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1

EDITORIAL
Best Practice in Pharmacy
Management
Hospital pharmacy has a relatively good
track record in developing an appropriate
skill mix to deliver services. This is,
however, an ongoing issue and a key area
for development has been the further
utilisation of pharmacy technician skills. It
is, therefore, good to include an article in
this edition on that theme. This involved
the use of a tool to identify patients
categorised as low-risk with a pharmacy
technician then undertaking required
medicines management activities for the
patients.

The

pharmacy

technician

referred to a clinical pharmacist where
further advice or input was required. The
work was undertaken on an orthopaedic
elective surgical ward but the principles
could presumably apply in other settings.
Those looking to extend the role of
pharmacy technicians will draw ideas and
inspiration from this report.
A ‘patient-centred approach’ is seen
to be at the heart of the process of
medicines optimisation – but does that
go far enough? An article outlines the
concept of ‘person-centred care’ in which
the individual is seen to be active in their
own healthcare. It is seen as embracing a
holistic approach in which an individual’s

full needs, such as spiritual needs, are
considered - not just their clinical ones.
The benefits of this approach, the
obstacles to delivering such care in a
co-ordinated way and approaches to
develop it in practice are outlined.
Although not specifically developed in
the article, reference is made to a
World Health Organisation definition of
‘people-centred care’, which sees
individuals, families and communities
being participants in health systems. Food
for thought?

Management Conundrum
Massive changes are afoot. Developments
in integrated care are just some aspects
that will dramatically alter the way
healthcare will be delivered in the future.
There are good examples of the way
pharmacy staff are responding and
adapting to deliver new services. Some
hospital pharmacists have specialised in a
therapeutic area, undertake patient-facing
clinics and utilise independent prescribing
skills. The placement of pharmacists in
GP practices to run patient-facing clinics

Face2Face
It is generally accepted that remaining
active is an essential part of maintaining
good health. It has been suggested that
people who are physically inactive spend
38% more days in hospital than active
people and visit the doctor almost 6%
more often. The question is, how can
people be encouraged to adopt such a

is another example of opportunities for
the profession to improve patient care.
What does this mean for the pharmacy
profession? What does it mean for you
personally? Do you have a game plan?
Our commentators ponder these points
and provide some valuable insights on
the way forward.

lifestyle? Our Face2Face contributor is a

Leadership

‘Physical Activity Champion’ whose role

All of us will have experienced a difficult

includes running workshops to teach,

situation with a manager, boss or

engage and inspire community pharmacy

colleague at some time or other.

doubt it will also happen in the future.

daily

What did you learn from the last time

practice.

Those

interested

in

following this up are invited to contact

and, importantly, how will you respond if

the author.

(when?) it happens again. See the
Leadership section for some ‘top tips’!

READERSHIP FEEDBACK
If the JoPM is to continue to publish material that you would find
interesting and helpful in your practice, it is clearly important that readers
feedback their views. There are various ways in which feedback is currently
obtained but, with effect from this edition, a short SurveyMonkey
questionnaire that will take just a couple of minutes to complete will be
available for each edition.
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No

teams to promote physical activity in their
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BEST PRACTICE IN PHARMACY MANAGEMENT
A Pharmacy Technician-led Service To An
Orthopaedic Elective Surgical Ward
Ashley Bell, Medicines Management Pharmacy Technician, Northumbria Healthcare NHS Foundation Trust.
Correspondence to: ashley.bell@NHCT.nhs.uk
Ashley Bell

Abstract

Abstract

Title
A Pharmacy Technician-led Service To An Orthopaedic
Elective Surgical Ward

Results
The results were favourable to the service provided by the
MMPT.

Author List
Bell A.

Discussion
The use of a ‘Prioritisation Tool’ within the pharmacy
department allows staff to highlight and target ‘low risk’
patients for medicines management by a MMPT. An additional
resource is available for escalation when required.

Introduction
Developments in the role of the Medicines Management
Pharmacy Technician (MMPT) are outlined.
Technician-led Services
The role of the MMPT in providing inpatient services on an
elective orthopaedic ward is described.
Method
Following a clinical activity audit carried out in September
2017, a contrasting audit was carried out over two days by
the MMPT.

Background
The input of Clinical Pharmacists into
elective surgical wards at Wansbeck
General Hospital (WGH) consisted of
pharmacist-led medicines reconciliation,
medication supply, patient counselling
and discharge facilitation. The majority of
patients on these wards were reviewed

Conclusions
The pilot demonstrated the ability of a MMPT to manage
specific cohorts of patient, thus releasing Clinical Pharmacist
time for other activities. The MMPT was able to spend more
time counselling patients on their medications, and this is
expected to have a positive impact on patient experience.
Keywords: medicines reconciliation, prioritisation tool, referral.

decided in preparation for a patient’s

(MMPT). This would then allow the Clinical

admission to the ward.

Pharmacists to target their resources

The Trust’s ‘Prioritisation Tool’, which
was developed by a team of Senior Clinical
Pharmacists working at Northumbria
Healthcare, enables patients to be graded
according to diagnosis and clinical need.

towards the management of more
complex and, thus, high risk patients.

Objective

1

The ‘Prioritisation Tool’ is described below.

To develop and evaluate a Band 5
pharmacy technician-led service providing

initially at Pre-Operative Assessment

It was postulated that elective patients

a range of clinical pharmacy related tasks

Clinics by a Senior Clinical Pharmacist

categorised as ‘low risk’ would be

for orthopaedic elective surgical patients

with

Prescribing

suitable for management by a qualified

categorised as ‘low risk’ by utilising the

qualification; any concerns regarding

and appropriately trained Medicines

Trust’s ‘Prioritisation Tool’.1 Complex cases

medication were then assessed and action

Management

would be referred to a Clinical Pharmacist.

an

Independent

Pharmacy

Technician

“ . . . elective patients categorised as ‘low risk’ would be suitable
for management by a qualified and appropriately trained
Medicines Management Pharmacy Technician . . .”
Journal of Pharmacy Management • Volume 35 • Issue 1 • January 2019
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Baseline

proportion of clinical activities, amount of

commonly prescribed post operatively;

time spent on the ward and the number

these detail why they are prescribed and

In September 2017, all clinical pharmacy

of referrals were collated and compared

allow patients an overview of potential

staff were asked to record all clinical

to the baseline data.

side effects from taking these medicines.

activities undertaken over a one week
period. This was done to provide a

Inpatient treatment charts are then

baseline against which the clinical service

Overview of the process

pharmacy management team could

Pre-operative assessment takes place on a

subsequently assess change resulting
from quality improvement initiatives.
In January 2018, incorporation of the
newly launched Trust ‘Prioritisation Tool’
into ‘Nerve Centre’, a ward information
management system, facilitated the
assignment of patient caseloads to staff
according to risk.

transcribed by the MMPT using the

daily basis at WGH. This involves a
suitably trained Band 5 MMPT taking
patient

medication

histories

in

anticipation of patients attending the
ward

as

inpatients.

