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Editorial
It is never easy to step into the shoes of another, particularly
when they have been worn with such distinction as those of our
late Editor-in-Chief, Alex Bower.

Many of us are aware that community mental health has not
always had the focus that we would have wanted, so it is
helpful to hear from one team that has had an impact.

Our Chairman, Ted Butler, will pay a full tribute to Alex in the
October 2020 issue of the Journal of Pharmacy Management
which is fitting because Alex had edited that journal for so long.
Here we will restrict ourselves to noting his career-long devotion
to best practice in the use of medicines for the benefit of
patients and observe that people of his calibre are few and far
between - we are privileged to have known him.

Medicines optimisation necessarily involves the patient; for
whom are we optimising drugs if not for them? Collecting
patient experiences and expectations is, therefore, a key
function and we have two excellent papers devoted to that.

This edition has, of necessity, been assembled from his files. It is
a little larger than usual because COVID-19 disrupted the
process of receiving and reviewing submissions so we were
not sure until very late how many articles we would have in
complete and reviewed form. We hope that you find this
mixture of interest.
We intend that this journal should return to quarterly
publication if we have sufficient articles of high quality
submitted.

We also have a sponsored article challenging us to consider
non-tuberculous mycobacterial lung disease. We mark
sponsored articles so that there is no doubt about their status
but they are still subjected to peer review. We have our journal’s
reputation to consider, so we do not publish articles just
because a company has commissioned or offered them.
I hope you will agree this is a well-filled issue of the Journal of
Medicines Optimisation. Please help us keep them that way by
submitting your own work!
Nothing gave Alex Bower more pleasure than assisting a
pharmacist or technician to publish their first paper and nothing
will honour his memory more than to continue doing so.

Please do not hold back; if you have not published before help
is available to prepare your article to best effect. A preliminary
note to the Editor, Graham Brack or our Senior Editorial
Assistant, Katie Fraser will start the ball rolling.
This quarter’s journal contains no fewer than six articles. We
begin with a challenge from Cornwall – are we slow to stop
medicines that are problematic or ineffective? Developing a
cost-saving programme is straightforward; anyone can do that.
The trick is to do so while maintaining quality, as Darush AttarZadeh will describe.
HYPERLINKS
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Developments in Practice
Pharmacist-prompted deprescribing of problematic
polypharmacy in hospital – slow at starting to stop?
Bastin A, Tsoi V and Wilcock M, Pharmacy Department, Royal Cornwall
Hospitals NHS Trust, Truro, Cornwall, TR1 3LJ.

Correspondence to: andrew.bastin@nhs.net

Abstract
Title
Pharmacist-prompted deprescribing of problematic polypharmacy in a hospital Orthogeriatric setting – slow at starting to stop?
Author list
Bastin A, Tsoi V, Wilcock M.
Introduction
There is a global initiative to tackle problematic polypharmacy, and there is a recognised potential for deprescribing of potentially
inappropriate medicines to occur in hospital. However, barriers to deprescribing in this setting have been identified and there is limited
evidence of how to implement this activity. We aimed to investigate the role of the hospital pharmacist in prompting consideration
of deprescribing from a limited list of medicines that may be contributing to problematic polypharmacy.
Method
The Trauma/Orthopaedics pharmacists on two Trauma wards identified a convenience sample of patients admitted on a list of target
medicines. After the standard Orthogeriatric team review, pharmacists identified if there still remained an opportunity for ceasing any
of the target medicines. Any potential deprescribing opportunities were discussed with the patient and checked with a senior hospital
doctor prior to stopping the medicine.
Results
Over a six weeks period, 46 patients were reviewed by the pharmacists. These patients were on a total of 81 of the target medicines.
The Orthogeriatric team deprescribed 15 of these medicines. There were an additional eight opportunities for the pharmacists to
discuss deprescribing with a senior doctor, from which six deprescribing instances occurred.
Discussion
The small scale study showed that pharmacists have an opportunity, when supported by the Care of the Elderly team, in contributing
to the polypharmacy and deprescribing challenge in a hospital setting.
Keywords: deprescribing, hospital pharmacist, Orthogeriatrics, polypharmacy.

Introduction
Polypharmacy has commonly been defined as the concurrent use
of several (mostly five or more) long-term medications, though
recent studies have highlighted the increasing prevalence of
major polypharmacy defined as being on ten or more
medications.1 Polypharmacy has been classified as either
‘appropriate’ or ‘problematic’.2 Appropriate polypharmacy is the
prescribing for a person with complex conditions or multiple
conditions in circumstances where medicine use has been
optimized and where the medicines are prescribed according to
best evidence. Problematic polypharmacy is the prescribing of
multiple medicines inappropriately or where the intended benefits
of the medicines are not realized. Polypharmacy increases the risk
of potentially inappropriate prescribing and has been associated

with a number of harms including adverse drug reactions, falls,
frailty, hospitalisation and mortality.3 There is a global initiative to
tackle problematic polypharmacy,4 as well as a national review.5
Bennett and colleagues state that the primary aim of rational
therapeutics is to ensure that patients receive the drugs they
need, but no more.6 Although it has proved difficult to curb
overprescribing, they argue that all prescribers have opportunities
to detect and correct over-prescribing. Such opportunities may be
planned — for example, at general practice medication reviews
and at outpatient clinics — or fortuitous. Hence, there is a need
to consider overprescribing both in planned medication review
and in other circumstances, such as at the transition of care from
one doctor or team to another.
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Deprescribing is the process of withdrawing an inappropriate
medication, supervised by a health professional with the goal of
managing polypharmacy and improving outcomes.7 An
approach that involves patient involvement in deprescribing is
promoted,8 though how this should occur and in which setting
is uncertain. A range of barriers to deprescribing from health
professionals’ and patients’ perspectives have been described.9,10
Though there is the recognised potential for deprescribing of
potentially inappropriate medications (PIMs) to occur in
hospital,11 it has been reported only 4% of patients had a preadmission medicine deprescribed,12 suggesting a need to
change practitioner behaviour to facilitate routine deprescribing
in hospital. Barriers to deprescribing in hospital have been
identified and there is limited evidence of how to implement
this activity. Some of these barriers include a perception that
deprescribing is not the responsibility of hospital doctors,
perceptions that deprescribing is riskier than continuing to
prescribe, a lack of confidence among junior doctors and
pharmacists in broaching this topic with senior doctors, and a
lack of patient engagement in the deprescribing process as well
as patient and caregiver attachment to medication.13,14
Marvin and Jubraj assert that hospital pharmacists encounter
polypharmacy frequently during a patient’s journey from
admission to discharge, hence there are a number of points of
hospital care when polypharmacy may be addressed.15 These
include at pre-admission to hospital (e.g. at pre-admission
clinics); before and after a surgical operation or other
procedure; when an existing long-term condition deteriorates or
new symptoms develop; when a new disease is diagnosed;
when treatment is prescribed together with preventive
medicines and/or symptom relief; and preparing for discharge,
when take-home medication is added to admission medicines.15
Guidance on the identification of patients on inappropriate
medicines, and subsequent pharmacist-led intervention to
prompt and promote deprescribing, has been developed.16

We aimed to investigate the role of the hospital pharmacist in
prompting consideration of deprescribing from a limited list of
medicines that may be contributing to problematic
polypharmacy. This target list of medicines, agreed with the
Care of the Elderly Team, included anticholinergics (such as for
urinary incontinence, antihistamines), aspirin, bisphosphonates,
proton pump inhibitors (PPI), NSAIDs, quinine, statins, iron and
folate (Box 1).

Methods
The Trauma/Orthopaedics pharmacists on two Trauma wards
identified a convenience sample of patients admitted on this list
of target medicines during November and December 2019.
During the admission, and subsequent to the standard
Orthogeriatric team review of the patient, pharmacists
identified if there still remained an opportunity for ceasing any
of the target medicines. This required the pharmacist to check
the indication for treatment and, in any potential deprescribing
opportunities, to discuss with the patient about ceasing
treatment. If the patient agreed, this was checked with a senior
hospital doctor prior to stopping the medicine. Reasons for
deprescribing varied depending on the medicine (see Box 1) and
included: duration of therapy (e.g. bisphosphonate); no
indication for therapy (e.g. proton pump inhibitor); potential
benefits of therapy judged by patient/prescriber as minimal (e.g.
statin for primary prevention). If, after these discussion, it was
agreed to cease the medicine the pharmacist would do so on
the hospital electronic prescribing and medicines administration
(EPMA) system. Concurrently an electronic note would be
added to the EPMA record which would then be transferred to
the patient’s GP as part of the discharge letter. This process —
verbal communication with a senior doctor followed by clear
documentation in the patient’s medical notes — is in line with
that suggested elsewhere.16
Ethical approval was not required as this was service evaluation.

Anticholinergics (for urinary incontinence, and antihistamines)

Possible harms outweigh benefits e.g. consider stopping in those
with dementia, or chronic cognitive impairment, or chronic
prostatism (risk of urinary retention), or admitted with a fall

Aspirin

If no history of coronary, cerebral or peripheral arterial occlusive
symptoms

Bisphosphonates oral

Possible harms outweigh benefits e.g. no consistent evidence of
benefit or harm of continued use after at least 3 years therapy

Proton Pump inhibitors

If no clear indication

NSAIDs

Avoid for patients at high risk of gastrointestinal or cardiovascular
adverse effects

Quinine

Not recommended for routine treatment because of potential
toxicity.

Statins

Benefits in primary prevention not considered worthwhile by
patient/prescriber

Folate, iron

If no clear indication

Box 1 Target medicines and reasons for inclusion
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Results

An Australian study evaluated the impact and feasibility of a
medication review proforma and decision support tool on
medication prescribing among a cohort of older hospitalised
patients receiving multiple medications.18 This study was led by the
treating clinicians and among 50 patients (median age 82.5 years),
186 (34.3%) of 542 regular medications were discontinued.
Interestingly, of the regularly prescribed medicines, statins were
ceased in 21/37 (57%) and gastric acid suppression in 19/40
(48%) patients. In our study, though the patient cohort and the
hospital setting are not very comparable, we noted only 7/22
patients had their statin stopped and 6/24 had their PPI stopped.

Over the six weeks period, 46 patients (mean age 83, range
48-105, 41% male) were reviewed by the pharmacists. These
patients, at the time of the pharmacist-led deprescribing review,
were on a total of 81 of the target medicines. Table 1 shows the
target medicines, whether the Orthogeriatric team had already
ceased the medicine, and the outcome of any potential
opportunity for a pharmacist intervention. No patients were
admitted on other target medicines (NSAIDs, quinine). The
Orthogeriatric team deprescribed 15 medicines from this list.
There were an additional eight opportunities for the
pharmacists to discuss deprescribing with a senior doctor, from
which six deprescribing instances occurred.

The deprescribing of PPIs features commonly in a number of
studies, which is unsurprising given that up to a half of
patients are taking a PPI at admission depending on the
country, hospital specialty studied, patient cohort and when
the analysis was conducted.19,20,21 A Canadian study examined
inappropriate medications at discharge and 30 days later for
2,402 patients aged 65 years and older, and identified PIM
using various criteria.22 They found that 1,576 (66%) patients
had at least one PIM prescribed at the time of hospital
discharge, and PIM use was associated with overall harm to
older adults. Of these patients, nearly one-third were
prescribed at least one new PIM they had not been taking
before admission to the hospital. Relating this study to one of
the medicines that we were attempting to cease, Weir and
colleagues report that 131 (8.3%) of the 1,576 patients had a
discharge prescription for a PPI without an appropriate
indication, and 64 (4.1%) of these had been commenced on
a PPI during hospitalisation. These authors acknowledge the
difficulty in integrating recommendations that would help
identify PIMs widely into everyday clinical practice, and that
the process of cross-referencing multiple medications and
medical conditions to highlight instances of potentially
inappropriate prescribing requires significant investments of
human resources.22

Of these 46 patients, four died prior to discharge and the
remaining 42 were discharged on a total of 400 medicines (9.5
per patient). Six patients were commenced on a target medicine
late in the hospital stay for a justified indication (4 on alendronic
acid and 2 on a PPI).

Discussion
In this small, uncontrolled, observational study in one hospital
we recorded deprescribing from our target medicines, both
by the Orthogeriatric team (15/81 (19%) instances), and
subsequently by pharmacists undertaking a follow-up review
(6/8 (75%) instances). PPIs were the most prevalent of the
target medicines at admission taken by 24/46 (52%) patients. In
one-quarter of these patients, the PPI was ceased, either by the
Orthogeriatric team (4 patients) or followed up by the
pharmacist (2 patients).
A number of other much larger studies that relied upon the
hospital pharmacist reviewing the appropriateness of
medications have been reported. Cheong and colleagues
demonstrated acceptance by the physician of the pharmacists’
intervention in 77.9% of 503 instances made on 483 elderly
patients aged 65 and above, and most of the interventions were
on gastrointestinal agents and supplements, supporting our
target list of medicines.17 The top three most common reasons
to initiate deprescribing were: overduration of treatment
(44.5%), unclear indication (23.9%) and overdosage (20.7%).

Medicine at admission

N (patients) = 46

In a nonrandomized, controlled interventional study investigating
polypharmacy outcomes and prescribing patterns in patients
whose physicians were trained in the Good Palliative-Geriatric
Practice method, PPIs were a class of drugs that were deemed
problematic to deprescribe.23 The authors suggest it could be
that these drugs appear benign, when in fact the study
physicians may have been unfamiliar with their side-effect

Medicines ceased by
Orthogeriatric team

Medicine deprescribed
Pharmacist
due to pharmacist
deprescribing
opportunity at follow-up intervention

Proton pump inhibitor

24

4

3

2

Statin

22

6

1

1

Aspirin

14

3

2

1

Bisphosphonate

5

0

1

1

Anticholinergic

9

1

1

1

Folate/iron

7

1

0

0

Total

81

15

8

6

Table 1. Number of patients on target drugs and deprescribing outcome
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profiles or there could be a fear of gastrointestinal bleeding
events with withdrawal of the PPI.
Hospitalisation provides an opportunity to review medicines and
conduct deprescribing; however, some studies show that levels
of problematic deprescribing activity are minimal.12,24 Agreeing
an approach to facilitate hospital deprescribing with pharmacist
involvement as a routine is required.14 The Shed-MEDS
framework, implemented by an interdisciplinary team, had four
key phases.25 These were medication history and list confirmed;
evaluate medications for deprescribing; decide with the patient;
and finally synthesize and communicate recommendations. Our
study did not include all these phases in that our second phase
of evaluating the medication list to identify deprescribing
targets was initiated and led by the pharmacist alone. However,
we purposefully had the pharmacists discuss any identified
deprescribing opportunities with a senior doctor as, like others,
it was decided that there were potential barriers to the
involvement of junior doctors.26 As suggested elsewhere, there
is a need for future studies in the acute setting that include
physician– pharmacist– patient collaboration as part of the
deprescribing process.17
Limitations of our work include generalisability, as it was a
single site study amongst patients on an Orthogeriatric ward
delivered by the two Trauma/Orthopaedics pharmacists as a
focused piece of project work. We recognise that to sustain this
approach and to spread it out to other clinical areas would
require resourcing, especially as there maybe uncertainty
around the opportunity for deprescribing in other hospital
settings. We looked at a limited list of medicines, though some
of which featured in work conducted in a primary care setting.27
Data were not collected on negative clinical outcomes following
deprescribing and, as others point out, evidence of patientrelevant effects of existing deprescribing interventions is still
scarce.28

Conclusions
The results from this small scale study reinforce the opportunity
for the role of pharmacists in contributing to the polypharmacy
and deprescribing challenge. With the support and
endorsement of Care of the Elderly Team, the pharmacists were
able to apply their skill set to identifying PIMs and advising on
deprescribing. Though the absolute numbers of medicines
deprescribed by the pharmacists was small, this took place after
a Consultant-led review. Our work supports a core clinical role
for the pharmacy team in a hospital deprescribing intervention,
led by geriatricians and supported by pharmacists.

