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EDITORIAL
Have we been here before?
I was recently discussing the emergence of
the term ‘Medicines Optimisation’ with a
colleague and was reminded that, following
the introduction of ‘clinical pharmacy’ in
1988,1 the term ‘pharmaceutical care’ was
introduced by Hepler and Strand in 1990.2
The term ‘Medicines Management’ then
came into being but is now giving way to
‘Medicines Optimisation’, with its emphasis
on patient centred care. With that
background, I reread the documents.
Here are a few quotes from the Hepler
and Strand paper:
‘Pharmaceutical care is the responsible

The paper seemed, to me at least, to be
as inspirational today as it was when first
published. It set out a clear vision and
direction of travel. Interestingly, however,
it espoused much of what is falling under
the umbrella of ‘optimisation’. Have a
read and see what you think.
Whatever term is used, it is clear that
there is a sea-change occurring in the
profession. Pharmacy really is making a
difference to direct patient care. This
edition of the Journal outlines examples
of where a pharmacist has improved
direct patient care by:
● using their prescribing skills to

provision of drug therapy for the purpose

improve access to smoking cessation

of achieving definite outcomes that

services in the community

improve a patient’s quality of life.’
● leading a multi-disciplinary clinic to
‘Changing the focus of practice from

administer immunoprophylaxis for

products and biological systems to

respiratory synctial virus (RSV) to pre-

ensuring the best drug therapy and

term infants

patient safety will raise pharmacy’s level of
responsibility and require philosophical,
organizational and functional changes.’

● developing a scheme to enable
warfarin to be included in medicines
compliance aids.

‘Pharmacy’s reprofessionalization will
be completed only when all pharmacists
accept their social mandate to ensure the
safe and effective drug therapy of the
individual patient.’

2

the theme of emerging new roles by
outlining the achievements of a Consultant
Pharmacist for critical care.
Rebate schemes engender mixed views.
Our Management Conundrum debates
the issues that should be considered by
anyone contemplating taking up the
offer of such a scheme.
Much management theory has its origins
some years ago. That does not make it
any the less relevant but it is refreshing
when a new ‘twist’ comes along. Our
Leadership section summarises the
thinking behind ‘SCARF’ – a relatively new
concept to help understand the social
triggers that can generate ‘approach’ and
‘avoid’ responses, which are clearly
important in the concept of effective
communications.
REFERENCES
1. Department of Health. Health Services
Management. The Way Forward for Hospital
Pharmaceutical Services. HC(88)54. October 1988.
2. Hepler CD and Strand LM. Opportunities and
responsibilities in pharmaceutical care. American
Journal of Hospital Pharmacy 1990;47:533-543.
Available at: http://www.qu.edu.qa/pharmacy/
professional_development/documents/Responsibili
ties_Hepler_Strand.pdf.

These are isolated examples and there
will be more out there - please do write
them up!
Our Face2Face article further develops
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BEST PRACTICE IN PHARMACY MANAGEMENT
The Supply Of Warfarin In Medication Compliance Aids
By Community Pharmacists
Wendy Tyler-Batt, Medicines Management Pharmacist Facilitator, Aneurin Bevan Health Board (Torfaen Locality).
Email: wendy.tyler-batt@wales.nhs.uk

Summary

TMAS to include warfarin administration

made by physicians.11 Their research

from pre-selected doses supplied in weekly

concludes that individuals taking warfarin

This paper:

medication compliance aids (MCAs).

must fall about 295 times in 1 year for

● outlines perceptions concerning
the safety of supplying warfarin in
a medicine compliance aid (MCA)

Furthermore, this same process may also

warfarin to not be considered the optimal

be used to supply warfarin in MCAs for

therapy and the tendency to fall is not,

self-administration.

therefore, a contraindication to the use of

● describes the development of a
process to supply warfarin safely in
a MCA for self-administration or
administration by carers
● indicates that a small number of
patients might benefit by receiving
warfarin as the best evidence
based therapy in a weekly MCA for
self-administration or
administration by carers.

warfarin in the elderly with AF.11

Warfarin supply
Studies have shown that warfarin is more
effective than aspirin for the prevention
of cardioembolic stroke in AF5 and in
patients with mechanical heart valves6 as
well as for preventing the recurrence of
venous thromboembolism (VTE).7 Evidence
from a meta-analysis and Cochrane
reviews confirms the efficacy of warfarin
over aspirin for stroke prevention in

Background

AF.8,9,10 However, unless the patient is able

Despite the development and recent
licensing of new oral anticoagulants for
the prevention of stroke and venous
embolism in atrial fibrillation (AF), 65 years

to fulfil all the criteria necessary to
achieve and maintain an INR within the
therapeutic range, warfarin therapy may
be ineffective or result in haemorrhage.

The monitoring of INR and the supply
of warfarin in a weekly MCA by the
Community Pharmacist attempts to
address difficulties with the administration
of the correct warfarin dose. It was
frustrating that, as part of TMAS, carers
were able to administer any oral
medication to their service users with the
exception of warfarin. This was because it
was not considered reasonable to expect
carers to have the responsibility of
selecting and administering variable daily
doses of warfarin without a system being
in place to ensure that blood sampling
was up-to-date and that dosing was
current. There was also the occasional

of experience with warfarin means that it

Many factors need to be taken into

request for warfarin to be supplied in an

is likely to remain the treatment of

consideration before prescribing warfarin.