Obtaining

a

medication history in a relaxed and stress
free

environment

facilitates

the

identification of how the patient actually

medication histories ascertained within
the Pre-Operative Assessment Clinic; any
potential issues are also documented
within the patients’ admission notes. The
drug chart is then clinically screened by
an Independent Prescribing Pharmacist,
who will sign off the drug chart as
completed once satisfied that the
medication is prescribed appropriately.

takes their medication in practice. It also

All patients seen within the clinic are

A Band 5 MMPT was allocated to

enables any questions or advice regarding

recorded on an Excel spread sheet, which

manage the routine caseload of patients

medication to be omitted prior to surgery

is password protected and only available

on the elective orthopaedic ward at

to be identified and discussed as a part of

to members of the Surgical Pharmacy

WGH. Any complex or high risk patients

this process. Patients are also reminded to

Team. A record is made on the

were pre-identified and subsequently

bring their own medication from home

spreadsheet to indicate when they are

managed by a Clinical Pharmacist as

when attending the ward in order to

due to become inpatients and any actions

part of the Pre-Operative Assessment

ensure continuity of care and that they

that need to be followed up on

process.

maintain control over their treatment

admission. Patients are then categorised

whilst in hospital.

according to the Trust ‘Prioritisation Tool’.

All clinical activities undertaken on the
ward by the MMPT were collated over a

Patients are provided with information

On a twice weekly basis the Senior

two day period in April 2018. The

leaflets regarding medications that are

Clinical Pharmacist, who must hold an

6
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Independent Prescriber qualification,

The Responsible Pharmacist in the

patients can be seen. In combination

attends Pre-Operative Assessment Clinic

dispensary checks Ascribe, an electronic

with robust methods of referral to the

and clinically screens each inpatient

pharmacy ordering system, for Technician

pharmacy team, this may eventually allow

treatment chart. Any issues highlighted in

Verified (TV) priority orders and processes

pharmaceutical support to be delivered

the patients’ notes are taken into account

them according to a flowchart within the

based on patient need rather than be

and prescribing decisions are made based

validation area – a phone call to the

defined by clinical area.

on these.

dispensary

When

attending

the

elective

orthopaedic ward, the pre-assessment
spreadsheet is used as a tool enabling the
MMPT to assess which patients must be
seen as a priority when attending the
ward; by using this alongside the ward
handover list the MMPT can identify
which patients have not been seen in the
Pre-Operative Assessment Clinic by the
pharmacy team and these then become
a priority.
The ‘Prioritisation Tool’ also allows the

ensures

that

these

are

processed in a timely fashion.

Elective orthopaedic ward
The elective orthopaedic ward consists
of 24 beds and has a turnover of

The Northumbria prioritisation tool
prioritises patients initially by ‘by drug’
(medicines reconciliation issues) and then
‘by patient’ (clinical issues). Patients are
assigned a ‘RAG’ (red, amber, green)
rating depending on the issues identified.

approximately 1.5 days.

Medicines reconciliation (level of
patient risk from drug)

Northumbria Prioritisation
Tool for Pharmacy Input –
Version 1.0 (July 2017)2

A number of drugs are considered as high
risk to patient safety. This may include:
• high risk drugs as identified by the
National Patient Safety Agency (NPSA)
• ‘critical medicines’ where omission or

MMPT to identify patients who may

The high turnover of patients means that,

require pharmacist intervention as a part

despite best efforts, clinical pharmacists

of their stay within hospital; as these

cannot review all patients every day.

• narrow therapeutic drugs
• IV drugs with complex administration

delay could compromise patient care

patients have already been clinically

Attempting to review every patient every

screened at a Pre-operative Assessment

day may, in itself, be wasteful as not

Clinic they can potentially require no

all patients will have changes made to

pharmacist input whilst in hospital. In the

their prescription on a daily basis. In order

Patients who meet these criteria are

event of a patient being discharged with

to allocate clinical pharmacy resource

immediately rated as ‘RED (PH1)’ and are

additional medication (e.g. controlled

where it is most needed, patients’

a high priority for both initial medicines

analgesia) then the pharmacist would be

pharmaceutical care needs must be

reconciliation and continuing clinical

contacted

assessed and prioritised accordingly.

to

clinically

screen

the

discharge prescription prior to dispensing
as per departmental protocol.
Inpatient
reconciled
already

treatment
and

been

charts

medication,

review (e.g. daily). Input from a specialist
or senior clinical pharmacist would be

A patient’s need for pharmacy input

expected to be needed. Once the patient

can be prioritised by using a number of

has been reviewed, the pharmacist may

are

methods. This includes treatment with

having

feel any risks from the medicines have

‘high-risk’ medication i.e. that which is

been mitigated and the RAG rating may
be adjusted down accordingly.

screened

either most commonly associated with

(validated) by a pharmacist on Pre-

prescribing errors and/or the risk to the

Operative Assessment and signed, is

patient from the prescribing errors is

ordered much more methodically as it can

highest. Alternatively, a patient’s clinical

Clinical issues (complexity or reason
for admission)

be ordered according to the Trust

condition itself may place the patient at

A number of clinical conditions will

transcribing policy. The new model of

high risk since it may be associated with

require

ordering also allows the MMPT to order

complex treatment regimens or provision

treatment, and therefore may require

commonly used medications without a

of specialist medicines-related advice. If

expert pharmaceutical advice. Certain

time allows, after seeing these high

acute

priority patients, then lower priority

administration of high-risk or specialist

pharmacist in situ.

clinically

advice.

modifications

conditions

to

will

standard

require

“The ‘Prioritisation Tool’ also allows the MMPT to identify
patients who may require pharmacist intervention
as a part of their stay within hospital . . .”
Journal of Pharmacy Management • Volume 35 • Issue 1 • January 2019
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PRIORITISATION TOOL FOR PHARMACY INPUT (Version 1.0 – July 2017)
**This table is NOT exhaustive and is no substitute for the clinical judgement of the professional using this tool**
Abbreviations : SCP = Senior clinical pharmacist (8a); SpCP = Specialist clinical pharmacist (B7) ; CP = clinical pharmacist(B6);
PT (B5) = pharmacy technician ; WMA = ward medicines assistant

MEDICINES RECONCILIATION

CLINICAL ISSUES

LEVEL 1 (PH1) : Top priority for same day MR / daily pharmacist review until clinical condition improves. Likely to
require input / review of SpCP or SCP.
•
•
•
•
•
•
•

Parkinsons medication
Antiepileptics
Clozapine
IV immunoglobulin
Restricted IV Antibiotics
Chemotherapy
Toxicity due to narrow
therapeutic index drugs
e.g. digoxin, theophylline
• PBr excluded medicines

•
•
•
•

Immunosuppressants
Biologics
DMARDS / Methotrexate
High strength potassium
infusions ( > 40mmol)
• Insulin
• Patients on high dose
opioids (>100mg
morphine or equivalent)
• Lithium

• Palliative care/EOL (if no
regular input from
specialist team)
• Sepsis
• Addisonian crises
• Meningitis
• Diabetic emergencies e.g.
DKA, HSS

• Absorption problems, e.g.
short bowel high output
–ostomy
• AKI / poor renal function
(CrCl <30)
• ITU transfers

LEVEL 2 (PH 2) : Second priority for same day MR. Suitable for alternate day pharmacist review once MR completed.
May be reviewed by CP +/- support from SpCP / SCP.
• Treatment dose heparin
• Oral anticoagulants e.g.
warfarin, dabigatran,
rivaroxaban
• High dose IV steroids (no
plan for reduction and/or
discontinuation)
• Multiple IV drugs
• Narrow therapeutic index
drugs e.g. digoxin,
theophylline
• HIV drugs /antiretrovirals
• TB drugs

