice has reduced its diabetes clinics from eight three-hour one-toone clinics a week (a total of 24 hours of clinic time) to two one and a half hour group clinics and one three hour one-to-one clinic,
reserved for patients not suitable for a group review (a total of six hours of clinic time). This equates to a saving of 18 hours of clinician
time and five half day sessions a week; equivalent to a 0.5 full time clinician post.
Group clinics have also improved access. They have freed up practice nurse and pharmacist appointments in one-to-one clinics and
reduced waiting times for diabetes reviews from six weeks to two weeks. There are early indications of positive impact on ‘Do Not
Attend’ (DNA) rates, with the DNA rate for group clinics running at 5.94% and all Brigstock clinics’ DNA rate running at 11.70% - a
49% reduction. There are also early indications of medicines optimisation, with patients sharing decisions and de-prescribing
happening.
Whilst it remains early to measure the impact on clinical biometrics, clinical audit of a sample of 65 patients with at least two separate
follow-ups over six months found that 70% had improved HBA1c, 61% had improved blood pressure control and 10% had lost
weight.
Patients self-report increased knowledge of their condition after group clinics. They also report high levels of satisfaction with the
experience. Clinician job satisfaction has also increased.
Keywords: shared medical appointments, group consultations, suitability, acceptability, feasibility.

Background

• HbA1c measurement

The National Diabetes Audit1 indicates that as many as 50% of
Type 2 Diabetes patients are poorly controlled and do not get
the bundled eight indicators prescribed in Quality and
Outcomes Framework guidance,2 namely:
• BMI measurement
• BP measurement

• cholesterol measurement
• record of smoking status
• foot examination
• albumin:creatinine ratio
• serum creatinine measurement.
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One of the ‘Ten High Impact Actions’ in the General Practice
Forward View,3 group consultations are planned clinical care
with a clinician consulting with up to 15 patients in a supportive
group setting in which patients benefit from meeting others
in a similar situation and have up to one hour with their doctor,
pharmacist or nurse, including a group and a personalised
one-to-one discussion.
Group consultations - also called Shared Medical Appointments
(SMAs) in the literature - have an established evidence base in
diabetes, with randomised controlled trials demonstrating
improvements in HBA1c compared to usual care.4
Brigstock is in an area of acute deprivation in Croydon, with a
diverse Black and Minority Ethnic (BME) and Eastern European
community. The nursing team and a prescribing pharmacist
undertake most chronic disease management reviews.
Despite eight diabetes clinics a week, Brigstock was failing to
reach QOF targets. Reducing Hba1c was a particular concern,
with patients finding it challenging to sustain change and take
control of their condition. With 1,024 people with Type 2
Diabetes registered, and six weeks waiting for reviews, the team
was spending a lot of time reviewing patients and repeating the
same information and advice about diabetes but outcomes
were not improving.
Responding to the evidence base, they saw introducing group
consultations as an opportunity to improve outcomes and
access whilst providing a more holistic consultation with more
time to address psycho-social concerns and complete clinical
work prescribed in QOF.

Introduction
Group consultations are still an emerging practice in England.
With a higher profile created by their inclusion as one of the Ten
High Impact Actions in the GP Forward View, interest is
growing.
To date, around 400 clinical teams have been trained across
England and there is established best practice about the
optimum way to set up and deliver group clinics in primary care.
Group clinics should be co-delivered by a non-clinician facilitator
and the consulting clinician. The facilitator is responsible for
delivering a well-planned, positive, safe group experience. The
clinician is responsible for ensuring the clinic agenda is covered
and all patients get personalised care and support.
The process works as follows. The facilitator welcomes the
group and works with patients to think of questions for their
clinician. These questions become the ‘patients’ agenda’ in the
clinical session. To help patients decide what to ask, they are
introduced to the ‘Results Board’. This lists patients’ first names
and their key biometrics. Its design ensures that the group
consultation ticks all QOF boxes and National Institute for
Health and Care Excellence (NICE) guidelines. For example, a
Type 2 Diabetes Results Board summarises each patient’s
HbA1c, blood pressure, cholesterol and Body Mass Index (BMI).
It also indicates whether individuals have had eye checks, foot
checks and a medication review.
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The clinician who is consulting at the group clinic joins after
about 15 minutes to lead the clinical session. After a short break
where the facilitator briefs the clinician, they review patients’
questions, decide how to make best use of time and the clinical
session then begins. The clinician addresses the group’s
common questions upfront and then consults one-to-one with
each individual, answering specific questions or concerns. The
facilitator supports the clinician by managing the time and
group dynamics. The whole group listens and learns from each
other’s consultations. To build the confidence of patients, the
clinician encourages the group to answer each other’s
questions, share advice and share experiences wherever
possible. Medication is changed if needed, and the clinician
proactively raises their issues of concern and reminds people
about overdue tests or immunisations e.g. flu immunisation.
These may be done during or just after the group consultation.
After the 45-60 minute clinical session, the clinician leaves and
the facilitator supports the group to reflect and set personal
goals around keeping well and managing their condition. In this
way, the group consultation closely mirrors ‘Collaborative Care
and Support Planning’, which the Royal College of General
Practitioner has specified as the optimal way to support people
with long-term conditions.5
Whilst care and support planning is recognised as requiring
more clinician time compared to usual care, group clinics have
the potential to offer significant efficiency gains. Introducing a
group care model offers a way of introducing a more personcentred approach and easing mounting pressure on primary
care teams. This is dependent, however, on group consultations
being confirmed by appropriate evaluation as suitable,
acceptable and feasible. The findings in this respect for
Brigstock are summarised in this article.