Declaration of interests
The authors have no interests to declare.
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Introduction
Barnet CCG embarked on a respiratory project to improve patient and clinician education, self management of lung health and
optimising treatments.
Method
An approach was taken to improve practice through ongoing structured inter-professional educational programmes identifying areas
of unsafe practice and prioritising action to address them through the use of national and local dashboards.
This was assisted through the use of group consultations for patients and clinicians to allow more time for shared decisions (i.e. ‘no
decision about me without me’), collaborating with key partners in the healthcare system, and use of the RightBreathe inhaled
medicines app to aid medicines optimisation (MO).
Results
Smoking rates are declining and are currently at 10.9%. This was helped by investing in increasing in the number of people attending
NHS Stop Smoking Services to increase the proportion of people with a successful quit attempt from 30% in 2016/17 to 47% in
2018/19.
Improvements in measures of respiratory medicine prescribing were achieved between 2017 and 2019, with a 5% reduction in the
number of people with high SABA use (>6 inhalers in 12 months, a 3% reduction in high dose ICS prescribing, and a 15.8% reduction
in respiratory drug expenditure.)
Discussion
Not all GP practices and community pharmacies are engaged with the Barnet model, but as practices and pharmacies become closely
aligned to primary care networks (PCN’s) this may improve. During the COVID 19 pandemic, better use of digital communication
instead of face to face meetings/training could mean key messages are delivered to a wider audience.
Improving clinician knowledge on high dose ICS and stepping down in appropriate patients is a key priority.
Group consultations are liked by many patients, but not by everyone. They require good planning and a team approach.
Conclusion
Patient and clinician partnership, identifying and tackling unsafe practice, multidisciplinary working and education optimisation are
some of the key success factors for improving patient outcomes and value for the NHS.
Keywords: value, shared decisions, education, Very Brief Advice.

Description of the patient profile
within Barnet
The UK has the 4th highest mortality rate from lung disease in
Europe. 1 in 5 people in the UK have been diagnosed with lung
disease,1 which accounts for 700,000 NHS hospital admissions
every year. Respiratory disease is one of the priority areas within
the NHS and a Long Term Plan (LTP) has been developed to make
the NHS fit for the future and get the most value for patients.2

Good value comes when you can achieve good health outcomes
(patient defined bundle of care) at the lowest possible cost.
This report describes activities taken within Barnet CCG to
improve the management of asthma and COPD. In 2016
there was an estimated 68,760 patients in Barnet with asthma,
18,273 with COPD and 229,054 people who smoked.3
Smoking by those with asthma is associated with more rapid
decline in lung function and worse symptoms. According to the
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National Review of Asthma Deaths (NRAD), smoking was identified
as a modifiable factor in 19% of asthma deaths.4 Reasons include
interaction of smoking with some respiratory medicines e.g.
theophylline. It also makes inhaled corticosteroids (ICS) less effective,
which means that higher doses may be required.5
Each year of smoking is estimated to cost the population of
London £2.15 billion, which includes healthcare, loss of
productivity, social care and house fires.6 Smoking cessation is
the only intervention that reduces the rate of lung loss,
improves survival in mild to moderate COPD and significantly
reduces the risk of hospital admission.7

Brief overview of the Barnet CCG project
(2014 to 2020)
In 2014, Barnet Clinical Commissioning Group (CCG) embarked
on a respiratory project that looked to improve quality outcomes
for patients based around improving education, self-care
including smoking cessation, reducing harm associated with
inappropriate prescribing, aspiring to improve early and accurate
diagnosis, utilising the wider workforce including community
pharmacies and aiming to achieve financial savings. Initially,
inspired by the Isle of Wight respiratory inhaler technique
project8 where hospital admissions were reduced with cost
savings on medicines, Barnet CCG undertook a pilot project
to improve respiratatory medicines use. A respiratory lead
pharmacist was employed to train clinical staff in three large GP
practices and six nearby community pharmacies to offer intensive
inhaler technique work for asthma patients. Positive patient
feedback quickly led to expansion of the service, and within a
year 405 patients were recruited and 99% reported an overall
satisfaction score of ‘good’ or ‘very good’, and feedback that

they were given enough time to ask questions, listen to
concerns, knowing more about their condition, confident using
inhaled medications correctly, explaining test being carried out.
In 2015 to 2017 the medicines optimisation (MO) team
promoted further training events (comprising 6-12 clinicians
attending interactive skills-based training) to extend this
intensive inhaler technique coaching service to as many
clinicians as possible across GP practices, pharmacies, hospitals,
community providers and care homes.
In 2018 and continuing through to 2020, there has been
greater emphasis on maximising value by running ‘teach-theteacher’ group workshops for patients and clinicians on asthma
and COPD management. These are complimentary to existing
asthma/COPD reviews and existing clinical teaching events. The
workshops allow more time for patients to ask questions and
for GP practice and local community pharmacy staff to learn
and co-facilitate.
Multidisciplinary training events were run for schools, children and
young people including parents, multidisciplinary team including
community pharmacies. The goal was to improve patient
knowledge, vaccination uptake, smoking cessation and MO.9
In 2015 and again in 2019, motivated by positive patient
feedback from the Barnet CCG initiative, the Royal
Pharmaceutical Society London North West (RPS LNW) group
embarked on a similar educational project starting with COPD
and then in asthma, led by the same pharmacist from Barnet.
The community pharmacies involved in both projects offered
the educational programme in their own time on a voluntary
basis. It is hoped that community pharmacy respiratory related
projects will be commissioned in the future.

Figure 1
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High value interventions in respiratory
disease to assist local priorities

Smoking cessation

COPD Value Pyramid
The COPD Value Pyramid is a model that is designed to aid
clinicians, system commissioners and providers to make valuebased decisions for people and populations with COPD. In
expressing the comparative value of various interventions in
terms of cost per individual per quality-adjusted life year (QALY),
it provides a guide for how value for patients and for the
healthcare system can be optimised.10 (fig 1) The pyramid is a
little dated and will be updated in the near future. Some of the
drug costs have fallen. For example LAMA prices have fallen by
25-30%, and ICS/LABA/LAMA is £44.50 vs ~ £77 in 2014. The
value of smoking cessation pharmacotherapies is clear to see as
well as flu vaccinations and pulmonary rehabilitation.

For many diseases, smoking cessation represents a clinically
effective and a cost-effective treatment.11 But whilst there have
been financial cuts to NHS stop smoking services across some
areas in North Central London, Barnet CCG has made an effort
to support public health teams. Often using the evidence based
Very Brief Advice (VBA) approach12 (see box 1) is used to
signpost patients to local community pharmacies, GP practices,
local websites/apps and helplines.
• Ask: if the patient smokes or ask how the
stopping smoking is going if records show they
have stopped.
• Advise: A person is up to four times more likely
to stop with a combination of support
(counselling) and stop smoking medicines than
with no support.13

Asthma MO Value Pyramid

• Act: on the person’ s response and, if they are
interested, let them know what is available
locally.

The medicines optimisation asthma value pyramid has been
utilised frequently in Barnet to summarise some high value
interventions discussed below (fig 2).
As part of improving asthma management in the 2019 RPS LNW
Asthma Right Care project, selected asthma patients were
issued with free peak flow monitors and diaries. Peak flow was
measured in the pharmacy and recorded on the patients’
personal asthma action plan (PAAP) and patient medication
record (PMR) notes. Selected asthma patients were issued free
peak-flow meters and diaries for self-montoring and later
interpretation in the pharmacy.

Box 1. Very Brief Advice
Barnet utilises many local pharmacies and GP practices to offer
weekly support sessions; almost all done remotely via telephone
or video during the Covid 19 pandemic. For less dependent
smokers maybe not wanting weekly sessions, websites such as
Smoke Free App14 and www.stopsmokinglondon.com are
offered. In the last three years, smoking prevalence has fallen
and the number of people accessing weekly NHS support
sessions has risen. We are able to monitor this using the British

Figure 2
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Lung Foundation (BLF) data tracker. It is useful to analyse how
many smokers have accessed stop smoking services, and this
has been gradually rising from 2015.15 Additionally, NHS
Business Services Authority (BSA) EPACT2 dashboards16 can look
at prescribing of stop-smoking treatments. Spend is relatively
high in Barnet compared to other areas in London and possibly
more can be done to ensure patients receive support alongside
the treatment. NICE recommend that stop-smoking
pharmacotherapies are cost-effective and should be offered on
prescription to any smoker who is motivated to quit.
In 2016/17, when public health funding towards smoking
cessation was lowered, 797 smokers set a date to stop smoking
and 237 people managed to stop (30% quit rate). In 2018/19
this improved to 966 people setting a quit date and 457
managed to stop (47% quit rate). In 2019/2020, this improved
again to 1172 people setting a quit date and 561 managing to
go smokefree.
Optimising medicines use
Optimising medicines in asthma is key to reducing ill health and
death. In 2014 the National Review of Asthma Deaths (NRAD)
showed that two thirds of deaths from asthma could have been
prevented.4 Implementing recommendations from NRAD is a
high priority in Barnet and requires continual educational
support and local investment.
One of the NRAD priorities is to identify patients with asthma
who are over-reliant on their short acting beta2-agonist (SABA)
and underusing their ICS. Gathering local prescribing data on
SABA and ICS prescribing, and cascading information via the
respiratory lead pharmacist and the MO teams was determined
to be a logical way to proceed. Data available from the BSA,16
NHS London Procurement Partnership (LPP) data,17 PrescQIPP18
and Open prescribing data19 allowed the medicines optimisation
(MO) team to see where potentially unsafe prescribing existed.

Visual dashboards help create dialogue about whether variation
in prescribing is warranted or not and highlight areas for local
action. The intention is to promote consistent evidence-based
practice which will result in better patient outcomes through
improved medicines use.20
Reducing overuse of SABA
One study in East London demonstrated that 3 or more SABA
canisters for asthma a year increases the risk of having an
asthma attack,21 and so NHS BSA dashboards can be used to
present data on the prescribing of more than 6 SABA canisters
in a 12 month period to GP practices via a practice visit or
incorporated in group respiratory teaching sessions.
Resources from Asthma Right Care (ARC) can be used to help
clinicians start the conversation around SABA use with patients,
and to identify those who are at risk of having an asthma attack
and living with little or no symptoms.22 Patients commonly
believe that “My reliever gives me control over my asthma”,
so they often don’t see the need for additional treatment.23
Consequently, it is important to address patient beliefs about the
disease process and role of SABA inhalers in order to help them
self-manage their asthma appropriately. Asthma lung tubes
(illustrating inflammation and tightening around the airways) are
beneficial and have been issued to GP practices and pharmacies
by the MO team. The tubes are useful to demonstrate how SABA
only work for a short time on outer lung bronchosconstriction.24
The behaviour change ARC – SABA slide rule to help patients
understand SABA puffs has been developed by the PCRS and
their international partners IPCRG.25
Quality measures such as educating patients on what their
treatments are for and empowering them to use regular
preventer treatment (ICS) and SABA only in emergencies will
reduce GP and hospital attendance and save the local
healthcare system financially.

“[NHSBSA Proportion of patients receiving 6+ SABA inhaler (%)], NHSBSA Copyright [2020]”
This information is licenced under the terms of the Open Government Licence.

Figure 3

36

Journal of Medicines Optimisation • Volume 6 • Issue 2 • September 2020

In Barnet CCG, the percentage of patients receiving more than
6 SABA canisters for asthma has declined gradually from 26.5%
in 2017 to 21.5% in November 2019, according to BSA data.
In 2019, one of the Barnet MO pharmacists identified that one
GP practice had nearly 50% of their asthma patients on more
than 6 SABA canisters a year. (fig 3) In contrast a few other GP
practices had far less than 10%. After doing an in-house
teaching session in the high prescribing SABA practice, it came
to light there were gaps in knowledge and skills on how to
teach inhaler technique and poor appreciation of the dangers of
SABA over-reliance and risk of ill-health and death.
Improving the use of ICS
High dose ICS are only appropriate in a small number of
asthmatic patients and rarely required in COPD as lower doses
usually give the same clinical benefit,20 with fewer systemic side
effects compared to lower doses. There are concerns that high
dose ICS are often initiated when a patient has an exacerbation
or at first diagnosis and then are often continued for long
periods of time without patients being reviewed. Sometimes
it is appropriate to continue high doses long-term, but many
asthma patients can be ‘stepped-down’ after a period of stability
of 3 months. A 25-50% dose reduction can be achieved to
maintain asthma patients on the lowest effective dose of ICS.26
Furthermore, ICS are often prescribed in patients with COPD
who are unlikely to benefit from treatment, such as infrequent
exacerbators and those with low eosinophil counts.
Consequently, ICS should be stopped in patients with COPD,
and no history of asthma, where there is no indication for their
use, with appropriate monitoring to ensure there is no
worsening of symptoms. However, during the COVID 19
pandemic there is advice from NICE to halt ICS withdrawal in
patients with COPD in case of risking destabilisation.27,28
High dose ICS items as a percentage of all ICS items is one of
the BSA metrics. In 2017, this measure showed that nearly
30% of all ICS prescribing in Barnet was for high doses and over
three years there has been a steady decline in this figure to
around 28%. In one GP practice, with 403 patients on its
asthma register in 2019, high dose ICS prescribing was reduced
by 12% with the help of the respiratory lead pharmacist.
Patients prescribed high ICS doses are invited into surgeries for
face-to-face group or one-to-one consultations to identify those
who could potentially be stepped down to lower doses.9
Patients who need to be on higher doses or additional therapies
according to national guidelines are appropriately referred to
secondary care specialists for further care, and provided with a
high-dose inhaled steroid cards to help patients understand side
effects and the importance of optimal dosing.29 RightBreathe
traffic light signals illustrating ICS potency are a great resource
to show patients how “strong” their treatment is, hoping that
when they’ re better informed, step down is sought and
welcomed.30,31
Inhaler technique coaching
Several studies show that approximately 10% of health care
professionals (including doctors, nurses and pharmacists) may
demonstrate correct metered dose inhaler (MDI) technique to
patients.32 Good technique is of paramount importance because
the way a patient uses a device is proportional to the amount of
drug they will deposit in their lungs, which in turn has a direct

correlation with emergency attendance at the hospital and poor
respiratory disease control. Teaching of patients and healthcare
professionals is best achieved face-to-face in person or virtually
with both patient and clinician demonstrating good technique.
This can be supported with videos available on the Asthma UK
and RightBreathe websites.
GP practice meetings offer the opportunity to discuss any
shortfalls in skills and knowledge and refer colleagues to the UK
Inhaler Group Standards33 and Fit to Care PCRS document,34 or
may help to build a strong case to encourage attendance an
inhaler technique workshop. Barnet CCG, GP federation, RPS
LNW and Local Pharmaceutical Committee (LPC) currently run
around 10 larger inhaler technique workshops a year with
further smaller practice based sessions.
During the summer of 2020 training for clinicians continues to
be done remotely using platforms like Micorsoft Teams. Taking
advantage of close-up videos of the inhaler devices has helped
with assessing clinicians and patients on the UKIG seven steps
to good inhaler technique.
Brand name prescribing
Another important aspect of the Barnet MO project is to guide GP
practices and pharmacies to prescribe inhaled treatments by brand
to ensure the patient always gets a familiar medicine and a device
that they know how to use. BSA data is used to gather this
information by MO pharmacists. As an example, branded
prescribing of budesonide and formoterol in a dry powder inhaler
(DPI) in Barnet increased from 27% in 2013/14 to 82% in 2017/18.
Currently this combination can come in 4 different devices, and so
illustrates the importance to prescribe by brand name to ensure
that the patient consistently receives the same device.