• Polypharmacy, i.e. 10 or
more medications
• Patients with complex
PMH but no documented
medications
• Multiple medication
changes (>4)
• Unresolved MR
discrepancies
• Substance misuse
patients, e.g. methadone,
buprenorphine
• Non-formulary /
unlicensed medication
• Clinical Trials

• Deteriorating hepatic
function, e.g. LFTs > 3x
upper limit
• Pregnant patient on
general ward
• New Acute coronary
syndrome (ACS) with no
previous PMH
• Hyper / hypothyroid crises
• Endocarditis
• Complex overdose cases
(e.g. ITU admissions, likely
LOS> 24hrs)

• Drug related admission
• Formulation changes
needed, e.g. NBM/Enteral
tube administration,
swallowing difficulties
• Fractured Neck of Femur
(#NOF)
• Post-operative
complications
o Uncontrolled PONV
o Uncontrolled pain
o Constipation > 48
hours
o Post-op delirium
o Post-op AF

LEVEL 3 (PH 3) : Low priority for same day MR. Minimal changes likely. Suitable for once weekly pharmacist review.
May be reviewed by CP / PT (B5) without any specialist or senior input.
• High dose oral steroids
with no documented plan
for reduction and/or
discontinuation
• Oral and/ or unrestricted
IV antibiotics with no
review / stop date
• Depot injections

• Polypharmacy i.e.
between 4 and 9
medications
• Compliance/adherence
issues
• Multi-compliance aids

• Extremes of weight
(frail/obese): <40kg,
>120kg
• Patients with
communication/language
problems
• Patients placed on EOL
pathway (with regular

specialist input)
• Clostridium difficile
infection
• Influenza infection

LEVEL 4 (PH 4) : MR unlikely to be needed. No benefit likely from input. Refer by WMAs only if status changes.
• Patients due to be discharged
immediately where no changes have
been made to admission medication
• NIL regular medications documented
and no significant PMH

• Terminations of pregnancy (TOPs)
• Uncomplicated intentional overdose
patients

• Elective day cases / overnights (no
changes to regular medication
expected)
• Patients admitted for social reasons

Figure 1: Prioritisation Tool
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medicines. Other acute conditions may
be exacerbated or caused by medication.
The complexity or severity of the
condition can additionally be used to
decide on a patients RAG rating and
decide on frequency of review.
Once all the ‘RED (PH1)’ patients have
been reviewed in both categories, the
team can move on to medium priority
patients rated as ‘AMBER (PH2)’ and
then low priority ‘GREEN (PH3)’ patients.
Patients rated as ‘WHITE (PH4)’ would
not normally be expected to be seen by
the pharmacy team. The RAG rating can
also be used to allocate the member of

3. Following medicines reconciliation by

including

pharmacy technicians.
4. Following drug history/ordering review
by junior pharmacy technicians.
5. Following

medicines

• provision of medicines information
referral

• counselling

round/ward

to

clinical

pharmacists for prescribing advice
patients

on

newly-

prescribed medications in anticipation

handover by ward medicines assistant

of discharge, making them aware of

(WMA).

side effects, dosage changes and
medications reviews

Results

• medication supply using a smart

Over the two day review period, the
MMPT spent six hours supporting the
elective orthopaedic ward. A total of 38
patients were reviewed.

ordering method and only providing
newly-prescribed or dosage-changed
medicines to patients
• highlighting
patients

the

importance

bringing

their

of
own

The MMPT also provided additional

medications in from home, arranging

most

support to the Pre-Operative Assessment

for these to be brought in and

appropriate patient or task depending on

Clinic by seeing patients when referred

arranging new dosette (compliance

level of experience and competency to

via the ‘bleep’ or on call system. A total of

aid) for patients established on these

manage the identified issues e.g. senior

12 patients were seen in this way and

devices in the event of medication

pharmacists may manage ‘RED (PH1)’

medication histories were ascertained in

being commenced or ceased within

patients, whilst ‘AMBER (PH2)’ or

anticipation of them attending the ward;

the hospital setting

‘GREEN (PH3)’ are allocated to a junior

again, these assessments were clinically

pharmacist new to the clinical area.

screened

Alternatively, pharmacy technicians can

Pharmacist on their allocated days to

work through in turn ‘RED (PH1)’ ,

support Pre-Operative Assessment.

the

pharmacy

team

to

the

‘AMBER (PH2)’ and ‘GREEN (PH3)’
medicines reconciliation priority patients
allowing the pharmacist(s) to concentrate
on patients with ‘RED (PH1)’

clinical

review issues.
RAG ratings may also be applied to
discharges, with those with complex
pharmaceutical issues rated as ‘RED
(PH1)’ and prioritised to the pharmacy
team and ‘WHITE (PH4)’ or ‘GREEN (PH3)’
patients allocated to the doctors.
Identifying PRIORITY patients for
pharmaceutical input
1. Referral from ward staff (using
handovers, communication sheets,
whiteboards/Nerve Centre).
2. Following medicines reconciliation by
admitting doctor or nurse.

by

the

Senior

Clinical

• carrying out medicines reconciliation
activities on a ward-based level and
highlighting any discrepancies to the
nurse practitioners to rectify or assess

The Clinical Pharmacist was referred
to on one occasion for advice regarding

• Pre-Operative

Assessment

-

by

carrying a bleep the MMPT was able

reducing an amitriptyline dose but was

to

not required to visit the ward.

medication histories prior to patients

Activities undertaken by the MMPT
included:
• transcription of medicine charts from
medication histories
communication

the

clinic

and

take

attending their surgery and transcribe
the inpatient treatment charts in
preparation of them going to the
ward. This ensured that all regular
medications were prescribed, which

• discharge facilitation in the form of
smoother

attend

with

discharge prescriptions for Controlled

reduced the risk of potential missed
doses;

again,

each

transcribed

treatment chart is clinically screened

Drugs for discharge. The MMPT took

by

these to the pharmacy department

Pharmacist on their allocated Pre-

an

Independent

Prescribing

and had them clinically checked,

Operative Assessment days.

dispensed with a final accuracy check
being made in a timely fashion,
ensuring that patients could be
discharged as soon as practical

“Over the two day review period, the MMPT spent six hours
supporting the elective orthopaedic ward.
A total of 38 patients were reviewed.”
Journal of Pharmacy Management • Volume 35 • Issue 1 • January 2019
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Limitations and further
work

Further research is required to develop
the evidence to support a business case

technician-led service was to maintain
technician input five days per week
during staffing pressures. With the future
development of case-loading across all
areas, the role could be embedded into
normal practice. The linking of the role
into the Pre-Operative Assessment Clinic
also improved the continuity with
patients and requires further exploration.
The work itself has identified a
number of training needs for MMPTs
working within a specialist area and,
following from this, a competency
is

under

development

The author has nothing to disclose.

for expansion of the role.

