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Editorial
You would think that it would be imperative for doctors to be
able to readily access the latest information regarding
medicines, particularly when about two dozen new drugs are
added to the British National Formulary (BNF) each year. A
survey of 25 doctors has found, however, that this is not always
the case. This is a real concern given the complexities and risk
inherent in much of today’s medications. The study provides a
timely prompt to pharmacists, whether in primary or secondary
care, to review and check to ensure that all prescribers have
access to the latest hard copy version of the BNF or can readily
access the information on-line.
Pharmacists have an important and widely accepted role in
ensuring that patients are provided with medication appropriate
to their needs and that they are informed and can understand
how it should be taken. However, an article in this edition
reminds us that there are others in the system who have a part

to play but they may not be fully engaged in the process. The
development of a medication safety reminder guide for use by
ward nurses at the time of discharge is reported as a way to
further improve the process. The concept of helping nurses to
engage in the process is a sound one and merits wide review in
hospitals generally.
Hospital pharmacists have seen a significant development in
their role and many are now prescribers and who provide
specialist patient-facing services – but how do patients react to
this change? This has been explored through a patient
satisfaction survey to patients who attended a pharmacist-led
heart failure clinic. Patients generally rated the clinical
consultations they experienced most favourably and were very
receptive to a pharmacist non-medical prescriber. The process
described will be helpful to those who wish to access patient
satisfaction with services locally.

When I was a young Pharmacist!
It is sometimes easy to take things for granted and ignore the changes that have come about through the innovative, enthusiastic
and pioneering actions of others. It was therefore good to have come across a short video that brought home some of those
developments – but did it with great humour! I thoroughly enjoyed it and, with the permission of the makers, am most pleased
to make it available here for your enlightenment and amusement.
The inspiration for the video was the pre-Monty Python ‘Four Yorkshiremen’ sketch that may be familiar to some. Have a look
at what Alistair Gray, Clinical Services Lead Pharmacist, and colleagues at East Lancashire Hospitals NHS Trust have produced
but, as they have requested, please bear in mind that it was a ‘home movie with lots of film making blunders’. You can judge
that for yourself – but well done to the film team!
http://bit.ly/DedicatedWardPharmacy_ItWerentLikeThatInMyDay
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Developments in Practice
Accessing the Latest Medicines Information
and Minimising Error
Dr Anne Aboaja, Consultant Forensic Psychiatrist1 and Honorary Senior Clinical
Lecturer;2 Fiona Mack, Clinical Pharmacist;3 Eduardo Ensaldo-Currasco, PhD
Researcher in Patient Safety2 and Dr Alexandra Stirzaker, Core Medical Trainee
Year 2 Doctor.4
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2 Centre for Population Health Sciences, Usher Institute, College of Medicine and
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Abstract
Title
Accessing the Latest Medicines Information and Minimising Error
Author list
Aboaja A, Mack F, Ensaldo-Carrasco E, Stirzaker A.
Introduction
Healthcare staff involved in prescribing and dispensing need to access the latest medicines information to avoid making errors. This
information is available in paper and electronic formats. Little is known about the accessibility of the different forms of medicines
information. This study aims to determine the accessibility of the latest medicines information obtained from the British National
Formulary (BNF), in paper or electronic format, in a mental health service.
Method
Seventy-six clinical areas were surveyed for ready accessibility to paper and electronic BNF formats. In a separate cross-sectional
survey, 25 doctors provided quantitative and qualitative data on access to the latest BNF medicines information.
Results
The latest BNF medicines information was readily accessible in two-thirds (n=51; 67%) of clinical areas. Limited availability of up-todate BNF editions and of technology are barriers to accessing the latest BNF medicines information and increase the potential risk
of doctors making prescribing errors.
Discussion
The latest BNF medicines information available is not always readily accessible. This is a serious concern for patient safety and
warrants an immediate response from doctors, non-medical prescribers, pharmacists and health managers, as well as a review of
the national provision of the BNF.
Conclusion
There is great value in promoting a system and culture that supports health workers in readily accessing only the latest medicines
information to minimise error and improve patient safety.
Keywords: patient safety, prescribing, mixed methods, mental health, BNF.
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Introduction

Method

Prescribing errors in healthcare

Ethics and approval

Historically, errors in medicine have been managed using a
person-centred approach which has concentrated on the errors
made by individuals to whom interventions and
countermeasures would then be targeted.1 In recent times there
has been a shift towards a systems approach on the basis that
‘though we cannot change the human conditions, we can
change the conditions under which humans work’.2 With this
approach, error management is not directed towards
individuals per se, but towards the system, especially the
precise point in a system at which an error first occurs and
leads to suboptimal care. Mann et al3 suggested that the root
causes of identified errors should be identified. Medication
errors are an important cause of adverse events in healthcare
and the causes of such errors have been studied worldwide.4,5
On the basis of modern error management concepts, this study
targets both an early stage in the prescribing process and an
under-reported cause of medication errors, namely the
accessibility of the latest medicines information.

The study proposal was reviewed by the NHS Lothian Research
and Development department and approved by the NHS
Lothian Quality Improvement Team.

Accessing the latest medicines information to
optimise prescribing
Whilst it is essential that prescribers remain up-to-date with
changes in psychopharmacology through Continuing
Professional Development and Learning in order to reduce
prescribing errors and threats to patient safety, it is also
important that they have ready access to the latest medicines
information. Among hospital doctors an important source of
medicines information for adults in the UK is the British National
Formulary (BNF),6,7 which is published by the Royal
Pharmaceutical Society (Pharmaceutical Press) and the British
Medical Association (BMJ Group). Approximately 24 new drugs
are added to the BNF each year.8 Paper editions are updated
and published biannually and, until recently, were circulated free
of charge to eligible doctors and other health professionals.
However, in 2015, a UK government decision meant that
doctors now receive the updated paper edition only once a
year. The BNF is also available in standard online and mobile
application formats, which are regularly updated and contain
the most up-to-date information.