Finding the right inhaled treatment and
device for the right patient
Switching inhalers is not the same as switching between
generic tablets from different manufacturers. Barnet’s agreed
best practice approach is to not change a patients device unless
the patient has been shown the new device and has
demonstrated they can and will use it. Barnet’s MO team uses a
system called Scriptswitch and, when an inhaler is prescribed
generically, the prescriber will be prompted to specify a brand.
A list of options will be shown with a link to the products on
RightBreathe. No preference is indicated because the choice
should be agreed with the patient after they have been shown
the advantages and disadvantages of each
When MDI devices are switched to other brands you may expect
to see different colour, tastes and aerosol plume velocity.
Changes in ambient temperature can produce differences in
lung deposition rates. Dose counter may change and
importantly a change in mouthpiece shape may affect
compatibility with spacers.
Implementing changes in DPI device can be challenging due to
differences in loading and priming, and potentially differences
in licensing, or carbon footprint. Patients should be shown and
taught how to use any new inhaler device to obtain their
consent for changes to their prescription.35
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The new medicine service (NMS)36 and structured medication
reviews (SMRs)35 offers a good opportunity for pharmacists to
coach on the new device.

The changing approach to respiratory
prescribing resulting from the availability
of more cost-effective inhaled treatments
NHS RightCare information highlighted that respiratory
prescribing spend in Barnet was higher than in some of the ten
similar sized CCGs.38
In 2018, Barnet CCG spend on medicines for respiratory
conditions reduced by 15.79% to £4.16 million compared to
2016. The average drop in spend for the whole of England was
12.45% over the same period.16
This was achieved by identifying the best value inhalers on the
market and introducing these onto the local formulary. Offering
these treatments as a first line to new patients and considering
switching for appropriate patients with consent and involvement
is important.
In 2014 the costliest MDI on the market Fluticasone Propionate
250mcg & Salmeterol 25mcg was priced at £59.95 but the
same generic combination in 2020 costs £19.99. RightBreathe
can help MO teams identify the 30-day cost of each of the
medicines when a clinician wants to make a comparison.
However, a lower price is not the only driver of change and may not
correlate with best value. MO teams should consider added value
the manufacturer of the inhaler can bring e.g. is there a good field
force to support education of clinicians, is continutiy of supply
assured, how have other CCGs found working with the company,
what feedback are patients providing about their inhaler?

Outcomes
Optimising respiratory treatments is a high priority as we know
that poor delivery of treatment can lead to poor consequences
for the patient and costs the NHS significant amounts of money.
Barnet’s prevalence of smoking is currently at 10.9% and is
declining, but far more can be done.3
The responsible approach taken by Barnet CCG and RPS LNW to
devlop a GP practice and community pharmacy-driven initiative,
and the way in which it utilises the multidisciplinary workforce.39,40,41
have been recognised by peers around the country.
Patient and clinician partnership, identifying and tackling unsafe
practice and optimising education are some of the key
ingredients to improving value for our NHS. A 5% drop in the
number of asthma patients receiving more than 6 SABA
canisters per year is an example of a good quality measure. A
15.8% drop in respiratory spend between 2016 and 2018
illustrates the cost saving element of the MO team approach.
Patient reported experience measures (PREMS) that were
measured for both group (patient no. 39) and one to one (patient
no. 405) consultations were evaluated as good or very good.

38

Future work
Virtual group consultations using video consultations are being
explored. Useful for respiratory patients who are home bound
(e.g. during a pandemic), possibly in care home settings.
During the COVID 19 pandemic there has been a 400% rise in
prescription requests for certain inhalers.42 Barnet CCG like
many other areas across the country experienced serious stock
shortages and alerting practices and pharmacies on equivalent
alternative treatments was crucial.43 Following up patients who
maybe at high risk and may need more intense counselling
services is required. As part of the green agenda, it is important
medicines waste is minimised and recycling schemes optimised
where available.
A metric on the open prescribing dashboard19 and in the new
GP contract,44 explores MDIs which contain propellant that have
a global warming potential (GWP). DPI’s and softmist inhalers
potentially have a lower GWP and in appropriate situations
involving the patient, changing from a MDI to a DPI should be
considered, but not at the expense of destabiling a patients
condition.
One of the new metrics on the BSA dashboard explores ICS
adherence for patients with asthma. ICS underuse is a significant
problem and the Barnet CCG MO team will look to share these
findings with local GP practices and pharmacies alongside
practical tips on how to improve this. ICS adherence is not
something that can improve overnight and will need further
education during asthma reviews and group consultations.
The Barnet MO team are supporting practices to better
understand ICS potencies, however there may still be a
knowledge/confidence issue with stepping down appropriate
patients in asthma and COPD.
The Barnet MO team are keen to work with PCNs to set up
diagnostic hubs. Misdiagnosis as a patient safety issue has come
to the fore in recent years and has been shown to often result
in higher downstream costs for treating advanced disease,45 as
this can result in people not receiving the treatment they need
and unnecessary hospital admissions.46
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Abstract
Title
Implementing a pharmacist-led medicines optimisation clinic in a community mental health team: encouraging patient-centred consultations.
Author list
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Introduction
Medicines optimisation and Shared Decision Making (SDM) are key components of effective medicines-related consultations and the
opportunity to discuss medications with a specialist pharmacist supports patient engagement in their care. Patients who have a severe
mental illness (SMI) have a lower life expectancy, by approximately 20 years, compared to those without SMI. Interventions which
support better use of medicines can contribute to better health outcomes for this cohort of patients.
Method
A weekly pharmacist-led medicines optimisation clinic was created where consultants used a structured process to refer patients
to the pharmacist for medicines optimisation. Patients and carers were invited to consultations to discuss both issues from the
referral and their medicines-related concerns. A coaching approach was used to consult with patients and carers’ and agreed
actions were developed through patient-centred consultations which includes SDM. The referrer was emailed with a summary of
the discussions and feedback was collected from both the patients and referrers. Interventions and outcomes of the consultations
were recorded.
Results
30 referrals were accepted over a 6-month period of which 23 patients were reviewed. 7 patients did not attend their appointment.
Consultations took place either in person or via telephone and lasted on average 43 minutes. From the 23 patients seen, the
pharmacist identified 4 patients requiring physical health monitoring, suggested switching treatment for 6 patients, starting a new
medication for 1 patient, and changing the dose in 3 patients. 83 interventions were made with one avoiding a severe risk of harm.
Feedback from patients and consultants was overwhelmingly positive.
Discussion
The results show the impact of medicines optimisation clinics on patient safety, which is well documented in national guidance and
other medicines optimisation clinics. The results suggest that a pharmacist’s contributions to pharmaceutical care is valuable and
appreciated by both patients and consultants, shown in the feedback from both patients or carers and consultants, comparable to
other pharmacist-led medicines optimisation clinics in mental health by Kuljit and another by Bell et al. Time and small samples
precluded the author from qualitative analysis of the consultant feedback. Future work would include interpretation of consultant
feedback. These studies also show the significance of pharmacist interventions on improved patient safety. Data from the study by
Happel et al suggest that taking a patient-centred approach and including patients in discussions improves patient satisfaction, also
seen in the data collected in this pilot.
Limitation include ascertainment bias due to the method of receiving feedback from patients and staff, poor consultant feedback
response rate and time limitations precluding the author from qualitative analysis of feedback.
Future work will be informed from the patient and referrer satisfaction survey in relation to improvement of this service and
implementation across other teams in the Trust.
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Conclusion
A specific pharmacist-led clinic in community mental health teams to review medicines provides an opportunity for medicines
optimisation. In addition to reducing potential harm from medicines, feedback suggests that it has been valuable to patients, carers
and consultants by allowing a dedicated space to discuss medications.
Keywords: medicines optimisation, consultations, shared decision making, mental health, specialist pharmacist, interventions.

Background

Introduction

The NHS long-term plan suggests there needs to be a pragmatic
and practical way to deliver the ‘triple integration’ of primary
and specialist care, physical and mental health services, and
health with social care. The plan also looks to approach
reducing health inequalities and addressing unwarranted
variation in care.1,2,3

In 2019, national data show people’s experiences of mental
health services remains poor across most areas. Our Trust results
were comparable to other Trusts for the medicines related
questions (involvement in decisions, purpose of medication, side
effects and medicine review).18

In recent years, there has been a welcome focus on parity of
esteem for mental health and this should be delivered as part of
an integrated approach to health.4,5 Compared with the general
population, people with severe mental illness (SMI) are at
substantially higher risk of obesity, asthma, diabetes, chronic
obstructive pulmonary disease (COPD) and cardiovascular
disease (CVD). Medicines optimisation in this group of patients,
who have both physical and mental health issues, is important
both because mental health conditions and related lifestyle
factors predispose patients to (physical) comorbidities. As a
result, the life expectancy of people with SMI can be up to 20
years less than the general population.2,3 They are also less likely
to have their physical health needs identified or to receive
appropriate treatment.4
Medicines are the most frequent healthcare intervention and in
2018/19, the cost at list price of medicines was £18.9 billion.
Economic, demographic and technological challenges make
it crucial for patients to get the best quality outcomes from
medicines.6,7 There is a significant body of evidence emerging
that demonstrates medicines use in practice is currently less
than optimal, with around 30-65% of medications prescribed
for SMI not taken as intended, to the detriment of patient
outcomes.8,9,10 Partial adherence is a major problem especially in
schizophrenia and is a major cause of relapse. This costs the
NHS more than £500million a year and WHO aims to reduce
this harm by 50% in the next 5 years as a patient safety
challenge.7,9,11,12
One of the core functions that underpin all NHS pharmacy
services, reflected in the General Pharmaceutical Council (GPhC)
and Royal Pharmaceutical Society (RPS) standards is medicines
optimisation. The goal of this is to help patients improve their
outcomes, take their medicines as intended, avoid taking
unnecessary medicines, reduce wastage of medicines, and
improve patient safety.7,13 SDM involves healthcare professionals
and patients working collaboratively to agree a treatment.
Embedding shared decision making (SDM) into practice promotes
health professionals’ understanding of the patients’ desired
level of involvement in making decisions about their medicines
and can contribute to improved medication adherence.14 SDM
facilitates sharing of two different kinds of knowledge (scientific
and experiential) which are fundamental to decision making in
mental health.1,15,16,17 Barriers to SDM often limit its use within
mental health; however, those who have capacity and insight
should be encouraged to engage in the process.

A recent Care Quality Commission (CQC) study showed that
12% of people did not feel that they were involved in the
decisions about which medicines they received.19 Although
some improvement has been made, the results have highlighted
areas requiring more work.19 Happel et al suggested an overall
dissatisfaction with information provided and the opportunity to
participate in decision making.20 The use of patient decision aids
and patient information leaflets has been encouraged
throughout our Trust in an attempt to improve these results.
Within the Trust, various options to support SDM and providing
pharmacy support to community mental health teams have
been explored. Reviewing how some Trusts have supported
community mental health teams including an informal drop-in
pharmacy clinic, a more formal approach was agreed to allow
for specific days and times to be spent with patients referred to
the pharmacist.21
As a result, a pharmacist attended one adult community mental
health service (ACMHS) in clinic once a week. A new role for the
pharmacist was established to implement a pharmacist-led
medicines optimisation clinic. Consideration was given to how
best to utilise the time and skills of the pharmacist allocated to
the team and a formal referral system was established to
identify patients who would most benefit from this service. The
services aimed to respond to improve patient experience data
through use of a patient-centred approach which includes SDM.
Another potential benefit of the pharmacist as part of the team
was to help alleviate the pressure on consultants and junior
doctors by supporting the national Carter report improve NHS
efficiency and patient access to specialist advice from a specialist
pharmacist.22 The hope is that the findings could be of interest
to other community mental health teams in the Trust.23

Aim
To provide patient-centred medicines optimisation consultations
to improve patient experience and reduce potential harm.
The specific objectives of this project were to:
• explore the reasons for referral to the pharmacist
• record and categorise interventions made according to
potential harm
• obtain feedback about the service from patients/carers and
referrers.
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Method
A specialist pharmacist, with postgraduate qualifications in
Psychiatric Therapeutics and in Clinical Pharmacy Practice,
developed and implemented a pilot medicines optimisation
clinic in one adult community mental health service (ACMHS).
The pharmacist was familiar with use of a coaching approach to
pharmacy consultations, having attended a number of one to
one training sessions and other online and face to face training
to develop these consultation skills.
The consultants, managers and clinical nurse specialist (CNS) for
the team were invited to a meeting to discuss how a pilot
pharmacy-led medicines optimisation clinic could be developed
and implemented. A referral form was created, similar to other
clinics’ referral criteria24 and referral criteria agreed with the ACMHS
and consultants as below:
• Started on a new medicine

Feedback was requested from the patients/ carers immediately
after the appointment using a paper questionnaire which
included a 5 point Likert scale and 3 qualitative questions
[Appendix 1].
Details of referrals was collected including anonymised patient
demographics, reasons for referrals, interventions made,
feedback from patients/carers and the referrers, as well as
outcomes of the interventions. Interventions were categorised
using the National Reporting and Learning System (NRLS)25 by
the pharmacist involved in the clinic as
• no harm
• low harm - minimal harm, patients require extra observation
or minor treatment

• Polypharmacy
• Complex medication regime
• Recently discharged from hospital
• Experiencing side effects or concerns about side effects
• Prescribed high risk medications (e.g., clozapine, valproate,
lithium, warfarin)
• Non-compliance suspected
• Interactions with medications
• Stopping medication (withdrawal and discontinuation)
• Smoking cessation
• Providing information about different treatment options
• Other. Please state
Consultants completed and emailed referral forms to the
pharmacist between June 2019 and January 2020. Patients were
informed by the consultant of the referral and this would also be
noted in the clinic letter sent to the GP. The form included request
for Summary Care Record (SCR) access for each patient referred.
The referral form was reviewed by the pharmacist and if
appropriate booked an appointment for the patient (and carer if
appropriate) in the clinic, giving the patient at least 1 week notice.
Between July 2019 and February 2020, a weekly clinic session was
established on Wednesdays, dedicated to medicines optimisation,
with a maximum of 3 patients seen per session. A total of 28
sessions were booked and where consultants wanted to review
the patient together with the pharmacist, this was accommodated
with the total number of patients seen in the week remaining the
same. The timescale was influenced by resource limitations,
availability of the pharmacist and consultation room.
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a widely accepted coaching model (TGROW - Topic, Goal,
Reality, Options, Wrap up). This facilitated the use of a patientcentred approach which includes SDM and encouraged patients
to share what they would like to discuss.