MCA to patients who were able to self-

choice for the majority of patients for

These include the patient’s ability to

administer medication but who found

the immediate future.1,2,3 The Torfaen

comply with blood tests and varying

variable dosing regimens confusing.

Medication

Scheme

doses. The risk of a subdural haematoma

Community Pharmacists could not supply

(TMAS),4 which enables trained carers to

(SDH) following falls in the elderly may

warfarin in an MCA without a recognised

administer medication to vulnerable adults

also be perceived to increase if patients

system of communicating and updating

in the community setting, did not include

are taking antithrombotic therapy but

the INR result and dosing regimen.

the administration of warfarin. A process

Man-Son-Hing et al report that this is an

Using limited District Nurse resources for

has since been developed to extend

unfounded and an incorrect assumption

daily warfarin administration was not

Administration

“The monitoring of INR and the supply of warfarin in a weekly
MCA by the Community Pharmacist attempts to address
difficulties with the administration of the correct warfarin dose.”
Pharmacy Management Volume 29 Issue 1
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A system for the supply of warfarin in MCAs has been developed
considered an efficient use of their time

been widely misinterpreted to mean that

other than in the short term. At this

warfarin should not be supplied in an

juncture it should be acknowledged

MCA under any circumstances. However,

Key requirements for warfarin supply by

that some Community Pharmacies had

our system ensures that pharmacists are

the Community Pharmacy in an MCA on

developed their own systems for warfarin

informed of dose changes and a patient is

a weekly basis are:

administration and supply in MCAs e.g.

not eligible for the scheme unless blood

● a risk assessment by a GP confirming

by requesting sight of the printed INR

sampling is required no more frequently

an ongoing indication for warfarin

result and dosing from the patient via a

than twice weekly.

therapy

family member. A Care Provider had also
taken the initiative to do the same and
there was a GP surgery that supplied the
dosing information on the prescription
with supply until the next sampling date.

A system for the supply of warfarin in
MCAs was developed after discussion
with an NPSA representative, consultant
haematologist, INR clinic staff, Community
Pharmacists, some local GPs and care

Method

● a stable INR with blood sampling at
no less than two weekly intervals
● the ability of patients to selfadminister warfarin from an MCA or
the availability of a package of care

Safety

providers. It involves initial communication

(NPSA) document entitled

and co-ordination between the prescriber,

‘Safer Administration of Anticoagulants’

Community Pharmacy and care provider.

discourages the use of monitored dosage

This includes the essential linking up of

The assessment of patients suitable

systems, in other words MCAs,

for

the INR result, dosing and next sampling

for the scheme may be carried out at the

warfarin both in the care home and

date with appropriate information being

time of referral to TMAS for carer

individual domiciliary setting due to lack

provided to the Community Pharmacist

administration of all medication, or by

of flexibility for dosage changes. This has

as a pre-requisite to MCA supply.

District Nurses who have been visiting

The
Agency

National

Patient

12

with carers trained in medication
administration as part of TMAS.

“A system for the supply of warfarin in MCAs was developed after
discussion with an NPSA representative, consultant haematologist, INR
clinic staff, Community Pharmacists, some local GPs and care providers.”
4
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Patient stable on warfarin. GP
practice liaises with patient to
arrange blood sampling for INR*

Patient referred to
TMAS as unable to selfadminister warfarin1

GP agreement –
form returned to
ABHB2

ABHB submit INR notification
form3 to INR clinic (Level 1 & 2
GP practice) or GP practice
(Level 3 & 4 GP practices)

Blood sample analysed
(Tues or Weds)** INR
result and dosing.

ABHB submit ‘Risk
assessment &
confirmation form’ to
GP2
Level 1 & 2 GP practices.
Result & dosage sent in
post by lab direct to
nominated pharmacy

Warfarin stopped/
therapy changed

INR result &
dosing emailed
to pharmacy

Level 3 & 4 GP practices. GP
practice fax result (dosing
& next sampling date) direct
to nominated pharmacy with
prescription to cover

Pharmacy: 1) dispense medication
into weekly blister pack containing no
other medication with dose as per
current INR report against
prescription supplied by GP***
2) supply with TMAS MAR sheet
exclusively for warfarin stating:
‘Warfarin to be administered from blister
pack once daily at teatime’
3) INR dosing slip sent with
medication to patient. Copy retained

Pharmacy continue to supply on a
WEEKLY basis at same dose until
new INR result with dose
1

TMAS/warfarin referral form submitted to ABHB pharmacist
GP risk assessment & confirmation form
3 INR clinic notification form
*Decision for responsibility for blood sampling taken by GP as part of warfarin risk assessment
** Tuesday or Wednesday sampling day requested to enable any changes/DN liaison etc to be actioned
before weekends
***GP to supply prescription for original packs with directions ‘daily dose at teatime as per INR result’
**** Pharmacy log details on warfarin record sheet – one per patient
***** Pharmacy will phone INR clinic/GP if no result received after usual blood test interval & record on
patient’s record sheet. Pharmacy will continue to supply in weekly blister pack as long as up to date GP
risk assessment in place and blood sampling intervals 14 days or greater. NB Referral to district nurses
2