The problem of accessing the latest medicines
information
Doctors do not always have immediate access to the paper
BNF and this can contribute to prescribing errors.9 Little is
known about whether the paper BNF, when readily accessible,
provides the latest medicines information. There is also a lack of
information about the ready accessibility of electronic formats of
the BNF as alternative means of accessing the latest medicines
information when doctors do not have immediate access to the
paper BNF. For these reasons, the concern that the latest
medicines information may not be readily accessible to doctors
is plausible and was explored by conducting the present study.
The study reported, which formed part of a clinical audit cycle,
aims to measure and explain the accessibility of the latest
medicines information obtained from the British National
Formulary (BNF).
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Data collection
A cross-sectional, mixed-methods study was conducted in two
parallel and independent parts by different team members. At
the time of the study, the most recently published BNF was the
70th edition (September 2015 - March 2016).
The first part of the study measured the accessibility of the
latest BNF medicines information in key clinical areas. During a
two-week period, a team of pharmacists visited the inpatient,
outpatient and community clinical sites in the study mental
health service and identified clinical areas where doctors
working would usually prescribe medication. A consulting room
was counted as one discrete clinical area. Using a purposedesigned data collection form, the pharmacists recorded data
on the availability of the BNF medicines information in paper
and online formats in each clinical area.
The second part of the study surveyed doctors regarding
access to the latest BNF medicines information. A list was
obtained of all 62 doctors of any grade working in the local
mental health service, which covers a population of 0.5 million.
In order to avoid bias, the names of doctors in the project team
were excluded. Doctors were invited to participate in the study
and advised of participant anonymity and the voluntary nature
of participation. A 10-item survey was designed to collect
quantitative and qualitative data from individual doctors about
access to various formats of the BNF and reasons for not
always accessing the latest BNF medicines. The last item of the
survey required doctors to provide answers to three dosage
questions using the edition of the paper BNF closest to them at
the time of survey completion. The questions were selected to
reflect revised dosage changes in recent editions of the BNF in
the last two years.

Data analysis
In analysing the data from the last item of the doctors’ survey,
the dosage provided by each respondent was compared with
the dosage stated in the latest (70th) edition of the BNF. The
result of prescribing according to dosage given by each
respondent’s was grouped into four categories: ‘correct
prescribing’ if the respondent’s dosage was identical to 70th
edition dosage; ‘underprescibing’ if the respondent’s dosage
was lower than the 70th edition dosage; ‘overprescribing’ if the
respondent’s dosage was higher than the 70th edition dosage:
and ‘not applicable’ if the respondent had not written the
dosage. According to these categories the potential impact on
patient safety was determined as follows: correct prescribing
would potentially maintain patient safety; underprescribing
would potentially lead to undertreatment of the patient’s
condition; overprescribing would potentially lead to
overtreatment and risk associated with high dosage. All
quantitative data from the study were analysed using
descriptive statistics. Qualitative data from the doctors’ survey
were analysed thematically and then placed within the Yorkshire
Contributory Factors Framework, a model developed by the
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Humber Academic Health Science Network (AHSN)
Improvement Academy for the identification of contributory
factors to patient safety incidents in hospital settings.10

BNF in either format in 10 (13%) clinical areas. One-third of
clinical areas did not have ready access to the latest BNF
medicines information in either format (n=26; 34%). 26 (34%)
clinical areas did not have internet access (Figure 1).

Results

Demographics of the doctors’ survey participants

Seventy-six clinical areas were fully surveyed by the
pharmacists. Specific clinical areas included: dispensaries, duty
rooms, treatment rooms, doctors’ offices, community mental
health team offices, interview rooms and consulting rooms.

Twenty-five (40%) doctors working in the service participated in
the study - 10 consultants, 3 associate specialist/staff grade
doctors and 12 trainees (junior doctors) - reported working from
home and in inpatient, outpatient and community settings.
Twenty-three (92%) doctors had either a personal or NHS
smartphone.

Accessibility of the latest
information in clinical areas

BNF

medicines

Of the 76 clinical areas included in the survey, two-thirds (n=51;
67%) had electronic access to the BNF. Although a paper BNF
was readily accessible in 56 clinical areas (74%), this was
usually out of date (n=52; 93%) with only four (7%) containing
the most recent edition, the 70th. Of the 52 clinical areas
containing an out-of-date paper BNF, just under seven (13%)
had copies labelled as such using a ‘superseded’ sticky label,
drawing attention to users that a more recent edition was
available. Editions of dated BNF copies ranged from the 69th
(published March 2015) to the 45th (published March 2003).
Taking into account both paper and electronic versions of the
BNF, the most recent BNF medicines information could be
accessed in 50 (66%) clinical areas. There was no access to the

Experience of using various formats of the BNF
Most (n = 21; 84%) doctors owned a paper copy of the BNF;
four trainees did not have a personal copy. Of all the doctors
who responded to the survey, 15 (60%) doctors stated they had
the most recent edition of the paper BNF. The oldest BNF
owned by a doctor was edition 60, published in September
2010. Sixteen (64%) doctors had experience of using the BNF
online. 40% of doctors who participated in the survey stated
that they use ‘the latest paper edition published or the BNF
online’ when checking BNF medicines information. The
remaining 60% of doctors reported using ‘the most recent
paper edition available at the time’.

76 clinical areas

Paper BNF
located = 56

Paper BNF
not located = 20

Paper BNF
out of date = 52

Paper BNF
in date = 4

Access to
electronic BNF = 10

Access to
electronic BNF = 4

Access to
electronic BNF = 36

No access to
electronic BNF = 0

No access to
electronic BNF = 16

No access to
electronic BNF = 10

Key:
Ready access to the latest BNF medicines information including where out-of-date BNF is al
so readily accessible in an area with electronic access) (Total = 50; 66%)
Ready access to out-of-date BNF medicines information (Total = 16; 21%)
No ready access to any BNF medicines information (Total = 10; 13%)

Figure 1: Accessibility of the latest BNF medicines information in clinical areas
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Prescribing errors due to using the BNF closest to
the doctor
Of the 22 doctors who had a paper copy of the adult BNF
nearby at the time of completing the survey, 12 (55%) had
edition 70; 8 (36%) had edition 69; and 2 (9%) had an edition
published before 2014. The responses to dosage questions
provided by these 22 doctors using the BNF edition closest to
them demonstrate the potential for suboptimal prescribing and
for prescribing errors which could impact on patient safety
(Table1).

Barriers to doctors accessing the latest BNF
medicines information
The most frequently cited reasons given by doctors for not
accessing the latest paper edition of the BNF related to limited
availability in clinical areas and during community visits. In
addition, doctors stated that, even if they had a personal copy
of the latest paper edition, they did not always keep the copy
with them. Trainees were the only doctors who expressed a
preference for using an electronic form of the BNF (BNF app or
BNF online) rather than the latest paper edition (Table 2).
The main barrier to accessing the BNF electronically were
associated with limited access to devices which would permit
access to electronic formats of the latest BNF medicine
information from a range of sites. Some doctors reported
administrative difficulties in accessing the BNF medicines
information electronically. Not all doctors in possession of a
smartphone carry them on to clinical areas. One consultant did
not know the BNF online existed (Table 2).

Discussion
Patient safety is a concern worldwide and the minimisation of
medication errors is an important research area. The publication
of regularly updated medicines information is a helpful resource
for access by doctors who wish to prescribe medication safely.
To our knowledge this is the first published study conducted
within the NHS with the aim of measuring and explaining the
accessibility of the latest medicines information through paper
and electronic formats in order to reduce prescribing errors. It
highlights the need for further improvement in facilitating the
ready access of the latest medicines information by doctors.