Method
This was a service improvement programme. For that reason,
ethical approval was not sought.
Following a practice based learning support programme,
Brigstock switched from eight one-to-one diabetes clinics to
two daytime group consultations for adults living with Type 2
Diabetes, delivered with the support of non-clinician facilitators.
Brigstock also retained a single one-to-one clinic for those for
whom group consultations were unsuitable e.g. people with
severe and enduring mental health issues and learning
disabilities.
The Type 2 Diabetes Results Board covered all eight care
processes included in QOF reviews. Patients were followed up
after their initial group clinic as clinically appropriate. Where
people did not require follow-up, they attended as a ‘one-off’
and were recalled 12 months later. Poorly controlled patients
were invited to return within six to eight weeks. The patient was
encouraged to book in when they were ready to return,
mirroring patient initiated follow-up, which is a care model that
is gaining popularity in outpatient and post-surgical care.6
All patients requiring a diabetes QOF review were invited to
attend a group consultation. The team used the practice’s usual
follow-up systems to contact patients i.e. repeat prescription
recalls, letters or text reminders and opportunistically booking
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people into clinic during their blood test appointments. GPs
encouraged patients to attend group clinics as the first contact
point. Receptionists were trained to explain how group
consultations work and why they were being introduced.
The invitation letter to patients informed them that their
biometrics would be shared on the Results Board. They also
signed the confidentiality agreement at the start of their first
group clinic and were reminded of the importance of
maintaining confidentiality when the facilitator set up each
session (Figure 1).

Results
Brigstock has seen 509 patients in group clinics; 48% of its
1,024 diabetic list. Group clinics are fully booked. Patient and
clinician acceptability is high. The group clinic model is
responsive and has been modified to incorporate the Care and
Support Planning Locally Commissioned Service (LCS), which
has reinforced its value.
Furthermore, through clinical audit and evaluation of patient
feedback, Brigstock has measured important changes as follows.

Improved outcomes
At baseline in one-to-one clinics, Brigstock achieved all eight
care processes in 53% of patients; just above the national
average.1 Following the introduction of group consultations,
this has increased to 63%, an 18% increase. This represents a
corresponding 18% improvement in quality of care and QOF
compliance.
Although longer follow-up in a larger cohort of patients is
needed, clinical audit suggests positive impact on biometrics. In
a sample of 65 patients followed up at least twice over a sixmonth period, 70% showed a reduction in HbA1c and 61%
recorded an improvement in blood pressure. Weight loss was
recorded in 10% of patients.
In an online survey, 80% of patients reported they had a better
understanding of their condition and that they learnt more in
the group clinic compared to one-to-one sessions.
Group clinics have also had more qualitative impacts on
patients’ attitudes, expectations and behaviours. For example,
clinicians have observed changing attitudes with patients more
readily recognising and accepting the need for lifestyle change.
Patients’ expectations of being involved in their care and
provider responsiveness have changed. Whilst initially referrals
increased, patients who attended the Croydon ‘Improving
Access to Psychological Therapies’ (IAPT) service did not respond
well to its highly structured, didactic style. Used to setting the
agenda at their diabetes group consultations, patients wanted
IAPT sessions to be more responsive and flexible. This is being
followed up with IAPT to encourage the service to respond with
a more person-centred, collaborative model of IAPT care that
shifts power in similar way to group consultations.
There is anecdotal evidence that group consultations are
supporting social inclusion. Patients report feeling more
connected and less isolated. Some patients are forming

