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EDITORIAL
Summary Care Record (SCR): Impact
on medicines reconciliation and
patient care in a private healthcare
hospital providing NHS services; a
small-scale proof of concept study.
A Summary Care Record (SCR) is an
electronic record that details a patient’s
medications, allergies and sensitivities. The
article notes that these have proven
particularly beneficial when delivering
medicines reconciliations and reviews. It
details the results of a study that involved
offering access to the SCRs of NHS patients
treated within a private hospital. A
comparison was made between 50
medicines reconciliations conducted
without access to SCRs and 50 with
access to SCRs. An average of 9.2 minutes
per patient was saved in medicines
reconciliations conducted using SCRs
compared to those without. There was also
an increase in the number of discrepancies
identified per patient from medicines
reconciliations conducted using SCRs.

to focus on medication reviews and other
clinical interventions. This is an important
piece of work at a time when many are
reviewing skill mix and developing the
pharmacy technician role.

Medicines Optimisation in Care Homes
(MOCH): the role of pharmacy
technicians
This article outlines early success as a result
of employing pharmacy technicians to
work in care homes. The pharmacy
technicians championed medication waste
reduction and conducted medication system
and process reviews. It is estimated that
each technician will save approximately
£70k per annum by reducing avoidable
medication waste. A further benefit
realised was the release of pharmacist time

FACE2FACE
Psychiatric Liaison Team Pharmacist
This outlines the role of a pharmacist
within a Psychiatric Liaison Team, which
includes the provision of advice on
medication-based issues such as initiation,
switching or ceasing psychotropic
medications. The role also involves
counselling individuals and providing
advice on appropriate monitoring (both
physical and mental) where needed. It is
noted that a key challenge was establishing
an understanding of areas in which the

SPONSORED ARTICLE
Assessment of the Impact of
Schizophrenia on Healthcare Resource
Use Among Patients with
Cardiometabolic Conditions in England:
Insights from Big Data Analysis
This paper notes that having schizophrenia
increases the risk of developing
cardiometabolic conditions. The study
aimed to determine the impact of
comorbid schizophrenia on primary and
secondary healthcare use and the costs of
non-elective inpatient admissions. It
concludes that, among patients with
cardiometabolic conditions, comorbid
schizophrenia is associated with higher
primary and secondary healthcare
resource use and cost.

skills and experience of a pharmacist
could be deployed most effectively to
relieve the workload of others.
MANAGEMENT CONUNDRUM
The Workforce Challenge – Will
Pharmacy Get it Sorted?
The fact that there are challenges regarding
the pharmacy workforce is not new. The
rapid growth towards locating pharmacists
in GP practices is, however, putting an
additional factor into the mix. Where will
these pharmacists come from? How will
they network together? Will it deplete
other sectors and, if so, what can be done
to mitigate the effect? Does it pose a threat
to
Community
Pharmacy?
Our
commentators give some thought to these
issues and suggest helpful ways forward
e.g. ensuring that ‘pharmacists only do
what pharmacists can do and ensuring that
‘the public become fully aware about what
pharmacists do, their clinical abilities and
their role in keeping them safe when
taking medicines.’
LEADERSHIP
The Upside to Conflict
Conflict can arise at any time in a working
relationship. There can be a tendency to
avoid it or, when it does arise, hope that it
will just go away. As the title suggests,
however, there can be a benefit from
engaging with a conflict situation. Using
the acronym ‘THINK’ or learning when to
say ‘No’ are just two examples given to
enable a more positive approach to be
taken when a conflict situation next arises.

READERS’ 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 a
short SurveyMonkey questionnaire that will take just a couple of minutes to
complete is available for each edition by the hyperlink opposite.
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BEST PRACTICE IN PHARMACY MANAGEMENT
Summary Care Record (SCR): impact on medicines
reconciliation and patient care in a private healthcare
hospital providing NHS services; a small-scale proof of
concept study
Andrew Walker, Clinical Services Manager – Pharmacy; Mindaugas Rudokas, Clinical Pharmacist;
Kevin Lake, Pharmacy Technician: BMI Healthcare Thornbury Hospital, Sheffield.
Correspondence to: andrew.walker@bmihealthcare.co.uk

Andrew Walker

Abstract

Abstract

Title
Summary Care Record (SCR): impact on medicines
reconciliation and patient care in a private healthcare hospital
providing NHS services; a small-scale proof of concept study.

Results
The results obtained demonstrate that an average of 9.2
minutes per patient was saved in medicines reconciliations
conducted using SCRs compared to those without. There was
also an increase in the number of discrepancies identified per
patient from medicines reconciliations conducted using SCRs.

Author List
Walker A, Rudokas M, Lake K.
Introduction
Summary care records (SCRs) are electronic records detailing
patients’ medications, allergies and sensitivities that are
managed by NHS Digital in conjunction with GP practices,
which are responsible for uploading patient specific data.
SCRs have been available to healthcare professionals within
primary and secondary care for a number of years and have
proven particularly beneficial to members of the pharmacy
profession in delivering medicines reconciliations and reviews.
This article details the results of a proof of concept study run
by the pharmacy team in BMI Healthcare working in
conjunction with NHS Digital to offer access to the SCRs of
NHS patients treated within BMI Thornbury hospital.
Methods
A quality assessment tool was developed to allow users to
record data from medicines reconciliations. Data from a
sample of 50 medicines reconciliations conducted without
access to SCRs as a source of information was collected and
then compared to that achieved from a sample of 50
medicines reconciliations conducted with access to SCRs as
a source of information to demonstrate the impact of SCRs on
this process.

Conclusions
The results demonstrated within the proof of concept study
support the published findings of other research into the
impact of SCRs on the medicines management and review
process. It has been demonstrated that the use of SCRs
contribute to improving the accuracy and efficiency of
medicines reconciliations which are, in turn, associated with
increased patient safety outcomes. Access to the SCR
platform has helped the pharmacy team in BMI Thornbury to
provide more effective care and has contributed to ensuring
that NHS patients receive safe and effective care wherever
they choose to access treatment.
Keywords: hospital pharmacy, private healthcare, medicines
history and medicines reconciliation, community pharmacies,
private healthcare, medication history.

Introduction

across the variety of healthcare settings

being made by NHS Digital and GP

within which patients seek treatment.

practices

The introduction of SCRs for NHS patients

Since its inception, SCRs have now been

remaining patients who are not currently

in England has helped to improve access

created for more than 55 million patients

covered within this scheme.1

to patient medical records relating to

in England, representing in excess of

prescribed medications, allergies and

96%

adverse reactions held by GP surgeries

registered with a GP, with ongoing efforts

of

the
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population

who

are

to

establish

records

for

The level of detailed and personalised
information contained within SCRs has
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with

The data available through SCRs has the

care organisations and is referenced within

enhanced SCRs now providing additional

increased

since

its

inception

potential to reduce medicines-related

the medicines optimisation dashboard in

information including patient care plans,

incidents by providing healthcare providers

NHS

patient preferences and/or wishes and

with information to identify interactions

following the Carter report 2015.7 Hospital

patient medical history for those who

and adverse effects. It can also ensure the

pharmacy departments were early adopters

have consented to share this data via

continuation of clinical appropriateness

of the new SCR platform which has now

England,6 which

was

adopted

of

of prescribed medicines in the context of

been used to improve the manner in which

personalisation has helped to improve

acute admissions to healthcare providers

pharmacy staff deliver care to patients,

access to information which places the

other than the patient’s GP to reduce

especially

views of patient at the heart of decisions

potential harm to patients. The scale of

reconciliation and review processes where

the

SCR

platform.

This

level

around

the

medicines

made regarding the care they receive

the challenge presented in reducing

its uses has been incorporated into

alongside

medicines-related incidents is recognised

established practice for several years.

the

core

data

covering

medication and allergies.

by the Kings Fund, which estimated that

The benefits of SCRs to healthcare
providers are widely recognised with the
Care Quality Commission (CQC) viewing
use of the SCR platform as evidence of an
organisation’s commitment to improving
patient safety and the quality of care they
deliver.2 Perceived benefits of adoption of
SCR have primarily centred around the
impact that they have on patient safety

237 million medicines-related incidents
occurred in England in 2016/17 based on
data gathered by researchers from
Sheffield University and York University.4
This is mirrored by the World Health
Organisation (WHO) whose ambitious
target of halving the incidence of
medicines-associated harm represents a
challenge to healthcare systems globally.5

Quantitative

evaluations

of

the

implementation of SCRs within NHS
secondary

care

organisations

have

provided demonstrable evidence of the
benefits delivered using SCRs within the
medicines reconciliation and review
process. The results of a published 2015
study provides data to illustrate the
positive impact of SCRs on the accuracy
and

efficiency

of

medicines

and

Given the benefits, use of SCRs has

reconciliations conducted. In particular,

effectiveness of healthcare interventions.3

been widely adopted within NHS secondary

the results demonstrated a reduction in

and

74

improving

the

efficiency

8
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the time taken to complete a medicines

particular, SCR has provided community

quality assessment tool was used to collect

reconciliation of 29 minutes per patient

pharmacy staff with valuable access to

data regarding the following measures:

and pharmacy staff were able to identify

records regarding patients’ medicines in

an

additional

the event of a request for an emergency

• time taken to complete a medicines

discrepancies in prescribed medicines per

supply from a patient outside of the

patient when using SCRs to conduct

normal working hours of their GP

medicines reconciliations compared to

practice, with 92% of pharmacists within

average

of

0.5

reconciliation
• number of medicines patients were
prescribed on admission

those conducted without SCRs. In

the sample agreeing that SCR allowed

• discrepancies identified i.e. differences

addition to the anticipated benefits to

them to treat patients in a more effective

between a patient’s medication history

patient care afforded through adoption

manner when GP practices were closed.

of the SCR platform, this study also
identified a tertiary benefit of improved
security around the transmission of
confidential

patient

data

between

primary and secondary care healthcare
organisations, with a 31% reduction in
phone calls and a 19% reduction in faxes
sent between GP practices and hospitals.
In addition to improving the accuracy and
efficiency of the medicines reconciliation
process, thereby providing healthcare
staff with more time to reinvest in direct
patient care activities, SCRs have reduced
the reliance on transmission of patient
confidential data via potentially insecure
communication systems, a benefit which
has become even more relevant since the

11

Despite the success of SCRs in NHS
secondary care Trusts and privatelyowned community pharmacies, adoption
of

SCRs

within

private

secondary

healthcare organisations that provide
NHS services under contract has been
slower to develop. With estimates of NHS

introduced
providers

to

SCR

other

including

has

been

primary

care

community

pharmacies following a trial supported by

conducted without access to SCRs in NHS
patients using a minimum of two

and

book’

scheme,

it

is

becoming increasingly important for

commonly accepted non-SCR sources of

these organisations to secure access to

information e.g. discussion with patients,

information to ensure that patient safety

reviewing

is maintained by working in partnership

contacting the patients GP surgery. Data

with NHS organisations.

provider in the UK to be granted access
to the SCR platform. The pharmacy team
within BMI Thornbury hospital has

patients

own

medicines,

was then collected from a sample of 50
medicines reconciliations conducted with
access to SCRs and a minimum of one
other non-SCR source of information in
NHS patients and compared to the
baseline data to demonstrate the impact
of SCRs on this process.

piloted a small-scale proof of concept
model to demonstrate its impact.

NHS England in 2014. Use of SCR within
which provide care to NHS patients, such

result of the medicines reconciliation.

exceeding 500,000 in 2018 under the

10

privately owned healthcare organisations

• details of any interventions made as a

‘choose

knowledge, the first private healthcare

organisations,

a medicines reconciliation process.

Baseline data was gathered from a

BMI Healthcare has worked closely

care

records) and those identified following

sample of 50 medicines reconciliation

with NHS digital to be, to the best of my

Following its adoption by secondary

patients, clinic notes, paper medical

healthcare organisations in England

Protection Regulation (GDPR) legislation
in 2018.

SCR sources of information (e.g.

patients being treated within private

implementation of the General Data
9

conducted by ward staff on admission
using information available from non-

Method

Results
The overall sample size for this study was
100 NHS patients, split evenly between
medicines reconciliations conducted with

as community pharmacies, has proven

A quality assessment tool was developed

beneficial to patient care. Results from

to allow users to record data from

the 2014 trial provide evidence to mirror

medicines reconciliations. This tool was

the finding of research carried out within

developed with reference to the findings

The results obtained from this study

secondary care and highlight the positive

of earlier research conducted around the

demonstrate that SCR access help

impact that SCR can have on patient

impact of SCRs on the efficiency and

pharmacy staff to complete medicines

safety and the effectiveness of care. In

accuracy of medicines reconciliations.8 The

reconciliations more efficiently than those

and without access to SCRs. Results are
detailed in Table 1.

“. . . SCR has provided community pharmacy staff with valuable
access to records regarding patients’ medicines . . .”
Journal of Pharmacy Management • Volume 35 • Issue 3 • July 2019
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conducted without, with an average
reduction in time taken of 9.2 minutes

This proof of concept study collected data to

per patient.
The results also demonstrate that SCR
helps

Limitations

pharmacy

staff

to

conduct

medicines reconciliations more effectively,
with an average of an additional 0.43
discrepancies identified per patient.

verify the perceived benefits presented by
the SCR platform within a private secondary
care hospital treating NHS patients. Given
the limited nature of the study, no
information

was

formally

gathered

regarding the potential negative impact of
SCR on practice. Such information may form
part of an ongoing larger-scale project. Data
security was monitored by NHS Digital; to
date, no issues have been raised.