• moderate harm - short-term harm - patients required further
treatment, or procedure
• severe harm - permanent or long-term harm
• Death- caused by the patient safety incident.
A summary of the discussion with the patient/carer was sent via
e-mail to the referrer within 24 hours including outcomes and
plan. The e-mail was added to the patient’ s electronic notes.
Referrers were requested to complete an anonymous online
questionnaire to provide feedback [Appendix 2].
Following the consultations, results of the interventions were
collated on an Excel spreadsheet and analysed.
Ethical approval was not required as this was a service
improvement and only anonymised data were stored.

Results
Of the 30 patients referred, 23 patients were reviewed by the
pharmacist; 7 patients did not attend the appointment.
3 patients were seen with the consultant, which meant that
appointment letters were sent out via the medical secretary saving
some of the pharmacist’ s time. Of the 20 patients reviewed by
the pharmacist alone, 805 minutes were spent with patients to
discuss medications in detail, saving the consultant’ s time.
Of the 30 referred patients, 60% (18/30) were male and 40%
(12/30) were female. The mean age of patients was 45 years
(ranged from 18 - 70yrs). Paranoid schizophrenia was the most
common primary diagnosis with 37% (11/30). Examples of
other diagnoses included:

Patients were sent an appointment letter in the post as well as
being provided with an information sheet to explain the
pharmacist-led clinic and how to prepare for the appointment.

• depression

Time was allowed prior to seeing patients to review electronic
notes, print out decision aids and patient information leaflets.
An hour was allocated for each appointment. The appointment
included time to address any specific issues that the patient
raised as well as the reasons for referral to a pharmacist. The
consultation structure was based on a coaching approach, using

• personality disorder

• anxiety or phobias
• bipolar affective disorder
• attention deficit hyperactivity disorder (ADHD)
• post-traumatic stress disorder (PTSD)
• schizoaffective disorder
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Reasons for referrals (n=30)

Chart 1. Reasons for patients referred to the pharmacist

Types of interventions (n=23)

Chart 2. Types of interventions made by the pharmacist
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Chart 1 shows the reasons for referral, with most patients being
referred to the pharmacist for more than one reason. The most
common reasons for referral included patient experiencing side
effects and, information about alternative treatments.
Time spent
On average approximately 214 minutes (range: 90-430 minutes)
was spent on each of the 30 referred patients. Approximately
half of this time (2940 minutes, 46% of the total time per
patient) was spent preparing for the consultation. The mean
appointment booking time per patient was 22 minutes (range
0-60 minutes, total 655 minutes). For those patients seen with
the consultant, the medical secretary would book the
appointment. The mean time per patient during an appointment
was 43 minutes (range 20-75 minutes). Total clinic appointment
time was 615 minutes for 23 patients and carers that attended
their appointment.

NRLS

Types of interventions
83 interventions were made during the pilot and the types of
intervention can be seen in Chart 2. The commonest interventions
were around medication choice, review, advice about medication
and health as well as managing side effects.
More than one intervention per patient was made. The impact
on patient safety was rated and is shown in Table 1. This
considered the impact if the intervention had not occurred.
The intervention that avoided severe harm centred on
identification of clozapine induced gastric hypomotility (CIGH).
This adverse effect of clozapine was a topic of a MHRA drug
safety update in 2017. Interventions avoiding a moderate risk of
harm included patient education regarding food and drink
interactions with MAOI antidepressants, patient counselling on
the importance of compliance with clozapine and a patient with

Number of interventions

% of interventions

No harm

54

65%

Low harm

16

19%

Moderate risk of harm

12

15%

Severe risk of harm

1

1%

Death

0

0

Total

83

100%

Table 1. NRLS categorisation of interventions made.25

Patient/ Carer feedback results

Chart 3. Feedback received from patients or carers
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recurrent urinary tract infections where lithium was being
considered.
Other interventions were significant and resulted in:
• 13 patients being educated on their current treatment or
discussions around treatment options using a patient-centred
approach which includes SDM principles
• 4 patients having physical health monitoring carried out
• 6 patients had their treatment switched to an alternative
medication
• 1 patient had a new medication started
• 2 patients had no change in treatment
• 1 patient had an increase in dose of their current treatment
• 2 patients had a decrease in dose of their current treatment
• 1 patient’s compliance improved.
Patient feedback
11 feedback forms were received from patients, with patients
strongly agreeing to the majority of the statements.
The general feedback from patients was positive and they found
the clinic ‘extremely useful’ and ‘felt better informed about
[treatment] options available and the impact of medicines’.

other interventions that prevented low, moderate or severe
harm significantly improved patient safety. The intervention that
prevented severe harm has been highlighted in the Trust
through a patient safety campaign.
Feedback received from both staff and patients was
overwhelmingly positive. Patients appreciated the involvement
in discussions about treatment options including being provided
with information and being listened to by a pharmacist. Staff
agreed the service has been extremely beneficial due to the
flexibility being offered, improving the safety of prescribing and
giving patients a dedicated space to discuss their questions and
concerns. The feedback from this pilot is similar to that of other
studies of medicines optimisation clinics even outside of the
mental health specialty. The study by Happel et al20 suggests
that taking a patient centred approach improves patient
satisfaction and this is also reflected in this pilot.
Consultants thought the clinic was a valuable contribution to
the team and a study by Bell et al. found contributions made
by pharmacists were supported by the team and appreciated
by the patients.27 Raynsford et al concluded that specialist
mental health pharmacy teams have expertise to resolve
pharmaceutical issues, follow up on physical health monitoring
and reviewing adherence to treatment.29
Limitations

Referrer feedback
Following each appointment, feedback was received from
consultants using an anonymous online survey. 6 feedback
surveys were received. 83% (5/6) found the pharmaceutical
support provided extremely beneficial in managing the care of
the patient. Consultants agreed that this is ‘an excellent service
which makes our prescribing safer and patients get a dedicated
space to discuss questions, concerns etc.’ especially in terms of
discussing ‘treatment options and reviewing risks before
choosing high risk medicines’.

Discussion
From the start of the pilot, all consultant clinic letters noted
referral to the specialist pharmacist for further discussion
around medications for specific reasons suggesting the positive
uptake of this service by both patients and consultants. Side
effects and providing information regarding other treatment
options were the most common reasons for referral. This is most
likely due to psychotropic medicines especially antipsychotics,
having similar efficacies and it is the tolerability to adverse
effects which sets them apart. As a result decision aids are
useful as a point of discussion about treatment options as they
allow for comparisons to be made.
Two studies have shown the benefits of pharmacist-led clinics by
improving the quality and safety of care, with one intervention
preventing a severe risk of harm and this is reflected in other
medicines optimisation clinics and in NICE guidance.21,27,28 Work
by Kuljit26 in a similar setting, also looks at the impact of
pharmacist interventions and showed similar results, with
improved physical health monitoring, providing advice and
improving patient safety. Interventions resulted in treatment
changes, altered doses, improved compliance and improved
physical health monitoring which are all significant in patient
care. Most interventions made prevented no harm. However,

Interventions were classed by the pharmacist involved in the
pilot leading to potential bias. Bias could be mitigated in future
work by assigning another pharmacist and consultant to review
the impact of interventions. Studies have shown the impact of
pharmacists in carrying out medicines review clinics which is
well known to improve patient safety and care.22 The pharmacist
provided a questionnaire to patients or carers immediately after
the session, possibly contributing to ascertainment bias and the
response rate was poor. This could be overcome by a follow up
phone call or feedback request by another healthcare
professional. Consultant feedback response rate was also poor
and this could be as a result of feedback being requested
following all consultations. Time precluded the author from
qualitative analysis of the feedback and future work is needed.
It is noted that consultants would usually carry out medicines
optimisation in their clinic. Although a wide range of
information was gathered, no data was collected for potential
time saved by consultants during this pilot. However, it was
observed that there is potential to save consultants time in
reviewing patients, and future work would include this as a
measure.
Due to time limitations and non-attendance, as well as a
significant amount of time spent on administrative duties, a
small number of patients were reviewed by the pharmacist. In
order for the clinic to be sustainable and allow for more patients
to be reviewed by the pharmacist, administrative support would
be valuable.
As a result of the pilot medicines optimisation clinic, there is
now an increased awareness of the role of pharmacists in
community mental health teams as a source of pharmaceutical
information and education to both patients and staff. Since the
pilot ended, the pharmacist receives regular requests for advice
and support from the ACMHS.
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The findings of this pilot has led to the development of a
business case for a medicines helpline staffed by a specialist
mental health pharmacist for service users, carers, Trust
healthcare staff and healthcare staff from across the integrated
care system. The results of this pilot have been discussed in
patient safety meetings and with the shared decision-making
group, with a vision that this model could be used across other
teams.

Conclusion
The results of this pilot suggest that patient safety can be
improved through medicines optimisation clinics. Patient
feedback was encouraging and reflects the benefits achieved
through embedding a coaching approach and shared decision
making in consultations. This service has the potential to save
time for consultants and feedback gives a strong indicator of
the benefits of this service to both patients and consultants.

Declaration of interests
Seema Vekaria has nothing to declare.
Chetan Shah has nothing to declare.
Nina Barnett has nothing to declare.
Georgia Michael has nothing to declare.

Acknowledgements
Pharmacy and Medicines Optimisation Team - supported the
pharmacist to carry out the clinic

5. Prince M, Patel V, Saxena S, Maj M, Maselko J, Phillips, Rahman A.
‘No health without mental health’. The Lancet 2007;370(9590):859877. https://doi.org/10.1016/s0140-6736(07)61238-0
6. Community and Mental Health Team (CMHT), NHS Digital. Mental
Health Bulletin 2018-19 Annual Report. Published 2019. Available from
https://files.digital.nhs.uk/98/150C99/MHB-1819Annual%20Report.pdf
7. Royal Pharmaceutical Society (RPS). Medicines Optimisation: Helping
patients to make the most of medicines. May 2013. Available from
https://www.rpharms.com/Portals/0/RPS%20document%20library/
Open%20access/Policy/helping-patients-make-the-most-of-theirmedicines.pdf
8. Usherwood T. Encouraging adherence to long-term medication.
Australian Prescriber 2017;40:147-50.
https://doi.org/10.18773/austprescr.2017.050
9. World Health Organisation (WHO). The World Health Report 2003:
Shaping the Future. Available from
https://www.who.int/whr/2003/en/whr03_en.pdf
10. Gebeyehu D, Mulat H, Asemamaw N, Birarra M, Takele W, Angaw
D. Psychotropic medication non-adherence among patients with
severe mental disorder attending at Bahir Dar Felege Hiwote
Referral hospital, north west Ethiopia, 2017. BMC Research Notes
2019 (12):102. https://doi.org/10.1186/s13104-019-4126-2.
11. Cousins DH, Gerrett D, Warner B. A review of medication incidents
reported to the National Reporting and Learning System in
England and Wales over 6 years (2005- 2010). British Journal of
Clinical Pharmacology 2012;74(4):597-604.
https://doi.org/10.1111/j.1365-2125.2011.04166.x

Adult Community Mental Health Team, Colne House supported the pilot

12. WHO Global Patient Safety Challenge: Medication Without Harm.
2017. Available from
www.who.int/patientsafety/medication-safety/en/

Dr Pratima Singh, Consultant Psychiatrist - referred patients to
the clinic

13. General Pharmaceutical Council. Standards for pharmacy
professionals. May 2017. Available from
https://www.pharmacyregulation.org/sites/default/files/standards_fo
r_pharmacy_professionals_may_2017_0.pdf

Dr Jennifer Gant, Consultant Psychiatrist - referred patients to
the clinic
Dr Anuradha Kohli, Consultant Psychiatrist - referred patients to
the clinic

14. National Institute for Health and Care Excellence (NICE). Medicines
adherence: involving patients in decisions about prescribed
medicines and supporting adherence, 2009. Available from
www.nice.org.uk/guidance/cg76

Trevor Parsons, Clinical Nurse Specialist - supported pharmacist
in obtaining access to patient notes and consultation room

15. National Institute for Health and Care Excellence (NICE). Shared
decision making. 2019 Available from
www.nice.org.uk/guidance/ktt23

Andrew Smith, Chief Pharmacy Technician- helped with graphs
and tables
References
The topic has been submitted for a poster exhibition.
1. National Health Service (NHS) England. Next steps on the NHS Five
Year Forward View 2017a. Available from
https://www.england.nhs.uk/wp-content/uploads/2017/03/NEXTSTEPS-ON-THE-NHS-FIVE-YEAR-FORWARD-VIEW.pdf
2. National Health Service (NHS), England. The NHS Long term plan
v.1.2 2019. Available from www.england.nhs.uk/long-term-plan/
3. Hardy S, Hinks P, Gray R. Screening for cardiovascular risk in patient
with severe mental illness in primary care: a comparison with
patients with diabetes. Journal of Mental Health 2013;22(1):42-50.
https://doi.org/10.3109/09638237.2012.759194