Figure 1: INR monitoring and warfarin supply in MCA for administration by carers
Pharmacy Management Volume 29 Issue 1
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Patient stable on warfarin. GP
practice liaises with patient to
arrange blood sampling for INR*.
Patient unable to reliably select

Warfarin referral form
submitted to ABHB1 or
‘Risk assessment &
confirmation form2 if
direct from GP

GP agreement –
form returned to
ABHB2

ABHB submit INR
notification form3 to INR
clinic (Level 1 &2 GP
practice) or GP practice
(Level 3 & 4 GP practices)

Blood sample analysed
(Tues or Weds)** INR
result and dosing

ABHB submit ‘Risk
assessmt & confirmation
form’ to GP2

Level 1 & 2 GP practices.
Result & dosage sent in
post by lab direct to
nominated pharmacy

Warfarin stopped/
therapy changed

INR result &
dosing emailed
to pharmacy

Level 3 & 4 GP practices.
GP practice send result
direct to nominated
pharmacy

Pharmacy: 1) dispense medication
into weekly blister pack containing no
other medication with dose as per
current INR report against
prescription supplied by GP***
2) INR dosing slip sent with
medication to patient. Copy retained
in pharmacy****

Pharmacy continue to supply on a
WEEKLY basis at same dose until
new INR result with dose
warfarin referral form submitted to ABHB pharmacist
GP risk assessment & confirmation form
3 INR clinic notification form
*Decision for responsibility for blood sampling taken by GP as part of warfarin risk assessment
** Tuesday or Wednesday sampling day requested to enable any changes/DN liaison etc to be actioned
before weekends
***GP to supply prescription for original packs with directions ‘daily dose at teatime as per INR result’
**** Pharmacy log details on warfarin record sheet – one per patient
***** Pharmacy will phone INR clinic/GP if no result received after usual blood test interval & record on
patient’s record sheet. Pharmacy will continue to supply in weekly blister pack as long as up to date GP
risk assessment in place and blood sampling intervals 14 days or greater. NB Referral to district nurses
1
2

Figure 2: INR monitoring and Warfarin supply in MCA for self-administration by patients
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housebound patients to take blood for

communicating the INR result and dosing

not have a patient who needs warfarin

the INR and who assess the patient as

requirements

Community

in an MCA or have declined due to a

being unable to reliably self-administer

Pharmacy. This is because a system has to

concern about the safety of supplying

variable warfarin doses.

be established for each patient e.g.

warfarin in such a device. The MAR sheet

dependent on whether dosing is done by

serves as a record of daily administration

the INR clinic or the GP surgery. The

of the warfarin but does not specify the

information must be received in writing

dose. Warfarin is always signed for on a

either from the INR slip or fax from a GP

separate MAR sheet from any other

but ideally electronically, which is reliable

medication and is labelled ‘Warfarin

and efficient. Care must be taken to

administration’. Other medication is

observe the Caldicott principles.13

accompanied by separate MAR sheets at

The process for INR monitoring and
warfarin supply in MCA for administration
by carers or self-administration by patients
is detailed in algorithmic form in Figures 1
and 2 respectively.
A referral form is completed and
forwarded to the health board pharmacist
for assessment, further processing and
linking with all relevant parties.
There

are

several

means

to

the

A pharmaceutical care plan (PCP),
which is produced either exclusively for or
to include warfarin administration, is

of

copied to the care provider and GP. The
locally developed medication administration

the time of dispensing. The MAR sheets
are kept together in the individual’s
home. A MAR sheet is not supplied for
patients self-administering warfarin from
an MCA.

record (MAR) sheet developed for TMAS
is supplied by the Health Board to
Community Pharmacies for use for all
patients

whose

warfarin

is

administered to them by carers.
All the Community Pharmacies
in Torfaen are signed up to
TMAS but not all participate in
the

extension

to

supply

warfarin in MCAs - some may

Would a MCA help ensure he took his medication correctly and remained in his own home?

“There are usually no more than 5 patients receiving warfarin in
a weekly MCA for self-administration or administration
by carers from a population of 91,000.”
Pharmacy Management Volume 29 Issue 1
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Results

at discharge from secondary care and

Conclusion

from rehabilitation wards.
This scheme applies to a small number of
patients who are not able to manage

A system has been developed for the

Discussion

supply of pre-selected doses of warfarin

have family support to assist with INR

This service has enabled warfarin to be

need

monitoring and ensuring that the correct

safely administered to a small number of

administration or who are able to self-

daily dosage of warfarin is taken. There are

patients who may otherwise not have

administer but from a weekly MCA. A

usually no more than 5 patients receiving

been able to be provided with the best

comprehensive risk assessment and care

warfarin in a weekly MCA for self-

evidenced based therapy. There may be

plan ensure that only patients suitable for

administration or administration by carers

more patients who would benefit from

the scheme are enrolled, with the benefit

from a population of 91,000. These

assistance with warfarin administration

that warfarin therapy is safe and effective.

patients come from the approximately

who have either not been identified and/or

It may be that some of this subgroup of

20% who are aged 65 years and above.

who are not aware of the scheme. Further,

patients requiring anticoagulation will

Over the last 12 months, 20 referrals have

suitable patients for this scheme may be

be suitable for one of the newer oral

been received of which 4 are currently

those whose INR is poorly controlled e.g.

anticoagulant agents once more data has

having warfarin supplied in a weekly

from a review of all patients with INRs

been accumulated on their safety. However,

MCA, 2 for self-administration and 2 for

of greater than 8 and/or poor percentage

in the interim, Community Pharmacists can

administration by carers. Known reasons

time in therapeutic range (TTR). However,

make a significant contribution towards

for stopping are various and have

there is no funding to expand the scheme

the safe administration of warfarin through

included moving out of area, cessation of

at the current time.

this scheme.

warfarin independently and who do not

therapy, change to aspirin or admission to
a care home.

