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G1t, G7a, G7b, G8g,
G8j
HP9h, HP12c, HP14a.

G1b, G1l, G1m, G1w,
G6a, G6e, G6f, G6o. 

• outline the content of a course to help GP Repeat Prescribing Clerks understand the importance of generating repeat prescriptions safely
• describe how 118 Repeat Prescription Clerks across ABHB gained a nationally recognised qualification
• understand that learners need to be granted protected learning time, attend a workshop afternoon and submit evidence portfolios
• explain why Level 2 training is being offered for 2012 as a progression for the Repeat Prescribing Clerks who successfully completed Level 1
• describe why the course has been internally verified, externally verified and quality assured in line with Ofqual requirements.

* The competencies listed above only relate to General/Generic Competencies, Competencies for Community Practice, Competencies for Hospital Practice,
Competencies for Primary Care Practice and Competencies for Pharmacists involved in Medicines Management

G1a, G1d, G1k, G7c
HP1a, HP12a, HP13b.

• outline how hospital pharmacy technicians provide domiciliary patient support with their medicines post discharge
• describe how medicines optimisation can be a consequence of an inpatient medicines review
• outline patient feedback on the enhanced service
• describe the benefits of a medicines reminder chart
• explain how MDT working aids safe and efficient patient discharge.

G1m, G1n
HP13a. 

• understand the reason for the drive to outsource hospital outpatient pharmacy services
• summarise the issues that should be considered when undertaking an outsourcing exercise
• explain the value of an integrated service
• understand the importance of KPIs and benchmarking.

G3b • understand the concept behind the AGES model
• explain what is meant by the terms need for attention, generation, emotion and spacing.

G1m, G1s
PC1e, PC4a.

• describe the main responsibilities of an LPC Chief Officer
• outline the main challenges and priorities of the role
• describe potential developments.

• outline an electronic communication programme to facilitate the transfer of pharmaceutical care issues between care sectors
• explain the process to develop software to allow pharmaceutical care plans to be produced as part of the existing electronic

discharge document
• explain how the programme was modified to allow care plans to be produced for any patient anywhere within NHS Tayside and not

just associated with an admission or other care episode, thus facilitating a ’virtual ward’
• understand that electronic care plans take far greater time to produce than paper ones
• explain why developing an e-care plan is relatively easy but integrating it into current busy practice is more challenging.
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EDITORIAL

The concept of a paperless office has

been around for over 30 years but it is

only in recent years that the potential to

realise that concept has become

apparent. Have a look around you at the

next meeting you attend. What is the

proportion of attendees who have their

papers on a portable, electronic device

and also input notes in that way? There is

no doubt that the paperless society is

getting closer and, from this edition,

Pharmacy Management will be taking a

step in that direction with the

introduction of an eBook format. A PDF

version will continue to be made available

for download in whole or part but hard

copy will be discontinued in line with

environment trends. This change will also

open up the potential to make the

Journal more interactive by providing

links from the text to other materials. 

The overall aim of the Journal ‘to

highlight good practice and equip the

pharmacy workforce with the

management and leadership skills

needed to develop  the professional role’

does, however, remain unchanged. The

Journal covers pharmacy throughout the

UK. There may be elements of general

policy themes that apply to all home

countries but each has its own approach

and ‘flavour’. This means that experiences

can differ but they can be shared through

the Journal and pharmacists in each

country can then determine aspects that

they wish to transfer to their local

situation. This adds a unique richness

which is not available in many other

settings across the world. It should be

embraced and exploited more across

the UK. This edition, for example, carries

contributions from Wales (two papers),

Scotland and England. Contributions

from Northern Ireland will appear in

subsequent editions.

Repeat prescriptions account for a

significant majority of all scripts written. It

is illuminating but somewhat concerning

to learn that ‘most staff employed by GP

practices to generate repeat prescriptions

have very little or no background

knowledge of medicines, patient

expectations or policy development’. In

view of this, the development in Wales of

a course to train Repeat Prescribing Clerks

(RPCs) can only be regarded as exemplary.

The author asks: ‘Could there come a time

when only practice staff with this

qualification will be offered the role of a

designated RPC?’ What do you think?

The ability to transfer patient

information from secondary to primary

care is clearly important if seamless,

whole-system care is to be developed. The

article from Scotland describes a project to

do just that electronically and will,

hopefully, provide some useful pointers

for those seeking to do the same.

The term Medicines Optimisation

(MO) is one that essentially applies in

England. There has been much debate

about what the term is intended to

convey but most would recognise that it

has a focus on ensuring that medicines

are used appropriately by patients. The

term MO is not in common use in Wales

but the project to involve pharmacy

technicians improving individual care for

patient by domiciliary visits is every bit an

MO approach. The paper describes a

good example of a system in Wales that

is directly applicable to current policy in

England and relevant elsewhere.

The Face2Face contribution in this

edition explains how a Local Pharmaceutical

Committee supports its members and the

Management Conundrum looks at an issue

that will be relevant to many hospital

Chief Pharmacists – the outsourcing of

outpatient services. Does this open the

door to outsourcing other hospital

pharmacy services and, if so, how should

that be viewed? The Conundrum gives

some interesting pointers. The Leadership

section looks at how we learn through  an

AGES approach (Attention, Generation,

Emotions and Spacing) to learning. The

article will explain more!

The UK offers a rich and unique diversity of practice 
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BEST PRACTICE IN PHARMACY MANAGEMENT

Understanding And Generating Repeat
Prescriptions - Training For GP Practice Staff 
In Aneurin Bevan Health Board 
Cheryl Morgan, Medicines Management Technician and Assessor, Aneurin Bevan Health Board,

Torfaen Locality, Pontypool.

Email: cherylmorgan2@wales.nhs.uk

Summary
● Aneurin Bevan Health Board

(ABHB), together with Agored
Cymru, have developed and
approved the first ever course to
help GP Repeat Prescribing Clerks
understand the importance of
generating repeat prescriptions
safely.

● The ABHB Medicines Management
Team have developed and delivered
Level 1 of this course during 2011
and, as a result, 118 Repeat
Prescription Clerks across ABHB
have a nationally recognised
qualification.

● The course that ABHB deliver
requires learners to be granted
protected learning time, attend a
workshop afternoon and submit
evidence portfolios. 

● Level 2 training is being offered
for 2012 as a progression for the
Repeat Prescribing Clerks who
successfully completed Level 1.

● As ABHB is a recognised Agored
Cymru training centre, all ABHB
courses are internally verified,
externally verified and quality assured
in line with Ofqual  requirements.        

Introduction 

As the largest proportion of medicines in

primary care is generated from repeat

prescriptions, ensuring robust systems are

in place, educating practice staff and

maintaining consistent messages within

prescribing policies are necessary

interventions for an optimum patient

service. This will lead to reducing

medicines waste and containing

medicines expenditure. 

Experience whilst designing the

content of the course described below

suggests that most staff employed by GP

practices to generate repeat prescriptions

have very little or no background knowledge

of medicines, patient expectations or policy

development. All of these factors need to

be addressed to contribute to an effective

repeat prescribing system. 

In 2004, the National Prescribing

Centre (NPC) developed a guide entitled

’Saving time, helping patients: A good

practice guide to quality repeat

prescribing.’1 This contains good practice

recommendations and ideas for

implementations at different stages of

the repeat prescribing process. As well

as providing characteristics of a model

repeat prescribing process, the guide

identifies the need to have a trained

individual overseeing the system and for

regular training updates to be provided

for all staff.

Like many areas of Wales, the former

Local Health Boards in Gwent had

developed ‘in-house’ training packs for

GP practice staff and undertaken face-to-

face training events. 

The ABHB Medicines Management

team considered that it would be

beneficial to develop a training

programme on repeat prescribing which

would be accredited nationally in Wales

for Repeat Prescribing Clerks (RPCs) in

primary care. 

A curriculum for the repeat

prescribing course was developed by

ABHB in discussion with Agored Cymru,

an organisation approved to accredit

courses that meet the requirements of

the Welsh Government’s National

Leadership and Innovation Agency for

Healthcare (NLIAH). The course, which

was approved by the NHS Wales

Accredited Learning Panel, is the first

accredited course in Wales to become

available for RPCs.

Cheryl Morgan

“. . . most staff employed by GP practices to generate repeat
prescriptions have very little or no background knowledge of 

medicines, patient expectations or policy development.”



The Course                       

The curriculum sets objectives against

which learners have to provide evidence

of achievement. This provides quality

assurance for the Health Board and

evidence of competence for learners.  

The course outcomes are mapped

against a curriculum unit, where a unit is

the smallest part of a qualification that

can be separately certificated. It is made

up of learning outcomes and assessment

criteria with a title, credit value and

level. Each unit is allocated a level that

represents the complexity of the learning.

The level is determined by comparing the

learning outcomes and assessment

criteria against the Qualifications and

Credit Framework (QCF) level descriptors.

The QCF is a basis to recognise the

achievement of learners in England,

Wales and Northern Ireland (Scotland has

its own system).