48

4. Naylor C, Das P, Ross S, Honeyman M, Thompson J, Gilburt H.
Bringing together physical and mental health: A new frontier for
integrated care. The Kings Fund March 2016. Available from
https://www.kingsfund.org.uk/sites/default/files/field/field_publicati
on_file/Bringing-together-Kings-Fund-March-2016_1.pdf

16. Coulter A, Collins A. Making Shared Decision-Making a Reality: No
decision about me, without me. The King’s Fund. Foundation for
Informed Medical Decision Making 2011. Available from
https://www.kingsfund.org.uk/sites/default/files/Making-shareddecision-making-a-reality-paper-Angela-Coulter-Alf-Collins-July2011_0.pdf
17. Morant N, Kaminskiy E, Ramon S. Shared decision making for
psychiatric medication management: beyond the micro-social.
Health Expectations. The Authors Health Expectations. John Wiley
& Sons Ltd. 2015;19:1002-1014).
https://doi.org/10.1111/hex.12392
18. Care Quality Commission (CQC). Community mental health survey
2019a. Available from
https://www.cqc.org.uk/provider/RWR/survey/6#undefined
19. Care Quality Commission (CQC). 2019 Community mental health
survey statistical release. 2019b. Available from:
https://www.cqc.org.uk/sites/default/files/20191126_cmh19_statisti
calrelease.pdf

Journal of Medicines Optimisation • Volume 6 • Issue 2 • September 2020

20. Happell B, Manias E, Roper C. Wanting to be heard: mental health
consumers’ experiences of information about medication.
International Journal of Mental Health Nursing 2004;13(4):242-8.
https://doi.org/10.1111/j.1440-0979.2004.00340.x
21. Fleming D. Community medication advice service. Clinical
Pharmacist 2012 supplement 1(S8) College of Mental Health
Pharmacy conference 2011. Available from
https://www.pharmaceutical-journal.com/files/rpspjonline/CPMarch_S1-S13_online.pdf
22. Carter report. NHS operational productivity: unwarranted variations
2018. Available from:
https://improvement.nhs.uk/documents/2818/20180524_NHS_oper
ational_productivity_-_Unwarranted_variations_-_Mental_....pdf
23. Jacklin A. Mental health and community service productivity review
medicines. NHS Improvement 2017. Available from
https://www.sps.nhs.uk/wpcontent/uploads/2017/04/MH_CHS_Medicines_Pharmacy_Productiv
ity_June_2017_AJ.pdf
24. Sussex Community NHS Trust. Clinical Medication Review
Pharmacist Referral Form. Available from:
https://www.sps.nhs.uk/wp-content/uploads/2016/08/KReferral_Form_Clinical_Med_Review_pharmacist_Sussex_Community.pdf
25. NHS National Reporting and Learning System (NRLS). Degree of
harm FAQ. Available from:
https://improvement.nhs.uk/documents/1673/NRLS_Degree_of_har
m_FAQs_-_final_v1.1.pdf
26. Kuljit N. Impact of a Pharmacist-led Medication Review Clinic.
College of Mental Health Pharmacy (CMHP) 2018 Conference
Poster presentation
27. Bell S, Rosen A, Aslani P, Whitehead P, Chen T. Developing the role
of pharmacists as members of community mental health teams:
Perspectives of pharmacists and mental health professionals.
Research in Social and Administrative Pharmacy 2007;3(4):392409. https://doi.org/10.1016/j.sapharm.2006.10.005
28. National Institute for Health and Care Excellence (NICE). Medicines
optimisation: the safe and effective use of medicines to enable the
best possible outcomes. 2015. Available from
https://www.nice.org.uk/guidance/ng5
29. Raynsford J, Dada C, Stansfield D, Cullen T. Impact of a specialist
mental health pharmacy team on medicines optimisation in
primary care for patients on a severe mental illness register: a pilot
study. European Journal of Hospital Pharmacy 2018;27(1).
http://dx.doi.org/10.1136/ejhpharm-2018-001514

Journal of Medicines Optimisation • Volume 6 • Issue 2 • September 2020

49

Appendix 1: Patient Questionnaire

50

Journal of Medicines Optimisation • Volume 6 • Issue 2 • September 2020

Appendix 2: Staff Questionnaire

Journal of Medicines Optimisation • Volume 6 • Issue 2 • September 2020

51

WRITE UP YOUR GOOD WORK
AND SPREAD IT TO YOUR
COLLEAGUES

Is it about managerial good practice, service developments and processes
involved in the management of medicines?
THINK JOURNAL OF PHARMACY MANAGEMENT (JoPM)!

This is distributed quarterly throughout the UK to senior pharmacists in primary
and secondary care.

Is it about good practice in medicines optimisation with a focus on ‘optimisation’,
which relates to quality and improving patient care, rather than cost aspects?
THINK JOURNAL OF MEDICINES OPTIMISATION (JoMO)!

This is distributed biannually throughout the UK to clinical pharmacists, doctors,
nurses and other healthcare professionals.

Why not write an article that addresses the

medicines optimisation initiative for specific therapeutic areas?

Sharing such targeted work will hopefully facilitate discussion and the implementation
of best practice within specialisms.

If you have something to say to readers, we will help you say it!
About 3,000 words is good but full Guidance for Authors is available on the Pharmacy
Management website under the Journals tab at https://www.pharman.co.uk/ .

Any queries? Just contact the Senior Editorial Assistant (katie.fraser@pharman.co.uk)

Patient Experience
A study to explore people’s expectations and
experiences with medication prescribing
Yasser Thamer, Hana Morrissey and Patrick Ball, University of
Wolverhampton, School of Pharmacy, United Kingdom.
Correspondence to: hana.morrissey@wlv.ac.uk
Abstract
Title
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Aim
This research aims to establish whether patients are empowered, feel empowered and want to be involved in the decision making of
their treatment plan.
Method
The study was designed as an open and closed questionnaire about patient empowerment and expectations.
Results
A total of 68 participants took part in the study, among them 66% female. The most crucial finding was that 75% of participants did
not correctly understand the term ‘patient empowerment’. The majority of patients prefer to be treated by a doctor in comparison to
other non-medical prescribers. Patients resort to enforcing their opinions to prescribers due to the lack of prescribers asking patients
about any potential concerns.
Conclusions
Critical to improving medication-related outcomes is patient empowerment to improve self-care and it appears clear that greater public
awareness of this is required. Non-medical prescribers must contribute to this and earn public acceptance through better outcomes.
Keywords: Patient empowerment; Patient expectations, Non-medical prescribing, Independent prescribing pharmacists.

Introduction
General practice was introduced into the National Health
Service (NHS) in 1948.1 In 1989, an advisory group was set up
by the Department of Health, (DoH), to examine nurse
prescribing.2 Between 1992 and 2006, prescribing nurses grew
in numbers, popularity and the range of medications they were
able to prescribe. In 1992 nurses were initially given the
practitioner status.3,4,5 The Crown report defined dependent and
independent prescribing.2 Based on that definition, section 63
of The Health and Social Care Act 2001 prescribing rights were
passed to other healthcare professionals, including pharmacists,
with limited powers, intending to improve patients’ access to
medicines.6,7,8 In 2006, the Medicines for Human Use legislation
passed which resulted in increasing the abilities for both nurse
and pharmacist independent prescribers to prescribe any
prescription-only-medication (POM).9 Their prescribing powers
increased further in 2009 when the Medicines for Human Use

(Miscellaneous Amendments) (No.2) Regulations were passed,
mandating them to prescribe unlicensed medication and then
in 2012 to prescribe controlled drugs in schedules 2-5.10,11
Independent prescribers proliferated and over time, their
prescribing abilities grew. Consequently, independent prescribing
pharmacist joined nurse practitioners in general practice to
alleviate the pressures on general practice.12,13

Changes in patient approach
Further additional healthcare professions were added into the
growing list of prescribers such as optometrists,
physiotherapists and podiatrists, aiming to enhance patients’
experiences without compromising their safety, whilst making
better use of the skills of healthcare professionals.14 The Royal
College of General Practitioners, (RCGP), recognise in their
curriculum, patient empowerment, as part of their clinical
management capabilities and skills, and that by empowering
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patients and promoting self-care, patient risk factors reduce.15
The Kings Fund also identified, as part of the areas for quality
improvement, patient engagement and involvement to improve
the quality of care in general practice, in addition to a new
dialogue between the prescriber and patient to empower
patients to become fully engaged in managing their care.1
The World Health Organisation (WHO) stated that we are
already moving away from the traditional ‘doctor-knows-best’
approaches. Patient empowerment was defined and explained
as “the process of empowerment as the discovery and
development of one’s inherent capacity to be responsible for
one’s own life. People are empowered when they have
sufficient knowledge to make rational decisions, sufficient
control and resources to implement their decisions, and
sufficient experience to evaluate the effectiveness of their
decisions”16 and “Patient empowerment is defined as helping
patients discover and develop the inherent capacity to be
responsible for one's own life”.17 Chronic problems such as
hypertension and diabetes need the patient to be involved in
the health care solution to achieve good results.18 The
approaches to general care set by the RCGP promoted the
shared decision-making approach with patients, using
technologies (systems) for communicating in order to better
patient care.19,20
The European Patients Forum (EPF) defines it as a “process that
helps people gain control over their own lives and increases
their capacity to act on issues that they themselves define as
important”.21 Combining this definition with the findings by
Agner and Braun22 who studied patient empowerment from the
perspective of the patient. They found that regardless of
location, type of illness, or culture, patients expressed their
desire for accessible, relevant, individualised and consistent
information.22

Aim
The aim of this study was to establish whether patients feel
empowered and want to be involved in the decision making of
their treatment plan.

Ethics
The School of Pharmacy Ethics Review Board approved the
study, invitation letter, participant information sheet and study
questionnaire.

Sample
The sample size was pragmatic of minimum of 50 participants
within one working day from all those who were present in
the food court at the university, this including staff, students
and visitors.

Design and Method
This was a concept proving study based on a self-completed
questionnaire to capture both the experience and expectations
directly from the participants. The data was collected on the
university campus. The project was designed as a questionnairebased study developed after carrying out a literature review of
studies in the area of patient empowerment and expectations.
The reviewed studies did not focus on the experience of patient
empowerment from a patient’s perspective and did not identify
the demand for it either. All individuals that approach the study
desk and were willing participants were allowed to take part.
Recruitment strategies included approaching individuals passing
by the desk. All participants who chose to take part in the study
had a participant’s information sheet to read informing them
that returning the completed questionnaire is their implied
consent. All completed questionnaires were collected into a

Demographics of participants

Number (Percentage)

Gender
Male
Female

23 (34%)
45 (66%)

Age:
18-24
25-34
35+

29 (43%)
15 (22%)
24 (35%)

Ethnicity:
Arab
Asian
Black
White

14 (21%)
18 (26%)
9 (13%)
27 (40%)

Religion:
Islam
Christianity
Hinduism
Sikhism
No religion
Prefer not to say

29 (43%)
13 (19%)
4 (6%)
2 (3%)
17 (25%)
3 (4%)

Table 1: Demographics of participants
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sealed box to prevent participant immediate identification. Once
the data was collated onto the electronic copy, the paper copies
were shredded and disposed of in a confidential waste bin.
Microsoft Excel™ was used to analyse the data.

Results
In this study, 68 participants agreed to take part and returned the
filled-out questionnaires that consisted of two parts. There were
66% (n=45) females and 34% (n=23) males. Due to this uneven
skew, all of the data collected would be translated into
percentages to interpret the results correctly. The range of ages
showed that the lowest proportion was in the 25 – 34 age group
with only 15 (22%). The highest proportion being 18 – 24-year
olds and then followed by the 35+ age group. The location was
a key factor of why the ages ranged in this way as most students
tend to be of the 18 – 24 age group and staff members vary
between the other age groups, usually with most senior staff of
the 35+ group. The majority of participants identified as White
at 40% (n=27). Asians were the second-highest proportion at
26% (n=18), with Arabs at a similar 21% (n=14). The remaining

13% (n=9) identified as Black. Majority of the participants were
Muslim at 43%, with the second-highest group stating they do
not follow any religion at 25%. Of the remaining, 19% identified
as Christian, 6% as Hindu and 3% Sikh with 4% who preferred
not to disclose that information (Table 1).

Patient experience and preference
A control question was asked whether the participant had
received any prescribed medication in the last five years. This
was asked to identify any patients whose results may skew the
results because they potentially have not had the experience
needed to take part in the study. Out of the 68 participants, 62
participants (91%), stated they had been prescribed medication
within the last five years. Participants were asked whether they
knew pharmacists could prescribe and both their preference of
prescribers and who they had been previously prescribed by. A
significant number of participants knew that pharmacists could
prescribe (78%). In terms of preference, 87% prefer to be
treated by a doctor, with only 7% preferring a nurse practitioner
and 6% an independent pharmacist. No males preferred a

Question

Responses (%)
Yes

No

Total

21 (91%)
32 (71%)

2 (9%)
13 (29%)

23 (34%)
45 (66%)

53 (78%)

15 (22%)

68 (100%)

23 (79%)
11 (73%)
19 (79%)

6 (21%)
4 (27%)
5 (21%)

29 (43%)
15 (22%)
24 (35%)

53 (78%)

15 (22%)

68 (100%)

Doctor

Nurse Practitioner

Independent
prescriber

Total

20 (87%)
39 (87%)

0 (0%)
5 (11%)

3 (13%)
1 (2%)

23 (34%)
45 (66%)

59 (87%)

5 (7%)

4 (6%)

68 (100%)

21 (73%)
15 (100%)
23 (96%)

5 (17%)
0 (0%)
0 (0%)

3 (10%)
0 (%)
1 (4%)

29 (43%)
15 (22%)
24 (35%)

Total

59 (87%)

5 (7%)

4 (6%)

68 (100%)

Who have you been
prescribed by?

Doctor

Nurse Practitioner

Independent
prescriber

Total

8 (35%)
7 (16%)

11 (48%)
36 (80%)

4 (17%)
2 (4%)

23 (34%)
45 (66%)

15 (22%)

47 (69%)

6 (9%)

68 (100%)

8 (28%)
1 (7%)
6 (25%)

19 (65%)
13 (86%)
15 (63%)

2 (7%)
1 (7%)
3 (12%)

29 (43%)
15 (22%)
24 (35%)

15 (22%)

47 (69%)

6 (9%)

68 (100%)

Did you know pharmacists can
treat and prescribe?
Gender

Male
Female
Total

Age

18-24
25-34
35+
Total

Who do you prefer to be
treated by?
Gender

Male
Female
Total

Age

18-24
25-34
35+

Gender

Male
Female
Total

Age

18-24
25-34
35+
Total

Table 2: Questions relating to prescribers.
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nurse practitioner, and from all females, those preferred a nurse
were in the 18-24 age group. Most of the participants (69%)
indicated that they had been prescribed previously by a nurse
practitioner, of whom 77% were female. The consensus was to
be prescribed by doctor (Table 2).

the males, 74% stated their opinions were considered. On total,
15% stated in either one or both questions that they do not
want to take part in the decision making of their treatment.