The main challenge in developing the

package

Declaration of interests

to

improve the confidence of the MMPTs in
monitoring surgical patients and in the
provision of simple medication reviews.
Whilst the service has been seen as
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Conclusion
The

proposed

service

improvement

demonstrated the potential of a MMPT
to manage specific cohorts of patients,
thereby releasing pharmacist time. The
new model allowed the MMPT to

1. Bell A, Lim E, Henderson L. Pilot of a Technician
Led Elective Ward at Wansbeck General Hospital
(WGH). Poster displayed at The Great North
Pharmacy Research Collaborative.
2. Hickson RP, Steinke DT, Skitterall C et al.
Evaluation of a pharmaceutical assessment
screening tool to measure patient acuity and
prioritise pharmaceutical care in a UK hospital
Eur J Hosp Pharm 2017;24:74-79. Available at:
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spend more time supporting patient
counselling. This would also be expected
to have a positive impact on both patient
experience and job satisfaction for the
MMPT.
Having a MMPT presence on the ward
has meant that the relationship between
ward staff and the pharmacy department
has improved greatly, being seen as more
of a member of the ward team rather
than pharmacy staff. This has also
improved productivity when it comes

cost-effective in the freeing up of

to organising Controlled Drug stock

pharmacist time to deal with more

checks and Medicines Management

complex patients, the current model of

Risk Assessments, thus ensuring that

staffing does need to be expanded to

departmental deadlines are maintained.

develop this role to further wards and
departments within the Trust.

“The proposed service improvement demonstrated the potential
of a MMPT to manage specific cohorts of patients,
thereby releasing pharmacist time.”

10
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Diary Dates with Pharmacy Management in 2019

JoMO-UKCPA Respiratory Workshop
Date:

Venue:

Thursday 14 March 2019

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

PM Celtic Conference
Date:

Venue:

Tuesday 26 March 2019

The Edinburgh International Conference Centre,
The Exchange Edinburgh, 150 Morrison Street, Edinburgh EH3 8EE.

JoMO-UKCPA Diabetes Workshop
Date:

Venue:

Tuesday 14 May 2019

The Midland Manchester Hotel, 16 Peter Street, Manchester, M60 2DS.

JoMO-UKCPA Care of the Elderly Workshop
Date:

Venue:

Tuesday 18 June 2019
London (to be confirmed)

Pharmacy Management National Forum for Scotland
Date:

Venue:

Thursday 29 August 2019

DoubleTree by Hilton Glasgow Central Hotel, 36 Cambridge Street,
Glasgow G2 3HN.

Pharmacy Management National Forum for Wales
Date:

Venue:

Tuesday 18 June 2019
Cardiff (to be confirmed)

JoMO-UKCPA Cardiovascular Workshop
Date:

Venue:

Wednesday 2 October 2019

Radisson Blu Portman Hotel, 22 Portman Square, London W1H 7BG.

Pharmacy Together Conference
Date:

Venue:

Friday 8 November 2019

Novotel London West Hotel, Hammersmith International Centre,
1 Shortlands, Hammersmith, London W6 8DR.

A Pharmacy Management National Forum is being planned for Northern
Ireland - date and venue to be confirmed.
To view further information, please go to www.pharman.co.uk/events
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Introduction
Ensuring that the care a person receives is

The choice of language in the WHO

contrast, they discussed that person-

definition should be noted. There is no

centred care was delivered effectively

reference at all to ‘patients’ - it is about

when based on relationships developed

focussed solely on their personal needs

‘people’. Semantics can be considered

over time and ensured that care was

might appear to be an inherently

important here; person-centred care is

focussed on managing a person’s life

straightforward objective. The increasingly

not the same as patient-centred care.

experience as well as their disease state –

complex operation of the NHS does,

When care is people-centred, a person’s

focussing on problems experienced by

however, create a number of barriers to

relatives and even communities around

patients as opposed to their diagnoses.

ensuring that such care is effectively

them are active ‘participants’ in their

Starfield’s work highlights a number of

coordinated and implemented.

People, patient or
person-centred care?

healthcare as opposed to just receiving

considerations that are important when

care from the health service.

focussing on the delivery of person-

Neuberger has highlighted that the
word ‘patient’ produces imagery of a
bed-bound person awaiting care to be

People-centred

delivered to them.2 The term ‘patient’

The World Health Organisation (WHO)

implies that the person is not an equal

provides a relatively all-encompassing

partner in healthcare but is a passive

definition

recipient of services.

of

people-centred

health

Patient-centred

individuals, families and communities, and

Starfield expanded on this, suggesting

sees them as participants as well as

that patient-centred care, from a clinician

beneficiaries of trusted health systems

point of view, refers to episode-based

and

interactions in visits focussed on the

preferences in humane and holistic ways.’

management of disease states.3 In

to

their

needs

1

with people over time - but this may be
more difficult in an acute setting.

When

consciously adopts the perspectives of

respond

healthcare settings. In some settings it
may be possible to develop relationships

Person-centred

services as ‘an approach to care that

that

centred care. However, one criticism is
the extent of its applicability to all

care

is

person-centred,

the

individual involved is active in their own
healthcare.

“There is no reference at all to ‘patients’ - it is about ‘people’ . . .
person-centred care is not the same as patient-centred care.”
12
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Continuity of care

for all patients is not therefore possible.

managed consistently in response to

However, in the experience of the author,

their needs).

Continuity of care is an important

both as a patient and a general practice

component of person-centred care.

healthcare professional, it is becoming

Paddison indicated that continuity of

more difficult for patients to see a

relationships between patients and

practitioner of their own choice for a

clinicians was essential to allow clinicians

multitude of reasons. This therefore

to

presents a potential barrier to the delivery

really

understand

an

individual

patient’s healthcare needs and goals,
which is essential in the delivery of
person-centred care.4 However, in reality,
continuity of relationships with clinicians
can be a challenge for the NHS at
present.
Levene et al reported that, irrespective

of person-centred care.
A lack of relationship continuity

In the experience of the author, it is
possible to deliver person-centred care
irrespective of the setting. The effective
communication of information across
providers of care, and between recipients
of care and clinicians, is of utmost
importance to allow all services to deliver
person-centred care.

between a patient and clinicians does
mean that continuity of care cannot be
provided over a number of episodes of

Shared Decision Making

care or where different settings or

A key component of person-centred care

services, which may be relatively short-

as indicated in the WHO definition is

of patient demographics, continuity of

term (e.g. Accident and Emergency

people being actively involved in their

relationships between General Practitioners

attendances), are involved. Haggerty et

own health care as ‘partners’. One way to

and patients fell by 27.5% between 2012

al undertook a multidisciplinary review of

do this is by ensuring that clinicians

and 2017.5 A potential critique of this

continuity of care and highlighted that

engage people in ‘shared decision

work is the methodology used to report

care continuity is not just based on

making’ i.e. ensuring that no decision

the decline – the measurement was

relationships between clinicians and

about a patient is made without their

based on establishing whether patients

patients.6 Continuity can be provided

involvement.7 Barry and Levitan discuss

actually wanted to see a regular GP and

through informational means (i.e. using

how sharing decisions enables clinicians

how often they got to see their GP. Less

information about a person’s history and

to offer choices to patients and explain

than 50% of patients reported they

individual situation to ensure continuity

risks and benefits as well as allowing the

wanted to see a regular GP – to

of care), as well as through managerial

patient to express their preferred choice

generalise this as a decline in continuity

means (i.e. ensuring that a person is

and their own personal values and beliefs

Journal of Pharmacy Management • Volume 35 • Issue 1 • January 2019
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about their health care.8 This is intended
to ensure that both parties can have
obtain a better mutual understanding
of one another, as well as sharing
accountability for the course of action
chosen.