Learners are required to provide

evidence to meet the statements in the

unit. The evidence is then assessed and

verified. Assessors, who have to be

occupationally competent to make

judgements about the learners’ knowledge

and skills, are required to attend a course

for assessors offered by Agored Cymru.

The ‘Repeat Prescriptions –

Understanding and Generating’ Level 1

course has one credit unit value

equivalent to 10 hours of protected

learning time. The Learning Outcome is

that the learner will ‘understand the

management of repeat prescriptions’. It

comprises the assessment criteria shown

in Figure 1.

The above unit has been approved by

NLIAH and is available for any organisation

to access online at www.agored.org.uk to

deliver to appropriate learners. All the

assessment criteria areas must be covered

but the assessment methods need to be

determined by the assessors themselves

before the course is delivered e.g. group

discussion sessions, hand-written work.  

Assessments agreed by
the ABHB Medicines
Management Team      

The 10 hours of protected learning

time for each learner involves a 3 hour

interactive training session and the

building of a portfolio of evidence over

an agreed time period of 3 months to

support the learning outcomes for

assessment.      

The 3 hour training session includes a

presentation, opportunities for questions

to be answered and group work where

repeat prescribing policies are discussed

and learners discover how other practices

manage their repeat prescribing systems.

The remaining 7 hours is allocated for

building the evidence portfolio required

to complete the course. 

1.1 Identify the advantages of having a system in place for issuing repeat prescriptions and provide written

evidence of a practice policy.

1.2 List a minimum of six types of medicine formulations that can be prescribed.

1.3 Identify three legal classes of medicine.

1.4 Describe what is meant by a generic name for a medicine, listing three examples.

1.5 Give at least five examples of the most commonly prescribed medications and calculate the cost of

28 days' supply.

1.6 Identify who may write prescriptions and who should be consulted when there is a problem with a

repeat prescription.

1.7 Outline the legal requirements for a computer-generated prescription for controlled drugs and

other medications.

1.8 Give a minimum of six examples of commonly used Latin abbreviated prescription directions, with the

English translations.

1.9 Identify and give examples of the differences between repeat and acute prescriptions.

1.10 Identify local practice about the quantity of medication and the number of prescriptions permitted before

reauthorisation.

1.11 List five ways in which a patient can order a repeat prescription.

1.12 Identify how personal practice complies with the need for patient confidentiality and data protection, and

provide written evidence of the practice policy.

1.13 Outline how to store and issue prescriptions:

• to under 16-year-olds;

• for pharmacy collection.

Pharmacy Management Volume 29 Issue 24
Figure 1: Assessment criteria 
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The portfolio submitted by each

learner will contain completed templates

designed by the assessors, their practice

repeat prescribing policy, a copy of the

presentation and a feedback form. The

latter offers learners an opportunity to

express their thoughts about the course

and delivery methods as well as suggest

ways they feel the course could be

improved. Learners are encouraged to

include any additional evidence they feel

appropriate to help reinforce what they

have learnt from the course. 

Assessment methods agreed by ABHB

and Agored Cymru for the Level 1 course

include:

● a record of group discussions

● completed lists with or without

witness statements (witnesses could

be their Practice Manager or a GP)

● completed tables of evidence

● verbal assessment with witness

statements

● presentation of the Practice Repeat

Prescribing Policy

● a reflective log/diary.

Assessment of evidence provides

opportunities for the Key Skills

achievement and can include any of the

following areas:

● Communication

● Information Technology

● Application of Number

● Working with others

● Problem solving 

● Improving own learning and

performance.

For each learner, the assessor has an

assessment tracking form, which is

completed at appropriate stages whilst

reviewing the submitted portfolio or by

discussing the assessment area with the

learner. Learners are encouraged to contact

their assessor at any stage during the

course for help and support if required.

Course Fees      

There is no charge for learners to register

for a unit with Agored Cymru. All

charges follow successful completion.

For 2010/11, the fee was £2.68 per

credit. This fee covers Agored Cymru

registering each learner and the issuing of

a certificate on completion.

For 2011/12, the ABHB Medicines

Management Programme Board included

this training unit as an option for

practices to complete as part of their

Quality Outcomes Framework (QOF)

Medicines Management actions and

agreed to bare the cost of this training by

top slicing the Clinical Effectiveness

Prescribing Programme.
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Organising the Training       

ABHB has 5 locality teams supporting 93

GP practices. Each practice has at least

one RPC. From the ABHB Medicines

Management Team, 5 Technicians and 1

Pharmacist have been supported to

complete the assessors' training and

deliver the course.

The 6 assessors meet regularly to

ensure standardisation of delivery methods,

assessments and overall management of

the course.

It was agreed that a manageable

number of learners for each course

was around 25 per training afternoon,

accounting for 5 learners per assessor

for the group work sessions. This meant

organising 4 separate training dates to

cover the maximum of 93 learners on

the basis that they all opted to undertake

the training. 

All GP Practice Managers were sent a

training programme by email to invite

one learner per practice.

The response we received was

immediate and the 4 training dates were

filled within a week. Some of the larger

practices were requesting places for more

than one learner and, as a result, a

5th training date was arranged and 118

learners were registered. 

Registration for the Level 2 course has

begun and by the end of 2012 ABHB will

have approximately 161 qualified RPCs,

32 of whom will be to Level 2 standard.

Level 2 concentrates on medication

reviews, calculating cost savings between

prescribing a brand or generic medicine

by using the BNF and Drug Tariff and

identifying where silver dressings have

been prescribed incorrectly on repeat

prescriptions. 

Level 3 is currently being reviewed for

approval but will include a practice based

audit, identifying appropriate patients for

repeat dispensing, familiarising themselves

with a local drug formulary, becoming

aware of National Institute for Health and

Clinical Excellence (NICE) and Medicines

and Healthcare Products Regulatory

Agency (MHRA) guidelines.

Benefits of completing

Level 1      

Learners will:

● understand the benefits of a robust

repeat prescribing system.

● become a knowledgeable contact for

Community Pharmacies on

prescription queries.

● understand the requirements of a

legal prescription.

● learn how 28 day prescribing policies

and synchronisation will help reduce

time and waste.

● be aware of the actual cost of

medicines.

● understand the importance and

reasoning behind the re-authorisation

of a repeat prescription before it is

available for issuing and data

protection of the patient.

● have the capability to control and

explain the correct process of

ordering medications by patients and

ensure that only required medicines

are requested.
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● have a greater self-worth, having

gained a nationally recognised

qualification.

● build better working relationships with

their Medicines Management Team.

The Organisation will:

● have standardisation of the quality of

staff generating repeat prescriptions

within surgeries.

● be adhering to the NPC

recommendations.

● improve the current working

relationships with practice staff.

● gain greater respect for supporting

on-going training for RPCs.

Tasks and learning 
points encountered by 
the Medicines
Management Team      

● Arranging internal and external

verification of the course and its tutors.

● Writing a training presentation to

cover all learning outcomes.

● Developing the learners’ portfolio for

completing – issuing portfolios with

standard answer templates created

by the team enabled assessment of

work to be done much easier.

● Organising the training afternoon –

appropriate venue ensuring visual

and hearing space is adequate;

accessibility; health and safety issues

covered; numbers of learners

attending; ice breaker; equipment

(e.g. lap top, projector, extension

leads); timing; refreshments.

● Remuneration.

● Assessment time – estimated time

taken for each learner for Level 1 

is 7.5 hours. This timescale includes 

3 hours presentation in an 

afternoon, assessing the portfolio,

mailing documents, contacting

Agored Cymru for registration. The

average time taken to assess each of

the 118 portfolios was approximately

45 minutes. Following up 21 learners

who needed extra support in

completing their portfolio if the initial

“. . . by the end of 2012 ABHB will have approximately
161 qualified RPCs, 32 of whom will be to Level 2 standard.”



submission was inadequate added

extra time. 

● Additional Assessors time – required

for contacting Practice

Managers/Learners, developing

supporting paperwork for portfolios

and presentations, meetings to fulfil

the internal verification process and

Agored Cymru specifications.

● Evaluation.

● Reviewing all practice repeat

prescribing policies.

● Managing the Tutor folders –

ensuring all assessment tracking

forms are up-to-date, all

correspondence between tutors,

learners and Agored Cymru is

documented and all updates to the

course and course documents are

retained for auditing purposes.

● Level 2 and Level 3 learner portfolios

will incorporate an additional

evaluation sheet for completion to

enable assessors to quantify any cost

or time saving interventions the

learners have undertaken as a result

of completing the course.

● Level 3 will be requesting learners to

complete an audit or polypharmacy

review within their place of work.

This will generate further cost savings

for the Health Board.

Some comments from
Learners:      

● I found the course very informative

and thought provoking. Can’t wait

for Level 2!

● It was interesting to discuss the

policies other practices have; we

could adopt some for our practice.

● I am now more aware of possible

errors that could occur on prescriptions.