Patient opportunity and considerations

Participants were asked on a scale of 0-10, how the prescriber
visit met their expectations. Of the males, the average score was
7.1, ranging from 5-10. Of the females, the average was 6.8
and ranged from 3-10. From those who stated their opinion
was considered, 71% gave a 7+ score of expectation met. For
those who stated their opinion was not considered, 64% gave
a score of 6 or below for expectation met.

When asked about their input into their treatment and whether
their opinion was considered, the majority of participants, 71%,
stated that their opinion was considered. However, only 41%
felt they had been allowed to have input on their treatment
(Table 3). There were 38% of participants stated that both they
were given the opportunity, and their opinion was considered.
Another 27% stated that they were not given the opportunity,
yet their opinion was still taken, indicating that they enforced
their opinion onto the prescriber. From the participants, 19%
stated that both they were not given the opportunity, and their
opinions were not considered. From the female participants,
51% stated they were not given the opportunity. However, from

Patient expectations

Medication explaining and questioning
Out of the 68 participants that took part in this study, 60 (88%)
stated that they usually are explained their medication by at
least their doctor, yet only 31% stated their community
pharmacist explained. The only significant finding was found by

Question

Responses (%)
Yes

No

Don't wish to
take part

Total

9 (39%)
19 (42%)

9 (39%)
23 (51%)

5 (22%)
3 (7%)

23 (34%)
45 (66%)

28 (41%)

32 (47%)

8 (12%)

68 (100%)

11 (38%)
5 (33%)
12 (50%)

14 (48%)
9 (60%)
9 (37%)

4 (14%)
1 (7%)
3 (13%)

29 (43%)
15 (22%)
24 (35%)

28 (41%)

32 (47%)

8 (12%)

68 (100%)

8
8
3
9

(58%)
(44%)
(33%)
(33%)

2 (14%)
9 (50%)
6 (67%)
15 (56%)

4 (28%)
1 (6%)
0 (0%)
3 (11%)

14 (21%)
18 (27%)
9 (12%)
27 (40%)

Total

28 (41%)

32 (47%)

8 (12%)

68 (100%)

Is your opinion considered?

Yes

No

Don't wish to
take part

Total

17 (74%)
31 (69%)

5 (22%)
9 (20%)

1 (4%)
5 (11%)

23 (34%)
45 (66%)

48 (71%)

14 (21%)

6 (9%)

68 (100%)

21 (73%)
10 (67%)
17 (71%)

14 (48%)
9 (60%)
9 (37%)

3 (10%)
2 (13%)
1 (4%)

29 (43%)
15 (22%)
24 (35%)

48 (71%)

14 (21%)

6 (9%)

68 (100%)

12 (86%)
12 (67%)
4 (44%)
20 (74%)

0 (0%)
4 (22%)
4 (44%)
6 (22%)

2 (14%)
2 (11%)
1 (12%)
1 (4%)

14 (21%)
18 (27%)
9 (12%)
27 (40%)

48 (71%)

14 (21%)

6 (9%)

68 (100%)

Do you feel you are given the
opportunity to choose your treatment?
Gender

Male
Female
Total

Age

18-24
25-34
35+
Total

Ethnicity

Arab
Asian
Black
White

Gender

Male
Female
Total

Age

18-24
25-34
35+
Total

Ethnicity

Arab
Asian
Black
White
Total

Table 3: Questions relating to opinions of patients.
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had prescribed them. This was significant as all other groups of
ethnicities had at least 57% of participants previously prescribed
by a nurse practitioner.

ethnicity, showing that 37% of those identified as white had a
nurse practitioner explain their medication to them. From those
identified as white, 67% had previously said a nurse practitioner

Question

Responses (%)

How long does the
prescriber take?
Gender

Male
Female
Total

Age

18-24
25-34
35+
Total

Ethnicity

Arab
Asian
Black
White
Total

Ethnicity

Christian
Hindu
Muslim
Sikh
No religion
Prefer not to say
Total

Are you given the opportunity
to ask questions?
Gender

Male
Female
Total

Age

18-24
25-34
35+
Total

Ethnicity

Arab
Asian
Black
White
Total

Ethnicity

Christian
Hindu
Muslim
Sikh
No religion
Prefer not to say
Total

Rarely

Under a
minute

Not rushed

Rushed

Total

5 (22%)
9 (20%)

8 (35%)
19 (42%)

9 (39%)
15 (33%)

1 (4%)
2 (5%)

23 (34%)
45 (66%)

14 (21%)

27 (40%)

24 (35%)

3 (4%)

68 (100%)

4 (14%)
6 (40%)
4 (17%)

8 (28%)
7 (47%)
12 (50%)

14 (48%)
2 (13%)
8 (33%)

3 (10%)
0 (0%)
0 (0%)

29 (43%)
15 (22%)
24 (35%)

14 (21%)

27 (40%)

24 (35%)

3 (4%)

68 (100%)

2
3
2
7

8
6
4
9

4
8
3
9

0
1
0
2

(0%)
(6%)
(0%)
(8%)

14 (21%)
18 (27%)
9 (12%)
27 (40%)

(14%)
(17%)
(22%)
(26%)

(57%)
(33%)
(45%)
(33%)

(29%)
(44%)
(33%)
(33%)

14 (21%)

27 (40%)

24 (35%)

3 (4%)

68 (100%)

3 (48%)
1 (%)
6 (21%)
0 (0%)
3 (18%)
1 (33.34%)

6 (48%)
1 (%)
11 (38%)
2 (100%)
6 (35%)
1 (33.34%)

4 (48%)
1 (%)
11 (38%)
0 (0%)
7 (41%)
1 (33.34%)

0 (0%)
1 (%)
1 (3%)
0 (0%)
1 (6%)
0 (0%)

13
4
29
2
17
3

14 (21%)

27 (40%)

24 (35%)

3 (4%)

68 (100%)

Yes

No

Sometimes

Total

15 (65%)
24 (53%)

3 (13%)
2 (5%)

5 (22%)
19 (42%)

23 (34%)
45 (66%)

39 (58%)

5 (7%)

24 (35%)

68 (100%)

16 (55%)
6 (40%)
17 (71%)

2 (7%)
1 (7%)
2 (0%)

11 (38%)
8 (53%)
5 (21%)

29 (43%)
15 (22%)
24 (35%)

39 (58%)

5 (7%)

24 (35%)

68 (100%)

11 (79%)
12 (67%)
3 (33%)
13 (48%)

1 (7%)
2 (11%)
1 (11%)
1 (4%)

2 (14%)
4 (22%)
5 (56%)
13 (48%)

14 (21%)
18 (27%)
9 (12%)
27 (40%)

39 (58%)

5 (7%)

24 (35%)

68 (100%)

5 (39%)
3 (75%)
21 (72%)
0 (0%)
8 (47%)
2 (67%)

1 (7%)
0 (0%)
2 (7%)
1 (50%)
1 (6%)
0 (0%)

7
1
6
1
8
1

13
4
29
2
17
3

39 (58%)

5 (7%)

24 (35%)

(54%)
(25%)
(21%)
(50%)
(47%)
(33%)

(19%)
(6%)
(43%)
(3%)
(25%)
(4%)

(19%)
(6%)
(43%)
(3%)
(25%)
(4%)

68 (100%)

Table 4: Questions relating to medication explaining and questioning.
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Most patients felt that their medication was explained
adequately. This can be taken by combining the results of under
1 minute and not rushed, bringing a total of 75% of
participants. Those stating rushed during the explanation from
the prescriber collated to 4%, and the final 21% stated rarely
explained (Table 4).
Of those given the opportunity to ask questions, 58% stated
they are given the opportunity, 35% stated they were
sometimes given the opportunity, and the remaining 7% stated
they were not. Collectively, patients who did not say “Yes”
when asked are you given the opportunity to ask questions
resulted in 42%, almost half of the participants, a significant
amount. No correlation was found to prescribers treating
discriminately. However, the ethnicities and religions did not
have an even range between them. As such, some of the results
may indicate certain groups with significant indications, yet due
to the limited number of participants of certain groups, no
interpretations can be made.

• Shared treatment decision making – Where a decision was
made by both the prescriber and the patient/representative.
• Adherence to medication regimen – Following the
treatment/medication plan as intended by the prescriber.
• Patient empowerment – The process that patients take more
control over their self-care and engage in discussions about
their health.16,17,21
Participants who identified the terms according to the
definitions (Category A) were 62%, 54% and 25% respectively.
Incorrect answers (Category B) was reported by 15%, 18% and
56% respectively. The remaining percentages (23%, 28% and
19% respectively) did not answer the question.

Patient improvement suggestions

The majority of patients (78%) did not experience any problems
with medication. No correlation was found between genders or
age groups (Figure 1). When asked ‘who to speak to when you
experience problems’, 78% of participants collectively stated
they would go to the doctor or community pharmacist to deal
with their issue.

Participants gave a wide range of suggestions to improve
their treatment journey. Some suggestions were repeatedly
mentioned, such as 42% of participants want more time with the
prescribers. Others stated that they wanted more knowledgeable
prescribers and a more extensive range of information and
options to be provided (29%). One participant felt they were
continuously assumed to be pregnant and would be refused
medications due to a potential pregnancy even after disclosing
that she is lesbian and not intended to be pregnant and wanted
her voice to be heard. Other participants suggested a review
system for doctors, organisations and better options such as “go
straight to the pharmacist instead of waiting for the GP” --

Patient understanding of key terms

Discussion

All participants were asked to give their understanding of 3 terms,
‘shared treatment decision making’, ‘adherence to medication
regimen’ and ‘patient empowerment’. The results of their
understandings for each term were compiled into 3 categories:

Factors such as culture, beliefs, gender and age did not show any
relationships with patients’ preference of choice of prescribers or
the experiences they had with their prescribers.

Category A – Identified the term according to the definition
stated

Patient experience and preference

Medication problems

Category B – Did not identify according to the definition stated
below
Category C – Did not answer

Most (78%) participants knew that pharmacist could prescribe,
and 69% of participants had previously been prescribed
medications by a nurse practitioner. However, 87% of
participants would prefer to be treated by a medical doctor. In

Patients that Experience Problems with Medication
Number of participants
0
Yes

10

Don’t take medication

30

40

50

1
19

No
Sometimes

20

1

34

10

3

Figure 1: A stacked chart to illustrate theMdistribution
of
F
l problems with medication.
l
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line with the suggestions that participants made at the end of
the questionnaire, patients expect to be treated by doctors.
Nevertheless, their experience suggests that doctors are in low
supply, high demand and that as patients, they are not given
enough consultation time to explain their needs and often leave
the doctor office unsatisfied. As identified by Hobson, Scott and
Sutton23 although the nurse and pharmacist prescribers were
somehow qualified, patients have felt the doctor is a superior
option. This, however, is something that needs to be addressed
by stakeholders to promote nurse practitioners and independent
pharmacist prescribers, to patients.

Patient opportunity and considerations
Castro et al.24 found that 41% said they felt they were given the
opportunity to choose their treatment, 71% of them stated that
their opinions were considered. This is indicating that shared
decision making, while known, is not used in most occasions.
In this study, 12% of participants suggested they do not want
to take part in the decision-making process which also agreed
on by them.25-27

Medication explaining and questioning
Patients felt that new medication was explained by the
prescriber (75%) taking under a minute or not rushed. However,
42% of participants felt they were not always given the
opportunity to ask questions about the medications. Patients
who can voice their concerns and get answers to enhance their
understanding are prone to a better level of self-management,
a vital goal when prescribers are dealing with patients.28-30
However, not all patients want the same level of knowledge,
some patients only want to know general information, whereas
other patients want to delve into the specifics of the condition
itself. This shows us that in practice, we do not have to spend
the same amount of time with every patient, but more so spend
the right amount of time, in this case, ‘the right time’ is specific
to each patient and can vary widely.30

Patient understanding of key terms
Participants showed an essential lack of understanding of the
term patient empowerment. Only 25% correctly stated the
correct definition.
Due to the apparent lack of understanding by participants, and
the continuous response by patients regarding gaining control
of the decision-making and treatment plan, this shows that
patients do not understand the fundamental principle of patient
empowerment. Thus, although patients are treated in a
satisfactory manner, the lack of understanding and taking
responsibility for one's health results in an unstable relationship
between the prescriber and the patient. The prescriber will
continuously push the patient to engage more and take
responsibility for oneself, whereas the patient will continuously
try to gain control of the decision making. This puts the health
and well-being of the patients at risk.28-33
As mentioned, “Empowerment is more than an intervention or
strategy to help people make behaviour changes to adhere to a
treatment plan. Fundamentally, patient empowerment is an

outcome. Patients are empowered when they have knowledge,
skills, attitudes, and self-awareness necessary to influence their
own behaviour and that of others in order to improve the
quality of their lives”.16

Patient improvement suggestions
The main suggestion by participants was for there to be more
time to spend with the prescriber to both understand and achieve
an outcome suitable by both prescriber and patient. In addition to
this main suggestion by participants, other suggestions were
made, such as incorporating better technology with electronic
prescriptions to communicate better using mobile devices. The
final key point that was mentioned was that participants
demanded prescribers listen to them more and consider their
opinions.
The final point made by participants contradicts the findings in
terms of the patient experience. The findings in the study did
show that most participants felt their opinions were considered,
yet in suggestions to improve their experience, it was repeated
that opinions were not taken seriously. This again is a
fundamental point of communication between the prescriber
and the patients to ensure satisfaction, self-management and
patient safety.30

Limitations
This study had some limitations, of which may have affected the
results. This was due to the limited time available for data
collection, resulting larger proportion of females. Interviews could
have been carried out instead of a questionnaire to give more
time for the participants to engage and give more detailed
answers and insights into both their expectations and
experiences. Perspectives from prescribers of all backgrounds
should be taken into consideration and enhanced interviews with
different patients, more so patients with long term conditions, to
identify more areas need for improvements.