friendships and gaining ongoing support from peers outside
the group consultation, which builds confidence to engage. For
example, patients report attending community activities that
social prescribing link workers have recommended together,
whereas they would not have gone on their own.
Clinicians have found that patients challenge each other directly
in ways clinicians would like to but do not. For example,
patients regularly ask each other questions such as “Why are
you eating that?” or “Why aren’t you checking your blood
sugar?” or make statements such as “Stop making excuses for
not doing exercise”.
Clinicians also find that patients are more likely to tell the truth,
which provides greater clarity about non-adherence to
medication and lifestyle recommendations. This increases the
ability of clinicians to offer personalised support and build on
and reinforce the positive experiences and successes of others.
Perhaps the most powerful change is that clinicians no longer
feel solely responsible for patient outcomes. Clinicians and
patients jointly own outcomes and share responsibility. This is a
huge shift in culture and is empowering for both parties.
This sense of shared responsibility is reinforced by Brigstock’s
approach to follow-up, with clinicians encouraging patients to
initiate follow-up when they have made changes and want a
review rather than clinicians dictating when patients must return.

Improved medicines optimisation
There have been several improvements in medicines
optimisation:
• Clinicians have found that group discussion encourages and
supports patients to ask more meaningful questions about
their medications.
• Peer interaction makes patients more engaged with
discussions about their medication.
• The group dynamic supports broader discussion of the risks,
benefits and consequences of starting new medication,
taking certain medication or a combination of medications,
and stopping medication.
This richer discussion supports and enhances shared decisionmaking. Of the patients consulted within the groups, over 124
patients have made a shared therapeutic decision.
Furthermore, clinicians have experienced more honesty, with
patients more readily disclosing non-adherence. Quite often,
after disclosure, the clinician is able to de-prescribe for an
agreed period of time. This engenders trust in the therapeutic
relationship such that, when specific medications need to be
taken, patients are more likely to comply.
A database search has shown an increase in the prescribing of
SGLT2 medications and a reduction in the use of sulphonylureas
for routine glycaemic control.
Adherence interventions have not been READ coded. The
recording of such data in future work will provide more insight
into this and other impacts group consultations have had on the
medicines optimisation process.

Journal of Medicines Optimisation • Volume 5 • Issue 2 • September 2019

41

Brigstock and South Norwood Partnership Group
Consultations Confidentiality Form
Name (Please print clearly):
Home Address:
Date of Birth:
Daytime phone number:

Introduction to this Confidentiality Agreement
As a participant in group consultations, both you and the other patients who are sharing the appointment
will discuss medical information in the presence of other patients, and also staff. Your clinician (doctor or
nurse) and the group consultations healthcare team will be doing likewise and are bound by their
employment contracts and professional codes of ethics to respect patients’ confidentiality. Please read the
statement below, and if you agree with it, please sign the form where indicated.

Statement of confidentiality
By signing this agreement, I undertake to respect the confidentiality of the other members of the group
consultation by not revealing any medical, personal, or other identifying information about others in
attendance, after the session is over. My own information however, belongs to me, and I understand that I
am encouraged to discuss my own details with my carer or other family member, as appropriate.
I understand that if I have health concerns that are of a very sensitive nature, I may of course, ask to discuss
them with the relevant staff member in a private treatment room or to schedule an individual practice
appointment.
I understand that I am under no obligation to share personal information with other patients, or healthcare
staff, unless I choose to do so.
Signed (patient):
Date:
Signed (carer/support person if applicable):

Date:

I CONSENT AS ABOVE IN ALL OF MY GROUP CONSULTATION SESSIONS AT THE PRACTICE
FOR DIABETIC REVIEWS

Figure 1: Confidentiality agreement
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Improved experience of care
In an online feedback survey, 90% of patients reported feeling
more ‘listened to’. 85% would recommend group consultations
to friends and family. Patients report peer learning and support
being powerful and empowering:
“ We come together. We can relate to each other. We
encourage one another to look after our health. This is
important to us as diabetic people…I love it because I am
learning a lot about how to manage my diabetes…so I
would not give this up for nothing... I feel like crying
because it changed my life..” Brigstock patient.
The clinician experience is also positive, with greater job
satisfaction, closer team working and less repetition, making
group consultation more energising.
To watch a video of clinicians in Croydon talking about their
experiences, go to: https://youtu.be/8EoN05SS164
To watch a video of patients from Brigstock and south Norwood
Medical Practice, talking about their experiences, go to:
https://youtu.be/ZhXgOdT2FZQ