● I was astonished to find out how

much medicines actually cost.

● I have reviewed our repeat

prescribing policy and amended some

areas after being on this course.

● This course has made me think more

about improvements on how we

issue repeat prescriptions.

● I now know that I could make a

difference in reducing medicines waste.

Course Fees      

Following the successful uptake of this

new course, 118 repeat prescribing clerks

across ABHB have now achieved a

recognised standard of repeat prescribing

knowledge that did not exist before. As a

result, the RPCs now feel they are being

recognised as having a significant role

within their practice and feel more

confident in their overall duties. 

Many repeat prescribing protocols

have been amended to reflect the good

practice that the learners have picked up

and discussed during the course. Having

clearer definitions of their roles, the

prescribing clerks now save time and

effort in dealing with patient, carer and

hospital queries regarding prescriptions. 

The benefits of the course will

become more apparent as more and

newly recruited prescribing clerks

complete Level 1 and go on to complete

Level 2. 

A reduction in the time spent on

queries to the GP will become more

evident and complaints from patients to

the Practice Manager should decrease. 

Patients’ prescriptions are now being

synchronised routinely to reduce time and

save money on unnecessary issues of

medicines. 

Feedback from the learners displays

great enthusiasm for progressing to Level

2 and gaining further knowledge about

the cost of medicines, broadening their

experiences in helping patients prepare

for their medication reviews and further

understanding what is clearly required

when being asked to issue dressings on a

prescription. 

Practice Managers feel their staff have

become more confident in their roles

and have had experience already in

prescribing RPCs generating savings by

identifying prescription interventions. 

The course has been successful with

positive feedback from the learners and

Agored Cymru. Practice Managers have

welcomed the formal training for their

staff. The external verifier demonstrated

each learner’s portfolio and confirmed

that assessment methods met the

requirements from Agored Cymru. 

On-going Level 1 training is necessary

for new staff with progression to Level 2

and Level 3.

To show appreciation of all work

contributed to developing and delivering

this course, a presentation afternoon has

been arranged for the learners.

Could there come a time when only

practice staff with this qualification will

be offered the role of a designated RPC? 

Declaration of interests

● None 
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Electronic Care Plan
Gary Cook, Principal Clinical Pharmacist Medicine - Planned Care, NHS Tayside.

Email: garycook@nhs.net

Summary
This paper:

● NHS Tayside wanted to develop an
electronic communication
programme to facilitate the
transfer of pharmaceutical care
issues between care sectors.

● Initially, software was developed to
allow pharmaceutical care plans to
be produced as part of the existing
electronic discharge document.

● The programme was then modified
to allow care plans to be produced
for any patient anywhere within
NHS Tayside and not just associated
with an admission or other care
episode, thus facilitating a ’virtual
ward’.

● Electronic care plans take far greater
time to produce than paper ones.

● Developing an e-care plan is
relatively easy, integrating it into
current busy practice is more
challenging.           

Background

NHS Tayside is a medium sized health

board serving a population of

approximately 400,000 people with a

mixed demography of city and rural

dwelling. Healthcare is primarily delivered

via two acute sites (a District General

Hospital and large Teaching Hospital) and

over 70 General Practices. NHS Tayside

previously identified the benefit of the

primary care pharmacist (PCP) role and

was successful in achieving this input to

nearly all Tayside GP practices. The role

of the PCP has developed more recently

towards a locality model of care delivery.

This meant that the case for bridging

the communication gap between

pharmacists in primary care and

secondary care was even more

compelling if seamless care was to be

realised. The NHS Tayside pharmacy

service therefore placed the development

and implementation of an electronic care

plan and communication solution across

the service, by 2015, as a key priority of the

Pharmacy and Medicines Commissioning

Plan. 

Developing the vision      

A project team was put in place

consisting of E-Health project manager,

Business Analyst, E-Health implementation

manager, E-Health trainer, lead pharmacists

from primary and secondary care, lead E-

Health pharmacist. 

The first task was to identify types of

information that would be important and

the best platform by which this would be

delivered. It was apparent from the start

that transmission of pharmaceutical care

issues from secondary care to primary

care would be the most desirable

endpoint. 

NHS Tayside were already well on the

way to being electronic in our production

and transfer of discharge prescriptions

from secondary care sites. In view of this,

it was decided that our electronic care

plan should be developed within the

software platform of the electronic

discharge document. This would link our

care plans to the patient’s medicines list

and existing communication pathways

between clinicians across care sectors

but, more importantly, it would exploit

the opportunity to integrate with an

existing organisational E-Health priority.

NHS Tayside’s Director of E-Health had

made it clear that the electronic discharge

document rollout and its eventual

integration with an electronic care record

was a priority objective for NHS Tayside.

It was determined that the system

would be developed in 2 phases:

● Phase 1: Develop a system of

pharmaceutical care communication

between primary and secondary care

in a finite group of patients in a

specific location.

● Phase 2: Adapt the system to

facilitate the development of

electronic care plans for patients who

are not associated with episodes of

care in hospital i.e. not linked to an

electronic discharge. This would

allow the E-care plan to be utilised

for locality working, a ‘virtual ward’

and specific patient groups being

managed through out-patients.

Gary Cook

“. . . the electronic discharge document
rollout and its eventual integration with an

electronic care record was a priority
objective for NHS Tayside.”



Phase 1  

Developmental phase

It was clear it was not going to be

possible to replicate a paper care plan

format in E-form and that we would have

to deviate somewhat from the traditional

Hepler and Strand Pharmaceutical Care

Plan format.1 Something which was

quick, easy to use and required limited

data input was required - we had learned

from the electronic discharge programme

that intensive data entry was slow and

difficult to ‘sell’ to busy clinicians. Our IT

colleagues also pointed out that, if we

wanted any data or reports from the

system, then we were going to have to

limit free text and design a drop down

options type format for the bulk of the E-

care plan. Initially, this was felt to be

desirable as it would fit with the user

friendly concept believed to be critical to

implementation success. However, the

difficulty of designing a fixed format

drop-down style system that would cover

most pharmaceutical care issue situations

was then discovered.  

Another key feature desired was to

incorporate into the system the ability to

categorise pharmaceutical care issues

according to our in-house prioritisation

system, which uses a Priority Code as

described elsewhere.2 The approach

identifies which patients have been

categorised as having a high priority need

for follow up. 

A list of various drop down care issue

categories with the safety net of a drop

down option titled ’other’ along with key

data inputs of date issue created, by

whom, the Priority Code, whether the

issue was actioned or ongoing and date

of review needed. The details regarding

primary care issues are shown in Figure 1.

This shows the Priority Code for each

issue, and identifies when the next review

is required. Issues fall under various drug

related problem categories or ‘other’ with

a free text box to elaborate. ‘Action’ is for

'yellow card report'or ‘other’. ‘Outcome’

is for ‘actioned’, ‘not actioned’, ‘ongoing’

or ‘other’ with space for free text. ‘Status’

is ‘open’ or ‘completed’. A review date

can be set to flag up to users who log

onto the system that they have care

issues needing review on that day, if that

is the case.

The IT team developed this service

specification as a ‘bolt-on’ within our

existing Electronic Discharge Document.

This ensured that the patient’s

demographic data, GP practice details

and, most importantly, the medication list

from primary care were all automatically

importable for each patient using the

Scottish Community Health Index (CHI)

number database and other electronic

databases.

The IT team then produced the

system in accordance with the agreed

specification and, after user acceptance,

it was agreed to test it in practice. User

acceptance testing was conducted by
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pharmacists on the project team, who

were given access to the system to test its

capabilities, ensure it worked as planned

and identify any system 'bugs'.

Testing Phase

An initial pilot phase to test the system

only in high priority Medicine for the

Elderly (MFTE) patients in certain ward

locations was agreed. The same issue as

with electronic discharge prescriptions

arose immediately – they are nowhere

near as quick to produce as paper

versions. This meant an immediate barrier

to implementation with busy ward

pharmacists. It was clearly undesirable to

expect pharmacists to use a slower

method of care planning, integrate this

into their current work systems and

achieve this whilst waiting to log on to

various different PCs across their ward

areas, particularly since the pressure on

ward PCs was great due to the extensive

expansion in the use of various clinical IT

systems. A mobile personal device was,

therefore, essential and eight tablet PCs

were purchased. The use of the tablet

PCs helped implementation testing in

that there were no physical barriers to

logging on to the system and using it.

However, the devices did not solve the

issues of an electronic care plan being

significantly slower to write than a paper

based one.

It was also identified that the drop

down option of ’other’ was the most

popular category of care issue,

confirming the heterogeneity of

pharmaceutical care in clinical pharmacy. 

The information that is transferred to

primary care colleagues enables the

pharmaceutical care activity of secondary

care to be more visible. However, this

information only explains what has been

undertaken in secondary care. The

intention to pass on appropriate care

issues that need to be resolved or followed

up in primary care and facilitate seamless

clinical practice has not yet been realised.