There has been positive feedback from
both carers and patients and, particularly,

Referrals have been received directly

patient family members in support of this

from District Nurses and GPs, at the

scheme. Measurable outcome data could

point of referral to TMAS (e.g. from

be collected to compare the TTR before

carers, social workers, GP, pharmacists),

and after recruitment to the scheme.

in weekly MCAs where patients are in
of

support

for

medication

Declaration of interests
● None

“This service has enabled warfarin to be safely administered to a
small number of patients who may otherwise not have been able
to be provided with the best evidenced based therapy.”
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Pharmacist-Led Multidisciplinary Respiratory Syncytial Virus
(RSV) Immunoprophylaxis Clinic:
What Are The Benefits?
Tejal Vaghela, Team Leader Pharmacist-Antimicrobials and
Dr C Ramesh, Consultant Paediatrician, West Hertfordshire Hospitals NHS Trust.
Email: tejal.vaghela@whht.nhs.uk
Tejal Vaghela

Dr C Ramesh

Summary

RSV infections are very young infants

season is required to maintain its

born prematurely with predisposing

concentration at a protective level.10,11

This paper:

chronic lung disease (CLD), complex

● summarises the health burden from
RSV infection in young children

congenital heart disease and children

There is no evidence that palivizumab
affects length of hospital stay: only 0·7%

with immunodeficiency.5

of infants in the original controlled trials

● outlines the formation of a
pharmacist led multidisciplinary
RSV clinic

RSV infections occur throughout the

were in hospital for more than 14 days.

year but, in the UK, this is predominant

Although admission to an intensive care

within the period of October to March.

unit was less in those receiving palivizumab,

● describes the role of a pharmacist
in the RSV clinic

Peak infections occur in a relatively short

there was no reduction in the need for

epidemic of about six weeks between

mechanical

● indicates that, with a cohort of 65
patients over a six year period, the
cost avoidance on palivizumab was
8%, an average of £2,900 per
annum, due to the efficient use of
100mg vials

December and January every winter,

original IMpact study,8 nor the study in

although the size of the peak varies from

those with heart disease16 was of

winter to winter. During this period,

sufficient power to show whether

bronchiolitis is a common cause of

prophylaxis significantly reduced the

hospitalisation in children aged less than

number of deaths.17

● indicates that provision of the RSV
clinic also attracted income
averaging £6,427 per annum.

6

the

require

The National Institute of Health

hospitalisation. In ‘high-risk’ children the

Research in the UK recently looked at the

mortality rate is about three per cent.

cost-effectiveness of offering prophylaxis

Pre-existing

as

in line with the advice coming from the

cardiac

pharmaceutical company marketing the

RSV

infected

children

3

conditions

haemodynamically

Respiratory syncytial virus (RSV) is the

Neither

one year; about one to three per cent
of

Introduction

ventilation.

such

unstable

This

Health

Technology

abnormalities and multiple co-morbidities

product.13

are associated with a significantly higher

Assessment (HTA) report had concluded

risk of death from severe RSV infection.

that there was relatively little good data

7

most common cause of lower respiratory

on which to base a reliable cost-benefit

tract infections in young children.1,2 RSV is

Palivizumab is a humanised monoclonal

analysis but, despite this, the Joint

best known for causing bronchiolitis in

antibody. It provides passive immunity

Committee on Vaccines and Immunisation

RSV

against RSV and has been shown to be safe

(JCVI) in the UK has recommended its use

bronchiolitis in early life are at increased

and effective in reducing RSV hospitalisation

in at-risk infants.17

risk of developing recurrent respiratory

rates and serious complications among

infections and wheezing illness later in

high-risk children.8,9 Palivizumab has a half-

The objective of passive immunisation

of

life in the body from 18 to 21 days.

with palivizumab is to protect at-risk pre-

developing severe, and occasionally fatal,

Monthly administration during the RSV

term infants and those with risk factors in

infants.3

childhood.

Children

4

Those

who

most

have

at-risk

“During this period, bronchiolitis is a common cause of hospitalisation
in children aged less than one year; about one to three per cent
of RSV infected children require hospitalisation.”
Pharmacy Management Volume 29 Issue 1
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whom RSV infection is likely to cause

operation and benefits of a pharmacist

serious illness or death. In England, the

led clinic for RSV.