Holistic care

was a barrier to successful integration.12

The WHO definition of person-centred

had been made with some issues (e.g.

care states that care should be humane
and holistic. Holistic care is a term widely
used to describe nursing and medical
approaches to care.10 Holistic care has

Although sharing decisions may seem

similarities and overlaps with person-

like a simple concept, it presents a

The report highlighted that little progress
interoperability of IT systems) over the last
20 years.
Approaches to coordinating care at a
patient

level

have

proven

more

centred approaches as it ensures that

successful. National Voices (a coalition of

number of barriers in practice. Joseph-

patients' full needs are considered and

charities that represent people being in

Williams et al published findings from the

not just their clinical ones. For example,

control of their health care) have defined

‘MAGIC’ (making good decisions in

holism would ensure that a patient’s

person-centred coordinated care from a

collaboration) programme and described

spiritual needs were assessed and met in

service user perspective. This provides a

five key barriers to true implementation

addition to any clinical needs. An

unique insight into what matters to

of shared decision making described by

evaluation of experience of some service

patients receiving coordinated care: “I

clinicians:

users in a mental health setting found

can plan my care with people who work

• Clinicians felt that they were already

that not addressing the spiritual needs of

together to understand me and my

practicing shared decision making.

patients, or doing so inappropriately, can

carer(s), allow me control, and bring

• Clinicians reported they did not have
the correct resources to enable shared
decision making.
• Some clinicians felt that patients did
not want to share decisions.
• Some clinicians felt that shared
decision was immeasurable.
• Some clinicians felt too busy to share
decisions fully with patients.9

lead to patients not engaging in their
care.

11

While this work only looked at

spiritual care in a mental health setting, it
could be argued that the lessons are
important for all sectors. One limitation
of this study was that it was conducted
with patients who, in the main, identified
as Christian and in an area where the
demographic was predominantly Christian
– spiritual care is not confined to one
religion. This, in turn, shows another

together

services

to

achieve

This patient insight highlights a few
more key components of coordinated
care – that care is planned in partnership,
that care providers work in collaboration,
that the patient is provided with sufficient
control over what happens to them, and
that the patient achieves goals which
matter to them most.

Despite key themes emerging from the

potential barrier to delivering person-

programme, the authors were able to

centred care. Dependent on the location

posed

respond to a number of the common

and demographics of the area, patients

management

barriers faced. One potential criticism of this

may not have equitable access to spiritual

multimorbidity in primary care.14

work is the potential bias the authors had in

care to sufficiently meet their needs.

ensuring the programme of work was
presented positively. A balanced approach
would state that some of the barriers faced

the

outcomes important to me.”13

Wallace et al reviewed literature and
potential
of

solutions
patients

for
with

Multimorbidity can be defined as
when a patient suffers from two or more

Coordinated care

chronic conditions e.g. asthma and

by clinicians were true and not always

The NHS has an incredibly complex

hypertension.15 Evidence shows this can

insurmountable. In the experience of the

structure, and patients are often passed

lead to uncoordinated care due to the

author, if being truly person-centred it is

between providers of care for various

involvement of multiple clinicians across

important to consider whether a person, or

investigations, treatments or procedures.

primary and secondary care. As a

their relatives, want to be involved in decision

At an organisational level, the National

consequence, patients are more at risk of

making. Depending on the context, from

Audit Office highlighted that recent

adverse drug reactions16 and this could

experience some truly will not want to be

attempts at integration in England had

lead to a reduced quality of life.17 It could

given choices. It is most important to never

been

poor

therefore be argued that patients with

make assumptions about a patient’s wishes.

information sharing across organisations

multimorbidity are most likely to suffer if

unsuccessful

and

that

“Holistic care has similarities and overlaps with person-centred
approaches as it ensures that patients' full needs are
considered and not just their clinical ones.”
14
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their care is not coordinated. Wallace et al

and that they had a written care plan. It is

patients with long term conditions

highlighted the benefits of ‘shared

difficult to critique these results –

received effective interventions; however,

decision making’ in multimorbidity.14 One

ultimately there was no improvement in

the quality of care is not measured as

potential critique of the work is that they

quality of life for patients. However, this

such. In the author’s experience, GP

pose continuity through named GPs as a

can be difficult to achieve in patients with

practices are placed in a ‘Catch-22’

potential solution to uncoordinated care

long-term conditions and multimorbidity

situation – if they don’t achieve QOF

– as previously highlighted this is not

due to the sheer impact diseases have.

targets they will likely not receive

always practical.
One model attempting to address
uncoordinated care is the ‘Year of Care’
approach.18 This approach is a model of
care and support planning that aims to
improve outcomes for patients with
multimorbidity. The model moves away
from patients receiving single-condition
reviews in General Practice, towards a
two-stop model. The patient attends for
diagnostics and results are shared by post,
with a prompt allowing them to highlight
what is important to them and what their
health goals are. The patient then attends
for a review with a clinician with their
results and prompt, and the intention is to
have a person-centred discussion at the
review. An outcome of this review is the
development of a personalised care plan.
This model incorporates the essential
components of coordinated personcentred care as defined by National Voices

is

sufficient funding to deliver core services

coordinated and has been shown to

and patients will suffer. Consequently,

The

model

does

ensure

care

improve patient experience, which should

models of managing multimorbidity may

be considered a success.

not be as person-centred or coordinated

How well do we deliver
person-centred,
coordinated care?

an NHS where in both primary and

as one would hope. In England, we have

Considering the models discussed above,
it may seem obvious that implementation
of such approaches should be standard
practice. In reality this is not the case.
Specifically, in England, management of
multimorbidity

in

General

Practice

remains heavily influenced by achieving
Quality Outcome Framework (QOF)
points to ensure practices receive
adequate

funding.20

QOF

targets were designed to
ensure that

secondary care payment is driven by
activity; one could argue there are few
incentives to move towards more personcentred models of care.
Sinnott et al conducted a qualitative
study investigating what affects clinicians'
treatment decisions in patients with
multimorbidity.21 The main conclusion of
the study was that clinicians tend to find
a level of compromise between being
person-centred and delivering evidence
based treatment. The study showed that
patient wishes were just one of seven
domains considered by clinicians
when reaching a decision. One

– patients are involved in the planning of
their care to meet outcomes that are
important to them.
While the ‘Year of Care’ approach is
supported by an evidence base, a
potential limitation of the particular
approach is that there is a lack of
independent, robust evaluation data
to show its benefit. However,
evaluation of a very similar model
of care has produced mixed
results.19 A randomised controlled
trial was commenced to establish the
benefits of care and support planning.
While the model was shown to improve
measures of patient-centred care, the
model of care delivery was not shown to
improve patient quality of life or
perceived symptoms of disease. The
model significantly improves the number
of patients reporting that they were able
to discuss what was important to them,
that they were satisfied with their care
iStock.com/vaeenma
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Conclusion

limitation of this study is that it was

These include surveys and interviews of

conducted on a small scale (interviewing

patients and professionals, as well as

20 GPs). However, it does demonstrate

structured observations of care being

that barriers towards delivering truly

delivered. These recommendations have

person-centred care are complex and

varying uptake. NHS England guidance

person-centred, coordinated care:
• being clear about what it constitutes

multi-factorial. Healthcare professionals

advocates measuring person-centred care

are bound by codes of conduct to ensure

but it does not dictate how this should be

they do no harm, yet patients have the

done.24 Guidance also suggests that the

right to make decisions that may be

‘Friends and Family Test’ may be a

unwise in the view of others.

suitable measurement to use. This is a

In the author’s experience this can
prove very difficult – in a litigious society
it is not always possible to be as personcentred as one would like. An example of
this can be illustrated by considering an
average patient with a new diagnosis of
Atrial Fibrilation (AF). Guidance states
that patients with AF and additional risk
factors for stroke should be placed on

simple survey that asks the question:
“How likely are you to recommend our
service to friends and family if they
need treatment?”25 A criticism of using

There

are

a

number

of

components to the implementation of

• recognising of what it means to
patients
• continuity of care (provided through
effective communication at all levels
between

services,

clinicians

• ensuring that decisions are shared
with patients when possible

effective at capturing patient satisfaction,

• ensuring that care is holistic

capture the nuances of how well personcentred care is being delivered.