Conclusion
Patients favour doctors to be prescribed by over nurse practitioners
and independent pharmacist prescribers. Patients seem not to
understand the meaning of patient empowerment and interpret it
more so with controlling the prescriber’ s actions. Critical to
improving medication-related outcomes is patient empowerment
to improve self-care and it appears clear that greater public
awareness of this is required. Non-medical prescribers must
contribute to this and earn public acceptance through better
outcomes.
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Diary Dates with Pharmacy Management in 2020

The following Pharmacy Management events
from September to November 2020 will be
held on a digital/virtual platform
Covid-19 and Pharmacy:
The Northern Ireland Experience
Date:

Thursday 24 September 2020

JoMO-UKCPA Cardiovascular Workshop
Date:

Wednesday 30 September and
Thursday 1 October 2020

JoMO-UKCPA Diabetes Workshop
Date:

Friday 16 October 2020

Pharmacy Management National Forum
for Scotland
Date:

Tuesday 10 November 2020

Pharmacy Management National Forum for Wales
Date:

Wednesday 2 December 2020

Patient Experience
Case History:
Post Discharge Domiciliary Pharmacist Home Visit
(09/10/2019)
Ian Nash MSc, Community Services Pharmacist, Exeter.
Correspondence to: whirlownash@hotmail.com
Introduction
This is a case history from my routine workload, with an
emphasis in the discussion of the structure upon which the
assessment/consultation is based. I explore the multi-layered
process in detail, which may offer insight to pharmacy staff,
particularly those new in the evolving community roles,
including primary care network pharmacists.
Keywords: Domiciliary pharmacist, Adherence, Dementia, Depresecribing, Medicine Reminder Chart and Assessment (for
Medication Administration Support).

The Patient’s record of Medicines is presented on the next page
as a Medicine Reminder Chart, prior to visiting.

Potentially inappropriate prescriptions to
discuss with patient during pre-booked
appointment:
• Omeprazole – Indigestion symptoms? Any plan to
reduce/stop dose once daily Aspirin discontinued? BUT still
on daily Prednisolone.
• Aspirin - confirm duration?
• Furosemide – full dose can be given once daily1

Case History
Mrs JC, an 89-year-old woman, had been discharged home
from an acute hospital, following a displaced fractured neck of
femur, sustained as a result of a fall. She had post-operative
delirium which resolved fully prior to discharge. She had also
received a 3 day course of Nitrofurantoin for an E.Coli positive
Urinary Tract Infection.
History – see recorded diagnoses on Community Services
Pharmacy patient record (on page 67)
• Polymyalgia rheumatica (indication for Prednisolone)/ giant
cell arteritis/ osteoarthritis
• Falls/fractured femur
• Knee replacement x 2, hip replacement
• Breast cancer/basal cell/solar keratosis
• Cataracts
• Incontinence
• GFR= 52ml/min/1.73m2 (26/3/18)
Her weight was 78.4kg, height 1.65m, BMI 28.76kg/m2. She
was considered to be mildly frail (0.19 on electronic frailty
score). She was prescribed 8 regular medicines and 2 “when
needed” medicines.
Patient lives in a two story house with her husband, who has dementia
and was an in-patient at the time of the visit. She was independent of
personal care and had historically managed her own medicines. She
was functioning with the support of her daughter, who had prepared
a home-made administration tick chart. They were using medicines in
cartons and had not been filling an organiser.

• Weekly Risedronate when record of “allergic/intolerant of
Alendronic acid”?
• Calcium/ Vit D – check dose time.
• Mirtazapine – assess mood; Anti-Cholinergic Burden score
(ACB = 1) – see section 2.1.3 on page 66.
• Prednisolone – check daily dose from complicated
instruction; ACB = 1 and AEB =1
• Total Therapy ACB = 2 and AEC =2
• Frequency of Paracetamol PRN?
• Need for use of laxatives?

Home Visit 9/10/19 Consultation recorded on
surgery computer
Pharmacist completed home visit with the patient and her
daughter. Patient reasonably confident of medicine administration,
but daughter’s involvement while Mum was unwell had created
some confusion.
In the consultation text below, the most significant clinical issue
is written first regarding medicines and then other clinical issues
in descending order of importance.
• Post-operative Aspirin 150mg daily had not been given to
patient for five days, despite instruction on home-made
medicine administration tick chart. Patient encouraged to
recommence Aspirin 2 x 75mg = 150mg in the morning with
food, for six weeks post–operatively (approximate end date
25/10/19) to avoid Deep Vein Thrombosis (DVT).
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• Patient has recently consumed a maximum of five days of 3
x 5mg = 15mg Prednisolone daily (instead of 3 x 1mg = 3mg
Prednisolone daily) on account of a supply of Prednisolone
5mg issued as a dispensing error. Incorrect supply returned
to Dispensing Pharmacy, who have been informed of error.
Discovering dispensing errors in people’s homes is quite
unusual in my experience and is not the intended emphasis
of this case study. Patient and family counselled that this
duration is not long enough to effect systemic corticosteroid
production and to revert to intended Prednisolone 3mg daily
dose. Patient been taking maintenance dose of Prednisolone

since 2015; request for GP to alter the prescription label,
which describes planned reduction, from back in 2015.
• Patient recently prescribed Risedronate in hospital; despite a
recorded allergy/intolerance to Alendronic Acid (risk of
osteonecrosis of the jaw, identified by a dentist). Patients
receiving long-term bisphosphonates (>3-5 years) should be
considered for a drug holiday2
• Patient has stopped taking Mirtazapine 15mg at night, since her
hospital discharge, because she is not anxious (while husband
with dementia is in hospital). Patient advised to delay decision

Figure 1. Medicine Reminder Chart 1
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labelled 1-2 twice daily if needed, since patient no longer
has a supply at home.

whether or not to restart anxiolytic until husband returns from
hospital, due in a few days. (It later transpired that patient was
worried about being sleepy during the night when she had to
get up and deal with her husband). If patient does feel the need
to restart Mirtazapine (possibly to help sleep?), then she should
expect to stay on Mirtazapine continuously for a minimum of 36 months. An alternative to Mirtazapine to consider would be a
less sedating SSRI antidepressant in the morning.

• Patient declined blister pack for now and prefers to continue
with cartons. Husband may need medicine support, other
than from his wife, when he comes home, but I understand
is likely to decline help.

• The recent hospital discharge included Docusate 200mg
capsules twice daily as a stool softener. A suggestion is for
an acute prescription for a carton of Docusate 100mg

See pharmacist home visit consult 09/10/2019 and attached
Medicine Reminder Chart.

Task to GP as a follow-up from the home visit:

Figure 2. Medicine Reminder Chart 2
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Possible actions

2. Office based pre-visit assessment

1. Please alter the repeat prescription label for Prednisolone
1mg to take 3 tablets daily. Do not issue, patient has plenty
of Prednisolone 1mg tablets in stock.
2. Note Risedronate, recently prescribed by hospital, despite a
recorded allergy/intolerance to another bisphosphonate
Alendronic Acid?
3. Note patient has presently stopped Mirtazapine, please tell
patient if you definitely want her to continue? An alternative
could be a non-drowsy SSRI antidepressant in the morning.
4. I suggest an acute script for a carton of Docusate 100mg
labelled 1-2 twice daily if needed?

Action the outcomes
During the following days I had the opportunity to speak to
the GP and monitor the GP medical record. Then an updated
Medicine Reminder chart (on previous page) was shared with
the patient and pharmacy, together with ensuring that the
Dispensing Pharmacy had received prescriptions for all the
medicine supplies that the patient required, as agreed by the
patient/ family/GP.

What do you think the experience was like for
the patient?
The patient said that the experience was good, “Pharmacy team
is always helpful and gives good advice”. She had confidence
and trust in the team member(s) and was treated with respect
and dignity. She would definitely recommend pharmacy team
to friends and family.
She was very positive about the blister pack that she received for
herself and her husband, following a follow-up visit. She
dismissed the necessity for advice on when and how to take
medicines, because “she was so familiar with the process”.
However there was clear evidence of error and misunderstanding
in the following weeks. Her husband was to receive a upward
titrating daily dose of Memantine that was never given and
7 day blister packs were completed in 6 days. A degree of
compromised cognition was simply not acknowledged.

Discussion about the structure of the home
visit assessment/consultation:
1. Receive referral
An evaluation of service reported that 50% of referrals came
from the GPs and 50% from the wider Health & Social Care
Teams.3 When domiciliary visiting, you never know what you
will find, until you arrive. In terms of service development, it
is important to promote the snowball effect of one piece of
significant work leading to another.
A request for a blister pack for a given patient is evidence of
a perceived lack of compliance with medicines. The
pharmacy team should arrange to visit the patient in their
home environment to assess their pharmaceutical needs and
the level of support available from their family and carers.

66

(opportunity to prepare medicines reminder chart)
The EDeN paper: “Person-Centred Care Including Deprescribing
for Older People” recommended the following three points.
It is a formal approach and relatively time consuming, but
maximises the benefits of the pre-assessment.1
2.1.1 On the pharmacy patient record (below) bullet point/
list concisely “recorded diagnoses” from GP
computer system. Reconcile with recent hospital
correspondence and discharge letters. Clinically
cluster the diagnoses, for example by BNF chapter.
The same principle can be applied to the drugs listed
on the Medicine Reminder Chart (alphabetical by BNF
chapter). Note most recently recorded renal function.
In pharmacy there is a tendency to look at the list of
medicines and work backwards to provide an
indication what the medicines are for (in layman’s
terms). It is far better to start from the diagnoses,
with the caution that the list of diagnoses may not be
historically complete - for example recent changes
such as cognitive decline or the ethical dilemma of
diagnoses never recorded.
2.1.2 Bullet point the patient’s drugs under the heading
“potentially inappropriate prescribing” and
record the possible concerns to discuss with the
patient. This is a formal version of the desk-top
review that the pharmacist would be providing for
the pharmacy technicians, before the technicians visit
a patient independently. The list can prove to be a
useful aide memoire after the visit to check that all
issues were covered in the consult.
2.1.3 Have on the computer desktop the Anticholinergic
burden (ACB) website(s): http://www.acbcalc.com A
quote from site, “Your patient has scored ≥3 and is
therefore at a higher risk of confusion, falls and death”
Also have access to Anticholingeric Effect on Cognition
(AEC) scoring system via http://www.medichec.com
Consider other medicines likely to cause falls, such as
Benzodiazepines, Opiates and Alpha-blockers. Routinely
check the patient’s list of medicines on these sites and
bring results to the attention of the prescriber.

3 Arrange appointment to visit patient, during
which explore the following:
Firstly introduce yourself. Say that the assessment of
medicines may take an hour or more. Ask to see (all) the
patients physical medicines.
3.1 Adherence
If my time is limited I omit this section because patients have a
marked tendency to exaggerate their adherence. They may take
regular medicines “religiously” - however, they may omit one or
more other medicines or have run out of supplies. The tool I use
is the Morisky scale.4 I select and show a carton of an antihypertensive medicine (or similar) and ask the patient each of the
template questions. One incorrect answer defines moderate
adherence. Two or more incorrect answers define poor
adherence, in which case I abandon the rest of the questions.
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3.2 Reconcile Therapy
I choose to pre-prepare a typed Medicine Reminder Chart
(MRC). However, I do not give this to the patient until after
this section is completed. Ask the patient, “When you get up
in the morning, what do you take first?” Encourage patient
to talk through each of their medicines. Ask patient if they
know what the medicine is for? When patient dries up,
prompt them with additional drugs from MRC or surgery
home visit form. They will tend to forget inhalers, topicals,
bedtime meds etc. Offer to go and fetch meds from bedroom
/kitchen etc. Investigate all bags/cupboards that contain
medicines. If appropriate, hand write (any corrections on) the
Medicine Reminder Chart.
3.3 Reordering of Medicines
Ask patient/carer exactly how medicines are re-ordered?
This explores Family/carer involvement and which is their
preferred dispensing pharmacy. Whether there is repeat

dispensing and/or pharmacy monthly re-ordering schemes
on behalf of the patient. Establish who collects/delivers the
medicines and whether the patient can open front door for
deliveries?
3.4 Medication Administration aids and devices –
(pharmacy staff need a bag of examples of compliance
aids/devices).
The patient should be asked, “Do you know the day of the
week today? (pause)” All the proposed devices are correctly
used in that way. If patient does not know the day of the
week, suggest purchase of an electronic clock that visibly
displays day of the week, time of day and may include alarm
options to prompt medicine taking. A range of electronic
clock devices are available, with the largest selection
available from the Alzheimer’s Society.

Figure 3. Patient Record
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Patient should be given the opportunity to handle and
manipulate the devices, which I offer in the following
sequence:
3.4.1 Weekly strip organiser (eg. Boots Vitamin holders) as
the simplest.
3.4.2 Square organiser (Often show Nomad Clear Tray
and/or “Dosette”®) as a four strip version of single
strip; “morning, lunch, evening, bedtime”..
3.4.3 Pill tower organiser, same daily sequence, but
different shape.
3.4.4 Traditional blister pack (I have placebo dummies with
skittle sweets prepared for me by the manufacturer).
Name a day and dose time and ask the patient to
extract the example sweet.
“A traditional blister pack is a book. With the book
open, breakfast is next to the spine of the book
(verbally repeat) and the morning, lunch, evening,
bedtime sequence reads left to right. In order to
extract the “tablets” close the book and turn onto
the back face with paper windows. The spine of the
book is now on the right and the morning, lunch,
evening, bedtime sequence reads right to left”.
3.5 Consent to share information
Consent can either be verbally or more formally with a patient
signature. This is an opportunity to signpost patient and
family to Social Workers, Voluntary sector (local/League of
Friends, Age UK) and Fire Service (free assessment). Present
advantages/disadvantages of options discussed. Patients
should be informed that they have the right to withdraw their
consent to share information and even then NHS workers
would endeavour to maintain the same level of care.
3.6 Summarise
Encourage the patient to choose one of the following
options. Offer patients the time (e.g. a weekend) to talk to
their family before reaching a decision.
3.6.1 No change in present medicine management
arrangements.
3.6.2 Patient/family to correctly fill organiser for maximum
flexibility and independence (worth trialling with
follow-up for a named period of time e.g.one
month)
3.6.3 Last resort – pharmacy dispensed blister pack but
this is the most inflexible option with significant
delays when prescribing changes.
“No decision is set in stone”
“In visiting patients at home, the pharmacy team represent
the eyes and ears of the GP and the wider Health & Social
Care Team, We create a written narrative upon which the
GP can base his/her prescribing decisions.”