The testing phase made us realise that

we had not clearly established the type of

information that primary care need or

want and, importantly, can reasonably act

on in a very different clinical environment

from a hospital. The types of

pharmaceutical care issues identified and

worked on in an acute hospital are very

different from those the locality

pharmacist would routinely undertake.

Figure 1: Primary care issue details

“A mobile personal device was, therefore, essential and 

eight tablet PCs were purchased.”
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The testing phase identified that the

secondary care system used to prioritise

patients for care was inappropriate for

primary care. The Priority Code system is

designed for an environment where the

average length of stay is under one week

and activities need to be undertaken

within days or not at all; this restriction

and necessity for immediate action does

not routinely apply in the primary care

environment. Work is now underway to

categorise and develop a prioritisation

system for care issues that are transferred

to locality pharmacist teams. 

Roll out

So far, roll out has been restricted to a

small area where the clinical pharmacy

team are working with the Priority Code

system and the available mobile devices

are enough to support the activity of that

team. Currently, the system is used in the

Acute Medical Ward, Gastroenterology

and MFTE wards with some limited

activity in other medical wards. It has also

been recognised that a key benefit of the

system is its ability to store, make visible

and share the Priority Code for each

patient. This is because it has allowed

secondary care to link the E-care plan to

the concept of priority coding patients

and using both systems to facilitate a

more efficient work flow pattern for

clinical pharmacists working across busy,

high turnover ward areas. 

Phase 2      

Phase 2 included a technical change to

disassociate the system from the

Electronic Discharge Document to

facilitate E-care plans to be ‘stand alone’

and not associated with an episode of in-

patient hospital care. This allowed the

programme to be used in primary care

pharmacy, out-patient clinics and a

’virtual ward’ environment. The ability to

associate care plans with episodes of care

and hospital discharge prescriptions was

retained but it was now possible to have

a care plan open for a patient associated

with the electronic discharge programme,

which would follow the patient wherever

they were and be visible by any doctor,

pharmacist or registered user of this

system anywhere in NHS Tayside. 

Currently, the stand-alone system is

being used by our advanced GI and

Nutrition pharmacist to manage his case

load of out-patient hepatitis C patients

receiving protease inhibitors. We plan

to replicate this with other specialist

pharmacists managing patient case loads

in any specialist clinic field.

Figure 2 shows the screen displayed

when a patient is viewed on the system,

their ‘open’ care issues at the top,

‘closed/completed’ ones at the bottom

and a middle section for entering new

issues. The screen shown is taken from

the training manual – the patient’s name

is fictitious.

Next steps     

The procurement of further mobile

devices for individual clinical pharmacists

to facilitate use of the system is required

to enable a wider rollout and greater user

engagement with the system. It is hoped

Figure 2: Patient screen
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to achieve an electronic care plan on the

system for every patient coded as Priority

Code 1 across the medical directorate,

which is every patient identified as

needing high intensity, daily, clinical

pharmacist input. This would ensure a

secure platform for recording care issues

in patients identified as needing intensive

pharmaceutical input and facilitate audit

of activity that is electronically generated.

This would give the pharmacy service

reassurance that patients needing

pharmaceutical care were being reviewed

regularly and that those reviews are

recorded, documented and shared. 

The eventual aim is to transfer care

issues across to primary care, which

will eventually include Community

Pharmacists. This will facilitate seamless

care regardless of setting and support the

Chronic Medication Service being rolled

out in NHS Scotland,3 which has a focus

on identifying pharmaceutical care needs

and managing high risk medicines. 

It is acknowledged that this

development needs to be made available

to other health care professionals, so

integration of our systems with the

patient’s E-Health record is vital in the

long term.

Key successes:   

● Our aim of creating a system to

facilitate communication across care

sectors was easily achieved, the difficult

part was identifying what needed to

be communicated and to whom.

● Matching our service aim and vision

to overall organisational objectives.

This was a key aspect in NHS Tayside

providing resource to develop our

system.

● We kept our E-care plan simple, small

and as uncomplicated as possible to

avoid getting 'stuck' spending

months negotiating technical details

and specifications. This also allowed

user training and acceptance to be

simplified and more achievable.

● Creation of a system linked to

another clinical platform with

relevant data (e.g. patient details,

demography, medicines) minimises

user data entry and hence improves

usability.

A mobile personal device was essential

“. . . this development needs to be made available to other health
care professionals, so integration of our systems with the 

patient’s E-Health record is vital in the long term.”



Pharmacy Management Volume 29 Issue 214

Important lessons learned:  

● To achieve practice change, the

system has to offer benefits to the

user – it has to make their job easier.

We tried to achieve this by making

the Priority Code system integral to

the care plan as this would help ward

pharmacists in their day to day job

i.e. by providing an electronic system

that could tell them each day who

they did or did not need to see from

the information that was recorded

about each patient.

● The system is not within the medical

notes (as they are paper based) and,

therefore, it is only pharmacists who

will use it. A clearly negative aspect.

● The system stands alone from other

working practices (e.g. Practice

Pharmacists’ workflow within GP E-

systems, Community Pharmacists

within their own systems). This will

result in some duplication for some

users if they adopt the system.

● The types of care issue that are

appropriate to be forwarded to

primary care for action are not clearly

established. This research lags behind

the concept and vision of seamless

transfer of care issues across the care

interface. Developing an electronic

care plan is a huge challenge. We

had a clear vision and a dedicated

team who shared that vision but the

greatest challenge was producing

something that delivered what was

required in the busy, stressful ward

environment.  

● We tried hard to temper our

ambition through this project, being

aware that over-ambition would

result in failure. 

We wanted something simple that

would improve on the paper-based system

of working used at the time, even if this

was not the ‘gold standard’ future vision. 

Sharing experience    

The author would be very interested in

hearing from anyone else working on a

similar project to share ideas and

opinions. We would also be happy to

answer any queries on our journey

through this project.
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Pharmacy Management
Forthcoming Events

National Forum
12th November 2013, London
This will be one you really mustn’t miss! Nearly 700 people
attended the 2012 National Forum in November to hear
keynote presentations, attend 20 satellite sessions and
network in the learning zone of over 70 posters. The 2013
event promises to be even better! See the call for posters
which appears overleaf in this edition of the Journal.

Watch this space!

Diary Dates for 2013

National Seminars
17 April 2013 England London

15 May 2013 Scotland Stirling

2 October 2013 Northern Ireland Belfast

21 November 2013 Wales Cardiff

TO REGISTER AN INTEREST IN ATTENDING
Please contact Mary Budd at mary.budd@pharman.co.uk,
telephone 0118 9844 977 or book online at www.pharman.co.uk

Dates for the next Pharmacy Management Academy programme

appear elsewhere in this edition of the Journal. Further information

and joining instructions will be made available in due course.

Please make a note of these dates in your diary.

Pharmaceutical companies and others who
wish to sponsor any of these events should
contact katie.fraser@pharman.co.uk. 
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On 15th November 2012 we successfully held our first National Forum in London. As well as key note
presentations and satellite sessions the event featured a ‘Learning Zone’ of over 70 posters submitted
by your colleagues. This was a great way for them to share their projects and best practice about
Medicines Optimisation.

We received excellent feedback about the learning zone so we plan to run it again next year.

If you need support creating your poster, a mentor will be available and we can also
assist with the design process.

The Learning Zone can be seen on the video for the last Forum 
(available at: http://www.youtube.com/watch?v=cse5-G0mtp0&feature=youtu.be).
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Service Evaluation Project – Domiciliary Visits By Hospital
Pharmacy Technicians To The Frail Older People Of
Swansea Following A Recent Hospital Admission   
Wendy Casey, Chief Pharmacy Technician, Abertawe Bro Morgannwg University Health Board,

Mark Francis, Pharmacy Manager, Singleton Hospital, Abertawe Bro Morgannwg University Health Board 

and Dr. Karen Hodson, Director MSc in Clinical Pharmacy, School of Pharmacy and Pharmaceutical Sciences,

Cardiff University.

Email: wendycasey2@wales.nhs.uk

Summary
This paper describes:

● integrated hospital pharmacy
technicians providing domiciliary
patient support with their
medicines post discharge

● medicines optimisation as a
consequence of an inpatient
medicines review 

● patient feedback on the enhanced
service

● benefits of a medicines reminder
chart

● multi-disciplinary team (MDT)
working to aid safe and efficient
patient discharge.           

Introduction
This service improvement project involved

inpatient medicine reviews and domiciliary

visits by hospital pharmacy technicians to

the frail older population of Swansea

discharged from Singleton Hospital,

Abertawe Bro Morgannwg University

Health Board (ABMUHB). The project was

piloted initially for six months and

evaluated from a number of perspectives

including the views of patients and

healthcare professionals, as well as

patient safety aspects.

Background  

The National Service Frameworks for Older

People in England1 and Wales2 and the

Medicines and Older People NSF3 identified

a number of medicines management

issues. In 2008, an article in Quality and

Safety in Health Care identified a high

percentage of this patient group being re-

admitted to hospital within 7 days of

discharge due to medicines related issues.4

The Older People’s Commissioner for

Wales undertook a review of the care for

older people, asking the Welsh Health

Boards for a response to their findings.