• ensuring patients are involved in the
planning of their care to deliver
outcomes which are important to them

anticoagulation to reduce their risk of

In Scotland, significant work has been

ischaemic stroke.22 Anticoagulation is

undertaken to enable clinicians and

There are a number of obstacles to the
implementation of person-centred care:

well-recognised as a critical medication.

health services to effectively deliver

Some patients do not wish to take

person-centred care. There has been

• relationship
settings

anticoagulation; while it is possible to

open acknowledgement that health

ensure they are aware of the potential

services must move away from a ‘doctor

risks of not doing so, it is very difficult

knows best’ culture. The Chief Medical

for a healthcare professional to not

Officer has set out a strategy entitled

advocate the patient takes potentially

‘Realising Realistic Medicine’ to ensure

lifesaving medicine. However, if being

that,

by

2025,

anyone

and

patients)

this method is that, while it may be
it is not sufficiently detailed enough to

critical

providing

continuity

in

some

• extent of availability of resources
• the willingness and ability of clinicians
• insufficient capacity for organisations
to reform

truly person-centred, the healthcare

healthcare in Scotland takes a realistic

professional should present all options,

medicine approach.26 The term realistic

integration and information sharing.

benefits and risks in an unbiased

medicine infers person-centred health

This presents a huge barrier to truly

manner – yet doing so could conflict

and social care, and applies to all

coordinated

with their professional and moral codes

professionals who use their skills and

progress in this area has been slow

and own personal values. In addition, the

knowledge to help people maintain

despite many NHS reforms.

healthcare professional may feel biased

health and to prevent and treat illness.

towards advocating treatment to reduce

One such example of this initiative in

risk and the chance of their own practice

practice

being questioned at a later date.

‘Polypharmacy

It is important to consider how
performance
centred,

in

delivering

coordinated

care

personcan

be

measured across the NHS. The Health
Foundation

suggest

a

number

of

is

Prescribing’,

the

development

Guidance,
to

enable

of

Realistic
healthcare

• a lack of effective organisational

patient

care,

and

• a lack of standard measurement
across the NHS. This would allow true
benchmarking and improvement in
areas of concern.

professionals to undertake reviews in a
person-centred context with the aim of
reducing unnecessary polypharmacy and
associated harm for patients.27

methods which organisations can use.23

“In Scotland, significant work has been undertaken to
enable clinicians and health services to
effectively deliver person-centred care.”
16
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“. . . a lack of effective organisational integration and
information sharing . . . presents a huge
barrier to truly coordinated patient care . . .”
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First Celtic Conference for Pharmacy
Pharmacy Management has announced the launch of the first CELTIC CONFERENCE
in Edinburgh on Tuesday 26 March 2019.
The Conference will visit Edinburgh, Cardiff (2020) and belfast (2021) on a threeyear cycle with Edinburgh hosting the initial event next year.
See the website at www.pmcelticconference.com for full details of the 36 Satellite
Sessions and Workshops.
Chairman of Pharmacy Management Ted Butler stated:
“We have been delighted at the enthusiasm we have experienced in all three
countries for this new event.
Our Advisory Group of Senior Pharmacists drawn from each of the countries has
played a major part in delivering and ensuring that the high quality of satellites is
evenly distributed between all countries.
The United Kingdom Pharmacy Association (UKCPA) and the Royal Pharmaceutical
Society for Scotland are also supporting this auspicious event.
The event is free of charge to all pharmacists and pharmacy technicians in the NHS.
Booking for the event is undertaken via the website at www.pmcelticconference.com
Any queries should be referred to enquiries@pharman.co.uk

www.pharman.co.uk

FACE2FACE
Physical Activity Clinical Champion
Lauren Worrall, Public Health England - North West England.
Correspondence to: physicalactivity@phe.gov.uk

Lauren Worrall

Question:
What is your job title?

Physical activity can prevent, and even

This framework helps pharmacies to

help manage, over twenty common

consistently deliver a broad range of

conditions. I inform pharmacy teams

health improvement interventions in

Answer:

about the latest key evidence and

order to improve the health and

guidance. Even brief advice provided by

wellbeing of the local population and
help to reduce health inequalities.

I’m Public Health England’s (PHE) Physical

the pharmacy team member has benefits

Activity Clinical Champion for pharmacy

for improving people’s health. People

in the North West of England.

who are physically inactive spend 38%

The Clinical Champions are a multidisciplinary

network

of

over

40

clinicians across the country who
provide peer-to-peer training. Other
healthcare professionals include medics,
nurses, midwives, psychologists and
physiotherapists.
What are your main responsibilities/

more days in hospital than active people

1

and visit the doctor almost 6% more

I report to the PHE National Lead for

about physical activity and health in

Physical Activity, in the Diet, Obesity

every appropriate encounter with a

and Physical Activity Team. The Clinical

patient or member of the public could

Champions are supported by a programme

have a positive impact on them and the

manager and project team. I also have

wider society.

strong links with PHE’s National Lead

Part of my time is spent building links
with pharmacy teams and researching

I run workshops that teach, engage and

what local resources we can signpost

inspire community pharmacy teams to

patients and customers towards – for

promote physical activity in their daily

instance, to the ‘parkrun’ scheme, which

practice. Being more active is a special

provides free weekly 5km timed runs that

message and can definitely improve

are open to everyone.

this work.

does the post fit in the management
structure?

often.2 Getting the right message out

duties?

people’s health; and I really love doing

To whom do you report and where

The workshops I deliver are flexible,

for Pharmacy and Public Health.
How is the post funded?
The project is part of the Moving
Healthcare Professionals programme,4
and is jointly funded by Sport England
and PHE. This programme aims to give
healthcare professionals the knowledge,
skills and confidence to speak about the

depending on what the team wants. In

benefits of physical activity with their
patients and clients.

significantly

longer sessions I will teach motivational

heightens the risk of developing certain

interviewing techniques. This is to enable

illnesses, such as cardiovascular disease

pharmacy teams to develop their skills to

When was the post first established?

and type 2 diabetes. Yet, in some parts of

encourage behaviour change in people to

The first Clinical Champions post was

Physical

inactivity

England, 1 in 4 of the adult population

improve their health. It also supports the

held by a GP in London, training mainly

is defined as ‘inactive’ - they do less than

workforce development aspect of the

postgraduate GPs. That was in 2014.

30 minutes per week of physical activity.