Efficiency gains
Compared to one-to-one care, Brigstock has calculated
efficiencies made in the use of clinician time. These were
realised as early as eight weeks after the change was made. The
nurse practitioner and prescribing pharmacist time that has
been released is being spent on improving the quality of care of
those with complex needs and on developing additional services
e.g. an intrauterine device (IUD) and contraceptive clinic.
Whilst maintaining the total number of patients reviewed,
Brigstock has reduced the number of diabetes clinics from eight
three-hour one-to-one clinics a week (i.e. a total of 24 hours of
clinic time) to two one and a half hour group clinics and one
three hour one-to-one clinic a week, reserved for patients not
suitable for a group review (i.e. a total of six hours of clinic time
a week). In total, the diabetes group clinic model has freed up
a total of 18 hours of clinician time and five half-day sessions a
week. This represents a 75% efficiency gain and is equivalent to
at least a 0.5 full time equivalent clinician post.
Introducing group clinics has reduced waiting times for diabetes
reviews from six to two weeks.
Audit indicates a positive impact on ‘Do Not Attend’ (DNA)
rates, with the DNA rate for group clinics running at 5.94% in
comparison with that for all Brigstock practice clinics at
11.70%, which is a reduction of 49.2%.
There are also further efficiency gains linked to DNA inherent in
the group clinic model. Clinician time is not lost waiting halfway
through clinics when patients DNA because everyone arrives at
the same time and the group clinic runs its course with a smaller
group. Group clinics are also more likely to finish on time.
Furthermore, Brigstock has observed that group consultations
nudge a more systematic approach to diabetes management.
Perhaps because gaps in the eight care processes are highly
visible on the Results Board, full compliance has improved from

53% to 63% of patients; an 18% increase. This translates into
greater QOF compliance, which impacts positively on practice
income.
Group consultations are also impacting on workforce and skill
mix. To create further capacity and realise greater efficiencies,
the team is considering expanding group clinics for other longterm conditions and employing a group consultations
programme and session facilitator to help manage the change.

Improved access
There has been a measureable improvement in access and
patient perceptions of access have improved in line with this.
Alongside reduced waiting times for diabetes reviews from six
weeks to two weeks, there are more appointments available in
one-to-one clinics. This means that all patients benefit from
group clinics whether or not their care is delivered that way.
In an online survey, 85% of patients reported improved access
and that they perceived spending more time with clinicians.
Patients spending up to 60 minutes with their clinician rather
than 20 minutes in a one-to-one session is the most likely
explanation for this change in perception amongst patients
with diabetes.

Service improvements
Brigstock has responded to feedback from patients and
improved the service.
Once they became familiar with their ‘numbers’, patients
recognised that underlying mental health issues were impairing
their ability to take control of their diabetes. In response, the
team invited the local IAPT service to attend and describe their
support offer.
The team has made links with local social prescribing link
workers so that it was easy for those who felt socially isolated
or wanted to make lifestyle changes to tap into local community
initiatives and support.
The team has responded to a LCS aimed at embedding care and
support planning by more explicitly incorporating the process
into its group consultation design so that patients co-create a
‘Care and Support Plan’ and this is documented in line with
the LCS.
Finally, to improve access for working people, the team has
introduced evening sessions alongside daytime ones.