ABMUHB set up a multi-disciplinary team

(Steering Group) to look at all aspects of

the hospital stay and discharge. The

Steering Group established an on-going

project to investigate the care of the frail

older people of Swansea following a

recent discharge from hospital.

A proposal from the Pharmacy

Directorate was accepted by the Steering

Group to pilot an integrated pharmacy

technician post to help minimise the

medicines issues for this patient group.

This proposal subsequently developed so

that pharmacy technicians became

involved in the discharge process by

conducting inpatient medicines reviews

and a follow-up domiciliary visit within 7

days post discharge.  

It was agreed that Medicine

Management Technicians would be used

for this new role due to their current

skills, knowledge and experience.

A small project steering group was

established, consisting of members of the

Pharmacy Directorate and the Director of

the MSc in Clinical Pharmacy at the

School of Pharmacy and Pharmaceutical

Sciences, Cardiff University, who agreed

that a fourth year MPharm student would

contribute to the service evaluation. 

Intervention 

The intervention was the introduction of

an enhanced pharmacy service on the

elderly care ward that extends to a post

discharge domiciliary visit. The aim of the

intervention was to ensure that the

patient has a sufficient understanding of

their medication to ensure maximum

adherence, to identify any potential or

actual medicines management issues and

to reduce unplanned medicines - related

readmission to hospital.

Whilst developing the project, the

chief technician scoped the logistics of

delivering the service.  This included

mapping the current process of

medicines management post discharge

with locality prescribing teams,

evaluating the current skills, knowledge

and experience of ward based technicians

for this new role and  identifying training

needs associated with lone working e.g.

Protection of Vulnerable Adults (POVA)

training, Violence and Aggression

training and ensuring adherence to

appropriate policies. An in-house training

programme was developed to ensure

that technicians were competent to

undertake this new role.

The enhanced pharmacy service

involved the pharmacy technician assessing

the patients on the care of the elderly

ward against the inclusion criteria,

namely patients over the age of 65 years

on four or more prescribed medicines

who were living in their own home with

or without a care package. All patients

referred by nursing or medical staff

were included.  

Wendy Casey
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technicians conducted medicines reviews

with the patient on the ward, assessing

their knowledge and ability to take their

medicines. Any issues identified were

referred to medical/nursing staff to action

before discharge. The pharmacy technician

obtained consent from appropriate patients

for a domiciliary visit and arranged a

suitable date within 7 days of discharge.

At this visit the pharmacy technician

assessed adherence to medicines post-

discharge, removed expired or unwanted/

excess medicines with consent and, if

necessary, referred the patient to other

healthcare professionals within the primary

care setting, for example locality prescribing

technicians, medicines management team

members or General Practitioners. In

addition, the outcome of the domiciliary

visit was conveyed to the patient’s

consultant.

Evaluation  

The evaluation was undertaken in four

phases.  As this was service evaluation,

ethical approval was not required,

although it was gained from the School

of Pharmacy and Pharmaceutical

Sciences, Cardiff University for phase 2 of

the evaluation.

Method  

Phase 1 consisted of collecting data on

patient demographics and the number of

interventions the pharmacy technician

made at different care stages i.e. during

the in-patient review and resulting from

the domiciliary visit. Data was analysed

descriptively.  

Phase 2 involved the MPharm (year

4) student conducting semi-structured

interviews in the homes of patients who

had given their consent  (n=11). Participants

were chosen if they had received a

domiciliary visit, were competent to

answer interview questions and lived in a

geographical area reasonable for travel.

The interview involved asking participants

their opinions of the pharmacy technician

visit, its length, duration and timing since

discharge, the usefulness of the

Medicines Reminder Chart. It also

provided an opportunity for suggestions

to be made on how to improve the

service.  In addition, the participants were

asked whether their knowledge and

understanding of their medicines had

improved. Interviews were tape-recorded,

transcribed verbatim and then thematically

analysed.

Phase 3 involved the Pharmacy

Manager at Singleton Hospital sending a

questionnaire via e-mail to members of the

multidisciplinary team (n=7) for the care

of the elderly ward.  The questionnaire,

containing closed questions with an

opportunity to write any comments, asked

about whether they were provided with

sufficient information and consulted during

the development stage of the service, their

opinions on whether the service had

supported the discharge of their patients,

the usefulness of the technician at the

multidisciplinary team meetings and the

benefits and/or disadvantages of the new

service.  Data was analysed descriptively.

It was proposed that Phase 4 would
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compare the readmission rates for

January to June 2011 with the same

period for 2012 for the care of the elderly

ward.  However, in 2011 the ward

contained care of the elderly and surgical

patients whereas in 2012 only care of the

elderly patients were present.  This meant

a direct comparison could not be made.

Results Phase 1  

During the pilot stage, 50 patients were

identified for in-patient medicine reviews.

The mean age was 82.68 years (SD 7.38),

range 66 to 99 years.  The mean number

of medicines on discharge was 8.96 (SD

4.3), range 0 to 24; the mean number of

high risk medicines on discharge was

0.72 (SD 0.76), range 0 to 3.     

39 interventions were made as a result

of the in-patient review.  These included

changing to a more suitable medicines

form, rationalising the frequency of the

administration medicines in accordance

with care packages, and providing a

medicines reminder chart to help increase

knowledge and understanding.

Of these 50 patients, 21 were

unsuitable for domiciliary visits. The

reasons were:

● 6 transferred to another hospital

● 2 readmitted to hospital before a

domiciliary visit occurred

● 2 remained on the ward at the end

of the pilot project

● 2 discharged to a residential home

● 1 patient was abusive on the ward

● 2 patients died prior to discharge

● 5 post discharge where a mutually

convenient date and time could not

be agreed

● 1 patient’s medicines were stopped

prior to discharge.

Of the 29 patients who received a

domiciliary visit, 25 patients received

further intervention.  Table 1 presents the

different outcomes of the domiciliary visit.

Six patients did not remember to take

all their medicines or did not take them as

prescribed.  

Examples include: 

● patient prescribed Adcal D3 one

twice a day but only took one dose

in the morning; advised to take both

doses in the morning; local chemist

advised of dose change.

● patient taking medicines previously

prescribed that were not on the

discharge list; advised to take only

those on discharge list; GP advised.

● patient confused about which

medicines to take; had not ordered a

repeat prescription; contacted GP

and community pharmacist to discuss

and referred to the local primary care

medicine management technician.

● patient not taking furosemide since

discharge; counseled patient to take it.

● patient not taking metformin or

omeprazole since discharge; referred

to GP.

● simvastatin dose had been increased

from 20mg to 40mg daily in hospital;

dose needed to be confirmed with

the pharmacy technician before

patient would take it.

Four patients intentionally did not

take their medicines; reasons for three of

these were confusion over the discharge

list of medicines or the dose prescribed.

One patient did not take their tramadol

as it made her feel dizzy.

Other examples of interventions

include:

● darbopoetin injections left out of

the fridge for 4 days; removed by

technician

● patient unaware how to order repeat

prescription as previously had not

been on medicines and did not realise

the medicines were to continue

● patient had stopped furosemide and

venlafaxine in hospital but they had

been restarted by the GP; referred

patient to locality technician

● patient had fallen twice since

discharge and was taking diuretics;

referred to GP.

Phase 2  

Of the eleven patients identified, ten

were interviewed; one patient was too

confused to participate.

Benefits of domiciliary

visits to patients  

The first theme identified was the benefit

of the domiciliary visit to patients. This

theme identifies whether patients had

gained anything from the technician

visiting them in their home after

discharge from hospital. The majority of

patients (7 out of 10) felt that they

benefited from the service. Patients

stated that the technician went though

their medicines with them ensuring theyTable1: Outcomes of domiciliary vists

Number of patients (n=29)

Patients not taking medicines as prescribed 6

Patients not remembering to take their medicines 3

Medicines intentionally not taken 4

Surplus medicines identified 13

Removal of surplus medicines 10

Advice on use of OTC medicines 4

Advice on appropriate storage of medicines 4

Referral to other healthcare professionals 23



knew what their medicines were for and

when to take them.  The technician also

checked to ensure all medicines were

kept in a safe place as well as clarifying

the issues patients had with regards to

their medicines.

However, a few patients (3 out of 10)

felt they did not benefit from the service

because they had a family member caring

for them. One patient thought that the

service was reassuring but all the

information was already provided by the

patient’s GP. 

Patients who are actively involved in

managing their own medicines seem to

benefit more from the visit compared to

those who are not actively involved and

are reliant on care packages and/or their

family to manage their medicines.

Quotes from patents are shown in

Figure 1.   

Time between 

patient discharge and

technician visit  

The majority of patients (7 out of 10)

thought the domiciliary visit three or four

days after they were discharged from

hospital was appropriate.