Healthy Living Pharmacy framework.3

Since then, the programme has rolled

“Physical inactivity significantly heightens the risk
of developing certain illnesses . . .”
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out across the country and across the

What have been the main difficulties

training may be expanded in the future.

in establishing/developing the post

professions.

to its current level?
Are you the first post holder? If not,
how long have you been in post?
I took over from another person who was

What have been the main

It is rare that pharmacy teams in practice

achievements/successes of the post?

have protected training time. Therefore,

Being invited to spread the message

the sessions have to fit round the

widely at the Pharmacy Show, which is a

the trailblazer for pharmacy, and I have

organisation’s or the individuals’ needs.

large education and networking event for

been in the role for 5 months at the time

Whether it is an evening learning event

pharmacy professionals in the UK, and

of writing (November 2018).
What were the main drivers for the
establishment of the post and how
did it come about?

hosted

by

a

Local

Pharmaceutical

Committee (LPC) or held in a tea room in
a pharmacy over lunch, the sessions are
arranged to best suit them and ensure no
one misses out.

fostering

relationships

of work to promote the programme with
LPCs and Healthy Living Pharmacy leads.

Physical Activity Clinical Champions

amongst the top ten causes of the

programme, over 22,000 healthcare

disease and disability burden in

professionals have been trained

England. However, we know

about the benefits of physical

from other high-income

activity and how to give

countries such as Finland

brief

that increasing physical
activity across the

our

the

Clinical

momentum.

set up in response

What are the

to PHE’s national

main challenges/

activity

priorities for

f r a m e w o r k ,

future

‘Everybody Active Every

development within

review

iStock.com/andreygonchar

synthesised international

The main challenge for the

increase physical activity at a

future

population level, including the need

professionals and volunteers, Healthcare
professionals were identified as a key
group, especially for targeting inactive
people. The 2015 sport strategy ‘Sporting
Future: A New Strategy for an Active
Nation' confirmed the Government’s
intent to ensure that the recommendations
in ‘Everybody Active, Every Day’ are
implemented.

a

self-

word. We hope that pharmacy teams will
Pharmacies registered as Healthy

get excited about the programme and

Living Pharmacies have a qualified health

talk about physical activity in their

champion, who has completed the

everyday conversations, and that way

Royal Society for Public Health (RSPH)

they can help people stay well.

level 2 award on ‘Understanding Health
Improvement’
improvement

and

drives

interventions

health
in

each

pharmacy. The current funding only
allows
for
registered
healthcare
professionals to be trained, and the health

What are the key competencies
required and what options are
available for training?
Competencies required include:

champion might not be a registered

• Knowledge and understanding of the

healthcare professional. However, the

current key evidence for engaging in

pharmacist

can

train

the

health

champion. The eligible audiences for the

20

developing

professionals can continue to spread the

and action. It presented four domains for

awareness and skills amongst healthcare

is

sustaining model so that healthcare

for cross-sector, long-term commitment

domain highlighting the need to increase

the post which you
currently face?

evidence about what works to

action, including a ‘Moving Professionals’

programme

continues to gain

was

That

is

really

positive results, and

C h a m p i o n s

Day’.

to

evaluation

showing

definitely possible.5,6

physical

advice

patients/clients. So far

population is

programme

local

Overall, since the inception of the

Physical inactivity has been identified as

The

with

pharmacies. My predecessor also did a lot

physical activity in the prevention and
management of disease.
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• Awareness of the national strategy

Public health promotion is always on

culture of inactivity alone. It is going to

and the key drivers regarding physical

the agenda for the profession, and this

take

activity.

post allows for greater engagement and

collaborative effort to work towards

integration. Pharmacy teams, with their

making everybody active, every day.

• Expertise in motivational interviewing.
• Excellent presentation skills.
the clinical champions.

pharmacy involved in the
programme?

developed in the future?

England and there are many good
resources freely available e.g:

core training for pharmacist prescribers to

activity

infographics.

See:

https://www.gov.uk/government/publ
ications/start-active-stay-activeinfographics-on-physical-activity

promote social prescribing or be delivered
in

the

undergraduate

training

programmes to form part of mandatory
training. The training can be included in
the

consultation

skills

section

for

pharmacists, as physical activity can be as

• the PHE/Royal Society of Public Health

effective as some medicines to help

Everyday Interactions toolkit. See:

prevent ill health in the population and

h t t p s : / / w w w. r s p h . o r g . u k / o u r-

aid the recovery of those in poor health.

work/policy/wider-public-healthworkforce/measuring-public-healthimpact.html
How does the post fit with general
career development opportunities
within the profession?

If you would be interested in receiving a
free workshop delivered by the Physical
Activity

The post may be used to teach part of

• the UK Chief Medical Officer’s physical

sustained,

What needs to be done to get a

health.
How do you think the post might be

Training is provided by Public Health

a

position to help improve everybody’s

• Continually developing and updating
knowledge.

and

local knowledge and their special place in
the community, are in a really good

• Team working skills with the rest of

persistence

What messages would you give to

Clinical

Champions,

please

contact physicalactivity@phe.gov.uk.
The training is flexible and can last
between 1-3 hours, depending on the
needs within the pharmacy concerned. It
provides the skills, knowledge and
confidence to speak patients and the
public about physical activity.
Do you have any Declarations of
Interest to make and, if so, what are
they?
Personal

fee

offered

by

Pharmacy

pharmacists about engaging in

Management as a contribution for

physical activity conversations?

writing the Face2Face.

Every healthcare professional could
promote physical activity, yet there are
many reasons why they don’t. Physical

The post enables the upskilling of the

activity has the potential to allow many

workforce and goes hand in hand with

individuals to live much healthier - and

the community pharmacy Healthy Living

happier - lives. No one individual,

Pharmacy concept.

profession or sector can change the
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MANAGEMENT CONUNDRUM
What Does The Future Hold For Pharmacy?

“What do you make of all the potential changes that are

how they should react,” said Janet shrugging her

coming up?” asked Carey Whitecoat, Head of Medicines

shoulders and holding out her arms, palm upwards in a

Services at Riverdale Primary Care Organisation (PCO).

‘what can we do about it’ way.

Janet Donit, Chief Pharmacist at Metropolis NHS Trust,

“Mr Silver was quite upset at the last meeting of

looked rather quizzical. “What do you mean?”

Community Pharmacists. He was most concerned about

“Well,” said Carey, “there’s a real movement towards
integrated care, not just within the profession but across
health and social care organisations. Some of your
hospital pharmacists are already moving more into
direct patient care services and running clinics and some

the threat to the dispensing business posed by mail
order firms. I did say that other opportunities might
open up but it wasn’t anything he wanted to hear. He
was most despondent.”
“Well we can’t have that,” said Janet, regaining her

innovative pharmacists are starting to do that in GP

natural drive. ‘We need to do something. Our

practices. I get the impression that things are going to

colleagues, ourselves and the Mr Silvers of this world

look very different in the future.”

need to help lead the profession forward. Where shall

“I see what you mean. Yes, there’s a paradigm shift

we start?”

about to take place but I don’t think the profession in

“Let’s get some movers and shakers together and see

general fully understand what the future might hold or

what they can come up with”, declared Carey.

Carey and Janet have convened a ‘Futures’ meeting and have invited you to
attend. What will you be saying in terms of the future, the challenges
and the opportunities for the profession?