Discussion and Future
Developments
The results gathered from this proof of
concept study support the findings of
earlier research conducted around the
impact of SCRs conducted in NHS
secondary care organisations. Namely,
SCRs allow pharmacy staff to conduct
more efficient and accurate medicines
reconciliations

and

reviews

which

contribute to providing safer patient care.
The results have demonstrated, in a

Table 1: Results

Indicator

76

Without SCR

With SCR

Mean time taken to complete
medicines reconciliation per patient

22.4 minutes
(range 4 – 39)

13.2 minutes
(range 5 – 32)

Mean number of medicines prescribed
on admission per patient

9.21
(range 0 – 25)

9.42
(range 0 – 19)

Mean number of discrepancies
identified per patient

1.7
(range 0 – 5)

2.13
(range 0 – 6)
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quantifiable manner, the benefits offered

by ward staff on admission. Such

inclusion of pharmacy staff within the

by the SCR platform to NHS patients

interventions demonstrate the benefits

pre-assessment process has become

treated

that can be achieved through access to

increasingly

within

organisations.

private
time

within

NHS

in

the SCR system. It also help to provide

healthcare organisations, with a number

further evidence of its role in maintaining

of papers highlighting the benefits that

through the information contained within

patient safety in NHS patients treated

pharmacy

the SCR database allows pharmacy staff

within private healthcare organisations to

medication-related

medicines

saved

common

reconciliations

conducting

The

healthcare

greater freedom to focus on other direct
patient

care

interventions

thereby

contributing to improved care and patient

can

bring

in

managing

incidents.12

BMI

ensure that patients receive the best

Healthcare is in the early stages of

possible treatment regardless of where

trialling a similar scheme in which

they elect to access healthcare.

pharmacy staff will assist in the pre-

safety.8 The improvements in the accuracy

assessment process with plans to utilise

and quality of medicines reconciliations

This proof of concept study has

SCRs to help inform treatment decisions

conducted using SCRs demonstrates the

already been incorporated into a larger

and manage potential incidents prior to

impact that this platform can have in

scale study which extends across three

admission.

promoting patient safety.

additional BMI Healthcare Hospitals, with
results being gathered for 250 NHS

Conclusion

During the period of this proof of

patients who choose to receive care

concept study, SCRs have helped the

within a BMI facility. The results of this

pharmacy

more

The results demonstrated within the

study are currently being gathered with

effective interventions and to provide the

proof of concept study support the

final data likely to be made available later

wider multi-disciplinary team (MDT) with

published findings of other research into

in 2019. Should the results of this larger

more accurate information to help

the impact of SCRs on the medicines

scale study reflect those obtained

facilitate better and safer care to patients

management and reviews process.

through this proof of concept research,

who elect to attend BMI Thornbury. The

then it will provide further evidence of

SCR platform has helped to identify and

the benefits presented by SCRs.

team

to

conduct

sensitivities

to

pharmaceutical

of SCRs contributes to improving the
accuracy and efficiency of medicines

clarify the nature of a number of allergies
and

It has been demonstrated that the use

While this study has demonstrated

agents, which patients were unable to

the efficacy of the SCR platform in

confirm during initial clerking upon

assisting the pharmacy team conduct

admission, and this has resulted in direct

medicines reconciliations and reviews at

reconciliations, which are associated with
increased patient safety outcomes.
Access to SCRs has enabled pharmacy
staff to complete medicines reconciliations

changes to patient care. These included

ward

level,

it

also

has

patients who were unable to provide

applications

in

the

pre-assessment

details of the nature of allergies to

process prior to patients being admitted.

penicillin based antibiotics, including one

The majority of patients treated within

A larger scale project is currently

patient whose SCR indicated a potential

BMI Healthcare hospitals attend for

ongoing involving three additional BMI

anaphylactic

type

reaction,

which

potential

more efficiently, with an average reduction
in time taken of 9.2 minutes per patient.

elective surgical interventions, meaning

Healthcare hospitals which will provide

resulting in a change to the treatment

that

additional evidence later in 2019. Access

plan. In a similar manner, the SCR

identified and reviewed with appropriate

to the SCR platform has contributed to

platform has also helped staff to identify

measures being put in place prior to

ensuring that NHS patients receive safe

potential

difficulties

can

be

discrepancies in medications histories

admission to limit the potential for

and effective care wherever they choose

provided by patients during initial

patient safety events from occurring. In

to access treatment.

clerking upon admission. These include

this setting, access to SCR is likely to

identifying patients prescribed critical

demonstrate an additional benefit in

medicines in the community, such as anti-

assisting staff to identify and manage

epileptics, which were not recorded or

potential

prescribed following a medicines history

safety incidents before they occur. The

medicines-related

patient
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Date:
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London W1H 7EH.

Pharmacy Together Conference
Date:

Friday 8 November 2019
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Novotel London West Hotel, Hammersmith International
Centre, 1 Shortlands, Hammersmith, London W6 8DR.

To view further information, please go to www.pharman.co.uk/events
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Abstract

Abstract

Title
Medicines optimisation in Care Homes (MOCH): the role of
pharmacy technicians

waste being disposed of per care home visited. Whilst it has
been difficult to quantify the financial savings associated with
improving medication systems and processes, each
technician employed is forecast to save approximately
£70,000 annually by reducing avoidable medication waste.
Once pharmacy technicians completed their induction and
training period, they were able to complete up to three care
home reviews a month, depending on the size of home.

Author List
Quadry Z.
Introduction
Herts Valleys Clinical Commissioning Group (CCG) secured
funding from the Pharmacy Integration Fund (PhIF) to increase
the capacity of the existing care home team by recruiting
pharmacy technicians to improve the skill mix. Pharmacy
technicians carry out thorough medication systems and
process reviews, and medication waste audits in care homes.

Conclusion
The introduction of pharmacy technicians to the team has
released pharmacist time to focus on medication reviews and
other clinical interventions. Pharmacy technicians in care homes
are well placed to make an impact on a cohort of patients at any
one time. At least one contact per home visited often results in
informal one-to-one or small group education sessions.

Aim
This article outlines the early successes of employing
dedicated care home pharmacy technicians to work in care
homes in West Hertfordshire.

Introducing pharmacy technicians to a team of established
pharmacists transformed the way the teams worked. It has
increased the number of care homes reviewed, improved the
quality of pharmaceutical care for residents, reduced waste
and generated savings. The pharmacy technicians have
added immense value to the great work already conducted by
CCG care home pharmacists.

Method
Pharmacy technicians championed medication waste
reduction and conducted medication system and process
reviews in care home, which embedded good practices to
reduce ongoing waste in the longer term and improve
outcomes from medicines.

Keywords: system and process, medication review, waste,
medicines management.

Results
Based on medication waste audits completed in 2018/19,
there was an average of £2,700 annual avoidable medication

Introduction

The programme is aligned to the

that will:
• Provide care home residents with

In March 2018, NHS England published

equity

the

pharmacist prescriber as a member of

programme

overview

for

the

‘Medicines Optimisation in Care Home

the

of

access

multidisciplinary

(MOCH)’ programme. The document

supporting

described the background to the MOCH

achieving

programme setting out the objectives,

according to need.1

scope and expected outcomes for care
home residents.1 The programme is
funded using the national Pharmacy
Integration Fund (PhIF) to support the
2

implementation of the health services
transformation outlined in the Five Year
Forward View.3
The MOCH programme aimed to
deploy dedicated clinical pharmacy teams

80

to

a
team,

infrastructure
medicines

clinical
with
for

optimisation

• Provide care homes with access to
pharmacy technicians who will ensure
the efficient supply and management
of medicines within the care home,
supporting care home staff and
residents

to

achieve

outcomes from medicines.1

the

best

Framework for Enhanced Health in Care
Homes,4 which was co-produced by the
care home Vanguards. The programme
also

closely

aligns

to

Clinical

Commissioning Group (CCG/Sustainability
and Transformation Plan (STP)/Integrated
Care System (ICS) plans for care homes
and medicines optimisation.1 Clinical
pharmacists and pharmacy technicians
will use evidence and learning from other
sites (including the Vanguards), existing
guidelines (e.g. NICE, Polypharmacy
Guidance) and the Centre for Pharmacy
Postgraduate Education (CPPE) MOCH
pathway program to deliver medicines
optimisation.1
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Herts Valleys Clinical Commissioning

CHIT provides clinical advice, support and

compliance with General Data Protection
Regulation (GDPR).

Group (CCG) was successful in securing

training to care home staff and managers

funding through the STP framework

to enable and empower them to achieve

based on the number of care home beds

optimum levels of care delivery, reduce

in the area. The funds were made

avoidable

available to spend on dedicated care

waste. The team comprises pharmacists,

home pharmacy staff, providing 100%

pharmacy

funding for staff in the first year and 50%

Emergency Care Practitioner (ECP) and a

in the second year with employers

General Practitioner (GP) in a supportive

expected to fund 50% of the cost from

role. They also work collaboratively with

the second year onwards. The allocated

all GPs locally, community pharmacists

drug round times, medications in

fund was to be used to increase capacity

and other stakeholders.

relation to food, inhalers and inhaler

of existing care home team by recruiting
pharmacy technicians to improve the
skill mix.

hospital

admissions

technicians,

and

nurses,

an

This article outlines the early successes
of employing care home pharmacy

• Medicines Policy: ensure in line
with NICE.
• Observations: including drug
rounds, medications outside normal

technique, liquid medications,
refused doses.
including MAR chart documentation,

Herts Valleys CCG covers a population
in West Hertfordshire; 16% of the

The following areas/themes are looked at
during follow-up care home visits:

• Individual medication records:

technicians at Herts Valleys CCG.

of approximately 632,000 residents living

Follow- up visit

allergies, topical preparations,

Method

handwritten entries, drug rounds,

After successful recruitment, induction,

stopped medication and dose

years and almost 8% over 74 years. In

training and enrolment on to the CPPE

changes.

Herts Valley CCG there are 169 care homes

MOCH pathway program, pharmacy

with approximately 4,928 residential care

technicians championed medication waste

and nursing beds.5 Between 2012 and

reduction and conducted medication

with community pharmacy and GP

2035, it is projected that the resident

system and process reviews in care home,

practice, discrepancies,

population aged 65 years and over in

which embedded good practices to

documentation for audit trail, storage

Herts Valleys CCG will increase by almost

reduce ongoing waste in the longer term

requirements for medicines for

60,000 people (66% increase).5 With an

and improve outcomes from medicines.

registered population is aged over 64
5

increasingly large cohort of frail elderly
population with complex conditions, it
was important that the care home team
had increased capacity and the right skill
mix to support increasing local needs.

The care homes initially visited by
pharmacy

technicians

were

homes

identified to have some concerns locally;

• Ordering, receipt and storage of
medicines: including communication

internal and external use, medicines
trolleys, refrigerator and stability of
medicines in blister packs.
• Waste: including processes for

these included homes in the local serious

expired and unwanted medicines,

concerns process, poor/inadequate Care

waste records, medicines of deceased

Quality Commission (CQC) ratings or

residents, appropriateness of waste,

team consisted of 4 pharmacists (3 WTE)

homes where there was local soft

checking of stock levels, dressings,

who carried out holistic individual resident

intelligence around medicines waste or

Oral Nutrition Supplements (ONS)

medication reviews, deprescribing and

poor medicines management processes. An

and bulk prescribing.

the education of care home staff.6

outline of visits made is detailed below:

The already established care home

Demand on the time of pharmacists to

administration and disposal of

support care homes by improving overall

First contact

medication system and process review

Pharmacy technician makes contact to

within the home was increasing, which

introduce themselves, give a brief

was impacting on the clinical time they

overview of the service and why/how

had with patients.

they can support.

Pharmacists and pharmacy technicians

• Controlled drugs: storage, receipt,
controlled drugs.
• Administration of high-risk drugs:
including controlled drugs and
warfarin.
• When required (pro re nata -

Introduction visit

PRN) medicines: including

other

Face-to-face appointment with the care

healthcare professionals to make up

home manager or senior member of staff

supply, stock and review of PRN

Herts

Home

within the home; this introduction visit

medications, waste and PRN

Improvement Team (CHIT). CHIT is a

allows the care home staff to get more

medicines.

multidisciplinary team established to

clarity on what support can be provided,

support care homes and local practices to

ask questions, raise concerns they may

look after residents, many of whom are

have, agree and address any information

the most vulnerable in the society. The

governance

work

alongside
Valleys

nurses
CCGs

and
Care

concerns
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to

ensure

administration, documentation,

• Covert administration: including
policies, documentation, suitability,
instructions and risk assessments.

81

plans and improvement process during
their routine visits. When required,
sections of the report may also be shared
with

GP

practices

or

community

pharmacies if their inputs are required
(e.g. when dealing with issues around
how the monthly medication ordering
cycle is set up). The collaborative work
with the local county council, other
stakeholders

and

the

sharing

of

information has been valuable to ensure
consistent access to information, provide
support to care homes and safeguard
residents.
The care homes are left with contact
details for a pharmacy technician as a
point of contact, an agreed timeframe
for a follow-up visit based on the
improvements identified.
The team keeps a record of all visits
and agreed follow-up plans.

Results
Since the addition of two full time
pharmacy

technicians

(recruited

November 2018 and January 2019) to
support the team, the increased capacity
and improved skill mix has meant that
more care homes can be supported and
that the team are utilising the right skills
iStock.com/gopixa

for required tasks. Once pharmacy
technicians completed their induction

• Self-administration: including
consent, documentation, storage, risk
assessments and records.
• Homely remedies: including
policies, storage, disposal and
administration and record keeping

and training period, they were able to

including medicines related training

complete up to three care home a month

and competency assessments.

depending on size.

Final visit

Whilst it has been difficult to quantify

A final report is drafted by the pharmacy

the financial savings associated with

technician and a debrief session is held

improving

medication

systems

and

with the designated care home manager/

processes; each technician employed is

assessments, hazard/warning displays,

staff at the end to highlight good practice

forecast to save approximately £70,000

storage, use of certain creams and

and areas for improvement. At this meeting,

annually by tackling avoidable medication

ointments and alcohol rubs.

an action plan on how improvements that

waste (Table1).

• Oxygen: including policies, risk

• Nutrition: including, weights,
Malnutrition Universal Screening Tool
(MUST) scores, nutrition care plans
and use of thickeners.
• Medication review and
polypharmacy: system in place for

82

• Training and development:

need to be made within agreed dates is
confirmed and agreed.

Snapshot

waste

audits

from

2018/2019 conducted in thirteen care

The final report is shared with the care

homes amounted to £35,400 annually,

home manager and the CCG’s clinical

which can be extrapolated to a potential

quality improvement lead nurse, who

annual saving of approximately £2,700

works closely with the local county

per care home visited; these figures are

medication reviews and reducing

council contract monitoring officers; they

likely to be an underestimate as some

polypharmacy.

will often ask homes about their action

care homes have incomplete or illegible
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waste records. As each technician is able

the team has also released pharmacist

to complete three homes per month,

time to focus on medication reviews and

estimated savings per annum are £2,700

other clinical interventions. Successes and

x 3 homes a month over 9 months

challenges are summarised in Table 2.

approximately (9 months has been used
to allow time out for annual leave,
training, etc) is approximately £73k.
In previous years when pharmacists
were trying to carry out waste audit

Impressed with the early success of
the new skill mix and increased capacity,

cover a selection of high-risk patients.

Patient Safety and Safeguarding
Where there are safeguarding or care
concern issues with individual residents,
these

are

reported

to

the

local

safeguarding team. There has been an

a third pharmacy technician has been

increase in the number of medication-

recently appointed to join the team in

related safeguarding concerns reported

June 2019.

since

having

dedicated

pharmacy

technicians supporting care homes.

alongside holistic medication review, they

Pharmacists no longer need to spend

had to prioritise medication review and

time addressing overall systems issues/

Pharmacy technicians in care homes are

did not have enough time to look at

concerns as this is now undertaken by

well placed to impact cohorts of patients

medication waste or carry out medication

pharmacy technicians. This means that

at any one time and are great patient

system and process review in detail. The

pharmacists are now able to review all

safety advocate; at least one contact per

introduction of pharmacy technicians to

patients, compared to just being able to

home visited often results in informal

Table 1: Quantitative and qualitative impact of introducing pharmacy technicians into care homes

Quantitative

Qualitative
Reduce risk of harm from medicines through medicines
optimisation and safer systems and process; making it more
likely that medicines are administered as intended.

Approximately £70,000 annual savings per technician
employed.