Discussion
This trial indicates that group consultations offer a suitable,
acceptable, and feasible alternative way to deliver QOF diabetes
reviews in primary care at scale.
Brigstock has successfully reviewed almost half of its patients
living with Type 2 Diabetes. The new model has saved time and
improved access and quality of care. Continuous improvement
is supporting the integration of care and support planning,
which is the recognised gold standard of personalised care.
Having a highly visible Results Board nudges the team to more
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closely audit compliance with the eight care processes, which is
improving quality of care and QF compliance.
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Background
A homecare service is the provision of medication to a patient’s home or chosen community setting. These services are a growing
sector delivering to 200,000 people in the UK. However, homecare service providers are facing increasing pressures and this is
impacting on the quality of the service delivered. Recently, within the London North West University Healthcare NHS Trust (LNWUHT),
there has been an increased number of incidents and complaints reported. There is therefore a need to explore this in the interests of
maintaining a good quality of service. The Royal Pharmaceutical Society suggests that a questionnaire can be used to assess user
satisfaction. This has been applied in the HIV homecare setting within LNWUHT. The aim of the survey was to explore the level of
satisfaction of the homecare service as seen by people living with HIV who are prescribed antiretroviral therapy.
Method
A survey using a printed questionnaire was given to 184 patients attending HIV clinics at two sites at LNWUHT over a 4-week period.
The questionnaire was completed in the clinic by the attendees. It used a Likert scale to present statements about satisfaction with
the homecare service provider and gave the opportunity for free text comments, which were grouped by theme.
Results
Of the 184 people living with HIV who were offered the questionnaire, 41% (n=76) returned a completed questionnaire and, of those,
90% (n=64) of patients agreed that they were happy with the homecare service. Responses showed that 69% (n=48) of patients
knew how to access the helpline and 65% (n=43) knew how to make a complaint. 18 respondents provided free text comments, of
which 89% (n=16) were positive and 11% (n=2) were regarded as negative. Communication about service delivery was raised as a
problem by people living with HIV.
Discussion
The survey shows that most respondents were satisfied with the homecare service provided to them. The results from this survey are
similar to the findings, shared anecdotally, from other London Trusts where most respondents have been happy with the service. The
survey identified communication challenges for patients in relation to service delivery. Behavioural economics and ‘nudge’
interventions have been shown to alter behaviour towards service improvement. Applying this approach to communication between
patients and the homecare service could be considered.
Conclusions
Overall, respondents were happy with the homecare service provided. Areas for further work were identified, such as improving
communication with people living with HIV and using homecare services about the service provided.
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Introduction
A ‘homecare service’ is where an ongoing supply of patients’
medicines and, if necessary, associated care are delivered to
their home or their chosen community-based setting.1,2 See
Box 1.
These medicines will have been initiated in a hospital setting
and the provision of a homecare service for ongoing supply
agreed following a patient’s consent.2,3 The aim of the homecare
service is to improve the patient’s choice in relation to medicines
supply. Through reducing the number of hospital outpatient
appointments and the need for prescription collection, the
homecare service also provides a cost-efficient option for the
National Health Service (NHS) and convenience for patients.2
Another cost-benefit to the NHS is that medications for the
homecare service are VAT free. Improved treatment outcomes
have also been recognised as a benefit resulting from the
service. These include greater control over treatment, faster
access to treatment and improved patient education.1,4
The World Health Organisation indicates that homecare services
are a rapidly growing sector in Europe. This is due to multiple
factors, including the rise of non-communicable diseases as well
as demographic shifts and an ageing population.5 The demand
on services due to increases in specific disease areas, as well as
an aging population, have resulted in the establishment of
homecare services in the United Kingdom. In 2011/2012, the
number of homecare services registered with the Care Quality
Commission (CQC) increased by 16%6 and, in 2014, they
accounted for £1.5 billion, which equates to 38% of the
hospital medicine spend.2
The NHS has been commissioning homecare services since
1995,1 and a homecare service has been used by LNWUHT since
2008. A framework agreement for the contracting of homecare
service(s) for HIV medicines for use in England (not UK)
describes the benefits to patients but outlines a 20% potential
saving opportunity.4
The CQC reports that the major concerns regarding the
homecare service include missed, late or inconsistent services
and lack of communication. The homecare service providers
are also facing challenges due to increasingly complex care
needs and a growing pressure on budgets, which will impact
on the quality of service that they provide.6 In 2013, due to a
major provider withdrawing from the market, there was a
significant increase in the number of supply issues reported
with patients’ medicines being delayed or omitted. A survey
was recommended to establish the issues identified in the
Trust, as complaints have been reported using the Trust’s
incident reporting system, DATIX, such as delivery of incorrect
items and breaches in confidentiality. The Royal

Pharmaceutical Society (RPS) recommends that a patient
satisfaction questionnaire be used to explore service quality.2 A
questionnaire was therefore used as a tool for the survey
conducted in LNWUHT.
At Central Middlesex Hospital (CMH), 335 ‘people living with
HIV’ (PLWH) are registered for homecare services, with 370
PLWH registered at Northwick Park Hospital (NPH). Patients at
the Ealing Hospital site were not included due to administrative
issues at the time of the survey.