recommendations for use of palivizumab
are well documented in the Department

Selection/referral process
for immunoprophylaxis

A pharmacist led, multidisciplinary RSV clinic

For the 2011/12 season, the local perinatal

At West Hertfordshire Hospital NHS Trust,

Immunisation

we deliver RSV immunoprophylaxis using

guidelines, were followed. Those who did

a pharmacy led clinic, which is held in the

not meet the JCVI Green Book criteria but

paediatric day care unit. This specialist

who had clinical risk factors for developing

clinic was set up in 2006 following a

bronchiolitis

care used to deliver RSV vaccine in the UK:

review of the 2005/6 season. During this

prophylaxis. For these infants, an Individual

● Hospital Nurse led clinic

season 50% of infants who received

Funding

palivizumab were hospitalised with RSV

completed and approved by the Primary

of Health (DH) Green Book, Chapter 27a
RSV.12 This is based on an analysis of the cost
effective use of palivizumab prophylaxis.5,13
A working tool to assist in the selection of
high-risk, pre-term infants for prophylaxis
is available on the DH website.14
There are several different models of

● Community Nurse led clinic

network guidelines, which were based on
the Joint Committee on Vaccination and
(JCVI)

were

Request

Green

Book

considered
(IFR)

had

to

for
be

positive bronchiolitis. Several factors may

Care Trust (PCT) before enrolling them in

● Pharmacist led clinic

have been responsible for this high

the immunoprophylaxis programme.

● GP led clinic

incidence, as discussed below.
The newly formed pharmacy led clinic

The role of the pharmacist

In the UK, nurse led palivizumab

consists of an independent prescriber

The clinic is organised and supervised by

clinics are more common than pharmacy

pharmacist, consultant paediatrician and

the pharmacist with the support from the

led clinics. To our knowledge there are

a designated paediatric nurse. There was

clinic team and paediatric care unit. The

only a handful of pharmacist led

no extra funding allocated to the team

pharmacist liaises constantly during the

palivizumab clinics and, to date, there is

members and the clinic does not attract

season with the multidisciplinary team,

no data on best practice models. This

any special funding. Each child attends

which includes the neonatal unit team

paper summarises the

the clinic as a day care attender. The cost

and community neonatal nurse, to ensure

of the vaccine is rechargeable to the PCT.

that any new patients are appropriately

● Homecare service

co-ordinated in the clinic.
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leaflet on RSV and a recommendation

bronchiolitis, such as exposure to tobacco

selection process based on a provisional

for flu vaccination for eligible babies’

smoke and a crowded environment.

patient list supplied by the neonatal unit.

parents, carers and siblings over 6

Parents

This list includes babies with severe

months is sent out to parents/carers. The

preventive measures, the side effects of

chronic lung disease who are on home

patient list is regularly updated as eligible

palivizumab and post immunisation care.

oxygen

infants are recruited during the season.

The importance of regular attendance is

The pharmacist co-ordinates the

and

babies

with

complex

congenital heart disease. In the month
of July, the list of all high risk infants
who are eligible for RSV immunisation is
collated and circulated to the neonatal
team,

which

consists

of

neonatal

consultants and the community neonatal
nursing team, to verify their eligibility. We
use the DH web-based toolkit to confirm
eligibility of at-risk babies (babies with
chronic lung disease or acyanotic heart
disease) based on chronological age and
gestation at birth.
In the UK, the Health Protection

Palivizumab is ordered two weeks
prior to the clinic date. The pharmacist
estimates the amount of palivizumab
required for each individual infant. An

starts from week 40 (first week of
October) to week 14 (end of March) with
a peak at week 52 (end of December)15
Based on this data, the RSV clinic runs
from October to February each season
(20-30 days apart). The last dose of
palivizumab is administered in the first
week of February, which theoretically
protects the infant until the first week of
March. Clinical trials show that trough
serum palivizumab concentrations 30
days after the last of a series of doses are
still well above the concentration needed
to provide most infants with protection.17
The pharmacist co-ordinates the clinic

unit and paediatric consultants.

informed

about

emphasised to enable effectiveness of the
vaccination. Following consultation, the
parents are then asked to sign the
informed consent form.
Once consented, the baby is physically

of palivizumab required for each clinic

examined to rule out intercurrent febrile

based on each child gaining an average

illness or serious infections. Parents are

of 500-800g a month. The exact dosing

also consulted on the baby’s wellbeing.

is based on the actual body weight on

The baby is then weighed and the dose

the day of the clinic. More of the less

of palivizumab is calculated on the

expensive 100mg vials are ordered in

current weight (15mg/kg). The pharmacist

preference to the more expensive 50mg

prescribes the palivizumab, which is then

vials to maximise the use of the 100mg vials.

administered by a nurse. The baby is

A clinic pack is prepared before the
first appointment for each infant. This
includes the admission and discharge
nursing notes, patient clinic record,
palivizumab patient information leaflet,
consent forms and the drug chart. High
cost drug forms for the PCT are
completed after the first appointment

closely monitored for 20 minutes for
any adverse drug reactions. Paracetamol
suspension pre-packs are available for
dispensing if requested. Advice on the
dosage and administration of paracetamol
suspension is also given to the parents/
carers. Immunisation status, including the
batch number and expiry date, are recorded

and submitted to the PCT within 15 days

in the baby’s medical notes and in the

of the first clinic. The Paediatric Day Unit

personal child’s health record.

codes the patient with the appropriate

The consultant paediatrician supervising

tariff for day unit visits. The first

the

appointment

first

consultation and advice if required for pre

attendance and the subsequent four

and post immunisation care or for any

appointments are coded as follow-ups for

other concerns from parents.