Empower and support staff.
Safeguard patients.
Education and training.

Table 2: Successes and Challenges of introducing pharmacy technicians into care homes

Successes

Waste

Collaborative working with care home managers to
empower and better support staff.

High turnover of care home staff.

Better medicines outcome for residents.

High turnover of care home residents.

Improved local education and training.

Variation in the level and quality of training and education
available to care home staff.

Improved support and development of local good practice
guidance to support staff.

Lack of robust national guidance in areas specific to care
homes.

Table 3: The most common interventions made by pharmacy technicians
relating to medication waste and medication system and process review:

Systems and Process

Waste

Controlled drugs (CDs).

Inappropriate disposal of unavoidable waste (including CDs).

Covert administration.

Disposal of avoidable waste.

‘When required’/PRN Medication.

Stock piling/ over ordering.
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one-to-one or small group education

the end of 2019/20.8 With the direction

me to develop my skills and continue to

sessions. Table 3 shows the most

of travel being that care may be aligned

learn with the support and guidance of

common

to PCNs, it is anticipated that pharmacy

the care home improvement team.I believe

professionals in roles like these may

the role of pharmacy technicians in care

transition to work within PCNs. This is

homes will continue to develop and evolve

very exciting as covering a defined

to meet the needs of care home residents

patient population will further improve

and staff.”

interventions

made

by

pharmacy technicians.

Vision for the future
Whilst pharmacy professionals have

relationships and allow provision of

worked in a care home environment in

excellent continuing and end of life care.

some areas for years, the recent national
funding and vanguards have put a
spotlight on the great work that they
have been doing whilst recognising the
variations across the country and a need

The way the work impacts on Primary

‘healthcare

black-hole’.9

Care Networks (PCNs) and Sustainability

increasingly

aging

pharmacy profession as a whole.
Exploring how best to utilise the
technical and clinical skills that pharmacy
technicians have to offer is an ongoing
piece of work; planned resources from
PrescQIPP

around

technician

level

medication reviews7 may be the next step
of development. Pharmacy technicians
may also be well placed to support
residential care homes with clinical
examinations such as blood pressure
monitoring after appropriate training.
Experience

from

practice

alongside

learning and networking from the Centre
for Post-graduate Pharmacy Education
(CPPE) MOCH pathway program will
allow pharmacy technicians in care
homes to become experts in their field.

With

population

an
with

and Transformation Plans (STPs) is

complex healthcare needs, improving

currently being explored.

outcomes for the most vulnerable people
in the society is rewarding and reaffirms

for a national approach. It is an exciting
time for pharmacy technicians and the

Pharmacy technicians are able to bring
light to an area once described as a

the founding principles and value of the

Conclusion

NHS that ‘good healthcare should be

Increasing the capacity and improving the
skill mix in the team by introducing
pharmacy technicians to a team of
established pharmacists has transformed
the way the team works. It has increased

available to all, regardless of wealth’10
and age.
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improved the quality of pharmaceutical care
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Abstract

Abstract

Objectives
Having schizophrenia increases the risk of developing
cardiometabolic conditions, increasing costs and
complicating management. This retrospective cohort study
among patients with cardiometabolic conditions in England
aimed to determine the impact of comorbid schizophrenia on
primary and secondary healthcare use, and on the costs of
nonelective inpatient admissions, as well as whether this
burden is influenced by the number of a patient’s
cardiometabolic conditions.

Results
Patients with comorbid schizophrenia had 68% more GP
appointments (18.09 versus 11.07 appointments/patient/
year), 19% more prescriptions (4.20 versus 5.06 prescriptions/
patient/year), 21% more outpatient appointments (7.94
versus 6.60 appointments/patient/year), 189% more A&E
attendances (2.31 versus 0.80 attendances/patient/year), and
127% more nonelective inpatient admissions (1.69 versus
0.77 admissions/patient/year) than those without. The higher
number of nonelective admissions represented £1,420.36
increased spending/patient/year, translating into a potential
spend of more than £31M annually. Schizophrenia was
associated with higher secondary care resource use after
adjusting for the number of cardiometabolic conditions.

Methods
Primary and secondary healthcare use data were collected
from the Clinical Practice Research Datalink and Hospital
Episode Statistics databases, respectively. Adults with ≥1
cardiometabolic condition(s) were grouped according to the
conditions, and whether they had schizophrenia. Healthcare
resource use, and costs of nonelective admissions were
calculated for patient with/without schizophrenia and any, 1,
2, 3, or 4 cardiometabolic condition(s). Results were adjusted
for age and sex.

Highlights

86

•

Patients with schizophrenia are at greater risk of cardiometabolic
conditions than the general population.

•

This study showed that primary and secondary healthcare use
among patients with cardiometabolic diseases in England is greater
in those with comorbid schizophrenia than those without, even
when adjusted for the number of cardiometabolic conditions.

Conclusions
Among patients with cardiometabolic conditions, comorbid
schizophrenia is associated with higher primary and secondary
healthcare resource use and cost, even after adjusting for the
number of cardiometabolic conditions.

•

The resource use for nonelective admissions alone translates to an
additional annual spend of more than £31 million for these
patients.

•

Guidelines for diagnosing and treating schizophrenia, focusing on
the choice of cardiometabolic-sparing antipsychotics, should be
included in cardiovascular and endocrine treatment pathways to
avoid this additional resource burden.
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Introduction
Because of demographic shifts and changes in economic policy, health
budgets are tightening in England. In the past 5 years, the average
percentage change in annual spend was less than 2% growth in real
terms [1].
Mental health conditions account for 23% of the total burden of
disease in England and are responsible for substantial morbidity [2], yet
only 13% of the NHS budget is spent on mental health treatments [3].
It is estimated that mental health disorders cost the economy around
£105 billion per year [2], although the true cost is likely to be higher
because having one or more mental health disorders also increases the
likelihood of developing physical illnesses, and vice versa [4, 5]. Despite
these social and economic costs, mental health services in England have
been underfunded; however, improving mental health service provision
in England is now a priority for the NHS [2], which is committed to
delivering ‘parity of esteem’ between physical and mental healthcare
provision [6].
Over a lifetime, about 1% of the UK population develop psychosis and
schizophrenia – a severe and enduring, major psychiatric disorder,
characterized by disturbed perception, thoughts, mood and behavior
[7]. Schizophrenia increases the risk of premature death two- to threefold, and while some of these deaths are due to suicide, many are due
to physical illnesses [8].
Patients with schizophrenia are at a significantly greater risk of
cardiovascular conditions, including coronary heart disease,
cerebrovascular disease, congestive heart failure, and sudden cardiac death
[9, 10], as well as metabolic diseases such as type 2 diabetes, obesity,
dyslipidemia, and metabolic syndrome [11]. The greater risk may be
partly due to side effects from antipsychotic medications, such as weight
gain, dyslipidemia, diabetes, hyperglycemia, and ventricular arrhythmias
[10, 12, 13], although genetic and lifestyle factors also play a role [13].
This link between schizophrenia and cardiometabolic diseases has gained
more attention in recent years and, in 2015, the National Institute for
Health and Care Excellence (NICE) updated its guidance on psychosis
and schizophrenia to include recommendations for managing physical
health in patients with schizophrenia, including the provision of smoking
cessation and healthy eating services, as well as interventions in case of
obesity, and lipid and blood glucose disturbances [7].
Even without concomitant mental health disorders, cardiovascular
conditions are themselves an established health priority in England,
causing around 25% and 17% of deaths in men and women under 75
years, respectively [14]. Such conditions place a significant burden on
healthcare resources: in 2013/14, the latest year for which data are
available, treating cardiovascular disease cost the NHS over 4.2 billion
[15]. When patients with cardiovascular and metabolic diseases also
have schizophrenia, this could further increase costs, complicate
management pathways, and increase healthcare resource burdens,
although the extent of this increased burden is unknown.
In this study, we aimed to determine whether having comorbid
schizophrenia impacts the use and costs of primary and secondary
Journal of Pharmacy Management • Volume 35 • Issue 3 • July 2019

healthcare resources in patients with selected cardiovascular and
endocrine conditions. We conducted a retrospective cohort study, using
data from two large clinical databases: Clinical Practice Research
Datalink (CPRD) and Hospital Episode Statistics (HES). The CPRD
is a large clinical database of primary care records in England, Scotland,
Northern Ireland and Wales, and is governed and licensed by the
Medicines and Healthcare products Regulatory Agency (MHRA). HES
is one of the world's largest administrative healthcare datasets, governed
by NHS Digital, and includes anonymized details of all secondary care
interactions in England, including outpatient appointments, Accident
and Emergency (A&E) attendances, and inpatient admissions. The
objectives of this study were to determine the impact of comorbid
schizophrenia on the usage of primary and secondary care resources and
the costs of nonelective inpatient admissions among patients with
cardiometabolic conditions, as well as to determine whether this burden
is influenced by the number of cardiometabolic conditions affecting
each patient.

Methods
Study design and data collection
This study was a retrospective, comparative cohort, noninferiority
study. The study period was 10 years, from April 2007 to March 2017,
for assessment of the primary care burden, and 5 years, from April 2012
to March 2017, for assessment of the secondary care burden.
Data were collected from the CPRD and HES databases. CPRD data
were accessed through the CPRD GOLD license holder at the
Department of Primary Care and Population Health at Imperial
College, London. HES data are governed, licensed and provided by
NHS Digital. All data were anonymized and pseudonymized, and
collated using DbVisualizer 10.0.10 (DbVis Software, Stockholm,
Sweden) software powered by structured query language (SQL)
programming. The codes used are shown in the Appendix.

Patients and cohorts
Adults (aged ≥18 years) with one or more cardiometabolic conditions
were identified and grouped into cardiometabolic risk groups using the
International Classification of Diseases (ICD) 10 codes for selected
conditions: obesity, diabetes, coronary heart disease, ischemic heart
disease, angina, myocardial infarction, hypertension, atrial fibrillation,
and hypercholesterolemia. Patients were excluded if the study period
did not include at least 12 months of follow-up from their index date.
From the patients identified, two cohorts were created: those with
schizophrenia (Cohort A) and those without schizophrenia (Cohort B).
Patients with schizophrenia were identified using ICD 10 codes in any
diagnosis field, at any time after inclusion of the patient in the study.
The index date in this cohort was when schizophrenia was diagnosed.
Patients without schizophrenia were grouped together, and the index
date in this cohort was when the cardiometabolic condition(s) were
diagnosed. To determine whether the number of cardiometabolic
conditions in each patient influences healthcare resource use, the
cohorts were divided into groups of patients with 1, 2, 3, and 4
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cardiometabolic conditions. Cohort definition used ICD-10 codes and
SQL coding, and results were evaluated by an independent reviewer for
veracity and accuracy.

Analysis of the use of primary and secondary
care resources
Patient demographics and healthcare resource use outcomes were
calculated for primary and secondary care resources; first, for patients
with schizophrenia and any cardiometabolic condition and, second, for
patients with 1 to 4 cardiometabolic conditions. Results were adjusted
for age and sex. Primary care resources analyzed were GP appointments
and prescriptions issued. Secondary care resources analyzed were
outpatient appointments, A&E attendances, and inpatient admissions.

Analysis of the cost of nonelective admissions
The cost of nonelective admissions per patient per year was calculated
for Cohorts A and B by multiplying the number of nonelective
admissions per patient per year by the mean tariff cost of a nonelective
admission (for each group of patients: those with 1, 2, 3, or 4
cardiometabolic conditions). These were then added together. The total
cost for Cohort B was subtracted from that of Cohort A to determine
the difference in costs per patient per year. The difference was then
multiplied by the total number of patients to determine the total
additional costs of nonelective admissions in patients with
schizophrenia, compared with the costs in those without schizophrenia.

Results
For the adjusted primary care analyses, 3,235 patients with
schizophrenia and 11,864 patients without schizophrenia were
identified. For the adjusted secondary care analyses, 43,955 patients
with schizophrenia and 287,936 patients without schizophrenia were
identified.
Comorbid schizophrenia was associated with higher cardiometabolicrelated use of primary and secondary healthcare resources among
patients with cardiometabolic conditions in England, even after
adjusting for age, sex, and the number of cardiometabolic conditions.

Primary care usage among patients with
cardiometabolic conditions with/without
comorbid schizophrenia
Having schizophrenia increased the use of primary care resources by
patients with cardiometabolic conditions. Overall, the average number
of GP appointments per patient per year was 68% higher for patients
with schizophrenia than for those without (18.09 versus 11.07
appointments per patient per year). An increase was apparent for
patients with all conditions studied, except myocardial infarction, for
which no data were available. The largest increase was observed for
obese patients, in whom comorbid schizophrenia more than doubled
the number of GP appointments per patient per year compared with
those without schizophrenia (109% more appointments; 19.07 versus
9.11 appointments per patient per year) (Table 1).
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Overall, patients with cardiometabolic conditions and comorbid
schizophrenia had more prescriptions issued than those without
schizophrenia. Having schizophrenia increased the average number of
prescriptions per patient per year from 4.20 to 5.06: an increase of
nearly one-fifth. This was true for patients in all cardiometabolic risk
groups studied, except obesity and atrial fibrillation, in which the
average number of prescriptions issued per patient per year was 14%
lower (0.19 versus 0.23 prescriptions per patient per year for those with
versus those without schizophrenia) and 61% lower (1.90 versus 4.84
prescriptions per patient per year for those with versus those without
schizophrenia), respectively. The largest impact (87% more
prescriptions) was seen among patients with hypercholesterolemia
(5.74 versus 3.07 prescriptions per patient per year for those with versus
those without schizophrenia). No data were available for patients with
myocardial infarction (Table 1).

Secondary care usage among patients with
cardiometabolic conditions with/without
comorbid schizophrenia
Among patients with cardiometabolic disorders, comorbid
schizophrenia increased the use of all secondary care resources studied,
including outpatient appointments, A&E attendances, and inpatient
admissions (Table 2).

Outpatient appointments
Patients with cardiometabolic diseases and comorbid schizophrenia
had, on average, 21% more specialist outpatient appointments per year
than those without schizophrenia (7.94 versus 6.60 per patient per
year). The average number of outpatient appointments per patient per
year was higher for those with schizophrenia in all cardiometabolic risk
groups studied, except myocardial infarction, where the average
number of appointments was 6% lower (7.05 versus 7.46 appointments
per patient per year for those with versus those without schizophrenia),
and atrial fibrillation, where it was 5% lower (6.44 versus 6.75
appointments per patient per year for those with versus those without
schizophrenia) (Table 2).
The percentage of patients who did not attend their outpatient
appointments was higher for all cardiometabolic risk groups when
patients had comorbid schizophrenia, compared with cardiometabolic
conditions alone. Overall, the average number of outpatient
appointments per patient that were not attended was 44% higher
among patients with schizophrenia versus those without. The highest
non-attendance rate was seen among obese patients with schizophrenia,
in whom it was greater than two-thirds (Table 2).