Aims
The aim of the survey was to explore the level of satisfaction of
the homecare service by PLWH who are prescribed antiretroviral
therapy by LNWUHT.
Objectives:
• To explore patient satisfaction with the homecare service
• To identify issues as a result of the service
• To make recommendations and to address any issues
identified

Method
PLWH were invited to participate in a survey between 29th
October 2018 and 26th November 2018. Survey participants
were approached whilst attending their HIV clinic appointments
at CMH and NPH. The inclusion criteria were:
• people attending CMH or NPH at LNWUHT for HIV clinic
appointments
• adults over 18 years of age
• people using the homecare services for provision of HIV
medication prescribed by the LNWUHT HIV clinics.
The data collection tool used was a printed, two-sided
questionnaire. The questionnaire did not include any patient
identifiable information; all responses remained anonymous.
The questionnaire was based on the RPS questionnaire with
alterations made to improve patient understanding of the
questionnaire itself and to tailor it to the Trust and HIV clinic by
specifying clinic names and sites. The questionnaire is shown in
Figure 1.
The questionnaire was distributed to the receptionists working
in NPH and CMH clinic sites via email with directions on how to
print the questionnaire and what they would be asked to do to
conduct the survey. Questionnaires were also provided as hard
copy to the receptionists at the clinics to give to people as they
attended their clinic appointment. PLWH were encouraged to

A homecare medicine delivery service can be described as being a service that delivers ongoing
medicine supplies and, where necessary, associated care, initiated by the hospital prescriber,
direct to the patient’s home with their consent. The purpose of the homecare medicines service
is to improve patient care and choice of their clinical treatment’2
Box 1: Definition of homecare service
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Please could you take a moment of your time to complete this questionnaire. We will use the results of this questionnaire to
improve the homecare service provided to you. Thank you for your time.

Section 1
1.

Please select your clinic:
Northwick Park hospital
Central Middlesex hospital

2.

Please select your gender:
Male

3.

Other

Prefer not to say

Please select your age range
0-18

4.

Female

19-25

26-40

40-60

Over 60

Please select your homecare provider:
Alcura

Healthcare at home

5.

How long have you been receiving homecare service? Years: …..….. and months: …....…

6.

How often do you attend clinic appointments? Every …….... weeks

Section 2: Your healthcare clinic
Please tick the appropriate box for the following statements. Please only tick one box.
Strongly
disagree

Disagree

Neutral

Agree

Strongly
agree

Not
Applicable

Agree

Strongly
agree

Not
Applicable

The clinic has dealt well with any issues
with the homecare provider

Section 3: Your homecare provider
Please tick the appropriate box for the following statements. Please only tick one box.
Strongly
disagree

Disagree

Neutral

The deliveries arrive on the specified day
and time
It is easy to rearrange delivery time and date
The items delivered have always been correct
I have had packages lost, delayed or
damaged
Packages delivered are confidential
The delivery team are friendly and helpful
It is easy to leave comments and feedback
I know how to make a complaint
The delivery team explain the storage
requirements clearly
I have run out of medications before my
next delivery

Figure 1: Homecare Service Patient Satisfaction Questionnaire
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Strongly
disagree

Disagree

Neutral

Agree

Strongly
agree

Not
Applicable

I have been fully informed about the service
I know how to access the helpline
The homecare service has saved me time
I am happy with the homecare service

Please use this space to provide any further comments regarding your homecare service

Figure 1: Homecare Service Patient Satisfaction Questionnaire (Continued)
complete the questionnaire whilst they were waiting for their
appointments. The completed questionnaires were then handed
back into reception or posted into collection boxes located by
reception. To reduce bias, no pharmacists were involved in the
distribution and collection of the questionnaires. The number of
prescriptions supplied to PLWH under the clinic’s care and using
a homecare service over the same study period 29th October
2018 and 26th November 2018 was used to calculate a
response rate for the survey. The collected data was collated and
the results represented graphically using Microsoft Excel 2016.

The demographics of survey respondents is shown in Table 1.
For the PLWH who responded to the survey, 75% were aged
between 40-60 years (n=54) and 15% (n=11) aged between
26-40 years. The median number of months that the patients
had been attending the clinic for was 45 months (3 years and
9 months). Of the responses, the median clinical appointment
that the patients attended was every 24 weeks (6 months).
How the clinic dealt with issues with the homecare
service provide
When asked about how the clinic managed issues reported to
them by their PLWH regarding the homecare service, 82% of
respondents (n=54) agreed or strongly agreed that the clinic
had dealt with any issues with the homecare provider.