is

coded

as

a

clinic

is

always

available

for

each infant.
Palivizumab is packaged in 50mg and

date for each month from October to
February in agreement with the day care

then

estimate is then derived of the amount

Agency RSV epidemiology report for the
2011/12 season shows that the season

are

Consultation, prescribing
and administration

100mg vials and, once opened, vials
must be used within 3 hours.11 To
minimise wastage, clinic appointments
are arranged in cohorts of 4-6 infants

The finalised list of at-risk babies is
then forwarded to the Paediatric Day Unit

On their first visit to the RSV clinic, parents

within 3 hour period so that an optimum

to co-ordinate clinic appointments and

are

on

number of infants can be vaccinated. This

the medical notes for infants. Along with

palivizumab. The pharmacist discusses the

ensures efficient usage of less expensive

the appointment letter, an information

various aggravating factors associated for

100mg vials.

provided

with

information

“The pharmacist prescribes the palivizumab, which is then
administered by a nurse. The baby is closely monitored for
20 minutes for any adverse drug reactions.”
Pharmacy Management Volume 29 Issue 1
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At the end of each clinic, a record of the
palivizumab that has been administered is

and no patients experienced an adverse
event (see Table 1).

were administered 282 doses over six

entered on the pharmacy dispensing

years, the cost avoidance on drugs was
A cost avoidance of £17,397 arose

system to enable re-imbursement of
funding from the PCT. The completed
clinic pack is filed in the infant’s medical
notes. At the end of the vaccination
programme the GP is notified of all the

from the efficient use of 100mg vials,
which resulted in 2,000mg less of the
drug being used over the six year period
(see Table 2).

vaccinations received by the infant.

The annual amounts of cost avoided
varied from £1,960-£4,988 with an

all the infants who attended the RSV

average of £2,989 per annum (see Table 3).

clinic

on

the

database. This database also includes
patient outcome data such as adverse

8% (£17,397) due to a saving of
2,000mg in the amount of drug used.
This represents an average saving of
£2,900 per annum or £268 for one infant
per season.

The pharmacist also records details of
immunoprophylaxis

With our cohort of 65 patients, who

The income generated from the clinic
included 65 first attendance fees and 217
follow-up fees contributing a total
income of £38,561 to the Trust (average

Discussion

of £6,427 per annum). When this clinic
income is added to the drug cost

events and any inpatient admissions

The cost effective approach to the

avoidance figure, the total impact of this

during the season.

administration of palivizumab is well

clinic on Trust expenditure is a favourable

documented in the literature. 18,19,20,21

£55,958 over 6 years (average of £9,327

Outcomes

Wills et al (2006) reported a drug cost

per year).

A total of 65 patients were given 282

of 93 infants in the out-patient RSV

doses of RSV immunoprophylaxis over

19

immunoprophylaxis clinic for one season.

was established, 50% of the infants with

the six year period 2006-2012. One

A centralised nurse-led RSV community

RSV positive bronchiolitis who had been

patient was admitted to hospital with

clinic (2008) reported drug cost savings of

given palivizumab immunoprophylaxis

RSV bronchiolitis during this time period

11% (£4,146) for a cohort of 32 infants.

were admitted to hospital.

savings of 16% (£41,527) for a cohort

20

In the 2005/6 season before the clinic

Year

Number
of patients

Number
of doses

Number of patients
admitted with
RSV bronchiolitis

Adverse events
reported

2006/07

7

27

0

0

2007/08

7

37

0

0

2008/09

10

45

0

0

2009/10

9

37

0

0

2010/11

17

70

0

0

2011/12

15

66

1

0

Total

65

282

1

0

Table1: Clinic outcome data 2006-2012

Item

Usage if
individually dosed

Actual usage
in clinic

Variation

50mg vials

101

33

-68 vials

100mg vials

245

259

+14 vials

Total mgs

29,550mg

27,550mg

-2,000mg

Cost avoidance

-

-

£17,397

Table 2: Palivizumab savings 2006-2012
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Since the implementation of the clinic,

● There is time now allocated during

prescribing palivizumab, a pharmacist

there has only been one infant with RSV

each clinic appointment to reinforce

prescriber can also prescribe other

bronchiolitis

information on preventive measures.

medication including repeats, advise on

who

was

hospitalised,

although they did not require intensive
care. This occurred in the 2010/11
season. We cannot be specific about the
reasons for this change but believe it
might be attributable to the following
differences in the provision of services pre
and post the clinic:

We consider that our approach to
parental education has been a significant
contributory factor in reducing the
number of cases of RSV bronchiolitis.
Another contributing factor may be more
accurate dosing of palivizumab (i.e.
dosing based on the clinic day weight of

● Prophylaxis was previously given at
variable intervals (23-38days).
● Pre-clinic dosage was not based on

the infant) with timely and regular
administration of palivizumab (28-30days
interval). The efficacy of palivizumab is

any

pharmaceutical

needs,

ensure

palivizumab stock is available, complete
the paperwork associated with high cost
drugs and liaise with the PCT regarding
individual funding requests. Feedback
from parents from the annual RSV patient
satisfaction survey has shown that they
value specialist pharmacist advice in
addition to nursing and medical advice.
Homecare

services,

which

are

current weight as palivizumab was

maximal when given at regular intervals.

currently

prescribed two weeks in advance.