A&E attendances
Patients with cardiometabolic diseases were more likely to attend A&E
if they had comorbid schizophrenia than if they did not. Per year, 82%
of patients with schizophrenia attended A&E, compared with 65% of
patients without: an increase of 26%. Similarly, the average number of
A&E attendances per patient per year was, on average, 189% higher if
schizophrenia was present. Overall, patients with schizophrenia had an
Journal of Pharmacy Management • Volume 35 • Issue 3 • July 2019
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average of 2.31 attendances per year, while those without had an
average of 0.80 attendances per year. Having schizophrenia more than
doubled the average number of A&E attendances per year in all
cardiometabolic risk groups, but the greatest increases were seen among
patients with coronary heart disease (205%), angina (237%), and
obesity (297%) (Table 2).

Inpatient admissions
Having comorbid schizophrenia increased the overall percentage of
patients with cardiometabolic diseases who had nonelective admissions
following A&E attendance (93% versus 73% in those with versus those
without schizophrenia), and more than doubled the average number of
nonelective admissions per patient per year (1.69 versus 0.77 in those
with versus those without schizophrenia). Obese patients with
schizophrenia had more than 3 times the number of nonelective
admissions than those without schizophrenia (206% increase; 0.55

versus 1.69 admissions per patient per year) (Table 2).
Conversely, having schizophrenia decreased, by around a quarter, both
the percentage of patients with cardiometabolic diseases who had
elective admissions following a GP referral (53% versus 69% in those
with versus those without schizophrenia) and the average number of
such elective admissions per patient per year (0.74 versus 0.99 in those
with versus those without schizophrenia) (Table 2).
The overall length of stay per inpatient admission more than
quadrupled from an average 3.5 days among patients without
schizophrenia to 14.4 days among patients with schizophrenia. The
largest increases in length of stay were seen among obese patients
(617%), those with hypercholesterolemia (523%), and those with
diabetes mellitus (516%) (Table 2).
Schizophrenia was also associated with higher mortality rate among

Table 1. Comparative usage of primary care by patients with any number of cardiometabolic
conditions with/without comorbid schizophrenia, adjusted for age and sex
Obesity
With

Diabetes

Without

With

Without

(N=663) (N=1,989) (N=1,502) (N=4,506)

Coronary heart disease Ischemic heart disease

Angina

With

Without

With

Without

With

Without

(N=26)

(N=78)

(N=236)

(N=708)

(N=104)

(N=312)

GP appointments (per year)
Total, n

12,644

18,115

28,714

53,126

770

1,268

4,390

9,219

2,420

4,438

Mean/patient, n

19.07

9.11

19.12

11.79

29.60

16.26

18.60

13.02

23.27

14.23

Change, %

109

62

82

43

64

Prescriptions issued (per year)
Total, n
Mean/patient, n

127.98

449

12,127.45

25,174

343.91

622

3,176.31

8,589

657.13

1779

0.19

0.23

0.06

0.05

13.23

7.97

13.46

12.13

6.32

5.70

Change, %

−14

34

66

11

11

Myocardial infarction

Hypertension

Atrial fibrillation

Hypercholesterolemia

TOTAL

With

Without

(N=0)

(N=0)

With

Without

With

Without

(N=1,187) (N=3,561) (N=246)

(N=738)

With

Without

With

Without

(N=473) (N=1,419) (N=4,437) (13,311)

GP appointments (per year)
Total, n
Mean/patient, n

0

0

20,711

34,248

4,852

12,421

7576

12,412

82,077

145,248

0.00

0.00

17.45

9.62

19.73

16.83

16.02

8.75

18.09

11.07

Change, %

0

81

17

83

68*

Prescriptions issued (per year)
Total, n

0.00

0

5,535.33

13,725

467.87

3,570

2,716.12

4,354

25,152

58,262

Mean/patient, n

0.00

0.00

4.66

3.85

1.90

4.84

5.74

3.07

5.06

4.20

Change, %

0

21

−61

87

19*

*Mean of all percentage differences excluding that for RG6, for which no data were available.
Differences calculated as the change in values for patients with schizophrenia from patients without schizophrenia.
GP, general practitioner; with, with schizophrenia; without, without schizophrenia.
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inpatients. The percentage of patients dying each year during an
inpatient admission was, on average, 74% higher across all
cardiometabolic risk groups if schizophrenia was present – from 12% in
patients without schizophrenia to 18% in those with schizophrenia.
Again, the greatest increases were seen among obese patients: 3% of
those without schizophrenia compared with 8% of those with
schizophrenia – an increase of 158% (Table 2).

Impact of the number of cardiometabolic
conditions on healthcare resource use in
patients with/without schizophrenia
Among patients with cardiometabolic diseases, comorbid schizophrenia
greatly increased secondary care resource use even when adjusting for
the number of cardiometabolic conditions in each patient (Table 3).
Among patients with 1 to 4 cardiometabolic conditions, those with
comorbid schizophrenia had a greater number of nonelective
admissions per patient per year. The increase was greatest for patients
with 3 cardiometabolic conditions (117% more admissions [0.13 versus
0.06] per patient per year in those with versus those without

Table 2. Comparative usage of secondary care by patients with any number of cardiometabolic
conditions with/without comorbid schizophrenia, adjusted for age and sex
Obesity
With

Without

Diabetes
With

Without

Coronary heart disease Ischemic heart disease
With

Without

With

Without

Angina
With

Without

(N=7,669) (N=23,007) (N=19,303) (N=57,909) (N=8,496) (N=25,488) (N=10,531) (N=31,593) (N=4,370) (N=13,110)
Outpatient appointments (per year)
Mean/patient, n

9.73

Difference, %
Nonattendance
rate, %

6.19

8.20

57
69.28

Change, %

6.93

7.62

18
42.17

64.02

64

6.49

7.43

17
50.27

64.58

27

6.28

8.41

18
44.67

63.59

45

6.73
25

44.19

68.24

44

45.58
50

A&E attendance (per year)
Patients
attending, %

79.31

Change, %
Mean/patient, n

56.26

77.10

41
2.65

Change, %

64.48

84.02

20
0.67

1.85

297

66.70

83.30

26
0.76

2.48

144

66.86

87.41

25
0.81

2.42

205

70.95
23

0.83

3.32

194

0.98
237

Inpatient admissions (per year)
Patients with
nonelective
admission*, %

86.86

Change, %
Mean length of
stay, days

18.45

Change, %

90

2.57

8.48

19.18

11.63

7.86

53.20

3.37

19.36

11.85

3.38

19.49

9.30

14.99

9.12
64

68.21

−24

2.91
220

11.49

51.81

73.67

29

70
69.46

−24

94.67

251
11.41

52.78

77.33

23

70
73.12

−27

94.89

245

57
78.89

76.49

24
3.11

12.36

158

−18

94.83

516
3.28

64.69

68.32

32

617

Change, %
Patients with
elective
admission*, %

90.06

63

Change, %
Inpatient
mortality, %

53.38

59.36

76.09

−22
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Table 2 (Continued). Comparative usage of secondary care by patients with any number of
cardiometabolic conditions with/without comorbid schizophrenia, adjusted for age and sex
Heart attack
Without

With

Hypertension
With

Without

Atrial fibrillation
With

Without

Hypercholesterolemia
With

Without

TOTAL
With

Without

(N=5,505) (N=16,515)) (N=25,529) (N=76,587) (N=5,852) (N=17,556) (N=11,064) (N=33,192) (N=98,319) (N=294,957)
Outpatient appointments (per year)
Mean/patient, n

7.05

Change, %
Nonattendance
rate, %

7.46

7.58

−6
59.31

Change, %

5.98

6.44

27
46.23

60.65

28

6.75

8.95

−5
39.13

54.25

55

6.62

7.94

35
40.69

66.60

33

6.60
21

44.64

63.39

49

44.18
44

A&E attendance (per year)
Patients
attending, %

82.92

Change, %
Mean/patient, n

65.44

78.76

27
2.04

Change, %

61.13

80.91

29
0.92

1.87

123

66.82

81.68

21
0.64

1.84

190

65.28

81.71

25
0.78

2.29

136

64.88
26

0.82

2.31

179

0.80
189

Inpatient admissions (per year)
Patients with
nonelective
admission*, %

98.49

Change, %
Mean length of
stay, days

12.14

Change, %

5.11

33.19

15.32

14.15

7.91

54.62

91.02

4.98

29.90

17.30

19.88

−28

41.76

2.77

11.77

14.37

3.47
344

6.23

57.80

73.31

29

18.27

89
59.84

−30

93.17

523

50
75.49

70.95

28

184

88
51.43

84.63

15
3.02

14.91

15

−19

97.35

406
28.80

41.47

63.95

41

138

Change, %
Patients with
elective
admission*, %

90.38

8

Change, %
Inpatient
mortality, %

91.06

11.78
74

71.54

−19

53.05

69.34

−24

*After A&E attendance. †After GP referral.
Differences calculated as the change in values for patients with schizophrenia from patients without schizophrenia.
A&E, Accident and Emergency; GP, general practitioner; with, with schizophrenia; without, without schizophrenia.
schizophrenia]). Conversely, patients with ≤3 cardiometabolic
conditions and comorbid schizophrenia had fewer elective admissions
than those without schizophrenia. This difference decreased with each
additional cardiometabolic disorder and the number of elective
admissions was equal between patients with 4 cardiometabolic diseases
with and without schizophrenia (Figure 1A).
The greater number of nonelective admissions per patient per year
among patients with 1 to 4 cardiometabolic conditions and comorbid
schizophrenia translated to an additional cost of £1,420.36 per patient
Journal of Pharmacy Management • Volume 35 • Issue 3 • July 2019

per year on nonelective admissions alone. In total, for all patients with
cardiometabolic diseases and comorbid schizophrenia, this results in an
extra cost of £31,047,725.50 per year.
The average stay for both elective and nonelective admissions was
longer for patients with schizophrenia than for those without
schizophrenia, with the greatest difference seen among patients with
one cardiometabolic condition (elective: 25.80 versus 0.95 days with
versus without schizophrenia; non-elective: 21.13 versus 7.02 days with
versus without schizophrenia) (Figure 1B).
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compared with 5 years ago [3]. Hospital bed occupancy in England has
been running at around 90%, which is higher than the level deemed
efficient (85%) [17]. Alleviating these pressures and meeting NHS
England’s Five Year Forward View [3] will need understanding of the
causes of rising demand. As such, our findings – that comorbid
schizophrenia increased the annual number of GP appointments by
more than two-thirds, more than doubled the number of A&E
attendances per patient year, and increased the number of elective and
nonelective admissions – are especially striking.

Patients with comorbid schizophrenia had more A&E attendances per
year than those without, particularly among those with 1 or 2
cardiometabolic conditions. The number of A&E attendances per
patient per year tapered to equality for patients with 3 or 4
cardiometabolic conditions (Figure 1C).

Discussion and conclusions
Patients with schizophrenia have a significantly greater risk of
cardiovascular and metabolic conditions than the general population.
In isolation, these conditions place a great burden on healthcare
resources and when both are present as comorbidities, we suggested that
schizophrenia is likely to further increase healthcare costs and usage,
and complicate clinical management. In this study, we found that
having comorbid schizophrenia was associated with a substantially
higher cardiometabolic-related use of primary and secondary healthcare
resources among patients with cardiometabolic conditions in England,
even after adjusting for age, sex and the number of cardiometabolic
conditions in each patient.

Given the intense pressures on primary and secondary healthcare
resources, improving efficiency, preventing ill health, and maximizing
the use of resources is essential [3]. We found that the rate of
nonattendance of outpatient appointments among patients with
cardiometabolic diseases and comorbid schizophrenia was 44% higher
than in patients without schizophrenia, consistent with existing
knowledge that patients with schizophrenia have high rates of
appointment nonattendance [18]. This reduced attendance rate may be
partly due to physical health matters being considered a lower priority
for individuals with schizophrenia-spectrum disorders than those
without such disorders [19]. Whether this is the case for patients with
comorbid cardiometabolic disease and schizophrenia is yet to be
proven.

Primary care services in England are under intense pressure because of
a combination of rising patient expectations, increasing workloads, and
chronic underfunding [16]. Similarly, A&E departments are struggling
with patient numbers, handling around 3,500 extra attendances daily

Table 3. Comparative use of healthcare resources by patients with/without schizophrenia
with 1–4 cardiometabolic conditions
1 condition

Total elective admissions/
patient/year, n

3 conditions

4 conditions

With

Without

With

Without

With

Without

With

Without

0.31

0.59

0.15

0.24

0.04

0.06

0.01

0.01

Change, %
Total nonelective
admissions/patient/year, n

2 conditions

−47.46

−37.50

0.81

0.51

Change, %

−33.30

0.40

0.22

58.82

0.13

81.81

0.00
0.06

0.02

116.60

0.01
100.00

Mean length of stay for

25.80

0.95

18.48

1.09

9.50

1.22

4.50

1.27

elective admission, days

(205.13)

(7.38)

(166.68)

(6.65)

(76.25)

(9.13)

(36.03)

(5.21)

(SD)
Change, %

2615.79

1595.41

678.69

254.33

Mean length of stay for

21.13

7.02

17.92

7.58

14.65

7.50

15.44

7.30

nonelective admission,

(159.44)

(15.41)

(139.61)

(14.30)

(97.83)

(15.47)

(151.48)

(13.05)

days (SD)
Change, %
Total A&E appointments/
patient/year, n
Difference, %

201.00
0.06

136.41
0.04

50.00

0.03

95.33
0.02

50.00

0.01

111.51
0.01

0.00

0.00

0.00
0.00

A&E, Accident and Emergency; SD, standard deviation
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We found that having comorbid schizophrenia was associated with a
higher annual number of elective and nonelective inpatient admissions,
both overall and per patient. Furthermore, having schizophrenia more
than quadrupled the average length of stay of an admission, from just 3
days to more than 2 weeks, and increased the mortality rate among
inpatients to nearly 1 in 5 patients. The additional cost of nonelective
admissions alone for patients with cardiometabolic diseases and
comorbid schizophrenia was more than £31 million, compared with the
cost for those without comorbid schizophrenia. Many of these costs are
for nonelective and A&E resources, highlighting the spend in acute

care, which is outside any block contracts [20]. Given the methodology
used in this study, this cost may be an underestimate, because our
coding focused on only a subset of cardiometabolic conditions.
Considering these findings, guidelines for the diagnosis and
management of schizophrenia should be established among
cardiovascular and endocrine pathways. Holistic treatment of patients
with comorbid schizophrenia may reduce their mortality and
morbidity, as well as reducing treatment costs, and helping to meet the
challenges set out in the Five Year Forward View by NHS England [3].
Treatment guidelines for schizophrenia already recognize the
importance of improving physical health in patients with
schizophrenia, recommending healthy eating and physical activity
programs, smoking cessation initiatives, and monitoring for weight
gain and changes in lipid or glucose levels [7].
On a system level, the Five Year Forward View seeks to reconfigure
mental health services to ensure that the 280,000 people living with
severe mental illness will have their physical health needs met. This
includes increasing early detection and expanding access to evidencebased physical care assessment. Beyond just screening, NICE
recommends concordant interventions (that is, ‘Don’t Just Screen –
Intervene’), followed by personalized care planning and psychosocial
support [21].
The screen-and-intervene paradigm is reflected in the Lester
intervention framework, which looks at cardiometabolic risk factors for
patients with psychosis and schizophrenia. In this framework, smoking,
diet, activity, body mass index, weight, blood pressure, blood sugar, and
blood lipids are included in a screen-and-intervene pathway [22].
Enhancing primary care services and integrating these with secondary
care services to benefit patients with mental illness who have physical
comorbidities are also important measures to ensure parity of esteem
between physical and mental health [21].
Care pathways for cardiometabolic diseases should consider that some
drugs prescribed to treat schizophrenia may themselves carry significant
cardiovascular risks; for example, weight gain, dyslipidemia, diabetes,
hyperglycemia, and ventricular arrhythmias are known side effects of
antipsychotic drugs [10, 12, 13], so their use should be carefully
considered in the context of a patient’s overall cardiovascular and
mental health, and the national healthcare resource burden [7].