Interpretation of key findings
The most significant finding is that in one-third of clinical areas
studied the latest BNF medicines information was not readily
accessible. Ready accessibility in clinical areas of electronic
formats of the BNF was higher than that of the latest paper
edition of the BNF. Within this two-part study, the doctors’ survey
findings were consistent with the results of the survey of clinical
areas; namely, that when a paper BNF is located in a clinical area,
it may be out of date. It is possible that when consulting in a room
equipped with both internet access and an old paper edition of
the BNF, whether or not the prescribing doctor accesses the
latest BNF medicines information might be determined by the
following factors: awareness of the existence of the electronic
BNF, personal preference of format, time available, computer
internet speed, reliability and knowledge of accessing electronic
format. The reliable access to the electronic BNF via a personal
and mobile device such as a smartphone may also influence
whether doctors access the latest BNF medicines information
from a range of geographical sites.

Prescribing question

Dosage
reported by
doctor

No. of
doctors

BNF edition
consulted

Result of prescribing
according to BNF
edition consulted

Potential impact on
patient safety

Total maximum dose
of oral haloperidol for
the treatment of
schizophrenia

15 mg

1

60

Underprescribing

Risk to patient due to
undertreatment

20mg

19

69, 70

Correct prescribing

Patient safety maintained

30mg

1

65

Overprescribing

Risk to patient due to
high dosage

No response

1

69

Not applicable

Not applicable

50mg

12

70

Correct prescribing

Patient safety maintained

70mg

2

69

Overprescribing

Risk to patient due to
drug overdosage

“Does not
say/cannot
find”

6

60, 65,69

Not applicable

Not applicable

No response

2

69

Not applicable

Not applicable

Maximum dose of
lisdexamfetamine in
severe renal
impairment

Table 1: The potential impact of accessing different editions of the BNF on prescribing and patient safety
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Barriers to accessing medicines information from the latest paper BNF edition
(Yorkshire Framework contributory factor10)
Theme 1: Limited availability of the latest edition in clinical areas (Equipment and supplies)
Wards don't get up-to-date copies so those in dispensaries and duty rooms are usually out of date, yet that is where we do
our prescribing! (Consultant)
Unavailable in consultation room (SAS)
Old copies more accessible, new copy not located (Trainee)
Not with me (Consultant)
Theme 2: Limited availability away from clinical areas (Equipment and supplies)
On a community visit and have no room for BNF. Not in a place with BNF when phoned about a query. (Consultant)
I work in various settings and do not always carry it (Trainee)
Theme 3: Preference for accessing the electronic BNF instead of the paper format (Individual factors)
Cannot always find one [paper BNF] straight away so easier using phone. (Trainee)
I almost always use the BNF online if available, I find it easier to navigate (Trainee)
Use BNF app (Trainee)

Barriers to accessing the electronic BNF
Theme 1: Limited availability of the required computer technology
(Equipment and supplies; Support from central functions)
Lack of terminals/computers (Consultant)
Slow computers (Consultant)
If for some reason the computer system is not working (Trainee)
Theme 2: Problems associated with mobile devices (Support from central functions)
Phone not always working for the app (Trainee)
No online access from phone. (Consultant)
Phone battery has died – use app (Trainee)
If on call, I will be talking on the phone needed to access BNF (Trainee)
Phone not always on me for the app (Trainee)
Theme 3: Lack of awareness and training (Training and education)
Did not know about it (Consultant)
Hassle as have to register to use on smartphone (Trainee)
Do not have/cannot remember log on details (Trainee)
Theme 4: Preference for accessing the paper BNF instead of the electronic format (Individual factors)
[I] am so used to flicking through BNF and having it in office for easy access. (Consultant)
I find it much quicker to use the latest paper edition to find exactly what I need to know (SAS)
[Electronic format] difficult to navigate (SAS)
On call not at a computer, quicker sometimes to access paper copy (Trainee)
[Electronic format] can be more cumbersome to use (Trainee)

Table 2: Identified themes of barriers to accessing the latest BNF medicines information
(with direct quotes from medical respondents)

Journal of Medicines Optimisation • Volume 4 • Issue 1 • March 2018

7

The qualitative component of the study design provided initial
data on potential root causes of doctors not accessing the
latest medicines information, which is an important step in
reducing medication errors.3 The doctors’ survey showed that a
system which results in the ready accessibility of out-of-date
BNF copies can potentially lead to prescribing errors and
adverse events which impact on patient safety, highlighting the
importance of all prescribers having access to and accessing
the latest medicines information. A systems approach is
therefore required to reduce the ready accessibility of out-ofdate medicines information and improve the ready accessibility
of the latest medicines information.2

Strengths and limitations of study
Although a wide range of clinical areas were surveyed, no data
were collected for other medical specialities and, therefore, the
study could be considered a pilot. In view of this, although the
authors believe the problems identified may be relevant for all
prescribers working in medical specialties outside of mental
health, outside of the NHS and beyond the UK, the results of the
present study cannot be confidently generalised beyond the
service studied. It is assumed that trainees are generally younger
than consultants but no data were collected on the ages of
respondents to the doctors’ survey. It is therefore not possible to
comment on any potential age-related trends associated with a
preference for using electronic forms of the BNF over the paper
form, although the study by Patel et al11 reported that junior
doctors were more likely than senior doctors to access medicines
information using a smartphone. Whilst the low response rate to
the survey does not negate the findings, the results of the survey
must be interpreted with some caution acknowledging not only
the potential differences in BNF access between respondents
and non-respondents but also the limitations of qualitative data.
It is recognised that the chain to medication errors has many
links, of which the failure to access the latest medicines
information is just one. The authors recognise that additional
systems such as electronic prescribing and regular reviews by
pharmacists may reduce the risk of incorrect prescribing leading
to a risk of patient safety. Similarly, the results of the potential
impact on patient safety based on the last item of the doctors’
survey make a number of assumptions which may not reflect true
practice. For example, a doctor who is aware of the latest
medicines information may reject incorrect prescribing advice
found in an out-of-date BNF edition.

Comparison with existing studies
The study highlights the lack of access to the latest medicines
information as a contributory factor of medication errors not
described in a recent systematic review.5 Additional factors
which determine doctors’ access of the latest BNF medicines
information were identified and these compare well with the
themes listed in the Yorkshire Contributory Factors Framework.10
The personal preferences of doctors in accessing the latest
medicines information was placed within the Yorkshire
Framework category of ‘individual factors’.10 This finding is
important because it suggests that, despite the availability of the
electronic BNF, some doctors might still choose to use the
printed format which might be outdated. Like most humans,
doctors, especially those with a high clinical load and time
constraints, tend to simplify: if the paper version is or appears