Commentaries
Professor Michael Scott,
Head of Pharmacy
and Medicines
Management, Northern
Health and Social Care
Trust, Northern Ireland
Correspondence to:
DrMichael.Scott@northerntrust.hscni.net

There are significant opportunities for the
pharmacy profession across all areas of
practice i.e. hospital, hospital outreach
services, community pharmacy, and with
the increasing cohort of practice-based
pharmacists. An ageing population with
multiple morbidities and associated
polypharmacy will require pharmacy
input in order to ensure both optimal

medicines use and benefits for patients.
In respect of hospital pharmacy, the
advent of prescribing pharmacists and
their subsequent rapid expansion has

hospital pharmacists including consultant
roles, for example care of the elderly, will
further grow - but as an expert resource
right across the system.

greatly increased the range of activities

The recent introduction of practice-

undertaken by pharmacists as medicines

based pharmacists has opened a whole

includes

new range of opportunities in the

reconciliation at transitions of care,

experts.

This

particularly

primary care sector. This will eventually

pharmacist-led discharge, post-discharge

mirror the success in the secondary care

follow-up and a plethora of specialist

sector as the roles become more clearly

clinical roles. The speedy development of

defined

these roles as an integral part of the

independent prescribing, medication

and

integrated,

including

multi-disciplinary team has been greatly

review, specialist clinics and transitions of

assisted from the expansion of pharmacy

care tasks.

technician roles.
Further, outreach services by specialist

Journal of Pharmacy Management • Volume 35 • Issue 1 • January 2019

Clearly, in order to have a cohesive
system-wide approach, there needs to
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be effective integration/co-ordination

role for community pharmacy as part of a

important role pharmacy in antimicrobial

between the different pharmacy groups

‘pharmacy first’ approach; for example,

stewardship.

including community pharmacy.

with regard to infection and the need or

Community pharmacy has had, and
continues to have, an important role in
patient

care

given

the

significant

numbers of daily contacts with both
patients and carers. This includes public
health functions (including vaccination),

otherwise for antimicrobial agents. This
role could be further enhanced as part of
a personalised medicine approach with
genotyping technology now available for
use in such a setting.
Finally,

in

The other key driver for the future will
be the WHO 3rd global patient safety
challenge, which is to reduce medication
harm by 50% by 2023 and clearly the
pharmacy profession will have a key role
in the achievement of this target.

strategic

terms,

the

counselling and adherence input. Further,

significant problem with appropriate

the availability of rapid diagnostic point

antimicrobial use and prevention of

of care testing technically offers another

antimicrobial resistance would dictate an

“The recent introduction of practice-based pharmacists
has opened a whole new range of opportunities
in the primary care sector.”
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Community Pharmacist,
Northern Ireland
Correspondence to:
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googlemail.com

and the best possible patient outcomes.
The patient in hospital is often very

History indicates that the drug

The challenges are very real with internet

different from the patient back at home

acquisition model through Community

and ‘hub and spoke’ models already

and a properly engaged Community

Pharmacy has provided a robust and

being players in the game. However, the

Pharmacy can add significantly to

financially competitive supply source - the

appropriate medication regimen now

deliberate non-compliance (e.g.

in place.

patient is unhappy about medication

A registration model with Community
Pharmacy is key to ensure a closed circle

knowledge

about

if the

choices for whatever reason) is more
likely to be avoided with an effective
‘closed circle’ model.

absence of IT links between secondary

everyone’s

the

integration of supply and additional

care, GP practice and Community

likelihood of compliance. This includes

services together is key to stability and

Pharmacy further weakens everyone’s

even apparently simple issues, such as

maximum patient benefit. It is generally

ability to contribute as much as they

whether they can order their own

regarded that it is dangerous if people to

medication, obtain it themselves or need

have power without responsibility. The

a family member to collect it - or do they
In addition to many valuable services

NHS does things differently - it gives

genuinely need a delivery? What level of

which Community Pharmacy can offer to

responsibility without power.

support is required to help them take

benefit patients, ensuring seamless care

their medication correctly?

could in maximising patient benefit.

as they return from hospital to home is
vital to maximise the likelihood of the
patient

being

compliant

with

the

Integrate us all, respect everyone’s
ability to contribute and together we

Patients will often have a close
relationship with their pharmacy and

will provide the best possible patient
outcome.

iStock.com/elenabs

“Integrate us all, respect everyone’s ability to contribute
and together we will provide the best
possible patient outcome.”
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LEADERSHIP
Know Yourself – Dealing With Difficult Situations
By Hilary Shields JP, Director of Ascensys Ltd.
Hilary's early career was in the Royal Air Force where she was commissioned as an Officer in the Personnel
Branch. These early leadership skills, earned in some very testing situations, have been an excellent base for
the career roles that followed.
With over 23 years of experience of the NHS and the Pharmaceutical Industry, Hilary regularly facilitates
groups of Key Opinion Leaders (KOLs) and Multi-Disciplinary Teams (MDTs) in the NHS. She is also ABPI
qualified, so understands the ethical requirements of the NHS and training delivery.

Hilary Shields

She has researched, developed and delivered training to a wide variety of organisations and individuals within the NHS, including
Board Members of NHS Trusts. In July 2005, Hilary was appointed a Justice of the Peace for England and Wales and now sits as a
Presiding Justice in the adult courts. This is an entirely voluntary role which is undertaken in addition to her training work.
For relaxation, Hilary is a keen gardener and enjoys baking.

A difficult situation?
How do you feel when you are in a

questions to discover more.
• Listen really well to the answers.

• Be pro-active – don’t just interact
when there is a problem.

difficult situation with a manager, boss

• Is this ‘can’t’ or ‘won’t’?

• Share good news too.

or colleague? We all recognise the

• Paraphrase them to show that you

• Use positive, confident language

signs — building frustration, strained
communications and poor results; and
that awful feeling in the pit of your
stomach when you see them coming
down the corridor towards you!
You're not alone — at a recent
workshop it was the second most

understand.
• Summarise as you go to check that
you are on the right track.
• You

don’t

have

to

respond

straightaway – ask for time to
think and arrange when you will
get back to them.

common issue for delegates. Know

• Remember – there are two sides to

yourself — if your gut feeling is that you

every story. Have you listened well

need to do something, then act.

What can you do about it?
Here are some practical things you can do

• For example, in meetings, ask
everyone to contribute a line
about what has been successful
or worked well for them since the
last meeting.
• In one-to-one meetings, ask the

enough? What do they think of

same question. It’s very tempting
to focus on problems, but sharing

might change their minds.
2. Actively seek out your difficult

when working with a difficult colleague

person
• It may be counter-intuitive, and

• What’s the real issue? Ask open

3. Build an environment of positivity

you? Share what you know – you

or boss:
1. ‘Seek first to understand’

such as “this will be successful”,
“this will work”, “let’s do it”.

success

will

build

trust

and

communication.

they may be as surprised as you
are, but we are all human and we
crave positive contacts.

“Know yourself — if your gut feeling is that you
need to do something, then act”
Journal of Pharmacy Management • Volume 35 • Issue 1 • January 2019

27

iStock.com/andrewgenn

Top tips!
TOP TIPS when dealing with difficult situations
• Know yourself. Check your approach and behaviour — what's your
preferred communication style? What's theirs? How can you adapt
your approach to improve the outcome?
• It's better to wait 24 hours before you act to see if the same strength of
feeling exists.
• Gather evidence (facts and observed behaviour) not emotions
and opinions.

“Be pro-active – don’t just interact when there is a problem.”

28
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