Panel A: Average number of nonelective inpatient admissions per
year in patients with/without schizophrenia with 1–4
cardiometabolic conditions; Panel B: Average length of stay per
nonelective inpatient admission in patients with/without
schizophrenia with 1–4 cardiometabolic conditions; Panel C:
Average number of A&E attendances per year in patients
with/without schizophrenia with 1–4 cardiometabolic conditions
A&E, Accident and Emergency
Figure 1. Impact of the number of cardiometabolic
conditions on secondary healthcare resource
use in patients with/without schizophrenia
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Indeed, we found that in many parameters studied, the largest increases
in healthcare resource use were among obese patients with
schizophrenia. Obese patients with comorbid schizophrenia had more
than double the number of GP appointments, missed two-thirds more
outpatient appointments, and had nearly 4 times as many yearly A&E
attendances, compared with those without schizophrenia. In addition,
they were admitted as nonelective inpatients 3 times as often, stayed
nearly 7 times longer, and were 1.5 times more likely to die during an
admission. By itself, obesity is a growing health concern in England,
and tackling the causes of obesity is an area of substantial public interest
[3]. People with multi-episode schizophrenia have a more than 4-fold
increased risk of abdominal obesity than the general population [11,
12], partly linked to poorer lifestyles [13], but also partly due to side
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effects from antipsychotic medications [12]. In these patients, using
schizophrenia medications with fewer cardiometabolic effects may
reduce the impact of comorbid schizophrenia and cardiometabolic
diseases, in terms of patient outcomes and healthcare burden, and
should be investigated further.
Joint working between primary care and secondary mental health
providers is essential to improve physical healthcare for people living
with severe mental illness. Local shared care protocols or agreements
can provide clarity on roles and responsibilities. Clinical commissioning
groups have an important role in supporting the development of these
protocols and agreements [21].
We note some limitations to this study. First, inferential statistics were
not performed on these findings because this study was exploratory in
nature; therefore, further analyses will be needed to determine the
significance of our findings. Second, because of the nature of healthcare
coding, it was not possible in this analysis to distinguish fully whether
the additional healthcare resource use by patients with comorbid
schizophrenia was related to their schizophrenia, their cardiometabolic

condition(s), or both. Again, this could be the subject of further study.
In this study, we have shown that schizophrenia is associated with a
substantially higher use of healthcare resources by patients with
cardiometabolic diseases, even when adjusted for age, sex and the
number of cardiovascular conditions in each patient. Given the
pressures on national healthcare services and the high costs of treating
cardiovascular disease, understanding the drivers of healthcare resource
use by such patients is crucial. Considering our findings, further
research into whether schizophrenia affects healthcare resource use
among patients with other long-term conditions would be useful, and
health economic studies would be valuable, particularly for healthcare
commissioners and payers, to assess such interactions for budget impact
and cost-effectiveness. In particular, integrated care systems need to
consider that putting inappropriate negative pressure on the mental
health prescribing budget should be avoided, because this may prevent
the use of cardiometabolic-sparing agents and increase the healthcare
burden of these conditions.
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Appendix: International Classification of Diseases (ICD)-10 codes used for identification
of patients with cardiometabolic risk factors
HES Data
Risk Groups

Definition:

Risk Group 1

Obesity: E66 (ICD 10 code)

Risk Group 2

Diabetes: E10-14 (ICD 10 code)

Risk Group 3

Coronary Heart Disease: I25 (ICD 10 code)

Risk Group 4

Ischaemic Heart Disease: I20-25 (ICD 10 code)

Risk Group 5

Angina: I209 (ICD 10 code)

Risk Group 6

Heart Attack/Myocardial Infarction: I50 (ICD 10 code)

Risk Group 7

Hypertension: I10 (ICD 10 code)

Risk Group 8

Atrial Fibrillation: I48 (ICD 10 code)

Risk Group 9

Hypercholesterolemia: E78 (ICD 10 code)

Schizophrenia

Schizophrenia: F20 (ICD 10 code)

CPRD Data
Risk Groups

Readterm

Readcode

Risk Group 1

Obesity and other hyperalimentation

C38..00

Risk Group 2

Obesity

C380.00

Obesity due to excess calories

C380000

Drug-induced obesity

C380100

Extreme obesity with alveolar hypoventilation

C380200

Morbid obesity

C380300

Central obesity

C380400

Generalised obesity

C380500

Adult-onset obesity

C380600

Lifelong obesity

C380700

Childhood obesity

C380800

Obesity hypoventilation syndrome

C38y011

Obesity and other hyperalimentation NOS

C38z.00

Simple obesity NOS

C38z000

[X]Obesity and other hyperalimentation

Cyu7.00

[X]Other obesity

Cyu7000

Maternal obesity syndrome

L161.12

Diabetes mellitus

C10..00

Diabetes mellitus with no mention of complication

C100.00

Diabetes mellitus, juvenile type, no mention of complication

C100000

Insulin dependent diabetes mellitus

C100011

Diabetes mellitus, adult onset, no mention of complication

C100100

Maturity onset diabetes

C100111

Non-insulin dependent diabetes mellitus

C100112

Diabetes mellitus NOS with no mention of complication

C100z00

Diabetes mellitus with ketoacidosis

C101.00

Diabetes mellitus, juvenile type, with ketoacidosis

C101000

Diabetes mellitus, adult onset, with ketoacidosis

C101100

Other specified diabetes mellitus with ketoacidosis

C101y00

Diabetes mellitus NOS with ketoacidosis

C101z00
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Diabetes mellitus with hyperosmolar coma

C102.00

Diabetes mellitus, juvenile type, with hyperosmolar coma

C102000

Diabetes mellitus, adult onset, with hyperosmolar coma

C102100

Diabetes mellitus NOS with hyperosmolar coma

C102z00

Diabetes mellitus with ketoacidotic coma

C103.00

Diabetes mellitus, juvenile type, with ketoacidotic coma

C103000

Diabetes mellitus, adult onset, with ketoacidotic coma

C103100

Other specified diabetes mellitus with coma

C103y00

Diabetes mellitus NOS with ketoacidotic coma

C103z00

Diabetes mellitus with renal manifestation

C104.00

Diabetes mellitus, juvenile type, with renal manifestation

C104000

Diabetes mellitus, adult onset, with renal manifestation

C104100

Other specified diabetes mellitus with renal complications

C104y00

Diabetes mellitus with nephropathy NOS

C104z00

Diabetes mellitus with ophthalmic manifestation

C105.00

Diabetes mellitus, juvenile type, + ophthalmic manifestation

C105000

Diabetes mellitus, adult onset, + ophthalmic manifestation

C105100

Other specified diabetes mellitus with ophthalmic complicatn

C105y00

Diabetes mellitus NOS with ophthalmic manifestation

C105z00

Diabetes mellitus with neurological manifestation

C106.00

Diabetes mellitus with neuropathy

C106.12

Diabetes mellitus with polyneuropathy

C106.13

Diabetes mellitus, juvenile, + neurological manifestation

C106000

Diabetes mellitus, adult onset, + neurological manifestation

C106100

Other specified diabetes mellitus with neurological comps

C106y00

Diabetes mellitus NOS with neurological manifestation

C106z00

Diabetes mellitus with peripheral circulatory disorder

C107.00

Diabetes mellitus with gangrene

C107.11

Diabetes with gangrene

C107.12

Diabetes mellitus, juvenile +peripheral circulatory disorder

C107000

Diabetes mellitus, adult, + peripheral circulatory disorder

C107100

Diabetes mellitus, adult with gangrene

C107200

Diabetes mellitus NOS with peripheral circulatory disorder

C107z00

Insulin dependent diabetes mellitus

C108.00

IDDM-Insulin dependent diabetes mellitus

C108.11

Type 1 diabetes mellitus

C108.12

Type I diabetes mellitus

C108.13

Insulin-dependent diabetes mellitus with renal complications

C108000

Type I diabetes mellitus with renal complications

C108011

Type 1 diabetes mellitus with renal complications

C108012

Insulin-dependent diabetes mellitus with ophthalmic comps

C108100

Type 1 diabetes mellitus with ophthalmic complications

C108112

Insulin-dependent diabetes mellitus with neurological comps

C108200

Type I diabetes mellitus with neurological complications

C108211

Type 1 diabetes mellitus with neurological complications

C108212

Insulin dependent diabetes mellitus with multiple complicatn

C108300
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Type I diabetes mellitus with multiple complications

C108311

Unstable insulin dependent diabetes mellitus

C108400

Unstable type I diabetes mellitus

C108411

Unstable type 1 diabetes mellitus

C108412

Insulin dependent diabetes mellitus with ulcer

C108500

Type I diabetes mellitus with ulcer

C108511

Type 1 diabetes mellitus with ulcer

C108512

Insulin dependent diabetes mellitus with gangrene

C108600

Insulin dependent diabetes mellitus with retinopathy

C108700

Type I diabetes mellitus with retinopathy

C108711

Type 1 diabetes mellitus with retinopathy

C108712

Insulin dependent diabetes mellitus - poor control

C108800

Type I diabetes mellitus - poor control

C108811

Type 1 diabetes mellitus - poor control

C108812

Insulin dependent diabetes maturity onset

C108900

Type I diabetes mellitus maturity onset

C108911

Type 1 diabetes mellitus maturity onset

C108912

Insulin-dependent diabetes without complication

C108A00

Type I diabetes mellitus without complication

C108A11

Insulin dependent diabetes mellitus with mononeuropathy

C108B00

Type I diabetes mellitus with mononeuropathy

C108B11

Insulin dependent diabetes mellitus with polyneuropathy

C108C00

Insulin dependent diabetes mellitus with nephropathy

C108D00

Type I diabetes mellitus with nephropathy

C108D11

Insulin dependent diabetes mellitus with hypoglycaemic coma

C108E00

Type I diabetes mellitus with hypoglycaemic coma

C108E11

Type 1 diabetes mellitus with hypoglycaemic coma

C108E12

Insulin dependent diabetes mellitus with diabetic cataract

C108F00

Type I diabetes mellitus with diabetic cataract

C108F11

Insulin dependent diabetes mellitus with arthropathy

C108H00

Type I diabetes mellitus with arthropathy

C108H11

Type I diabetes mellitus with neuropathic arthropathy

C108J11

Type 1 diabetes mellitus with neuropathic arthropathy

C108J12

Other specified diabetes mellitus with multiple comps

C108y00

Unspecified diabetes mellitus with multiple complications

C108z00

Non-insulin dependent diabetes mellitus

C109.00

NIDDM - Non-insulin dependent diabetes mellitus

C109.11

Type 2 diabetes mellitus

C109.12

Type II diabetes mellitus

C109.13

Non-insulin-dependent diabetes mellitus with renal comps

C109000

Type II diabetes mellitus with renal complications

C109011

Type 2 diabetes mellitus with renal complications

C109012

Non-insulin-dependent diabetes mellitus with ophthalm comps

C109100

Type II diabetes mellitus with ophthalmic complications

C109111

Type 2 diabetes mellitus with ophthalmic complications

C109112

Non-insulin-dependent diabetes mellitus with neuro comps

C109200
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Type II diabetes mellitus with neurological complications

C109211

Type 2 diabetes mellitus with neurological complications

C109212

Non-insulin-dependent diabetes mellitus with multiple comps

C109300

Type 2 diabetes mellitus with multiple complications

C109312

Non-insulin dependent diabetes mellitus with ulcer

C109400

Type II diabetes mellitus with ulcer

C109411

Type 2 diabetes mellitus with ulcer

C109412

Non-insulin dependent diabetes mellitus with gangrene

C109500

Type II diabetes mellitus with gangrene

C109511

Type 2 diabetes mellitus with gangrene

C109512

Non-insulin-dependent diabetes mellitus with retinopathy

C109600

Type II diabetes mellitus with retinopathy

C109611

Type 2 diabetes mellitus with retinopathy

C109612

Non-insulin dependent diabetes mellitus - poor control

C109700

Type II diabetes mellitus - poor control

C109711

Type 2 diabetes mellitus - poor control

C109712

Non-insulin-dependent diabetes mellitus without complication

C109900

Type II diabetes mellitus without complication

C109911

Type 2 diabetes mellitus without complication

C109912

Non-insulin dependent diabetes mellitus with mononeuropathy

C109A00

Type II diabetes mellitus with mononeuropathy

C109A11

Non-insulin dependent diabetes mellitus with polyneuropathy

C109B00

Type II diabetes mellitus with polyneuropathy

C109B11

Type 2 diabetes mellitus with polyneuropathy

C109B12

Non-insulin dependent diabetes mellitus with nephropathy

C109C00

Type II diabetes mellitus with nephropathy

C109C11

Type 2 diabetes mellitus with nephropathy

C109C12

Non-insulin dependent diabetes mellitus with hypoglyca coma

C109D00

Type II diabetes mellitus with hypoglycaemic coma

C109D11

Type 2 diabetes mellitus with hypoglycaemic coma

C109D12

Non-insulin depend diabetes mellitus with diabetic cataract

C109E00

Type II diabetes mellitus with diabetic cataract

C109E11

Type 2 diabetes mellitus with diabetic cataract

C109E12

Type II diabetes mellitus with peripheral angiopathy

C109F11

Type 2 diabetes mellitus with peripheral angiopathy

C109F12

Non-insulin dependent diabetes mellitus with arthropathy

C109G00

Type II diabetes mellitus with arthropathy

C109G11

Type 2 diabetes mellitus with arthropathy

C109G12

Type II diabetes mellitus with neuropathic arthropathy

C109H11

Type 2 diabetes mellitus with neuropathic arthropathy

C109H12

Insulin treated Type 2 diabetes mellitus

C109J00

Insulin treated non-insulin dependent diabetes mellitus

C109J11

Insulin treated Type II diabetes mellitus

C109J12

Hyperosmolar non-ketotic state in type 2 diabetes mellitus

C109K00

Malnutrition-related diabetes mellitus

C10A.00

Malnutrition-related diabetes mellitus with coma

C10A000
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Malnutrition-related diabetes mellitus with ketoacidosis