8

easier to use than the electronic version they will pick the paper
version; if an out-of-date BNF is easier to find than a current
edition, similarly they are likely to rely on the dated edition. The
finding that 92% of doctors had access to a smartphone is
consistent with the results of a study of the use of smartphones
by surgeons in the UK.11 A systematic review by Prgomet et al12
found that the use of mobile handheld devices facilitate the
prevention of medication errors. According to the review,
smartphones can be a useful resource when desktop
workstations are not available and for health professionals
working across multiple locations, two barriers to accessing the
latest medicines information reported by doctors in the present
study. However, the study by Patel et al11 highlighted the
importance of the clinical culture being accepting of the regular
use of smartphones in order for all doctors to feel comfortable
using the technology. The range of doctors’ preferences for using
the various BNF formats suggests that the solution to the
problem might be to ensure doctors have access to a
combination of smartphones, mini-tablets, desktop computers,
and only the most recently published print copy of the BNF,
according to the needs of job in order that the latest medicines
information can be readily accessed at all times.12

Conclusions
The findings suggest that as long as the latest medicines
information is not always readily accessible across all
geographical areas of clinical work, doctors are at risk of
making prescribing errors. An urgent review of current systems
for accessing the latest BNF medicines information in different
health organisations is recommended followed by any steps to
reduce the ready accessibility of out-of-date medicines
information. The supply and timely removal of printed editions of
the BNF should be carefully planned. Health organisations
should introduce a zero-tolerance approach to the presence of
out-of-date BNF editions in clinical areas and encourage all staff
to engage actively in a patient safety culture. It is recommended
that reports are made to NHS National Reporting Learning
System of any patient safety incidents (including near-misses)
and adverse events due to prescribing errors as a result
accessing incorrect (out-of-date) medicines information in a
clinical area.
Priority should be given to ensuring that all doctors,
pharmacists and non-medical prescribers have ready, reliable
and sustainable access to the latest medicines information,
regardless of the format, whenever and wherever required for
clinical duties to be undertaken efficiently and with high regard
to patient safety. To achieve this, a combined effort by the
government health department, directors of health
organisations, health managers, and clinicians may be
necessary. Reaching this goal is likely to require systemic
changes, training and support for accessing the latest medicine
information electronically, financial investment in technology,
changes in clinical practice, cultural shifts with greater use of
smartphones or other mobile devices, contingency planning for
technology failure and regular audit based on the methodology
of this study. Future studies should focus on the accessibility of
the latest medicines information in non-psychiatric specialties
and in specialties involving the care of children.
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Abstract
Title
A checklist approach to support safe discharge – work in progress
Author list
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Introduction
Hospitalised patients should have an understanding of their medicines, especially any new additional medicines, at discharge.
National annual surveys show that there are gaps in the provision of this information. Though the pharmacy team have a role to play
in counselling patients, the ward nurse is also able to contribute to this process. A medication safety reminder guide has been
introduced to support this nurse function and the aim of this study was to evaluate the usefulness of the guide.
Method
A cross sectional review of nursing notes for patients requiring discharge medication to ascertain if the necessary discharge
documentation - the medication safety reminder guide and a pre-existing discharge transfer plan - had been completed, and a
survey of ward nurses’ views on the use of the documentation.
Results
Nursing notes for 66 patients were reviewed, of which 46 patients had required discharge medication. There was poor compliance
with the discharge transfer plan – only 37/66 could be found in the notes, and in only 10/37 was the plan completed. There was
somewhat better compliance with the medication safety reminder guide – though only 21/46 were found in the notes, 17/21 were
completed. The small sample of nurses expressed slightly more positive views about the medication safety reminder guide.
Discussion
Compliance with the requirements for both documents was relatively poor, though the medication safety guide performed better than
the discharge plan which has now been discontinued. The nurses in this small sample did agree they have a role to play in medication
counselling at discharge.
Conclusions
There is still room for improvement in establishing a process that ensures nurses utilise the medication safety reminder guide to its
full potential.
Keywords: patient education, nurse, checklist, compliance, medication, safety, guide, counselling.

Introduction
Imagine you are a patient admitted to hospital for an acute
medical condition and are taking a few regular medicines for
your pre-existing long term condition(s). Treatment for your
acute condition requires another two or three new medicines to
be added to your regime during your inpatient stay – medicines
you will need to take possibly for life. Assuming you want to

have some understanding and knowledge about these new
medicines, ideally before you are back at home, which
professional (nurse, doctor, or pharmacist) should discuss and
communicate this new information to you?1 Failure to
communicate effectively with patients may negatively impact on
a patient’s ability to understand medication issues, contributing
to poor health outcomes.2,3
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The National NHS inpatient survey, which compares patient
experiences across 149 NHS hospital Trusts in England,
identified some deficiencies in the provision of medicines
information.4 For 2016, 25% of patients were not completely
told the purpose of the medicines they were to take at home in
a way they could understand; 25% were definitely not told how
to take medication clearly; 62% were not completely told about
side effects to watch out for when they went home and 29%
were not completely given clear written/printed information
about medicines. From a pharmacy perspective there appears
to be no obvious simple explanations as to why some Trusts
score better than others on these medicines-related questions,
though possible actions have been described.5
O’Leary and colleagues comment that hospital settings present
unique challenges to patient-centred care, including the lack of
a prior relationship with professionals, complexity and rapid
pace of clinical care, and potential for uncertainty related to
evolving diagnoses and response to treatment.6 Nurses and
physicians seldom visit patients together, creating the potential
for patients to receive conflicting information. It is of little
surprise that patients have limited involvement in their own
discharge from hospital.1
In their literature review, King et al note the small body of
literature suggesting that hospitalised patients do not have a

clear understanding of the participation of pharmacists in
their care or the availability and types of services pharmacists
provide.7 For instance, in one study with inpatients admitted
to acute medical wards across three NHS Trusts, there was
a dichotomy of expectations and opinions from patients
about the role of hospital pharmacists and the services
provided. 8 Of the 74 participants, 77% had seen a
pharmacist during their current hospital stay. All of those
patients who had not expected to see or talk with a
pharmacist (41/74) expressed surprise at seeing and/or
talking with a pharmacist on the ward rather than seeing
them in their traditional dispensing role. However, 25 patients
saw the pharmacist as quite an elusive figure, one that went
about his/her business in the background.
A Canadian study specifically asking “What service or
information would you like a pharmacist to provide in the
hospital that would most help you in managing your
medications?” found that most respondents to this survey
wanted hospital pharmacists to provide a general medication
overview, including information about side effects and
interactions, during their admission.9
The inpatient survey results for the test hospital (Royal Cornwall
Hospitals Trust - RCHT) over a number of years are shown in
Table 1. Despite a number of initiatives over this time (Table 2),

Information not provided

2013

2014

2015

2016

Discharge: not fully told purpose of medications

24%

28%

24%

25%

Discharge: not fully told side-effects of medications

63%

59%

56%

66%

Discharge: not fully told how to take medication clearly

25%

25%

23%

25%

Discharge: not given completely clear written/printed
information about medicines

28%

29%

24%

24%

Table 1: Inpatient survey results for RCHT

Development

Introduction date and comments

List of discharge medication provided to patient

Pre 2013 and ongoing

Transfer of care with provision of medication list to community
pharmacy for consenting patients