However, a few patients stated that

they would have preferred the technician

to come sooner (2 days after they were

discharged from hospital).

Duration spent by the

Pharmacy Technician at

the patient’s home  

All patients felt that the duration spent by

the technician in their house was

appropriate to go through all relevant

information and solve any issues patients

have with regards to their medicines.  

Views on Pharmacy
Technician  

All patients gave positive comments

about the technician. They stated that

she was friendly, polite and thorough

when explaining. The patients also stated

that she spoke clearly and they could

understand her and all the information

she was conveying to them.  One patient

also stated that the technician visited

them on the ward a couple of times

before they were discharged from

hospital.

Medicine Reminder Chart

(MRC)  

The majority of patients (7 out of 10)

found the chart useful in many aspects as

it provided information on what the

medicines are for and what time during

the day to take the medicines.

The patients used the chart:

● to clarify what medicines they should

be on after discharge from hospital

with the GP surgery

● as a checklist to compare the

medicines delivered from the

community pharmacy, being

reassured that all their medicines

were the same as on discharge

● to take to the out of hours GP in

order to notify the GP what

medicines they were taking.

Although the majority of patients

found the chart useful, a few patients did

not use the chart regularly as they had

been on their medicines for a long period

of time and were confident in their

knowledge and understanding.  Patients

who are not responsible for their own

medicines, having support from carers or

family members, generally did not find

the chart useful.

All patients understood all the

information written on the chart. They

could also read the technician’s writing

and felt that the layout of the chart to be

simple and easy to follow. However, one

patient did mention that the print on the

chart was too small, which would be an

issue for patient with visual impairment. 

Patients’ understanding

about their medicines

after Pharmacy

Technician’s visit  

All patients gained a better understanding

about their medicines after the technician’s

visit. Patients stated that their knowledge

about their medicines had increased and

they also knew when and how to take

them. 

Despite the domiciliary visit having

helped improve patients’ knowledge

about their medicines, patients who are

on drug therapy for a long time are aware
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Figure 1: Quotes from patients

‘I think it is a good idea particularly for an elderly person going

home who has no-one else there either. I think that it’s an

excellent idea for someone to be coming out and seeing that the

medications that they are on are the right medications.’

‘Yes because, as I said, up until then I was taking tablets but I

didn’t know what the tablets were for and, since I am taking so

many, it was nice for her to explain what each one that I was

taking was for.’

‘Yes, it was very helpful. She did go through all my tablets and

she did look to make sure that I am keeping my tablets in a safe

place. So, yes, she was very good and thorough.’
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of what drug treatment they are

taking and when to take the medicines.

This is because the patients actively

read the Patient Information Leaflet

that is provided in the medicine boxes.

A few patients stated that they would

have appreciated this service being

implemented earlier and all the

information given to them sooner rather

than later.

Patients’ recommendation   

All patients stated that they would highly

recommend this service as it was seen to

be beneficial for the older population. 

Phase 3  

Out of the 7 questionnaires sent, five

were returned. The MDT felt they had

been fully informed of the project

throughout and that the new service

supported the discharge process. 

The features which they felt were

most valuable to the team and the

patients included liaison with junior

doctors regarding discharge medication,

a person specifically focusing on the

patient’s medication at discharge and

immediately post discharge, and ensuring

medication can be taken safely and

effectively at home.  

All respondents felt that it was

appropriate for the pharmacy technician

to attend the multidisciplinary team

meeting.

The benefits of the new service

included the usefulness of receiving

feedback on how the patient is managing

at home post discharge, the introduction

of new ideas which have reduced delayed

discharges over medication and generally

improving the safe discharge of patients.

“All patients stated that they would highly recommend this 

service as it was seen to be beneficial for the older population.”



The only comment made regarding

disadvantages was that the service is only

available on the care of the elderly ward.

Quotes from MDT members are

shown in Figure 2.

Discussion   

The introduction of this enhanced

pharmacy service has been successful.

The results demonstrate the benefit of

both the in-patient review and the

domiciliary visit by the pharmacy

technician are of equal importance in

identifying medicines related issues.  The

attendance at the multidisciplinary team

meeting has allowed pharmacy to

integrate into the multidisciplinary team

and for two-way communication to

occur, allowing safe and effective

discharge of this vulnerable patient

group.  

Feedback from the patients has been

extremely positive. They perceive that

their knowledge of their medicines has

improved as a result of this service.

Patients commented on the use of the

Medicines Reminder Chart to be

practical, as well as helping them to

understand why their medicines have

been prescribed. From the results of

this project, it is recommended that

the provision of a Medicines Reminder

Chart be available for all hospital

discharges, that each is typed rather than

hand-written and, ideally, populated

electronically from the patients’

medication record.  

The new service has been well

accepted within the care of the elderly

team. All multidisciplinary team members

provided examples of the benefits of

the pharmacy technician review and

domiciliary visit.

The pilot project finished in June 2012

and the service has continued to evolve.

In particular, the inclusion criteria have

been relaxed and the service is available

to anyone on the care of the elderly

wards who will be discharged to their

own home.

Conclusion   

In conclusion, this service allows

individual care to a vulnerable group of

patients, allowing patients to have

involvement in their care whilst providing

continued support post-discharge. 

The inpatient medicines review alone

does not fully enable a patient to take

their medicines as prescribed but this can

be re-inforced by the follow-up home visit. 
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Figure 2: Quotes from MDT members

‘I feel that the service is invaluable to the MDT as a whole,

particularly where people are vulnerable and do not have the

support from a network of family.

‘I think it’s been excellent. XXXX in particular has worked hard to

develop the role and worked extremely well as part of the MDT on

the ward’.

‘In the current climate there is a lot of talk about change but often

little action to back it up. It is to your credit as a department that

you have got on and delivered this’.

‘A successful service development, liaising well with all community

staff and which should obviously (be) continued.’

“. . . this service allows individual care to a vulnerable group 

of patients, allowing involvement in their care whilst 

providing continued support post-discharge.”
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Question:

What is your job title?

Answer:

Chief Officer of Avon Local

Pharmaceutical Committee. 

What are your main responsibilities/

duties?

Avon LPC covers approximately 230

pharmacy contracts across NHS

Bath and North East Somerset, NHS

Bristol, NHS North Somerset and NHS

South Gloucestershire. Community

Pharmacy consist of a combination of

independents and multiples and the Local

Pharmaceutical Committee (LPC) plays a

vital role in promoting the whole of

pharmacy to a wide audience. I have

close working relationships with each NHS

organisation and, when the new NHS

structures go live, these relationships

will be vital in liaising with Clinical

Commissioning Groups (CCGs), Public

Health Departments and Health &

Wellbeing Boards. Using these alliances, I

will be able to promote the work that

pharmacy achieves to ensure that the

pharmacy profession receives the credit

for the great work it delivers to patients

locally. I also work closely with the

LPC committee to craft our 2013/14

strategic plan. It is vital that, as an LPC,

we lay down our road map for the next

year to 18 months to ensure that we

are moving pharmacy in the right

direction along with being able to publish

our goals and aspirations for all the

pharmacy contracts. I also work with

other pharmacy organisations to try to

align strategic direction.

The role also involves ensuring that

the LPC delivers its training program for

all pharmacists plus their team. This

provides six training events per year,

which look at a wide variety of topics to

complement the work carried out by the

Centre for Pharmacy Postgraduate

Education (CPPE) and the Local Practice

Forum (LPF).  Recently, the LPC has

arranged training for COPD, Dermatology

and an event aimed at supporting

pharmacies to engage with local services.

This ‘upskills’ the whole pharmacy team

along with enabling networking to occur

across pharmacies, which helps to build

local relationships and breaks down

barriers between individuals.  

The LPC has also developed a website

(www.avonlpc.org.uk) and ensures it is

packed full of useful information. This

encompasses many areas including all

service specification information for

enhanced and advanced services, links to

the new NHS bodies, a calendar listing all

LPC events and those from other bodies

as appropriate as well as a survey for

people to fill in and leave feedback on

what we do. This also lists all our

constitutional information along with

meeting dates, minutes and our

corporate governance information. We

actively encourage participation from all

stakeholders in our open meetings.

To whom do you report and where

does the post fit in the management

structure? 

I report to the whole committee and the

committee are accountable to all the

pharmacy contractors we cover. 

How was/is the post funded? Is the

post funded on a non-recurring or

recurring basis?

The LPC is funded by the levy that each

contractor pays monthly. The LPC then

finances various roles to ensure that we

deliver a benefit to contractors.

When was the post first established?  

Each LPC has either a Chief Officer or a

Secretary and, as such, the role is written

into the constitution of the LPC. 

FACE2FACE
Chief Officer, Local Pharmaceutical Committee

Richard Brown, Chief Officer, Avon Local Pharmaceutical Committee 

Email: richard.avonlpc@gmail.com

Richard Brown

“It is vital that, as an LPC, we lay down our road map for the 

next year to 18 months to ensure that we are moving
pharmacy in the right direction . . .”
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How long have you been in post? 