Parental education was provided at each

administration, offer the advantage that

Babies gain approximately 200g a

clinic visit on the importance of continued

the family and infants do not have to

week and on the day of

immunoprophylaxis at regular intervals

attend the hospital environment during

administration the dosage was not

during the RSV season, the high cost of

the RSV season. For a homecare service

adjusted to current weight, which

palivizumab and the basis for the selection

the vaccine would be exempt from VAT,

may have resulted in a sub-

of infants in the vaccination programme.

which may ‘cost neutralise’ the service

therapeutic dose.

There was a 100% attendance rate at

charge for administration of the vaccine.

the clinics.

However, for our Trust, this is not cost-

● Cold storage arrangements have
been improved (the effectiveness of

22

A pharmacist prescriber is more

the vaccine may previously have been

costly than a nurse prescriber. However,

compromised during transport to the

these high risk infants are usually on

community).

several medications and, in addition to

available

for

palivizumab

effective as the service provided by the
clinic team add no additional cost to the
Trust and the Trust would lose income
from day attenders.

“. . . in addition to prescribing palivizumab, a pharmacist prescriber
can also prescribe other medication including repeats . . .”
Year

Total
expenditure

Number
of doses

Average cost
per dose

Cost avoidance from the
efficient use of 100mg vials)

2005/06

£43,002

42

£1,023.86

Not applicable

2006/07

£21,483

27

£795.67

£1,960

2007/08

£29,063

37

£785.49

£2,337

2008/09

£32,445

45

£721.00

£3,028

2009/10

£29,782

37

£804.92

£1,960

2010/11

£52,470

70

£749.57

£4,988

2011/12

£40,818

66

£618.45

£3,124

Total

-

-

-

£17,397

(Pre-clinic)

Table 3: Annual palivizumab savings
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Our practice has shown similar cost

Conclusion

Acknowledgement

savings to other published literature.
In view of the current financial constraints

The success of this clinic would not have

of

within the NHS, any cost reduction

been possible without the support and

palivizumab is controversial, we have only

measures are welcome. As a result of our

commitment

had one infant in the cohort of 65 infants

practice over the past six years we have

Directorate and the pharmacy. We would

(1.5%) with RSV infection in the last six

been able to avoid costs (average of

like to express our thanks to Sister Ann

years, which compares with one study that

£2,900 per annum) and attract income

Holten, the designated paediatric nurse,

reported 4.4% of patients hospitalised

(average of £6,427 per annum) amounting

for her continuing support and help with

with RSV infection.19

to a total of £9,327 per annum.

the multidisciplinary clinic.

Although

the

effectiveness

Our cohort of infants did not

Studies on the cost-effectiveness of

experience any adverse events (fever,

palivizumab are limited by small cohorts.

injection site reactions and nervousness)

We recommend that further studies be

and similar adverse events results have

conducted to involve a larger number of

also been reported in another study.21

infants to further evaluate the cost-

11,22

from

the

Paediatric

Declaration of interests
• None

effectiveness of a pharmacist led clinic
and the long term outcomes.

“. . . we have been able to avoid costs (average of £2,900 per annum)
and attract income (average of £6,427 per annum)
amounting to a total of £9,327 per annum.”
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Pharmacy Management
Forthcoming Events
National Forum
November 2013, UK National Forum, 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

20 November 2013 Wales

Cardiff

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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‘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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A New Model Using Pharmacist Independent
Prescribers To Improve Access To Varenicline
For Smoking Cessation
Chris Howland-Harris, Prescribing Advisor, NHS Bristol.
Chris Howland-Harris

Email: chris.howland-harris@nhs.net

Prescriber (PIP) to supply the drug to

treatment option to aid smoking cessation.

suitable clients and to subsequently

As for many Primary Care Trust (PCT)

This paper:

continue to provide smoking cessation

smoking cessation teams, clients attending

● outlines the role of varenicline for
smoking cessation

support and follow-up reviews. This has

NHS Stop Smoking Clinics were provided

reduced the need for GP appointments

with Nicotine Replacement Therapy (NRT)

and increased client access to the drug.

through

Summary

● describes limitations on access for
clients in obtaining varenicline by
GP prescribing
● describes a scheme to enable the
drug to be supplied on
prescription by Pharmacist
Independent Prescribers (PIPs)
● suggests that the use of PIPs could
reduce the number of GP
appointments for the drug by 55%

● establishes a model for community
prescribing by Pharmacist
Independent Prescribers.

written

by

the

Varenicline

This pharmacotherapy was extended

The SMC accepted varenicline in January

allowed the SSAs to refer clients for a GP

2007 ‘only as a component of a smoking

appointment to be prescribed varenicline.

cessation support programme’. NICE

However, some clients had to wait up to

issued TA123 in July 2007 stating that

two weeks for such a non-urgent

‘Varenicline should normally be prescribed

appointment and others were declined

only as part of a programme of

treatment with the drug owing to GP

behavioural support’ and reinforced this

anxiety about the contra-indications and

in February 2008 by the issue of Public

side-effects. Even once prescribed, many

Health Guidance.

clients failed to keep appointments with

through the supply of a referral letter that

1

2

● indicates that, in the first year of
the scheme, there were 352
consultations and prescriptions
were issued by PIPs to 295 clients

‘vouchers’

community Stop Smoking Advisor (SSA).