Mid 2013 and ongoing

Signposting of patients to hospital Medicines Information helpline

Mid 2014 and ongoing

Leaflet for patients explaining what the pharmacy team does on the ward

2014 and no longer in use

Inclusion of side effects information into above list

Late 2015

Hospital pharmacist medication review notes included in discharge letter
and transfer of care documentation to community pharmacy

Early 2016

Nurse medication safety reminder guide or checklist

Late 2016

Table 2: Developments at RCHT to enhance opportunities for provision of information on medicines
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which the pharmacy team viewed as service improvement, the
results have not dramatically improved.
Datix reports describing medication errors at discharge are
available. These include patients not being given all their own
correct medicines, some patients given medicines belonging to
other patients and take home medicines not located at time of
discharge because they were stored in the wrong place or not
retrieved from the controlled drug cupboard. Some of these
errors, also described elsewhere,10 possibly arise due to the
difficulty on a busy nursing shift of trying to discharge a patient
when the medicines may be stored in the fridge, the controlled
drugs cupboard, on a trolley or in their own or a shared bedside
locker. Patients may resort to contacting their surgery or
booking an appointment with their GP if they leave the hospital
without all their medicines or not fully understanding their
medicines at discharge.
Hence, rather than focusing solely on the pharmacy team as the
sole provider of information on medicines, a more recently
implemented initiative to improve provision of information
involves a medication safety reminder guide or checklist (see
Figure 1). Nurses are seen as having positive attitudes toward
patient medication education,11 are available on the ward at all
times (whereas pharmacy is not), and checklists are seen as
enhancing patient safety12 and improving consistency of the
information covered when providing counselling.13
This checklist, stapled to the bag of discharge medicines at the
point of dispensing in the pharmacy, is intended to prompt the
nurse at discharge to communicate with the patient on various
medication-related matters, as well as ensuring that the patient
receives all appropriate discharge medicines. The various
prompts under point 3 of the checklist only appear on the
checklist if the patient has those medicines at discharge. This
was introduced in late 2016 and this paper reports on an
evaluation of that checklist by a third year medical student as
part of a management special study unit.

Method
Following discussion with pharmacy and nursing
representatives, it was agreed that the focus of the work would
look at whether the checklist and an existing nursing discharge
and transfer plan document had been used as stipulated i.e.
both documents should have been completed, signed and
stored in the patient notes. Seven medical and surgical wards
were chosen at random and 20 sets of notes for each ward
were requested from hospital records storage. Some notes
were not in storage and hence were not obtained. Those notes

which contained a discharge prescription were examined
further. In addition, as part of the audit, the medical student
attended the wards to survey nurses; initially it was intended to
be five per ward but due to nursing availability and time
constraints only 11 nurses were surveyed.

Result
All seven wards were visited during February 2017 and nursing
notes for 66 patients were reviewed, of which 46 patients
required discharge medication (see Table 3).
The survey (Table 4) showed that, in the main, nurses strongly
agree with having a role in counselling about medication at
discharge. More nurses strongly agreed with the benefit and
purpose of the checklist than did with the discharge transfer
plan.
However, nurses rarely told patient about the Medicines
Helpline.

Discussion
This small audit has shown that compliance with the
requirements for both documents is poor in that only 56% of 66
discharge transfer plans and 46% of 46 checklists could be
retrieved from the nursing notes. Where a discharge plan was
found, it was completed and signed in less than a third of
cases, whereas the medication checklist was completed in
81% and signed in 43% of cases. The checklist was generally
well received by the small number of nurses surveyed and
appears to be utilised as intended.
This small audit and survey looked only at process measures
and has not actually investigated the benefits to patients. At a
national level, scores for the questions about purpose of
medicines and how to take medicines have remained fairly
constant over the past years. From 2006 to 2016, there was an
increase of 5% (66% to 71%) in the proportion of respondents
saying they received completely clear written or printed
information about the medicines they were given to take home.
There has also been a slight increase in the proportion of
respondents being completely told about the side effects of
medication to look out for at home (36% in 2006 to 38% in
2016). However, there were still 43% of respondents who
reported that they were not told about side effects.
Others have shown low medication counselling rates at
discharge14 and that pharmacists are the least likely healthcare
professional to provide routine patient counselling, despite

Use of discharge transfer plan (n = 66)

Use of checklist (n = 46)

Plan in the notes 37 (56.1%)

Checklist in the notes 21 (45.7%)

Plan was completed 10/37 (27.0%)

Check list was completed 17/21 (81.0%)

Plan was signed 10/37 (27.0%)

Checklist was signed 9/21 (42.9%)

Table 3: Audit results for the nursing discharge transfer plan and the medication safety reminder guide
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Figure 1: Example of the nurse checklist
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perhaps being the most appropriately trained to do so15,16 and,
albeit in a small study, demonstrating the use of effective
communication strategies.17 Traditionally in our hospital the
majority of patients would be counselled at discharge by a
nurse. Though the pharmacy team may counsel some patients
on medication during the hospital stay, it is currently not
routinely undertaken by the pharmacy team at the discharge
stage. In addition, a significant proportion of discharges happen
after 5 pm when the pharmacy team is not available for this role.
In tandem with the introduction of this checklist, a review of
pharmacy policies and training regarding side-effect counselling
of patients has been undertaken. Pharmacists are now
expected to add a ‘counselling note’ to the electronic
prescribing and medicines administration system when they
undertake counselling to allow measurement of this task. Other
actions include continuing to educate the nurses about the
need to talk through the medicines with the patient at the point
of discharge using the patient’s medication list that describes

Response

common drug side-effects, and continuing to educate
prescribers of the need to counsel patients regarding any new
medicine they initiate as part of the joint decision making in the
patient’s care. This approach of optimising the inter-professional
communication and collaboration that occurs during the
discharge process can help improve the quality of care
transition.18 The Trust discharge and transfer plan has now been
recognised as not fulfilling its purpose and has been
superseded. A further audit of the use of medication safety
reminder guide is planned.

Conclusion
It is clear that involving nurses in providing medication-related
information at discharge remains work in progress. Ensuring
that medication-related safety incidents are minimised and
patient’s knowledge and understanding of their medication are
optimised during a patient’s journey through the healthcare

Strongly
Agree

Agree

Neutral

Disagree

Strongly
Disagree

I am aware of patients from the hospital being
discharged with errors in medications

6

3

1

1

I always use the Medications Safety Reminder Guide
when discharging patients

9

1

1

I think that the Medications Safety Reminder Guide
is really helpful

7

2

1

1

The Medications Safety Reminder Guide is helpful to
remind me where items on the TTA are, when they
are not in the TTA bag and need to be included

8

1

1

1

I always use the discharge or transfer plan when
discharging patients

5

3

I find the discharge or transfer plan helpful when
discharging patients

5

1

I always check TTAs against their discharge letter for
accuracy

10

1

I always counsel a patient on discharge about their
medication

10

1

I have the time to counsel patients about their
medication

9

1

I feel confident to counsel patients about their
medication

7

3

I use the Medication List on the TTA bag to help
counsel a patient on common side affects

7

1

I always tell a patient about the Medicines Helpline

1

1

3

1

4

1

1

1

2

9

Table 4: Results of survey of nursing staff (n = 11)
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system is a complex challenge and involves many health care
professionals. At handover, such as at discharge, the process
should be such that everyone knows what to expect in terms
of responsibilities, coordination of tasks within the team, and
content of discharge information.19 Thinking again about
ourselves as the patient (and trying to forget how we see things
through a pharmacist’s eyes) wouldn’t we simply want a
competent and informed member of the hospital staff, no
matter what uniform or title they wear, to use a structured
format to tell us all we want and need to know about our
medicines?