I have been in post since October 2012.

Before that I had taken on a role with

the LPC to support their training and

engagement across all their pharmacy

contracts. Some years ago, whilst working

in pharmacy field operations, I held a seat

on the committee.  

What were the main drivers for the

establishment of the post and how

did it come about? 

For the LPC to really deliver benefit, it is

necessary to have a dedicated team that

can represent pharmacy. This ensures that

the NHS and other bodies are able to

build a productive working relationship

with a single point of contact that can act

impartially for the best of all pharmacies.

What have been the main difficulties

in establishing/developing the post

to its current level?

The main challenge is building

relationships with contractors and NHS

stakeholders who sometimes struggle to

see the benefit of the LPC. Fortunately, in

Avon, we have very receptive bodies and

contractors who have relished the chance

to work with a proactive LPC.

What have been the main

achievements/successes of the post?

We hold a very successful training

program that engages all roles within

Community Pharmacy and we actively

encourage participation by contacting

pharmacies direct. We have now contacted

every pharmacy team in Avon to

introduce the LPC and to gauge their

feedback as to what is important. This

ensures our strategic plan aligns to what

our contractors need. Going forward,

success will be when external stakeholders

actively seek out the LPC to provide

pharmacy input and solutions for the

challenges they face.   

What are the main

challenges/priorities for future

development within the post which

you currently face?

The biggest challenge of the role is

ensuring that all contractors receive,

where possible, an equal slice of the

resource. This is not always possible but

we are constitutionally bound to

represent everyone. As you can imagine,

this becomes interesting when you are

faced with the situation of one contractor

who is potentially acting in a manner

which will negatively impact on a large

number of others. 

Another challenge will be how the

changes in the NHS will settle down post

April 2013. This will be the main focus for

the LPC over the coming months i.e. to

ensure that all contractors are supported

through the transition. 

What are the key competencies

required to do the post and what

options are available for training?

The key requirement is the ability to form

and maintain strategic alliances.  Through

engaging and influencing primarily NHS

stakeholders, you need to be able to

develop the profile of community

pharmacy. It is crucial that you are

credible in your role and that you can also

draw on past experiences of delivering

change but, most importantly, you have

to do what you say you will do!    

How does the post fit with general

career development opportunities

within the profession?

The role of the Chief Officer opens up

a range of opportunities to pharmacists.

It provides people with a strategic

leadership role. Although I come from

a field management role, it could

encompass a wide range of backgrounds.

Interestingly, there is no requirement for

the role to be filled by a pharmacist.  

How do you think the post might be

developed in the future?

Going forward, the role of the LPC will be

crucial due to the wider areas that the

NHS Area Teams cover. Where, previously,

Primary Care Trusts (PCTs) have been able

to provide a high level of support to

pharmacists, that resource just won’t

exist. Consequently, I feel that the LPC

will need to step into the void. It is one of

the reasons we have worked so hard to

revitalise the LPC website. 

What messages would you give to

others who might be establishing or

developing a similar post?

It is vital to remember that Chief Officers

are there to provide a service to the

pharmacy contractors they represent. You

must be able to show value for money

and ensure that the actions you take can

further the great work carried out by

pharmacy. The role though, is extremely

rewarding as you get to support the

delivery of new services into pharmacy,

support pharmacies in how they go

about providing services and, ultimately,

raise the profile to a wider NHS audience. 

Get it right and each contractor will

receive far more from the LPC than they

put in to fund it. 
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In keeping with our commitment to technology and the environment, the Journal will now
be available as an eBook that can be readily accessed from mobile and other devices as
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subsequent development of appropriate electronic links which will provide you with direct
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MANAGEMENT CONUNDRUM

A Tender Subject

Janet Donnit, Chief Pharmacist of Metropolis NHS Trust,

was miserable. She felt as if she had been taken for a ride.

It all started eight weeks ago. She had presented her plan

to bring in a dispensing partner to provide outpatient

dispensing services at the Trust, which would free her

pharmacists to provide a better level of service to

inpatients. The hospital Board had been very impressed

and the Chief Executive, Clive Black, had said so. This

morning they had met again to discuss the responses they

had received to the initial notification of the tender

opportunity. The Trust had written to some possible

partners to ensure that they did not miss the tender

advertisement that would be posted in a fortnight or so. 

‘There’s quite a lot of interest,’ said Mr Black. ‘I think

we’ll have a few to choose between. You’d better get

the scoring criteria worked out.’

‘I’m already doing that,’ said Janet.

‘A couple of the companies asked if there was any

prospect of tendering for the whole pharmacy service

and I don’t see why not,’ added Mr Black. ‘If nothing

else, it would be a valuable exercise in establishing

whether we’re currently getting value for money.’

‘I thought we’d agreed that tendering for outpatient

services would allow the existing staff to develop the

overall service,’ stammered Janet, who didn’t like the

way this conversation was going.

‘Well, there’s nothing to stop them putting a bid together,’

Mr Black replied, ‘but, in the interest of fairness, I can’t let

them have help from our finance staff or the other

bidders will complain. A Managing Director of a company

has explained to me that it’s the unpredictable workload

of outpatients that deterred him from seeking hospital

business. Now that outpatient dispensing has been

stripped out, his company would be very interested in

bidding for this Trust’s clinical pharmacy services. I need

you to go away and write a briefing document for the

Board on the best way to secure value in clinical

pharmacy services for the Trust. I’m afraid I can’t give you

long – we have to decide in the next fortnight whether

we’ll run this as one tender or two.’

It must have shown in her face when she arrived back

at the department, because her technician, Colette

Capsule, asked her if she was all right.

‘Not really,’ said Janet, who did not feel she could say

why that was.

Commentaries 

Carol Farrow, Clinical

Director of Pharmacy

Services, Norfolk and

Norwich University

Hospital NHS

Foundation Trust.

Email: carol.farrow@nnuh.nhs.uk

The NHS is in the grips of the biggest

financial challenge it has ever faced. Not

only is it having to deal with making

significant financial savings but also with

major service reorganisation coupled with

an increasing demand on services. The

reality is that purchasers of NHS services

are looking to secure value for money,

including entering into partnerships with

private provider services to re-provide

services at reduced costs. To date, this

threat (or is it an opportunity?) has been

mainly in the domain of PCTs but, given

the financial situation, it is inevitable that

hospital Chief Executive Officers and their

Finance Directors will look to their

services and ask the question: ‘Can we

achieve the same for less?’     

In presenting the case to outsource

outpatients, Janet should have been

mindful of this situation. So, was she

realistic in presenting a business case to

effectively invest in developing inpatient

services without liberating resources to

help fund the outsourcing of outpatients?

This may be logical and sensible given the

medicines management and optimisation

agenda and the focus that is developing

on medicines. However, in many Trusts,

Chief Pharmacists must now demonstrate

how any investment can be cost neutral

against the budget available or through

What is Janet going to do? 
What points should she be making to her Board?
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investment by other budget holders e.g.

using funding for junior doctors to invest

in pharmacists for prescribing roles.  Did

Janet take this approach? 

In this climate, the positioning of a

service is key. Chief Pharmacists must be

mindful that they need to demonstrate

the value for money and the value added

activities that are undertaken in order to

underpin patient safety, risk management

and financial management agendas.

Demonstrating the added value that an

integrated service offers and the

economies of scale delivered is essential.

Clinical Pharmacy services, including

medicines management, are the shop

window at a ward and Trust wide level

and often the service most observed. Can

they truly deliver, however, without

having recourse to the technical aspects

of our service: dispensing and supply,

preparative services, procurement, quality

assurance and medicines information?

Can stand-alone services be the most

cost effective option for a Trust? Chief

Pharmacists need to develop and

continually monitor key performance

indicators to demonstrate on-going

delivery and the savings we make and not

be afraid of making hard and, at times,

unpalatable decisions. Using QIPP targets

is a godsend to the profession in this field.  

Janet is now in a situation whereby

she must demonstrate the value that an

integrated inpatient service offers and

not just the clinical pharmacy services.

Using key performance indicators will be

helpful. As pharmacists, do we ever sit

back and truly appreciate how integrated

our services are and the economies of

scale we achieve? Multiskilling of our

staff is something we just do but, in one

person, we can deliver so many aspects

of our service.  Janet must use sell this

unique selling point using key

performance indicators to demonstrate

the service she offers and the cost of

moving clinical pharmacy services out -

that is the value for money an integrated

service offers a Trust.  

“Demonstrating the added value that an integrated service 

offers and the economies of scale delivered is essential.”
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Richard Hey, 

Director of Pharmacy,

Central Manchester

University Hospitals

NHS Foundation 

Trust.

Email: richard.hey@cmft.nhs.uk

Janet needs to convince her Board that

Pharmacy is a core clinical service making

a significant contribution to the three

most important aspects of a Trust’s

performance, namely clinical effectiveness,

patient experience and financial

effectiveness. Many Trust Executive and

Non-Executive Directors have a limited

understanding of the extent and benefits

delivered by hospital pharmacy services

and one of the key roles of a Chief

Pharmacist is to promote the service and

ensure they are regularly updated with

briefings, departmental visits and the like.  