C10A100

Malnutritn-relat diabetes melitus wth periph circul complctn

C10A500

Diabetes mellitus induced by steroids

C10B.00

Steroid induced diabetes mellitus without complication

C10B000

Diabetes mellitus autosomal dominant

C10C.00

Maturity onset diabetes in youth

C10C.11

Maturity onset diabetes in youth type 1

C10C.12

Diabetes mellitus autosomal dominant type 2

C10D.00

Maturity onset diabetes in youth type 2

C10D.11

Type 1 diabetes mellitus

C10E.00

Type I diabetes mellitus

C10E.11

Insulin dependent diabetes mellitus

C10E.12

Type 1 diabetes mellitus with renal complications

C10E000

Type I diabetes mellitus with renal complications

C10E011

Insulin-dependent diabetes mellitus with renal complications

C10E012

Type 1 diabetes mellitus with ophthalmic complications

C10E100

Type I diabetes mellitus with ophthalmic complications

C10E111

Insulin-dependent diabetes mellitus with ophthalmic comps

C10E112

Type 1 diabetes mellitus with neurological complications

C10E200

Insulin-dependent diabetes mellitus with neurological comps

C10E212

Type 1 diabetes mellitus with multiple complications

C10E300

Type I diabetes mellitus with multiple complications

C10E311

Insulin dependent diabetes mellitus with multiple complicat

C10E312

Unstable type 1 diabetes mellitus

C10E400

Unstable type I diabetes mellitus

C10E411

Unstable insulin dependent diabetes mellitus

C10E412

Type 1 diabetes mellitus with ulcer

C10E500

Type I diabetes mellitus with ulcer

C10E511

Insulin dependent diabetes mellitus with ulcer

C10E512

Type 1 diabetes mellitus with gangrene

C10E600

Type I diabetes mellitus with gangrene

C10E611

Insulin dependent diabetes mellitus with gangrene

C10E612

Type 1 diabetes mellitus with retinopathy

C10E700

Type I diabetes mellitus with retinopathy

C10E711

Insulin dependent diabetes mellitus with retinopathy

C10E712

Type 1 diabetes mellitus - poor control

C10E800

Type I diabetes mellitus - poor control

C10E811

Insulin dependent diabetes mellitus - poor control

C10E812

Type 1 diabetes mellitus maturity onset

C10E900

Type I diabetes mellitus maturity onset

C10E911

Insulin dependent diabetes maturity onset

C10E912

Type 1 diabetes mellitus without complication

C10EA00

Type I diabetes mellitus without complication

C10EA11

Insulin-dependent diabetes without complication

C10EA12

Type 1 diabetes mellitus with mononeuropathy

C10EB00

Type 1 diabetes mellitus with polyneuropathy

C10EC00
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Type I diabetes mellitus with polyneuropathy

C10EC11

Insulin dependent diabetes mellitus with polyneuropathy

C10EC12

Type 1 diabetes mellitus with nephropathy

C10ED00

Insulin dependent diabetes mellitus with nephropathy

C10ED12

Type 1 diabetes mellitus with hypoglycaemic coma

C10EE00

Insulin dependent diabetes mellitus with hypoglycaemic coma

C10EE12

Type 1 diabetes mellitus with diabetic cataract

C10EF00

Insulin dependent diabetes mellitus with diabetic cataract

C10EF12

Type 1 diabetes mellitus with peripheral angiopathy

C10EG00

Type 1 diabetes mellitus with arthropathy

C10EH00

Type 1 diabetes mellitus with neuropathic arthropathy

C10EJ00

Type 1 diabetes mellitus with persistent proteinuria

C10EK00

Type 1 diabetes mellitus with persistent microalbuminuria

C10EL00

Type I diabetes mellitus with persistent microalbuminuria

C10EL11

Type 1 diabetes mellitus with ketoacidosis

C10EM00

Type I diabetes mellitus with ketoacidosis

C10EM11

Type 1 diabetes mellitus with ketoacidotic coma

C10EN00

Type I diabetes mellitus with ketoacidotic coma

C10EN11

Type 1 diabetes mellitus with exudative maculopathy

C10EP00

Type I diabetes mellitus with exudative maculopathy

C10EP11

Type 1 diabetes mellitus with gastroparesis

C10EQ00

Type I diabetes mellitus with gastroparesis

C10EQ11

Latent autoimmune diabetes mellitus in adult

C10ER00

Type 2 diabetes mellitus

C10F.00

Type II diabetes mellitus

C10F.11

Type 2 diabetes mellitus with renal complications

C10F000

Type II diabetes mellitus with renal complications

C10F011

Type 2 diabetes mellitus with ophthalmic complications

C10F100

Type II diabetes mellitus with ophthalmic complications

C10F111

Type 2 diabetes mellitus with neurological complications

C10F200

Type II diabetes mellitus with neurological complications

C10F211

Type 2 diabetes mellitus with multiple complications

C10F300

Type II diabetes mellitus with multiple complications

C10F311

Type 2 diabetes mellitus with ulcer

C10F400

Type II diabetes mellitus with ulcer

C10F411

Type 2 diabetes mellitus with gangrene

C10F500

Type II diabetes mellitus with gangrene

C10F511

Type 2 diabetes mellitus with retinopathy

C10F600

Type II diabetes mellitus with retinopathy

C10F611

Type 2 diabetes mellitus - poor control

C10F700

Type II diabetes mellitus - poor control

C10F711

Type 2 diabetes mellitus without complication

C10F900

Type II diabetes mellitus without complication

C10F911

Type 2 diabetes mellitus with mononeuropathy

C10FA00

Type II diabetes mellitus with mononeuropathy

C10FA11

Type 2 diabetes mellitus with polyneuropathy

C10FB00

Journal of Pharmacy Management • Volume 35 • Issue 3 • July 2019

www.pharman.co.uk
SPONSORED ARTICLE
Type II diabetes mellitus with polyneuropathy