Results
There were 76 completed questionnaires returned from the two
study sites (NPH and CMH).
Over the study period, 184 prescriptions were issued from the
HIV clinic to PLWH and using homecare services (124 at the NPH
site and 60 at CMH). Using the number of prescriptions issued
at NPH and CMH as a measure of the number of PLWH
attending HIV clinic and using homecare services during the
study period, assuming only one prescription issued to one
person, gives a response rate of 41% from both sites (70% for
CMH and 27% from NPH).

Satisfaction with the homecare service
Overall, PLWH viewed the homecare service very positively, with
90% (n=64) of respondents agreeing that they were happy with
the homecare service provided (Graph 1) and 89% (n=62) of
respondents agreeing that the service they received by the
homecare service provider had saved them time.
Note: the response number denominators ranged from to 71-

Clinic

M

F

Undeclared

Total

CMH

19

20

3

42

NPH

14

19

1

34

Total

33

39

4

76

Table 1: The number of respondents separated by gender and study site.
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75 due to a small number of missing responses.

Discussion

Key issues with the homecare service in relation to patient
satisfaction are shown in Table 2.

The survey indicated that, generally, the PLWH under the care of
LNWUHT and receiving the homecare service were satisfied with
the service provided to them. The survey illustrates that
homecare services can be helpful to people with deliveries
arriving on time and ease of rearranging the delivery times and
dates. The benefits cited of using a homecare service were
reflected in the responses to the survey.

In relation to helpline access, 69% (n=48) of respondents reported
that they know how to access the helpline (see Graph 2).
Additional Comments
Free text comments were provided by 23% (n=18) of
respondents. Of these, 89% (n=16) of respondents described a
positive experience. These comments included:
• “the homecare service has saved me time and they are
always on time”
• “never had a problem, a really good service”
• “very good service, would recommend”.
Of the 18 respondents, 11% (n=2) described negative
experiences. These comments were:
• “packages have arrived opened/tampered with. The
replacement deliveries were scheduled but didn’t arrive.
Not sure my complaint to H.A.H [Healthcare at Home] was
taken seriously”
• “I stopped for 2 years because they used to deliver it at times
when I wasn’t at home”.
.

The survey findings highlight factors that may contribute to
lower satisfaction of the homecare service. For example, 31% of
respondents did not know how to access the helpline, which
could be used to leave feedback. Similarly, only 35% of
respondents did not know how to leave a complaint and,
therefore, the number of complaints received by the Trust over
recent years may not be representative of the number of
problems encountered. Encouraging feedback from PLWH and
getting representative feedback of the service will help to
improve the overall service and help individual patients’
experiences.
The service has received comments in the past from PLWH that
have included requests for improvement with ease of contact
with customer support, access to the 24-hour helpline and the
complaints procedure. These are similar to areas that were
identified in this survey that could contribute to decreased
patient satisfaction levels.
Using publicly available search engines, there appears to be
limited published literature into patient satisfaction within HIV
clinics in England providing homecare services. Personal

Issues with the homecare service

Number of respondents reporting that they
agree or strongly agree

The deliveries arrive on the specified day and time.

89% (n=64)

It is easy to rearrange delivery time and date.

88% (n=61)

The items delivered have always been correct.

91% (n=64)

I have had packages lost, delayed or damaged.

9% (n=6)

Packages delivered are confidential.

86% (n=59)

The delivery team are friendly and helpful.

87% (n=61)

I know how to make a complaint.

65% (n=43)

It is easy to leave comments and feedback.

56% (n=40)

The delivery team explain the storage requirements clearly.

56% (n=40)

I have run out of medications before my next delivery.

10% (n=7)

I have been fully informed about the service.

74% (n=51)

I know how to access the helpline.

69% (n=48)

The homecare service has saved me time.

89% (n=62)

I am happy with the homecare service.

90% (n=64)

Table 2: Issues with the homecare service
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communications with pharmacist colleagues running HIV clinics
supports the LNWUHT survey findings. St George’s hospital
undertook a patient satisfaction survey within their HIV clinic
and gained overall positive comments, albeit with a low
response rate. They also received comments calling for
improvement in flexibility when it comes to delivery times.
Guy’s and St Thomas’ Trust have also had an overall positive
experience with their homecare services for the HIV clinic and
some areas for improvement were identified as a result of PLWH
not updating their contact information or not rearranging their
delivery times and dates. Therefore, it would be prudent to
consider how communication between providers and patients
can be improved, particularly around delivery of products in the
same geography and clinical area of practice.
Rather than a punitive approach with the provider, the
comments received could be addressed using a ‘nudge-type’
approach, which has used in various healthcare settings in
the past, including hospitals. Behavioural economics and
‘nudge’ interventions have been shown to modify behaviour
towards service improvement.7 Applying this approach to
communication between PLWH and the homecare service to
address the comments received from the HIV clinic
respondents could be a way to improve satisfaction levels.