10. Byrne C, Sierra H, Tolhurst R. Does a checklist reduce the number
of errors made in nurse-assembled discharge prescriptions? Br J
Nurs 2017; 26: 464-467. Available from:
http://www.magonlinelibrary.com/doi/abs/10.12968/bjon.2017.2
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Introduction

development of such clinically-focused roles.

The role of the pharmacist has changed dramatically over the
last ten years with many pharmacists now relishing
opportunities for a more clinical patient-facing role. These
roles have developed across all pharmacy sectors with
community pharmacists providing services way beyond
the traditional dispensing responsibilities and hospital
pharmacists specialising in chronic disease management and
working in specialist prescribing positions. There has also
been a recent development of clinical pharmacists in GP
Practices.1 Many of these roles have been around for a
number of years but recent publications such as the Carter
report in 20152 have strengthened the need for continued

Pharmacists are a hugely underutilised resource within the
NHS,3 yet their vast pharmaceutical and therapeutic
knowledge ideally places them to deal with patients with
complex illnesses where medical therapy is the cornerstone of
treatment. Many patients have multiple co-existing diagnoses
requiring lifelong drug therapy. The number of co-morbidities
increases with advancing age as do the complicated
pharmacokinetic and pharmacodynamic pathways; it is here
where pharmacists have the ‘edge’ over other healthcare
professionals because of their extensive pharmaceutical
knowledge enabling them to manage long-term conditions and
optimise medical therapy appropriately.
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The number of pharmacists providing specialist clinical roles is
increasing as are the numbers of pharmacists with extended
qualifications. The General Pharmaceutical Council report that
in November 2015 there were 2,567 independent prescribers,
425 supplementary prescribers and 952 who were both
independent and supplementary prescribers on the register.4
However, there is little published information regarding the
perception of patients and their experiences of pharmacist
non-medical prescribers in advanced roles.
Heart Failure is a long-term condition affecting approximately
1-2% of the UK population and accounting for or contributing
to 5% of all emergency admissions to hospital. Optimal
medical therapy with Angiotensin Converting Enzyme Inhibitors
(ACEI), Beta-Blockers (BB) and Mineralocorticoid Receptor
Antagonists (MRA) has shown improvements in mortality,
morbidity and hospital admissions, endorsed by national5 and
international6 guidelines and the National Heart Failure Audit
(NHFA).7 It is this medical treatment and the optimisation of
such through careful monitoring of physiological parameters
(including blood pressure, heart rate and renal function) by heart
failure specialists that improve patient outcomes and symptom
burden. Fine manipulation of these treatments and regular
review of the complex medication regimens for this multimorbid population is necessary.

Pharmacist Inpatient Service Model
There has been a prescribing pharmacist providing heart failure
clinics to patients at Sunderland Royal Hospital for the last eight
years. This role was initially established as an outpatient clinic to
‘up-titrate’ prognostic, evidence-based heart failure medication
to maximum tolerated dose to ensure patients received the
optimal medical therapy to treat their condition and to improve
symptom burden by manipulating diuretics as necessary. These
clinics have evolved over time influenced by the NHFA and
development of an Inpatient Heart Failure Service in 2013; the
pharmacist role is now a full-time heart failure post funded by
the heart failure service. The role has adapted with the service
and now provides two outpatient clinics with an independent
caseload of patients, but the majority of time is spent reviewing
heart failure patients who have been admitted to hospital either
with a decompensated episode of heart failure, where heart
failure impacts on their current admission or where changes to
their heart failure treatment became necessary during their stay
and will require intervention on discharge to re-initiate to prevent
re-admission to hospital.
The focus of heart failure clinics provided by the pharmacists
has also changed over time. Titration of heart failure medication
following diagnosis is still a core role alongside patient
education of their diagnosis and how to manage this long-term
condition, disease surveillance and monitoring of physical
parameters. However, clinic time is also provided to assess a
patients’ stability within two weeks of discharge from hospital to
establish patients’ heart failure status and prevent re-admission
to hospital. This is in line with national guidelines and provides
a safety net for this difficult to manage patient cohort by
providing vital communication across the interface to primary
care via a clinical management plan composed by the specialist
pharmacist. Patients are reviewed at least six monthly in heart
failure clinic once titrated to maximum tolerated heart failure

medication and remain clinically stable. During this review
appointment they have a full clinical assessment including a
minimum of clinical history and examination, a full range of
blood monitoring, ECG and reinforcement of education; this
allows for appropriate medication changes and changes to
clinic management plans, referral to tertiary services for surgical
intervention, specialist device therapy or palliative care and
advanced care planning where appropriate.

Pharmacist-led Clinics
Similar to all other Consultant-led Outpatient Clinics, each clinic
appointment is twenty minutes long; patients are advised in the
appointment letter that the appointment they have received is a
pharmacist-led heart failure clinic. On attendance patients have
blood pressure, heart rate and weight taken by a Health Care
Assistant responsible for the clinic patients that day and, where
appropriate, an ECG is recorded. This information is then
available within the patient’s clinical notes for review before the
patient enters the clinic room.
A completely independent review of a patient’s vital signs, most
recent blood results, ECG, last echocardiogram and recent
hospital notes takes place before the patient enters the clinical
consultation room; completing this prior to inviting the patient
into the consultation room ensures that the remainder of the
consultation can be spent focussing on the patient. For patients
who are attending the clinic for the first time, ascertaining the
person’s level of understanding for the clinic appointment but
also their understanding of a heart failure diagnosis is essential
to tailor the remainder of the consultation to the individual and
to their level of understanding.
Ascertaining a patient’s symptom burden is imperative to
establish an understanding of how their heart failure diagnosis
is impacting on their lifestyle and current ability to perform daily
activities and what is normal for them, thus informing the
ongoing clinical decision process. Completing advanced
communication skills training and having peer-assessed clinics
has allowed the adaptation of communication styles and helped
develop active listening skills and conversations often involving
sketches and analogies to help patients understand complex
diagnoses. Difficult conversations around palliative and end-oflife care have utilised the advanced communication skills
extensively; clinical management plans are advised upon and
developed independently in conjunction with patients and
families to ensure the best quality care at all stages of the
disease.
Clinical examinations skills are a relatively new area of
development for pharmacists. The training is extensive and
competency is assessed by a clinical medical mentor. This
ensures that the clinical examination process is able to be
performed accurately and the interpretation of findings is
utilised appropriately to inform clinical decision making.
Examining heart failure patients is an integral part of a clinical
consultation but also one that can make the patient feel uneasy;
being competent in the approach and explaining the process
can help alleviate any anxieties.
Once all the baseline information has been obtained it is used
to formulate a clinical management plan for ongoing care and
treatment. Asking patients their opinion regarding clinical
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decisions allows them to be part of the decision process and
facilitates engagement in treatment decisions. Ensuring
patients understand the need for drug therapy and the risks
associated with not having the recommended treatment
alongside actively listening to concerns and finding solutions as
a partnership is beneficial to the process allowing patients to
feel empowered, hopefully leading to improved compliance and
patient experience.