C10FB11

Type 2 diabetes mellitus with nephropathy

C10FC00

Type II diabetes mellitus with nephropathy

C10FC11

Type 2 diabetes mellitus with hypoglycaemic coma

C10FD00

Type II diabetes mellitus with hypoglycaemic coma

C10FD11

Type 2 diabetes mellitus with diabetic cataract

C10FE00

Type II diabetes mellitus with diabetic cataract

C10FE11

Type 2 diabetes mellitus with peripheral angiopathy

C10FF00

Type II diabetes mellitus with peripheral angiopathy

C10FF11

Type 2 diabetes mellitus with arthropathy

C10FG00

Type II diabetes mellitus with arthropathy

C10FG11

Type 2 diabetes mellitus with neuropathic arthropathy

C10FH00

Type II diabetes mellitus with neuropathic arthropathy

C10FH11

Insulin treated Type 2 diabetes mellitus

C10FJ00

Insulin treated Type II diabetes mellitus

C10FJ11

Hyperosmolar non-ketotic state in type 2 diabetes mellitus

C10FK00

Hyperosmolar non-ketotic state in type II diabetes mellitus

C10FK11

Type 2 diabetes mellitus with persistent proteinuria

C10FL00

Type II diabetes mellitus with persistent proteinuria

C10FL11

Type 2 diabetes mellitus with persistent microalbuminuria

C10FM00

Type II diabetes mellitus with persistent microalbuminuria

C10FM11

Type 2 diabetes mellitus with ketoacidosis

C10FN00

Type II diabetes mellitus with ketoacidosis

C10FN11

Type 2 diabetes mellitus with ketoacidotic coma

C10FP00

Type II diabetes mellitus with ketoacidotic coma

C10FP11

Type 2 diabetes mellitus with exudative maculopathy

C10FQ00

Type 2 diabetes mellitus with gastroparesis

C10FR00

Maternally inherited diabetes mellitus

C10FS00

Secondary pancreatic diabetes mellitus

C10G.00

Secondary pancreatic diabetes mellitus without complication

C10G000

Diabetes mellitus induced by non-steroid drugs

C10H.00

Lipoatrophic diabetes mellitus

C10M.00

Secondary diabetes mellitus

C10N.00

Secondary diabetes mellitus without complication

C10N000

Cystic fibrosis related diabetes mellitus

C10N100

Diabetes mellitus in remission

C10P.00

Type I diabetes mellitus in remission

C10P000

Type 1 diabetes mellitus in remission

C10P011

Type II diabetes mellitus in remission

C10P100

Diabetes mellitus with other specified manifestation

C10y.00

Diabetes mellitus, adult, + other specified manifestation

C10y100

Other specified diabetes mellitus with other spec comps

C10yy00

Diabetes mellitus NOS with other specified manifestation

C10yz00

Diabetes mellitus with unspecified complication

C10z.00

Diabetes mellitus, juvenile type, + unspecified complication

C10z000

Diabetes mellitus, adult onset, + unspecified complication

C10z100
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Risk Group 3

102

Other specified diabetes mellitus with unspecified comps

C10zy00

Diabetes mellitus NOS with unspecified complication

C10zz00

Steroid induced diabetes

C11y000

Pre-diabetes

C11y500

Diabetes insipidus

C135.00

Diabetes insipidus - pituitary

C135.12

Cranial diabetes insipidus

C135000

Renal diabetes

C314.11

Bronzed diabetes

C350011

[X]Diabetes mellitus

Cyu2.00

[X]Other specified diabetes mellitus

Cyu2000

[X]Unspecified diabetes mellitus with renal complications

Cyu2300

Autonomic neuropathy due to diabetes

F171100

Polyneuropathy in diabetes

F372.00

Nephrotic syndrome in diabetes mellitus

K01x100

Nephrogenic diabetes insipidus

K081.00

Erectile dysfunction due to diabetes mellitus

K27y700

[X]Glomerular disorders in diabetes mellitus

Kyu0300

Diabetes mellitus during pregnancy/childbirth/puerperium

L180.00

Diabetes mellitus - unspec whether in pregnancy/puerperium

L180000

Diabetes mellitus during pregnancy - baby delivered

L180100

Diabetes mellitus during pregnancy - baby not yet delivered

L180300

Diabetes mellitus in pueperium - baby previously delivered

L180400

Pre-existing diabetes mellitus, insulin-dependent

L180500

Pre-existing diabetes mellitus, non-insulin-dependent

L180600

Pre-existing malnutrition-related diabetes mellitus

L180700

Diabetes mellitus arising in pregnancy

L180800

Gestational diabetes mellitus

L180811

Gestational diabetes mellitus

L180900

Pre-existing diabetes mellitus, unspecified

L180X00

Diabetes mellitus in pregnancy/childbirth/puerperium NOS

L180z00

Neonatal diabetes mellitus

Q441.00

Syndrome of infant of mother with gestational diabetes

Q44B.00

Polycythaemia due to cyanotic heart disease

D410200

Heart diseases

G....13

Other acute rheumatic heart disease

G01y.00

Other acute rheumatic heart disease NOS

G01yz00

Acute rheumatic heart disease NOS

G01z.00

Chronic rheumatic heart disease

G1...00

Other specified chronic rheumatic heart disease

G1y..00

Other and unspecified rheumatic heart disease

G1yz.00

Rheumatic heart disease unspecified

G1yz000

Other rheumatic heart disease NOS

G1yzz00

Chronic rheumatic heart disease NOS

G1z..00

Arteriosclerotic heart disease

G3...11

Atherosclerotic heart disease

G3...12
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Risk Group 4

Asymptomatic coronary heart disease

G34z000

Heart disease - pulmonary

G4...11

Acute pulmonary heart disease

G40..00

Acute pulmonary heart disease NOS

G40z.00

Chronic pulmonary heart disease

G41..00

Kyphoscoliotic heart disease

G411.00

Other chronic pulmonary heart disease

G41y.00

Other chronic pulmonary heart disease NOS

G41yz00

Chronic pulmonary heart disease NOS

G41z.00

Other forms of heart disease

G5...00

Valvular heart disease

G54z500

Amyloid heart disease

G557000

Beriberi heart disease

G557100

Thyrotoxic heart disease

G557500

Sarcoid heart disease

G558300

Other specified heart disease

G5y..00

Other ill-defined heart disease

G5yy.00

Hyperkinetic heart disease

G5yy500

Other ill-defined heart disease NOS

G5yyz00

Other heart disease NOS

G5yz.00

Heart disease NOS

G5z..00

Rheumatic heart disease

GA...00

[X]Other acute rheumatic heart disease

Gyu0000

[X]Pulmon heart disease & diseases of pulmonary circulation

Gyu4.00

[X]Other forms of heart disease

Gyu5.00

Congenital heart disease in pregnancy

L185.11

Heart disease during pregnancy

L186.11

Congenital heart disease, septal and bulbar anomalies

P5...12

Congenital heart disease

P68..00

Acyanotic congenital heart disease NOS

P6z2.00

Cyanotic congenital heart disease NOS

P6z3.00

Ischaemic heart disease

G3...00

IHD - Ischaemic heart disease

G3...13

Other acute and subacute ischaemic heart disease

G31..00

Other acute and subacute ischaemic heart disease

G31y.00

Other acute and subacute ischaemic heart disease NOS

G31yz00

Other chronic ischaemic heart disease

G34..00

Other specified chronic ischaemic heart disease

G34y.00

Other specified chronic ischaemic heart disease NOS

G34yz00

Other chronic ischaemic heart disease NOS

G34z.00

Other specified ischaemic heart disease

G3y..00

Ischaemic heart disease NOS

G3z..00

[X]Ischaemic heart diseases

Gyu3.00

[X]Other forms of acute ischaemic heart disease

Gyu3200

[X]Other forms of chronic ischaemic heart disease

Gyu3300
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Risk Group 5

A340000

Herpangina

A740.00

Vincent's angina

AA1..00

Vincent's angina NOS

AA1z.00

Crescendo angina

G311.11

Unstable angina

G311.13

Angina at rest

G311.14

Unstable angina

G311100

Angina at rest

G311200

Refractory angina

G311300

Worsening angina

G311400

Angina pectoris

G33..00

Angina decubitus

G330.00

Nocturnal angina

G330000

Angina decubitus NOS

G330z00

Prinzmetal's angina

G331.00

Variant angina pectoris

G331.11

Angina pectoris NOS

G33z.00

Angina on effort

G33z300

Post infarct angina

G33z500

New onset angina

G33z600

Stable angina

G33z700

Angina pectoris NOS

G33zz00

[X]Other forms of angina pectoris

Gyu3000

Ludwig's angina

J083300

Angina bullosa haemorrhagica

J08zD00

Angina - abdominal

J421.11

Risk Group 6

Heart attack

G30..14

Risk Group 7

Pure hypercholesterolaemia

C320.00

Familial hypercholesterolaemia

C320.11

Risk Group 8

Risk Group 9

104

Streptococcal angina

Familial hypercholesterolaemia

C320000

Polygenic hypercholesterolaemia

C320600

Other specified pure hypercholesterolaemia

C320y00

Pure hypercholesterolaemia NOS

C320z00

Hypercholesterolaemia

C329.00

Atrial fibrillation and flutter

G573.00

Atrial fibrillation

G573000

Paroxysmal atrial fibrillation

G573200

Non-rheumatic atrial fibrillation

G573300

Permanent atrial fibrillation

G573400

Persistent atrial fibrillation

G573500

Atrial fibrillation and flutter NOS

G573z00

Pure hypercholesterolaemia

C320.00

Familial hypercholesterolaemia

C320.11

Familial hypercholesterolaemia

C320000

Polygenic hypercholesterolaemia

C320600
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Schizophrenia

Other specified pure hypercholesterolaemia

C320y00

Pure hypercholesterolaemia NOS

C320z00

Hypercholesterolaemia

C329.00

Schizophrenic disorders

E10..00

Simple schizophrenia

E100.00

Schizophrenia simplex

E100.11

Unspecified schizophrenia

E100000

Subchronic schizophrenia

E100100

Chronic schizophrenic

E100200

Acute exacerbation of subchronic schizophrenia

E100300

Acute exacerbation of chronic schizophrenia

E100400

Schizophrenia in remission

E100500

Simple schizophrenia NOS

E100z00

Hebephrenic schizophrenia

E101.00

Unspecified hebephrenic schizophrenia

E101000

Acute exacerbation of chronic hebephrenic schizophrenia

E101400

Hebephrenic schizophrenia in remission

E101500

Hebephrenic schizophrenia NOS

E101z00

Catatonic schizophrenia

E102.00

Unspecified catatonic schizophrenia

E102000

Subchronic catatonic schizophrenia

E102100

Acute exacerbation of chronic catatonic schizophrenia

E102400

Catatonic schizophrenia in remission

E102500

Catatonic schizophrenia NOS

E102z00

Paranoid schizophrenia

E103.00

Unspecified paranoid schizophrenia

E103000

Subchronic paranoid schizophrenia

E103100

Chronic paranoid schizophrenia

E103200

Acute exacerbation of subchronic paranoid schizophrenia

E103300

Acute exacerbation of chronic paranoid schizophrenia

E103400

Paranoid schizophrenia in remission

E103500

Paranoid schizophrenia NOS

E103z00

Acute schizophrenic episode

E104.00

Latent schizophrenia

E105.00

Unspecified latent schizophrenia

E105000

Chronic latent schizophrenia

E105200

Latent schizophrenia in remission

E105500

Latent schizophrenia NOS

E105z00

Residual schizophrenia

E106.00

Schizo-affective schizophrenia

E107.00

Cyclic schizophrenia

E107.11

Unspecified schizo-affective schizophrenia

E107000

Subchronic schizo-affective schizophrenia

E107100

Chronic schizo-affective schizophrenia

E107200

Acute exacerbation subchronic schizo-affective schizophrenia

E107300

Acute exacerbation of chronic schizo-affective schizophrenia

E107400
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Schizo-affective schizophrenia in remission

E107500

Schizo-affective schizophrenia NOS

E107z00

Other schizophrenia

E10y.00

Cenesthopathic schizophrenia

E10y.11

Atypical schizophrenia

E10y000

Coenesthopathic schizophrenia

E10y100

Other schizophrenia NOS

E10yz00

Schizophrenia NOS

E10z.00

Childhood schizophrenia NOS

E14z.11

Schizoid personality disorder

E212.00

Unspecified schizoid personality disorder

E212000

Schizotypal personality

E212200

Schizoid personality disorder NOS

E212z00

[X]Organic delusional [schizophrenia-like] disorder

Eu05200

[X]Schizophrenia-like psychosis in epilepsy

Eu05212

[X]Schizophrenia, schizotypal and delusional disorders

Eu2..00

[X]Schizophrenia

Eu20.00

[X]Paranoid schizophrenia

Eu20000

[X]Paraphrenic schizophrenia

Eu20011

[X]Hebephrenic schizophrenia

Eu20100

[X]Disorganised schizophrenia

Eu20111

[X]Catatonic schizophrenia

Eu20200

[X]Schizophrenic catalepsy

Eu20212

[X]Schizophrenic catatonia

Eu20213

[X]Schizophrenic flexibilatis cerea

Eu20214

[X]Undifferentiated schizophrenia

Eu20300

[X]Atypical schizophrenia

Eu20311

[X]Post-schizophrenic depression

Eu20400

[X]Residual schizophrenia

Eu20500

[X]Chronic undifferentiated schizophrenia

Eu20511

[X]Simple schizophrenia

Eu20600

[X]Other schizophrenia

Eu20y00

[X]Schizophreniform disord NOS

Eu20y12

[X]Schizophrenifrm psychos NOS

Eu20y13

[X]Schizophrenia, unspecified

Eu20z00

[X]Schizotypal disorder

Eu21.00

[X]Latent schizophrenic reaction

Eu21.11

[X]Borderline schizophrenia

Eu21.12

[X]Latent schizophrenia

Eu21.13

[X]Prepsychotic schizophrenia

Eu21.14

[X]Prodromal schizophrenia

Eu21.15

[X]Pseudoneurotic schizophrenia

Eu21.16

[X]Pseudopsychopathic schizophrenia

Eu21.17

[X]Schizotypal personality disorder

Eu21.18

[X]Acute polymorphic psychot disord without symp of schizoph

Eu23000

[X]Acute polymorphic psychot disord with symp of schizophren

Eu23100
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[X]Cycloid psychosis with symptoms of schizophrenia

Eu23112

[X]Acute schizophrenia-like psychotic disorder

Eu23200

[X]Brief schizophreniform disorder

Eu23211

[X]Brief schizophrenifrm psych

Eu23212

[X]Schizophrenic reaction

Eu23214

[X]Schizoaffective disorders

Eu25.00

[X]Schizoaffective disorder, manic type

Eu25000

[X]Schizoaffective psychosis, manic type

Eu25011

[X]Schizophreniform psychosis, manic type

Eu25012

[X]Schizoaffective disorder, depressive type

Eu25100

[X]Schizoaffective psychosis, depressive type

Eu25111

[X]Schizophreniform psychosis, depressive type

Eu25112

[X]Schizoaffective disorder, mixed type

Eu25200

[X]Cyclic schizophrenia

Eu25211

[X]Mixed schizophrenic and affective psychosis

Eu25212

[X]Other schizoaffective disorders

Eu25y00

[X]Schizoaffective disorder, unspecified

Eu25z00

[X]Schizoaffective psychosis NOS

Eu25z11

[X]Schizoid personality disorder

Eu60100

[X]Schizoid disorder of childhood

Eu84512
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Codes for number of cardiometabolic conditions analysis
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Code Source

Codes

Code definition

Use

ICD-10

E66

Obesity

ICD-10

E10

Insulin-dependent diabetes mellitus

ICD-10

E11

Non-insulin-dependent diabetes mellitus

ICD-10

E12

Malnutrition-related diabetes mellitus

ICD-10

E14

Unspecified diabetes mellitus

ICD-10

I10

Essential (primary) hypertension

ICD-10

I11

Hypertensive heart disease

ICD-10

I12

Hypertensive renal disease

ICD-10

I13

Hypertensive heart and renal disease

ICD-10

E780

Pure hypercholesterolaemia

ICD-10

F20

Schizophrenia

ICD-10

F203

Undifferentiated schizophrenia

ICD-10

F206

Simple schizophrenia

ICD-10

F208

Other schizophrenia

ICD-10

F209

Schizophrenia, unspecified

ICD-10

F232

Acute schizophrenia-like psychotic disorder

ICD-10

F*

Mental and Behavioural Disorders

NHS Digital HES Data
Dictionary: Outpatient

320

Endocrinology

NHS Digital HES Data
Dictionary: Outpatient

302

Cardiology

NHS Digital HES Data
Dictionary: Outpatient

7*

Mental Health Specialties

Exclude Mental Health Outpatient Activity

NHS Digital HES Data
Dictionary: A&E

30

Diabetes and other endocrinological
conditions

Define A&E Diagnosis Group

Define Cardiometabolic condition

Define the diagnosis of Schizophrenia

Exclude Mental Health Inpatient Activity

Define the Outpatient Specialty
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Diary Dates with Pharmacy Management in 2020

JoMO-UKCPA Respiratory Workshop
Date:

Venue:

March 2020
Birmingham

PM Celtic Conference
Date:

Venue:

26 March 2020
Cardiff

JoMO-UKCPA Diabetes Workshop
Date:

Venue:

May 2020
London

JoMO-UKCPA Medicines Optimisation of
Long Term Conditions and Geriatric Care
Date:

Venue:

June 2020
London

Pharmacy Management National Forum for Scotland
Date:

Venue:

August 2020
Edinburgh

JoMO-UKCPA Cardiovascular Workshop
Date:

Venue:

October 2020
London

Pharmacy Together Conference
Date:

Venue:

November 2020
London

Pharmacy Management National Forum for Wales
Date:

Venue:

Q4 2020
Cardiff

Pharmacy Management National Forum for Northern Ireland
Date:

Venue:

Q4 2020
Belfast

For further information, please contact Jo Griffiths (Head of Business Operations
and Sales) at jgriffiths@pmmarketaccess.com or Alex Jackson (Account Manager)
at alex.jackson@pharman.co.uk

FACE2FACE
Psychiatric Liaison Team Pharmacist
Steve Storey, Advanced Pharmacist Practitioner, Northumberland, Tyne and Wear NHS Foundation Trust.
Correspondence to: steven.storey@ntw.nhs.uk

Steve Storey

Question:
What is your job title?

Answer:
Advanced Pharmacist Practitioner but this
includes my role as a Psychiatric Liaison
Team Pharmacist.
What are your main
responsibilities/duties?
Psychiatry Liaison Teams (PLTs) exist within
general hospitals to provide a service to
iStock.com/hairyigit

individuals who may become psychiatrically
unwell during admission or may have preexisting issues that require assessment or

operational responsibilities, I’m still very

worthwhile, a business case was agreed

intervention. My role within the PLT is to

much part of the pharmacy structure and

by local commissioners to establish the

offer advice on medication-based issues

have no ‘manager’ within PLT as such.

twice-weekly post as a permanent fixture.

such as initiation, switching or ceasing

However, it would be fair to assume that

psychotropic medications and to liaise with

in my guise as a PLT pharmacist I report to

the inpatient team. I’m also in place to

the team manager, as would be expected

counsel individuals and provide advice on

of anyone else.

appropriate monitoring (both physical and
mental) where needed. In a nutshell, I’m

How was/is the post funded? Is the

there to relieve the psychiatrists of relevant

post funded on a non-recurring or

duties, which allows them to focus on

recurring basis?

other appropriate areas, and to improve

The post was initially set up as a pilot in

resources available to PLT nursing staff.
To whom do you report and where
does the post fit in the management

The pilot originally started in August 2016.
Are you the first post holder? If not,
how long have you been in post?
The pilot was originally set up by a senior

order to gauge the benefit of having a
pharmacist available directly within the
PLT. This involved me being released from
other duties two days per week to attend

structure?

the service. As the benefits became

In terms of line management and

apparent

and

When was the post first established?

integration

colleague with a view to introducing a
pharmacist with a background experience
of working in physical as well as mental
health services. I took over the reins in
October 2016.

proved

“My role within the PLT is to offer advice on medication-based
issues such as initiation, switching or ceasing psychotropic
medications and to liaise with the inpatient team.”
110
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There is a need to identify how a pharmacist’s skills and knowledge can best augment
a well-established and highly functioning team.
What were the main drivers for the

do with a pharmacist’? It took time to

patients have benefited from decisions

establishment of the post and how

figure out the areas in which I could most

stemming directly from the pharmacist,

effectively relieve the workload of others,

are achievements in themselves.

did it come about?
A psychiatrist within the team had
previous experience of working closely
with a pharmacist in London and was
very keen to replicate the benefits

with the eventual recognition of abilities
and limitations borne from many hours

What are the main

spent within the team.

challenges/priorities for future

Another significant challenge was

elsewhere. This recognition of service

getting to know so many different people

enhancement via the utilisation of

and remembering names (which, I’d love

pharmacist skills led to the initial pilot

to say, I’m now better at; however, this

and, following the successful trial of the

would be a little white lie).

in establishing/developing the post

achievements/successes of the post?
Clearly

there

are

quantitative

and

qualitative metrics that can be employed

Establishing a relatively novel post

to measure outcomes and subsequent

invariably presents many challenges, and

benefits to services in terms of patient

no less with this niche area. Challenges

safety. From a personal point of view

initially encountered include the fact that

however, success can be measured by the

role of a pharmacist within an already

acceptance and recognition of the role by

highly-functioning, dynamic team of

peers

professionals was almost a mystery to

experienced in liaison services. The

and

colleagues

far

more

some - including myself; the main

appreciation and utilisation of the post,

question was clearly ‘what exactly do we

alongside the knowledge that many
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involve a pharmacist within other liaison
services is an obvious next step. The most
although liaison services essentially all

What have been the main

to its current level?

Expansion of the post to embed and

prominent challenge is the fact that,

role, the post became substantive.
What have been the main difficulties

development within the post which
you currently face?

work

towards

the

same

purpose,

individual teams differ in working
patterns and practices so a ‘one size fits
all’ ethos is not necessarily workable for
transplantation of the role into other
Trusts. There’s a good possibility that
where the blueprint for a successful role
is

transplanted

elsewhere,

major

adaptation will still be required to achieve
a similar level of success.

111

What are the key competencies

How does the post fit with general

What messages would you give to

required to do the post and what

career development opportunities

others who might be establishing/

options are available for training?

within the profession?

developing a similar post?

Aside from the obvious competencies

The post in general is a development

Establishing a post in liaison is particularly

that are essential for pharmacists in order

opportunity in itself. It presents the

tricky because it isn’t necessarily an

to function in our working lives, the PLT

individual with endless possibilities to

obvious fit. It takes time and patience

pharmacist requires a wide range of

enhance their own knowledge and

(and often some opportunistic luck) to

experience in both psychiatry and general

experience in every area of medical

build the relationships and trust required

health. Considering that people aren’t

management imaginable, whilst honing

before people realise what a pharmacist

admitted to general hospitals when they

interpersonal skills through constant

can offer to a service like PLT. Though it

are fit and well, an extensive medical

interaction on many levels.

might take a while, once the pace picks

knowledge is imperative. My own
background includes duties undertaken
in emergency care, surgery, obstetrics and
gynaecology and just about every other
area of general medicine I can think of;
this helps vastly in view of the fact that
PLT focuses mainly from the psychiatric
viewpoint and cases often require
someone with a varied experience.
The pharmacist also needs to be a
flexible, decisive and pragmatic individual;
without the ability or confidence to
make appropriate decisions and form
treatment plans in potentially tricky
circumstances the objective is lost. Good
communication skills and a thick skin are
a must; anyone who has worked in a
hospital will understand the colourful
range of personalities encountered
(both professional and patient) and the
challenges that go hand-in-hand. Finally,
a strong constitution is desirable given
the potentially unpleasant experiences
the hospitalised human body has to
offer!