Janet needs to deliver a brief

presentation to the management board

which identifies how pharmacy services

contribute to the Trust’s objectives.

Where possible, she should provide

benchmark information to demonstrate

the effectiveness of her service in

comparison with a peer group of similar

Trusts. The aim is to convince the board

that Janet’s service is efficient and

effective and explain why outsourcing the

whole pharmacy service would not be in

the strategic interest of the Trust.

One approach might be to focus on

key aspects of a patient episode of care,

identifying the pharmacy contributions

through admission, inpatient and

discharge/transfer of care stages while

strongly linking pharmacy activities to

outcomes. For example, prompt

medicines reconciliation ensures we have

a full understanding of a patient’s current

treatment regime so that we can quickly

identify sub-optimal treatment, promptly

initiate optimal treatment to support the

care plan and contribute to reducing

length of stay.

It is important that Janet goes on to

identify Pharmacy’s strategic medicines

activities, such as medicines safety,

formulary management, antimicrobial

management, clinical trials, policy and

guideline development and their link to

standards required by regulators such as

the Care Quality Commission and NHS

Litigation Authority. She should also

identify the role of pharmacy in the

cost-effective use of medicines through

activities such as homecare, management

of high cost (PbR excluded) drugs, as well

and procurement contracting.

Janet should demonstrate awareness

of the future acute healthcare

environment in which Trusts will have to

adapt to a financially constrained

environment with ever increasing quality

requirements and rising patient

expectations. Under such circumstances,

one of the key requirements for a hospital

pharmacy service will be to constantly

innovate and adapt to drive quality and

productivity improvements. Detailing

Pharmacy’s track record here will be

important. 

Outpatient dispensing services are

largely transactional in nature and, in

certain circumstances, can be

satisfactorily outsourced to a third party

whilst remaining under the management

of the Trust Pharmacy services. Much of

the benefit and value of a hospital

pharmacy service is non-transactional and

dependent upon expertise and influence

delivered though seamless integration

and alignment with the clinical, financial

and managerial functions.

Enlightened organisations would not

wish to lose direct management of a core

service which contributes to the care of

every patient, controls significant clinical

risks and oversees up to 10% of its

expenditure. If Janet is successful in

surviving this challenge she needs to give

more time and attention to raising

pharmacy’s profile within the Trust so that

key decision makers remain enlightened. 

Declaration of interests

Carol Farrow

● Member of the Pharmacy

Management Advisory Board. 

Richard Hey

● Member of the Pharmacy

Management Advisory Board. 

“Enlightened organisations would not wish to lose direct
management of a core service which contributes to 

the care of every patient, controls significant
clinical risks and oversees up to 10% of its expenditure.”
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‘The Art of Flexible Leadership’
A whole day training course for all Pharmacists

involved in medicines optimisation.

This is the 4th in the highly successful series of training programmes from the Pharmacy
Management Academy. There will be facilitated, interactive opportunities to exchange and
share experiences amongst peers.

Support materials will be provided and the training day will develop your thinking and help identify
actions relevant to you personally and in your local pharmacy practice.

Delegates can expect to know:

● understand why flexible approaches to leadership are required
● identify the foundations of flexible leadership
● understand the skill/will matrix and how it can be applied in practice
● improve skills in collaboration, coaching and mentoring.

A workshop has been arranged in each of the following areas:

Tuesday 12 March Taunton

Wednesday 13 March Newbury

Thursday 14 March Gatwick Airport

Wednesday 20 March London

Tuesday 9 April Runcorn

Wednesday 10 April Leeds

Thursday 11 April 2012 Newcastle

Tuesday 23 April Birmingham

Wednesday 24 April East Midlands Airport

Thursday 25 April Cambridge

The programme, which is available to NHS delegates, is free of charge and travel expenses will be reimbursed
at standard rate upon receipt of appropriate receipts. This series of educational meetings will be sponsored
by a limited number of pharmaceutical companies. These companies will have no input into the design or
content of the meetings.

HOW TO REGISTER
To register for an event, please send an email to katie.fraser@pharman.co.uk stating your wish to attend
the relevant geographical meeting and commence your email with: ‘I would like to reserve a place at the
training day on [ENTER DATE] in [ENTER LOCATION]’.
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Pharmacy Management 
Academy Workbooks

The first programme from the Academy commenced in September 2011 

‘UNDERSTANDING THE NHS – MARKETING MEDICINES MANGEMENT’. 

This was a pragmatic response to support pharmacy staff and meet their declared 

need for marketing skills at a time of re-organisational change in the NHS.

The Pharmacy Management Academy subsequently responded to meet declared needs 

by providing a second programme, which commenced in March 2012

‘HOW TO SHAPE YOUR FUTURE IN THE CHANGING NHS 

AND INFLUENCE DECISION-MAKING’.

The following workbook is also available from the Pharmacy Management Academy 

programme held in the Autumn 2012:

‘THE NO-NONSENSE GUIDE TO PROJECT MANAGEMENT’.

The latest Spring 2013 programnme is supported by another workbook:

'THE ART OF FLEXIBLE LEADERSHIP'.

All workbooks and outputs from the workshop sessions are available on the 

Pharmacy Management website to anyone who has attended 

at least one of the programmes.

Pharmacy Management Volume 29 Issue 2
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The work of Dr David Rock, specifically

the SCARF model,1 was explored in the

last edition of the Journal. Another of

his models, AGES,2 is now considered.

The acronym stands for Attention,

Generation, Emotions and Spacing. It

is based on recent findings from

neuroscience about how we learn and

optimise the formation of memory. It can

help explore how leaders learn best in a

corporate environment. The fractured

nature of working today, need to multi-

task, inability to focus and increased

organisational change all put pressure on

the ability to learn. Training interventions

have changed. With the exception of

Board members and graduates, companies

rarely send leaders on 3 day, off-site

courses any more, preferring shorter

modules and on-line initiatives. The four

variables in the AGES model may be a

key to maximise learning in today’s

organisations. 

Attention    

The learner needs to be paying full

attention to the topic being learned.  In a

world with so many distractions, this is

challenging. Dividing attention between

two tasks, even to a small degree,

significantly decreases the quality of

attention and the sustainability of any

learning. This is one of the downsides of

webinars and on-line learning – people try

to do other things at the same time.

Attention is increased when our brains are

in a ‘reward state’ - when we are engaged,

goal focused and curious. Learning occurs

when the subject under discussion is

relevant and, therefore, rewarding. 

Generation    

Creating ‘ownership’ of ideas and

learning is key to embedding learning in

long-term memory.  Repetition has only

limited benefits, hence students

cramming for exams often fail to retain

information a few weeks later. Leaders

need to learn to take in information,

personalise it and make it meaningful to

them. This is why leadership training

supported by coaching is so successful.

The leader learns how to apply learning in

practise. They gain greater value if they

are presented with data and asked to add

their personal experience to it.

Emotion    

Learning happens in many complex layers

– emotion is an important element. The

way it enhances memory is that it

grabs the attention, create meaning and

influences other domains relevant to

memory, either positively or negatively. It

is much easier to trigger a threat response

in someone than a positive reward

response, particularly in organisations.

Positive initiatives such as 360-degree

feedbacks may be received as negatives

if, for example, someone receives

inappropriate feedback. Negative emotions

reduce creativity and innovation. The

SCARF model may be used to generate

positive emotions, ensuring peoples’

social needs are met in relation to

status, certainty, autonomy, relatedness

and fairness. Training that involves

novelty and entertainment may help.  

Spacing    

It has been known for a while that

spreading learning over time is more

beneficial than forcing learning into one

long study period. Whilst these work for

short-term retention, they are not so

good at embedding learning into our

long-term memories.  If leaders learn

from short bursts of training followed by

periods of applying it back in the

workplace, learning occurs both for the

individual leader and for the organisation. 

People responsible for the

development of pharmacists should

build programmes in modular format

that allow for practice and, if available,

coaching between modules to apply

the learning. Designers of programmes

should focus on:

● creating maximum attention with a

greater focus on learner motivation.

● encouraging significant generation of

learning by participants when

teaching new concepts by creating

ownership rather than presenting.

LEADERSHIP

The AGES Model  
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● creating a positive emotional

environment including the

opportunity to engage with others

and build relationships.

● utilising more spacing in how training

interventions are delivered.

Implications for leaders    

Leaders should seek out programmes,

whether inside or outside of their

organisation, which are structured in this

way. When responsible for the

development of others, even in a small

team such as in a Community Pharmacy,

it is important to give people instruction

in a focused way when you and they are

able to concentrate, to ask them to

personalise their experience in relation to

what you are teaching them, to help

them see the relevance and benefits to

them of trying new ways of working and,

finally, by not trying to teach them too

many things at once.   

Remember the old joke ‘How do you

eat an elephant?’ Answer:  One bite at a

time! 
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