Inpatient Heart Failure Service
The current service model provides care to a population of
approximately 330,000 and receives approximately 1,000
referrals per year of which a third have been admitted with
acute decompensated heart failure, a third have heart failure
that impacts there in patient stay and in the remaining third
heart failure is ruled out at a diagnosis. The current team
consists of one Whole Time Equivalent (WTE) specialist
pharmacist, one WTE specialist nurse, and 3 sessions of
consultant time (two cardiologist sessions and one session from
a geriatrician with a specialist interest in heart failure). The
specialist pharmacist role within the service accounts for fifty
percent of the service provision.

Aims
To evaluate patient feedback towards their visit to see a

specialist pharmacists in a heart failure clinic by using a patient
satisfaction survey.

Methods
Patient satisfactions surveys were sent to 60 consecutive
patients who attended heart failure clinic between January and
March 2016; patients receiving the questionnaire may have had
just one attendance to clinic or several over months or years.
The questionnaire sent was the same previously used by the
Trust to evaluate clinical services provided by medical staff for
service review purposes and was approved by the clinical
governance team. The wording was changed from doctor to
healthcare professional throughout the questionnaire and a
covering letter was sent to patients explaining that the
questionnaire was anonymous, the results would be used to
improve service where possible and was sent following a recent
attendance to the pharmacist-led heart failure clinic. Patients
were provided with a stamped addressed envelope to return
the questionnaire and responses were collected by the Clinical
Governance Department and collated into a report.

Results
A good response rate was achieved; from the 60
questionnaires sent to patients 48 (80%) responses were
received. The responses to the first nine questions examine

Excellent

Very
Good

Good

1) ask about your symptoms and
how you were feeling?

29 (60%)

14 (29%)

5 (11%)

2) listen to what you had to say?

30 (63%)

17 (35%)

1 (2%)

3) put you at ease during physical
examination?

32 (67%)

14 (29%)

4 (2%)

4) involve you in decisions about
your care?

22 (46%)

20 (42%)

5 (10%)

5) explain your problems and need
for treatment?

21 (44%)

21 (44%)

3 (6%)

6) spend an appropriate amount of
time with you?

27 (56%)

15 (31%)

6 (13%)

7) show patience with your
questions and worries

29 (60%)

14 (29%)

5 (11%)

8) show caring and concern for you

30 (63%)

14 (29%)

4 (8%)

9) How do you rate the care you
received?

31 (65%)

15 (31%)

2 (4%)

Question

Fair

Poor

Very
Poor

NA

Not
Recorded

How well did the healthcare
professional…….

1(2%)

1 (2%)

1 (2%)

Table 1: Responses received to the initial nine questions.
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1 (2%)

how the patient felt the consultation was conducted are
collated in Table 1.
The tenth question focused on what understanding the patient
gained from the clinic consultation. It had three components
exploring the outcomes post clinic consultation. Patients were
asked if they a) had a better understanding of their illness, b)
were able to cope better with their illness and c) if they were
able to keep themselves healthy following their appointment.
Results for each are shown in Graphs 1, 2 and 3.

Discussion
It is important to ensure patients have a positive experience in

a clinic setting as this is essential to enable patients to engage
in a prescribing partnership, educate them regarding their
healthcare needs and promote self-care. Developing good
rapport enhances the patients experience and the use of
understandable language avoiding medical jargon helps to put
patients at ease. Using a satisfaction survey facilitates insight
into how the consultation provided was received by the patients
and is an invaluable source of information for improvement of
service provision.
Questions 1 to 9 in the patient questionnaire provide extremely
positive results in relation to the clinical consultation process;
85% of the responses were either classified as very good or
excellent and 94% of patients in all nine questions rated their

No. of responses

30
25
20
15

24
(50%)
4
(8%)

10

8
(17%)

4
(8%)

5

8
(17%)

0
More than
before the visit

A little more than
before the visit

The same or less than
before the visit

Does not apply

Not recorded

No. of responses

Graph 1: Able to understand your problems or illness

20
18
16
14
12
10
8
6
4
2
0

19
(40%)

12
(25%)
5
(10%)

More than
before the visit

A little more than
before the visit

7
(15%)

The same or less than
before the visit

5
(10%)

Does not apply

Not recorded

No. of responses

Graph 2: Able to understand your problems or illness

18
16
14
12
10
8
6
4
2
0

17
(35%)

More than
before the visit

9
(19%)

A little more than
before the visit

9
(19%)

8
(16%)

The same or less than
before the visit

5
(11%)

Does not apply

Not recorded

Graph 3: Able to keep yourself healthy
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care as good and above. Such positive feedback goes some
way to implying that pharmacists providing such clinical roles is
well accepted by patients and, with extensive training, is
provided to a high standard.
Question 10 consisted of a three part enquiry asking if the
patient felt they had a better understanding of their illness, were
able to cope better with their illness, were able to keep themself
heathier following the consultation. More than 65% of patients
felt this was the case for each of the three elements of the
question. Generally, following consultation, the data suggests
that patients had a better understanding of their diagnosed
condition, how to cope with their illness and how to stay
healthy. Being aware of symptom deterioration and having self
management strategies in place potentially may reduce
unplanned admission to hospital; improve compliance and
quality of life.

6. Ponikowski P, Voors AA, Anker SD, Bueno H, Cleland JGF, Coats
AJS et al. ESC Guidelines for the diagnosis and treatment of acute
and chronic heart failure. European Heart Journal.
2016;37:2129–2200. Available at:
http://onlinelibrary.wiley.com/doi/10.1002/ejhf.592/abstract;jsess
ionid=C14AB8463477DF9792CACC06BB3B9049.f03t02
7. Healthcare Quality Improvement Partnership. National Heart Failure
Audit. 2016. Available from:
https://www.ucl.ac.uk/nicor/audits/heartfailure

Conclusion
Overall, patients appear happy with the care provided to them
during consultations provided by a pharmacist non-medical
prescriber. Most patients rated all aspects of the clinical
consultations as at least ‘good’ with 65% of patients rating the
care they received during the consultation as 'excellent'.
Patients who took part in this survey were very receptive to a
pharmacist non-medical prescriber. Patients felt they were
listened to, were asked about their issues and had their
condition explained in a caring and compassionate way.
Following the consultation they had a better understanding of
their condition and were more able to cope and keep
themselves healthy.