The demonstration of adaptability and
the development and application of such
a comprehensive skill mix are desirable
qualities

when

considering

career

progression in any area of pharmacy.

up it can be a gruelling and demanding
but ultimately highly rewarding position.
Do you have any Declarations of
Interest to make and, if so, what are
they?

How do you think the post might be
developed in the future?
At present there is no prescribing involved

Personal

fee

offered

by

Pharmacy

Management as a contribution for
writing the Face2Face.

as such. When recommendations are
made, they are discussed with the medical
team and the medication is initiated by
the

inpatient

professionals,

which

promotes the liaison aspect and enhances
inter-professional communication. There
is scope for an independent prescriber to
reduce

medical

involvement

by

implementing the changes proactively
whilst maintaining clinical conversation,
thereby affording the medical team more
time to focus on other areas. An
involvement in outpatient clinics where
there is a focus on medication is also a
potential avenue for enhancement of
patient safety within the competence of a
pharmacist.

“There is scope for an independent prescriber to reduce
medical involvement by implementing the changes
proactively whilst maintaining clinical conversation, thereby
affording the medical team more time to focus on other areas.”
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MANAGEMENT CONUNDRUM
The Workforce Challenge:
will pharmacy get it sorted?
“We need to be joined at the hip on this one,” said Janet
Donitt, Chief Pharmacist at Metropolis NHS Trust.
“You’re right on that,” responded Carey Whitecoat,

the impact on that sector. Mr Silver, who represents
Community Pharmacy locally, was most anxious and
perturbed at last night’s meeting.”

Head of Medicines Services at Riverside Primary Care

Janet looked thoughtful. “I get that but here must be a

Organisation. “If we don’t get our act together and

way to look on things positively here. We need a plan!

develop a joint, strategic approach then it will not be

What should we do to ensure that the challenge is faced

good for the pharmacy profession. It could pull the

and if we are sat here in five years’ time we can look

various sectors apart.”

back at a job well done. Capacity, skill mix, training are

“Yes,” said Janet. “There are a lot of new pharmacy jobs
being created in GP practices at the same time as a

just a few issues that need to be sorted.”
“That sounds like a massive task,“ said Carey, “ but I’m

national move towards 7 day working in hospitals. Both

up for the challenge! The thing is that we are only two

these issues put pressure onto our workforce.”

and there are many players involved. Where do we go

“Just imagine if you were a Community Pharmacist,”

from here?”

mused Carey. “What would you be thinking it terms of

Can you answer Carey’s question for her? What are your thoughts
on how Janet and Carey should take this forward?

Commentaries
Graham Brack,
Head of
Communications and
Integration, Pharmacy
Management.
Correspondence to:
graham.brack@pharman.co.uk
It is undoubtedly true that the workforce
problem is not one that Carey and Janet
can solve by themselves, but there are steps
that they can take. Their analysis should
also reveal a series of imperatives that they
can lobby others to pursue for them.
First, we must acknowledge that
pharmacy is a very mobile profession. It is
the reason some of us chose it. I have
myself worked in hospital, industry,
academia, community, a GP practice and

unusual in that. At any given time one of

The essential first step is a census of

these will have been more attractive than

what they already have. This may seem

others; for much of my career community

straightforward but I would offer two

pharmacy has offered better pay, if not

caveats. First, it is worthwhile checking

always better conditions.

the immediate ambitions of existing staff.

Any forward planning requires us to
answer a string of interdependent
questions.

It is common in times of great change for
this to spur the thought in everyone’s
mind that it may be time for a change for
them too. Carey and Janet would not be

• Where are we now?

the first chiefs to find that the person

• Where do we need to be at the

they thought was a permanent fixture

end of the plan?
• How do we get from start to
finish?
• How much of that can we achieve
ourselves?
• What environmental changes
would help us to achieve our aim?

as an NHS commissioner. I am not
Journal of Pharmacy Management • Volume 35 • Issue 3 • July 2019

has decided to leave. This census will
also allow a check that all personal
development has been properly recorded.
There are plenty of examples of staff
having undertaken a qualification in their
own time without this having been noted
officially.
Now to the tricky part. What will they
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People need to be freed to do what they do best.
need going forward? Peer support is vital

more if they were given the chance. In

here. It is unlikely that Janet will be able

short, it is assuming that pharmacists will

to sense-check Carey’s analysis or vice

always do what they currently do and

versa. Each should link with nearby

that technicians will go on doing what

colleagues

they do. That would be a great shame.

to

share

and

compare

methods and results.
This

analysis

This is a chance to check with peers
will

need

some

assumptions. For example, what exactly
does ‘seven day working’ mean? Is that
in all departments or only clinical ones?
Does it imply 24/7 cover on a normal
day with on-call? Workforce needs
cannot be calculated until these matters
are

decided;

so,

for

each

future

development, questions like these must
be faced.

about innovative roles of staff and to
then implement changes that free people
to do what they are best at, in line with a
simple principle:

things that only they can do.
In some cases there are barriers to
application of this rule. Technicians in
hospitals can do some things that they
cannot do in community practice, to take
one example, but if we identify where
these barriers could be removed we could
exert pressure and reasoned argument to
make that happen.
Janet and Carey cannot solve the

Pharmacists should only

workforce challenge. But with all the

do what only

Janets and all the Careys working

pharmacists can do.

together, our profession has a chance of
doing so.

When staff numbers are low it is
especially important that their efforts are

However, this analysis will only show

directed in the most efficient way. You

what is needed if nothing else changes. It

don’t want clinical pharmacists checking

foregoes the opportunity to enrich the

off deliveries, for example, not because

working lives of colleagues who could do

they’re too proud, but because they have

“This is a chance to check with peers about innovative roles
of staff and to then implement changes that free
people to do what they are best at . . .”
114
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Dr Ruth Miller,

change is something human beings do

aware about what pharmacists do, their

Medicines Optimisation

not easily welcome; a change in culture,

clinical abilities and their role in keeping

Project lead,

approach, organisational policy and

them safe when taking medicines, whilst

Department of Health,

systems. Change brings a change in role

also ensuring their treatment has been

Northern Ireland

and a change in responsibilities. Change

optimised. We should be proud of our

Correspondence to:

is inevitable and necessary; buy-in for that

profession, promote it and ensure the

change at the earliest stages of planning

public

ruth.miller@health-ni.gov.uk
It certainly is a massive task - and a

is essential.

know

the

immense

clinical

foundation and knowledge pharmacists
have. This will encourage more people to

challenge! The pharmacy landscape has

In order to embed change, graduates

changed immeasurably and quickly

enter the profession; another challenge

coming fresh into the profession need to

we face with a decline in university

understand and appreciate the evolving

applications.

across the UK and the same challenges
are being faced where I am based in
Northern Ireland.
My recommended approach is to
initially engage with the entire profession
so as to establish the challenges and then
look to see how the profession can work
collectively to develop a foundational
plan - one that will, realistically indeed,
take at least five years to implement.

landscape within which they will be
employed.

Pharmacy

now

actually

I believe the integration of pharmacy

presents many exciting opportunities

services is the desired direction of travel

with new and innovative roles created in

underpinned by a professional shared

the hospital sector, the opportunity to

vision and achievable goals. This will

directly contribute and alleviate the

encourage pharmacy ‘buy in’ and enable

pressures within GP practices and the

commissioning of ‘lean’ services which

need to fully utilise the frontline skills of

both fully utilise cross-sectoral skills and

community pharmacists.

also prevent duplication of effort; this will
support best use of the available

Remember the wise words of Albert

Pharmacy really should promote more

Einstein: ‘If you always do what you’ve

aggressively these multiple opportunities

always done, you will always get what

to young people ready to choose their

Pharmacists from all sectors therefore

you always got’. This plan addressing

career via schools and colleges. It is also

need to learn together to gain an

workforce pressures requires change and

essential that the public become fully

understanding of each other’s daily
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activities and roles; this will require a

As well as learning together, however,

sector has on the others. What can be

review of postgraduate education and

can we also work together - particularly

commissioned and what is necessitating

the identification of where cross-sectoral

when developing and designing new

goodwill? Anger and fear must be

education can be delivered.

services and new patient care pathways?

removed and replaced with mutual

We need to consider, together, impact

understanding and respect.

that the provision of a new service in one

“It is also essential that the public become fully aware about
what pharmacists do, their clinical abilities and their role
in keeping them safe when taking medicines, whilst
also ensuring their treatment has been optimised.”
Declaration of interests
l The Commentators, who are members of the Editorial Board for Pharmacy Management, have been offered a personal payment
to write the commentary.
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LEADERSHIP
The Upside to Conflict
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.

There will be many times in your

ways of working and a different way of

professional and personal lives when

looking at things. It will also help you to

conflict raises its ugly head. When you

develop

have a busy life, it’s tempting to bury your

leadership skills.

head in the sand and hope the conflict
will all go away. Sometimes, having a
different perspective on the situation
can help.
Conflict is sometimes stressful, but it
is not always possible or desirable to
avoid it. Whether or not you agree with
those you are in conflict with, engaging
in conflict will allow you the opportunity
to see different perspectives - if you
remain open to listening to others.
Though you don't have to agree with

your

communication

and

Here are some personal tips for you
when handling conflict:

Slow down
Dr David Eagleman, a neuroscientist,
writes in his book, ‘The Brain: The Story
of You’, that victims of accidents report
that ‘time slowed down’, but of course
we know that can’t happen.1 This is also

• Remain calm and speak softly and

reported by military personnel in conflict

slowly – when you talk fast you

situations. What actually happens in real

take lots of short breaths, which

life is that your speed of decision making

can lead to you feeling panic and

increases, because it has to. Paramedics

stress and make it difficult to stay

and emergency teams rehearse how to

calm.

improve their responses under pressure

• Stay in a safe place and remove
yourself from the interaction if
necessary.

everything that is said, if you want to

• Time takes on a false perspective

benefit from conflict you must keep an

in a conflict situation – it seems to

open mind and be willing to hear what

slow down.

others have to say.
Although you may be concerned
about conflict, it does have an upside.
Conflict can generate new ideas, new

by undertaking emergency exercises. This
helps to train the brain to react swiftly
and appropriately when a pressured
situation arises.
So, under pressure when facing
conflict, force yourself to slow down. You
won’t actually be slowing down much at
all, but you will be giving your brain a
little room to process facts.
Regardless of time pressures, always

“. . . engaging in conflict will allow you the opportunity
to see different perspectives . . .”
Journal of Pharmacy Management • Volume 35 • Issue 2 • April 2019
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Body language is important.
listen attentively and collect the most

offence due to that misunderstanding.

• Listen.

critical information before moving into

Sometimes, it is not so much what has

decision-making mode. This will help you

been said as the way in which it was said.

• Clarify.

remain clear-headed as you sift through
the facts and determine what is really
going on. Many mistakes are made by
leaders who assume they already know
what is happening (‘Here we go again!’)
and, therefore, do not perceive what is
really going on around them. Don’t fall
into that trap!

The importance of
communication in conflict
“I know you think you understand
what you thought I said, but I’m not
sure you realize that what you heard
is not what I meant.”

is that has caused us to feel offended.
Was it the words or the tone and body
language that went with the words as
they were delivered? Just as importantly,
what did the other person (or persons)
hear and see when we were speaking?
When you are under pressure, what
can you do? THINK clearly!

How to THINK clearly
under pressure
When you’re not sure how you are going

Commonly attributed to Alan Greenspan,

to respond, give yourself some time. This

an American economist.

will allow you to clarify the pros and cons,

This quote is typical of one of the most

Although the facts sometimes appear

common causes of conflict in the
workplace. It is too easy to misinterpret
what someone has said to us and take
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When we find ourselves in conflict
with someone we should consider what it

check facts and consider the implications.
incontrovertible, there is always another

• Pause.
• Acknowledge.
• Say “I need time.”
• Specify when and how you will
respond.
Because

we

live

and

work

in

a

professional environment, before you
speak, THINK:

T:
H:
I:
N:
K:

is it true?
is it helpful?
is it inspiring?
is it necessary?
is it kind?

How to avoid conflict
when you’re saying ‘No’
There may come a point in your

side to the story to consider. So, under

interactions when you need to say to say

pressure:

‘No’ and you are concerned about the
Journal of Pharmacy Management • Volume 35 • Issue 3 • July 2019
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outcomes. How will the other person

• Resentment.

react? Will it lead to further conflict? Will

• We will not do a good job that we

it help to manage expectations and

have

said

2) Be very clear and give a reason
‘Yes’

to

(perhaps

develop new approaches?

because we don’t want to do it or

In a professional or personal environment

have not got the time).

it can be difficult to say ‘No’. The reasons

• This will affect the quality of other
work.

for not saying ‘No’ include:
• we don’t want to be/appear
uncaring
• we don’t want to be/appear selfish
• we don’t want to be/appear rude
• we don’t want to hurt someone’s
feelings
• we

are

afraid

they

will

be

aggressive or take some action we
dislike

Saying ‘No’ with style
and grace

and to say ‘No’ is wrong.
If you say ‘Yes’ when the correct
answer is ‘No’, then the outcome

because you don’t fancy doing
something. This kind of situation
perhaps applies most when you
are talking to your boss. Once
again, be clear:
“Jay, I can’t do that because I don’t
have time to do it properly.”
3) Say ‘No’ with understanding and

Saying ‘No’ can be done in a number of

an explanation.

ways that are assertive and not at all

“I can see why you …”

aggressive. You could say ‘no’ in these

“Clearly you need …”

three ways:
1) Extract yourself clearly from the
situation:

• we feel we want good patient care

why you are saying no. The reason
must be real and not merely

“No, I don’t want to come out
with you tonight.”
“No, I can’t do that for you by
tomorrow.”

depending on the situation will be any/all
of the following:

“I’m complimented that you have
asked me.”
There is always a reason why we have
to say ‘No’. At this stage we explain the
reason e.g. “The situation is …” Do not
start with “But” or “However” as the
other person will know the answer is
“No” and may stop listening before you
explain.

“Saying ‘No’ can be done in a number of ways
that are assertive and not at all aggressive.”
Journal of Pharmacy Management • Volume 35 • Issue 3 • July 2019
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Remember that ‘company policy’ or
‘rules’ are not good reasons without
further clarification. Rules and policies are
created for good reasons, so give the
underlying reasons. If you don’t know –
find out. It could be illuminating.
From one human to another, we call
on them to understand our position.

“I think you can see the position

Some people appear to have no

I’m in.”

trouble saying ‘No’ at all, but most of us

“I’m not able to help you - this time.”

feel anxious. It is a valuable professional,

As with all new habits and skills,
practice makes perfect. Start with
something small and non-critical, like

leadership skill to develop and it provides
clarity and direction. So, start with
something small. Remember:

saying ‘No’ to someone who wants to
move ahead of you in a queue.

“So, you can see the difficulty your
request gives me.”

What is the value of your ‘Yes’ if you never say ‘No’?

“Some people appear to have no trouble saying ‘No’ at all,
but most of us feel anxious. It is a valuable professional,
leadership skill to develop and it provides clarity and direction.”
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