4 Assessment for Medication Administration
Support in the Community (below)
At most visits, the pharmacy team should be completing an
Assessment for Medication Administration Support in the
Community, in order to formally evidence the agreed
decision with the patient about a proposed intervention,
such as filling an organiser or receiving medicines in a blister
pack.
The Assessment form below is the completed form for the
anonomysed patient. This assessment also contains service
evaluation type questions. Like all the other template forms,
it will be more practically manageable if computer software
could pre-populate the form, including demographic data,
frailty score, Package of Care (POC) and number of daily
meds.5
This version has the following enhancements from an
original form from The Bristol North Trust
• More (useful) demographic information
• Devices & charts in use prior to (pharmacy) assessment
visit
• NPSA risk assessment scoring prior to visit and at
discharge
• Level of risk has been separated into patient issues and
medication issues in order to avoid negative/double
negative questions, which can lead to inconsistent
reporting by different members of staff, However within
the document the resulting level of risk spectrum is
reversed (left to right for patient and right to left for
medication).
• A General Adjustments heading, to limit repeating the
same solution under multiple criteria
• Some re-worded criteria in issues and solutions.
• Proposed adjustment(s) and Summary
• Details of HCP completing form together with formal
consent by patient/Carer to share information.
Note includes an assessment of:
a. Low risk patient and low risk dugs
b. Low risk patient and high risk drugs
c. High risk patient and low risk drugs
d. High risk patient and high risk drugs

5 Report consultation to GP and wider Health and
Social Care Team
Write up consult on surgery computer (see Community
Services Pharmacy (CSP) patient record page 67). The patient’s
record form can be completed first, before proof reading.
Then cut and paste into consultation notes. Where possible
the latest Medicines Reminder Chart is attached to the
consultation, reconciled to the medicines the patient is
actually taking on the stated date of preparation.
Task any possible changes to GP and/or speak to them
personally – check if GP working again within a reasonable
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Figure 4. Patient Assessment for Medical Administration Support in the Community. Pages 1 and 2.

Figure 4. Patient Assessment for Medical Administration Support in the Community. Pages 3 and 4.
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timescale to implement proposed changes. If GP not
available – contact duty doctor
Task:
“see pharmacy (home visit) consult on given date (and
Medicines Chart)”
Possible actions:
1. The most significant clinical pharmacy issue that requires
review. Please clarify/confirm…… Suggest/propose etc…
2. 2nd most important
3. 3rd most important
4. Then stop. Try not to ask too many questions….

6 Action the outcomes/Facilitate on-going
supplies of medicines from dispensing pharmacy
Monitor outcomes of every home visit via the surgery record
and/or talking to the GP in the following days. The Pharmacy
Team to facilitate on-going supplies of medicines from the
Dispensing Pharmacy as agreed by the patient/family/GP.
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Phone or write and inform the patient/carer about what is
happening. Send updated Medicine Reminder Chart to
patient’s home (and Dispensing Pharmacy), if appropriate.

Conclusion
The take home message from this case study is that patient’s
may well not be taking their medicines as we expect them to,
despite the technically best reconciliation of the medical
records. One element of de-prescribing is stopping medicines
patients are choosing not to take. Verbally explore with the
patient why they have made these decisions.
A common example is offering different formulations or
flavours of Calcium/Vitamin D combinations, when patients
don’t like chewy tablets. Also if patient has not re-ordered an
item for a second month, do they understand whether or not
the item is an on-going treatment?
Clinical judgement and a good rapport with the patient is
required to encourage concordance with treatments that
might be considered essential. We should be providing the
pharmaceutical information to help the patient make an
informed judgement, however if the patient has capacity to
decline taking medicines, then their final decision must be
respected.
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Sponsored Article
Is non-tuberculous mycobacterial
lung disease on your radar?
Non-tuberculous mycobacterial lung disease (NTM-LD) is
increasingly recognised as a growing clinical problem and a big
therapeutic challenge.1 It is predominantly found in people
with underlying lung conditions, such as chronic obstructive
pulmonary disease (COPD) or bronchiectasis, where it may
present as new, worsening or recurrent symptoms.1 Mycobacterial
culture is central to diagnosis, though treatment is generally
initiated on the basis of additional compatible symptoms and
radiology.1 The prolonged duration of often poorly-tolerated
drugs2 highlights the importance of patient-centred care and
shared decision-making with a multi-disciplinary team approach
to improve the quality of life of patients with this debilitating
condition.

Epidemiology
There are over 170 known types of NTM that occur ubiquitously
in the environment, approximately 25 of which are of clinical
and pathological significance for humans and can cause serious
disease.3,4 NTM are environmental organisms that have adapted
to living in harsh, often unstable natural settings outside of
humans.3 They thrive in drinking water, household plumbing,
peat rich soils, brackish marshes and drainage water. Even
hospital water systems, haemodialysis centres and dental
surgeries have been found to harbour high rates of NTM
colonization.5

Diagnosis
Diagnosing NTM lung disease can be a challenge and is often
difficult in patients with pre-existing lung disease, because the
symptoms are non-specific and can be interpreted as signs of
the existing underlying disease.9 The diagnosis of NTM lung
disease is often missed or delayed until the disease is already in
moderate to severe stages,10 which can lead to severe
consequences and disease progression. In order to confirm the
diagnosis, patients with suspected NTM lung disease should be
referred, at an early stage, to a specialist centre for pulmonary
infections or NTM diseases.

Non-specific symptoms of NTM lung disease
Almost all patients with NTM lung disease have a chronic
recurring cough. Other symptoms can vary and may include:9,11
• Expectoration, occasionally also bloody
• Tiredness/fatigue
• Shortness of breath
• Weight loss and/or lack of appetite
• Fever – this may include night sweats and chills
• Recurring lung infections or pneumonia
• Symptoms of other existing lung conditions may not improve
despite taking medication

Prevalence

Radiological criteria

In many parts of the world, whilst tuberculosis rates have been
decreasing, rates of NTM disease have increased, and in some
countries NTM lung disease has become more common than
tuberculosis.6,7

The radiology of NTM lung disease is variable.12 Chest X-rays are
relatively insensitive when diagnosing many cases of NTM lung
disease.12 Generally, imaging findings can be categorised as
being of a reticulo-nodular or cavitatory predominant pattern.12
The former may be extremely difficult to visualise on a standard
chest X-ray, in particular when the patient has a co-existing lung
disease such as COPD or bronchiectasis.12 Cavities associated
with NTM are easier to see, however, they are a non-specific
finding.12 CT scans are helpful for spotting signs of NTM, and it
is generally recommended that a patient with NTM lung disease
should have at least one chest CT.1

In England, Wales and Northern Ireland, the reported rate of
NTM isolation more than doubled between 1996 and 2006.8 A
more recent study found that incidence of NTM isolation rose
from 5.6 to 7.6 per 100,000 between 2007 and 2012.8
The NTM organisms most frequently cultured from pulmonary
isolates were members of the Mycobacterium avium-intracellulare
complex family (MAC), and the incidence of pulmonary MAC
increased significantly from 1.3 to 2.2 per 100,000 between 2007
and 2012.8 The majority of these individuals were over 60 years
old.8 Overall, this represents an almost ten-fold increase since
1995.8 Pulmonary MAC in older individuals is responsible for the
majority of this change.8 However, it is important to note that it is
difficult for researchers to fully understand the burden of NTM
lung disease worldwide because clinical data on NTM is not
collected in a systematic way.8

Microbiological criteria
A suspected diagnosis based on clinical and radiological findings
is not sufficient for the initiation of treatment. The additional
isolation of NTM from a suitable microbacterial culture is
essential for a diagnosis of NTM lung disease. As NTM are
ubiquitous and can be isolated merely because of environmental
contamination, more than one positive microbacterial culture is
required for diagnostic purposes.1
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Patients with pre-existing lung disease are
particularly at risk
Patients with pre-existing chronic lung conditions such as
asthma, COPD, cystic fibrosis or bronchiectasis have a much
higher risk of getting NTM lung disease.1,13,14,15 This is because
the damage caused by these conditions can make it easier for
NTM to infect the lungs.13 People with bronchiectasis have
approximately 187 times higher risk of getting NTM than
healthy people, and it is thought that almost 1 in 10 people
with bronchiectasis are infected with NTM.14,16
Other people who are more at risk of getting NTM infections
include people aged 65 and older, smokers, people with low
body weight or a genetic predisposition, and people with
weakened immune systems.1,6,17 NTM lung disease is also more
common in women than in men.8,18
The use of inhaled corticosteroids for the treatment of common
airway diseases such as asthma, COPD and bronchiectasis is also
associated with an increased risk of NTM lung disease.19

Management of NTM lung disease
Generally speaking, the diagnosis of NTM lung disease does not
necessarily lead to initiation of treatment.20 In contrast to
tuberculosis, the medication used in the treatment of NTM is
not particularly effective and can lead to a large number of
adverse events. Hence, healthcare professionals try to improve
or manage elements that they feel are contributing to the NTM’s
persistence in the lung or associated symptoms.12 All patients
with NTM lung disease should be offered assessments for
impaired immunity.1 Further testing can be undertaken if there
are any concerns, generally with an immunologist or specialist
infection service.12
Understanding how NTM itself is affecting the patient’s health
status is important. Patients should be shown how to effectively
clear their sputum as this tends to improve their symptoms and
quality of life.12 In many cases, this is likely to reduce their need
for both short and long courses of antibiotics.12 As well as
respiratory physiotherapy, clinicians should review each patient’s
diet, lifestyle and any other medication they may be taking –
which could also be contributing to their symptoms and
reduced quality of life.12
In the absence of evidence-based studies and a drug therapy for
the specific treatment of NTM lung disease, when formulating
their consensus-based treatment recommendations, the
international societies have drawn mainly on the practical
experience of experts and on in vitro results on the sensitivity of
NTM to antibiotics – even though these often do not correlate
with actual clinical responses.21 Therefore, when treating NTM
lung disease with drugs, antibiotics that have proven to be
effective in the treatment of tuberculosis are used first and
foremost.9 As patients respond best to initial treatment, it is
vital to carry out the initial treatment in accordance with the
recommended treatment regimens.22 The British Thoracic
Society (BTS) guidelines which are followed in the UK
recommend that “individuals with a history of treatment
intolerance or treatment failure should be managed in
collaboration with a physician experienced in managing NTMpulmonary disease.”1 The decision to initiate specific treatment
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however should only be taken following full discussion with the
patient regarding the pros and cons of therapy, given that most
treatment regimens are for a minimum of 12 months, and more
often approaching 2 years and can be poorly tolerated.12

Treatment goal: sputum conversion and
retention of conversion for at least 12 months
According to the recommendations of the BTS, treatment
should be continued for at least a further 12 months after
successful culture conversion.1 With regard to this, a sputum
conversion is defined as at least three successive negative
sputum cultures over a minimum of three months.

Adherence and development of resistance
According to a number of studies, NTM lung disease patients are
rarely treated in accordance with official recommendations.23,24,25
In Europe, only 9.2% of patients with NTM lung disease caused
by MAC were given an oral macrolide-based triple combination
therapy in accordance with the treatment recommendations for
more than 6 months.25
According to a retrospective American study, macrolide
resistance occurred in 76% of NTM lung disease patients, if they
had been given a macrolide monotherapy or a macrolide in
combination with only one quinolone antibiotic.26 Of the
patients who were treated with an oral triple antibiotic therapy,
only 4% developed macrolide resistance.26

Increased mortality risk
In an analysis of data from American health insurance
companies, a 40% higher 5 year mortality risk was observed for
NTM lung disease patients, compared to healthy people.27 An
analysis of over 7 million data from German health insurance
funds yielded, for NTM lung disease patients, a 3.25-year overall
mortality rate increased by a factor of almost 4 compared to the
control group.23 During the first three months after the
diagnosis was made, the mortality rate was even increased by a
factor of 10.23 Among the COPD patients analysed, the mortality
rate with an additional NTM infection was particularly high at
41.5%, compared to the rate of 15.9% for COPD patients
without NTM lung disease.23

NTM infections and bronchiectasis
On the one hand, it is thought that bronchiectasis predisposes
patients to NTM infections, and on the other hand, the
progression of bronchiectasis can be accelerated by a NTM
infection. Furthermore, bronchiectasis is a common comorbidity
of NTM lung disease.27
The European Respiratory Society (ERS) guidelines dating from
2017 recommend a mycobacterial culture – either from three
successive daily sputum samples or a single bronchoalveolar
lavage – if NTM is considered an aetiological factor for
bronchiectasis.28 This is particularly true for patients with
radiological or clinical findings that point towards a NTM
infection, such as weight loss, episodes of haemoptysis, or a
clear progression in patients who are not responding to
standard therapy.28
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For adult bronchiectasis patients with three or more
exacerbations per year, treatment with macrolides such as
azithromycin or erythromycin is recommended for several
months, provided there is no infection with Pseudomonas
aeruginosa.28 The recent BTS guidelines for the use of long-term
macrolides in adults with respiratory disease recommend
carrying out a microbiological assessment of sputum, including
investigation for NTM, prior to treatment with macrolide
antibiotics.29 Macrolide monotherapy should be avoided if there
is an active NTM infection, to prevent jeopardising the success
of therapy during treatment of NTM lung disease due to the risk
of developing macrolide resistance which could lead to worse
longer-term outcomes for patients.29 Repeat assessments are
also recommended with clinical decline or during exacerbations
to monitor resistance patterns.29
A recent study examining NTM testing behaviour in
bronchiectasis patients found that 68% of clinicians managing
these patients did not test them for NTM infection prior to
starting macrolide treatment, despite the high awareness of the
increased risk of NTM lung disease and its associated morbidity
and mortality in bronchiectasis patients.30 The authors of this
study concluded that, despite most respondents stating that they
follow ERS guidelines, all aspects of these recommendations do
not appear to be put into place.30

Available educational resources
Despite the need for more education on the diagnosis and
management of NTM infections, there are very few resources
available. NTMAction.co.uk was recently launched as an
innovative, interactive digital resource aiming to increase
awareness of NTM amongst UK healthcare professionals. The
resource aims also to strengthen professional competence
surrounding each practitioner’ s individual role in the
management of NTM lung infections. As a digital and
interactive platform available to all healthcare professionals
involved in the care of patients with NTM, NTM Action builds on
existing educational resources with up-to-date, thought-leading
and evidence-based educational material developed in
collaboration with NTM experts.

Patient support
NTM Patient Care UK is a new charity (and the first in the UK)
specifically devoted to the empowerment, education, and
advocacy of people with NTM disease and their carers. The new
group aims to bring patients together, either online or in
person, to ameliorate loneliness and provide them with personal
support. NTM Patient Care UK also aims to increase awareness
of NTM lung disease among healthcare professionals and the
public and improve quality of care for the thousands of UK
patients.

Conclusion
NTM infection is increasingly recognised as a condition that can
cause pulmonary disease which is both difficult to diagnose and
manage. It is most frequently seen in people with underlying
lung disease such as COPD and bronchiectasis. It can result in
chronic or recurrent symptoms – the presence of which should
trigger appropriate investigation for mycobacterial infection.

Treatment is prolonged and includes general measures such as
physiotherapy to reduce ongoing infection and symptoms, as
well as specific antimycobacterial therapy. The relatively poor
response to the latter highlights the importance of patientcentred care and decision-making in NTM management.
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