Limitations
Attaining a sufficient response rate upon which robust
conclusions could be drawn was seen as a challenge. To
encourage participation, the questionnaire used tick box
answers to make it as easy and quick to complete as possible. It
was designed to be a maximum of two sides in length and
simple language was used to ensure PLWH readily understood
the questions.
The questionnaire was based on an RPS recommended
questionnaire and was approved by the Trust’s Patient Advice
and Liaison Service and the Trust Audit team. It was, therefore,
not piloted. This is a limitation as it would have offered an
insight from the PLWH as to how to improve the questionnaire.

The method of participation and recruitment to the survey was
reliant upon PLWH attending clinic and being given a
questionnaire. However it is possible that sometimes
questionnaires were not given to all attendees.

Recommendations
To improve the level of satisfaction with the homecare service,
the following recommendations are suggested:
• To improve communication and encourage PLWH to
rearrange delivery times and dates and update their contact
details, telephone or SMS reminders could be sent. Similarly,
these could be used to prompt patients to leave comments
and feedback on the service and importantly include
information on how to do so.
• Environmental cues, such as posters, could be used in the
clinics to offer key information such as access to the helpline
and to further encourage feedback and communication.
• To measure the efficacy of these recommendations, a followup survey post-implementation of any nudge or
environmental cue interventions is recommended. The
survey should use an extended data collection period to
encourage a larger sample size and, possibly, improve the
response rate. The follow-survey should be modelled on the
strengths of this survey; for example, the use of a shorter
questionnaire and ensuring that all staff members are fully
informed.

Conclusion
This survey has shown that respondents who were PLWH
attending LNWUHT clinics at NPH and CMH using Healthcare at
Home homecare services for the provision of medicines are
happy and satisfied with the service. The survey has provided an
insight into the homecare service provision for PLWH under the
care of LNWUHT and has identified a small number of areas for
improvement. Future work to increase the generalisability of the
findings would benefit from a larger sample size and inclusion
of a variety of homecare providers

% of responses

I know how to access the helpline
45.0
40.0
35.0
30.0
25.0
20.0
15.0
10.0
5.0
0.0

40.0
28.6

14.3
10.0
4.3
Strongly
Disagree

2.9
Disagree

Neutral

Agree

Strongly
Agree

Not
Applicable

Graph 2: The extent to which PLWH know how to access the helpline.
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Diary Dates with Pharmacy Management in 2020

JoMO-UKCPA Respiratory Workshop
Date:

Venue:

12 March 2020

The MacDonald Burlington Hotel, Burlington Arcade, 126 New Street,
Birmingham B2 4JQ

PM Celtic Conference
Date:

Venue:

26 March 2020

Mercure Cardiff Holland House Hotel, 24 - 26 Newport Rd, Cardiff CF24 0DD

JoMO-UKCPA Diabetes Workshop
Date:

Venue:

May 2020
London

JoMO-UKCPA Medicines Optimisation of long-term
conditions in Older People
Date:

Venue:

June 2020
London

Pharmacy Management National Forum for Scotland
Date:

Venue:

August 2020
Glasgow

JoMO-UKCPA Cardiovascular Workshop
Date:

Venue:

October 2020
London

Pharmacy Together Conference
Date:

Venue:

November 2020
London

Pharmacy Management National Forum for Wales
Date:

Venue:

Autumn 2020
Cardiff

Pharmacy Management National Forum for Northern Ireland
Date:

Venue:

Autumn 2020
Belfast

TMO
THERAPEUTIC MEDICINES
OPTIMISATION
Would you like to disseminate your medicines
optimisation work by publishing it in the
Journal of Medicines Optimisation (JoMO)?
The JoMO aims to disseminate good practice about medicines optimisation
to pharmacists, doctors, nurses and other healthcare professionals.
The focus is on ‘optimisation’, which relates to quality and improving
patient care, rather than cost aspects.
It would be helpful to have articles that addressed the
medicines optimisation initiative for specific therapeutic areas.
Sharing such targeted work will hopefully facilitate discussion
and the implementation of best practice within specialisms.
Guidance for Authors is available at
https://www.pharman.co.uk/journals/medicine-optimisation-journal/ .
For further information, or to send material electronically,
please contact the Editor-in-Chief: alex.bower@pharman.co.uk
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