Acknowledgments
Jill Davison for general support, writing assistance, editing and
proofreading; Thomas Harris for editing and proofreading; John
Baxter for supervision of service provision and proofreading.

Declaration of interests
The author has nothing to disclose.
References
1. NHS England. General practice Forward View. 2016. Available at:
https://www.england.nhs.uk/wpcontent/uploads/2016/04/gpfv.pdf
2. Department of Health. Productivity in NHS hospitals. 2015.
Available from:
https://www.gov.uk/government/publications/productivity-innhs-hospitals
3. Royal Pharmaceutical Society. Now or Never: Shaping Pharmacy
for the Future. November 2013. Available at:
https://www.rpharms.com/Portals/0/RPS%20document%20libr
ary/Open%20access/Publications/Now%20or%20Never%20%20Report.pdf
4. General Pharmaceutical Council. Prescriber Survey Report. 2016.
Available at:
https://www.pharmacyregulation.org/sites/default/files/gphc_pre
scribers_survey_report.pdf
5. NICE. Chronic heart failure in adults: management. Clinical
guideline [CG108]. August 2010. Available from:
https://www.nice.org.uk/guidance/cg108/chapter/1-guidance

24

Journal of Medicines Optimisation • Volume 4 • Issue 1 • March 2018

Editorial Staff
Editor-in-Chief

Alex Bower

Web Editor

Graham Brack

Correspondence Editor
Digital Media Consultant
Poster Editor

Advertising Editor
Senior Editorial Assistant

Jo Griffiths
Katie Fraser

Jane Brown
Wasim Baqir
Graham Brack

Clinical Editorial Group
ENGLAND
SPECIALTIES
CVS Clinical Advisor
Helen Williams, Consultant Pharmacist for Cardiovascular
disease - hosted by NHS Southwark Clinical Commissioning
Group; Clinical Associate for Cardiovascular Disease,
Southwark Clinical Commissioning Group; Clinical Network
Lead for Cardiovascular Disease, Lambeth Clinical
Commissioning Group
Respiratory Clinical Advisor
Dr Toby Capstick, Lead Respiratory Pharmacist, Leeds
Teaching Hospitals NHS Trust
Mental Health Clinical Advisor
Anthony Young, Specialist Mental Health Pharmacist,
Northumberland Tyne and Wear NHS Foundation Trust;
Lead Pharmacist – Electronic Prescribing and Medicines
Administration; Joint Non-Medical Prescribing Lead
Diabetes Clinical Advisor
Philip Newland-Jones, Consultant Pharmacist, Diabetes
and Endocrinology, University Hospital Southampton NHS
Foundation Trust
Older People Clinical Advisor
Lelly Oboh, Consultant Pharmacist - Care of Older People,
Guy's and St Thomas' NHS Foundation Trust, Community
Health Services and NHS Specialist Pharmacy Services
Research Advisor
Dr Denise Taylor, Senior Lecturer Clinical Pharmacy,
Department of Pharmacy and Pharmacology, University
of Bath
Antimicrobial Clinical Advisor
Tejal Vaghela, Pharmacy Team Leader - Antimicrobials,
West Hertfordshire Hospitals NHS Trust
Gastroenterology Clinical Advisor
Archna Parmar, Specialist Gastroenterology Pharmacist,
Digestive Diseases Centre, Brighton and Sussex
University Hospitals (BSUH) NHS Trust
Digital Technology Advisor
Ann Slee, ePrescribing Lead, Digital Technology, Patients
and Information, NHS England; Honorary Research
Fellow, University of Edinburgh and Birmingham
Supply Chain Advisor
Dr Liz Breen, Reader in Health Service Operations, University
of Bradford School of Pharmacy and Medical Sciences
ORGANISATIONS
Clinical Commissioning Group Advisors
Sanjay Desai, Associate Director of Medicines Optimisation,
NHS Berkshire West Clinical Commissioning Groups

Paula Wilkinson, Chief Pharmacist, Mid Essex Clinical
Commissioning Group
Mahesh Mistry, Head of Medicines Optimisation: High
Cost Drugs; Specialist Medicines Pharmacist: NHS
England, NHS Arden and Greater East Midlands
Commissioning Support Unit
Ginny Ward, Locality Lead Pharmacist for West New
Forest and Mid Hampshire areas, NHS West Hampshire
Clinical Commissioning Group
Community Pharmacy Advisor
Jonathan Campbell, Local Professional Network Chair
(Pharmacy); Bristol, North Somerset, Somerset and South
Gloucestershire; Bath, Gloucestershire, Swindon and Wiltshire
Secondary Care: Medicines Optimisation Advisor
Kandarp Thakkar, Chief Pharmacist / Divisional Clinical
Director (Planned Care) / Divisional Clinical Director
(Women’s and Childrens), Bedford Hospital NHS Trust
Liz Wagichiengo, Senior Clinical Pharmacist, London
Bridge Hospital, HCA Healthcare UK
Medical Advisors
Dr Natasha H Patel FRCP, Joint Clinical Director for Diabetes,
Health Innovation Network and Consultant Diabetologist
Dr Helen Burgess, Chair, Greater Manchester Medicines
Management Group (GMMMG); GP Medicines
Optimisation Lead, NHS South Manchester Clinical
Commissioning Group
Nurse Advisor
Penny Franklin, Associate Professor (Senior Lecturer) in
Health Studies (Prescribing), School of Nursing and Midwifery
(Faculty of Health & Human Sciences), Plymouth University
Patient Advisor
Graham Prestwich, Lay Member - Patient and Public
Involvement, NHS Leeds North Clinical Commissioning Group
SCOTLAND
Dr Richard Lowrie, Lead Pharmacist Research and
Development; Honorary Senior Researcher: University of
Glasgow; University of Strathclyde; Clinical Pharmacist
Homelessness Health Service; Pharmacy and Prescribing
Support Unit, NHS Greater Glasgow and Clyde
NORTHERN IRELAND
Dr Glenda Fleming, Training, Service Development &
Research Pharmacist, Pharmacy and Medicines
Management Centre Beech House, NHSCT (Antrim Site)
WALES
Sian Evans, Consultant in Pharmaceutical Public Health,
Public Health Wales, Wales

Published by Pharman Limited
75c High Street, Great Dunmow, Essex CM6 1AE
Tel: 01371 874478 Homepage: www.jmedopt.com Email: pharm@pharman.co.uk

Published by Pharman Limited
75c High Street, Great Dunmow, Essex CM6 1AE
Tel: 01371 874478 Homepage: www.jmedopt.com Email: pharm@pharman.co.uk