3

the SSA, which was part of the support
In clinical trials, smokers on varenicline
tartrate were four times more likely at

highlighted by NICE as an important part of
a successful long-term ‘quit’.

twelve weeks to be successful in stopping
compared to placebo and twice as likely

Clients attending community Stop

as those on bupropion. A review of

Smoking clinics in Community Pharmacy

pooled data has shown that smokers

and dental practices had even fewer

Introduction

treated with varenicline tartrate are almost

referral rates. Anecdotally, this was

The drug varenicline, which is an aid to

twice as likely to stop as those on NRT.5 A

attributed to the loss of the client, and

smoking cessation, is recommended by

review by the Cochrane Collaboration

associated service fees, to the GP practice

the National Institute for Health and

calculated that the number needed to

following referral.

Clinical Excellence (NICE) as an option to

treat (NNT) for varenicline tartrate is 8,

be prescribed for smokers who have

compared with an NNT for all types of

expressed a desire to quit smoking as part

NRT of 20 and an NNT for bupropion of

of a programme of behavioural support.

15.6

Collaboration

Like many urban PCTs, Bristol was

Its contra-indications and side-effects

concluded, in 2007, that: ‘The evidence

struggling to meet its smoking cessation

mean that repeated GP appointments for

from trials conducted so far suggests that

targets. The ‘Smoke Free Bristol’ team

consultation and review are required. The

varenicline increases the probability of

were attracted to the potential of

delay associated with such non-urgent

successful smoking cessation.’6 A recent

achieving

appointments and some inexperience of

analysis by the Cochrane Collaboration in

increased usage of varenicline. The

prescribing the drug limited its use locally.

2012 has concluded that only varenicline

Medicines Management team were,

showed any benefit in preventing relapse

therefore, asked to develop a Patient

among smokers.7

Group Direction (PGD) to increase access

4

This paper outlines an alternative

The

Cochrane

Developing a solution

higher

‘quit’

rates

with

to the drug. There were concerns,

model that has been developed to
remove the need for GP appointments by

In line with NICE guidance, varenicline

however, about perceived risks of

enabling a Pharmacist Independent

was included by ‘Smoke Free Bristol’ as a

depression, suicidal ideation and, more
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recently, increased incidence of CVD. It
was, therefore, considered that the drug
should

only

be

provided

after

consultation with a prescriber.
After discussions with the Head of
Medicines Management and the Public
Health Tobacco Control Programme
Manager, it was agreed that there was the
potential to increase client access to the
drug in a safe and controlled manner
through prescribing being undertaken by
a Pharmacist Independent Prescriber (PIP).
It was also recognised that this would also
have the benefit of reducing the need for
GP consultations and involvement.
Medicines

Management

gave

authorisation for prescribing by PIPs,
provided prescription pads and covered
the cost of the drug. Public Health
funded the cost of the PIPs (maximum of
£40 for taking a ‘quitter’ to 12 weeks)
and agreed that their in-house advisors
could refer clients.
A company was formed (PIPscript Ltd)
to provide a single legal entity for
contracting purposes with the PCT.

The Process
The process starts when a client attends a

Contraindications

consultation with an NHS Stop Smoking
Advisor (SSA). This can take place at a

● Under 18yrs age

variety of locations:

● Pregnant or breastfeeding

● Community Stop Smoking Group

Entry criteria:
● A regular smoker
● Strongly motivated to quit smoking

Information to be highlighted to the prescriber:
● History of severe depression or severe psychiatric illness? (e.g. sectioned,
admitted, thoughts of, or attempted, self-harm)
● Heart disease or stroke? (client should notify any new or worsening symptoms)

● Workplace based Stop Smoking Group
● One-to-one appointment with a special
client group, such as a housebound client
● Community Pharmacy offering a
contracted Stop Smoking service
● Dental practice offering a contracted
Stop Smoking service.
In the course of the initial consultation
with the client, the SSA discusses currently

● Epilepsy?
● Injecting insulin? (increased risk of hypoglycaemica episode)
● Does the client drive for a living? (varenicline may have a mild affect on ability
to drive or operate machinery)
● Is the client being prescribed theophylline, warfarin or cimetidine?

recommended treatment options. If
varenicline is to be considered, the SSA
will go through a varenicline prescribing
checklist to highlight contra-indications,
entry criteria and information that needs
to be highlighted to the prescriber (see

Figure 1: Information from an initial consultation

20

Figure 1).
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A referral form is then faxed to the PIP

This was achieved by engaging a

months after that it was extended to

team. The client is allocated to a PIP

dedicated secretary (paid for out of

all Stop Smoking advisors working in

who then contacts the client by phone

the PIPs’ referral payments) to receive

the community. By the end of the first

and carries out an initial telephone

all the faxed referrals. The secretary

year for the project, three PIPs were

consultation. If the decision is to prescribe,

then distributes these via fax or secure

issuing 15% of all the varenicline

the client is counselled and supplied with

NHS net email to the PIPs according to

prescribed in Bristol.

a prescription and supporting written

an agreed rota.

information, otherwise the client is
referred back to the SSA.

This stepwise approach demonstrated

● To create necessary paperwork,

the validity of this consultation and

administration and referral forms.

prescribing model, and allowed the

The first prescription is for a starter

These were agreed between ‘Smoke

project to be developed to the point that

pack of varenicline, which enables the

Free Bristol’ and the PIPs but have

removed almost all need for clients to be

client to increase the dose from 0.5mg

been amended as the project has

referred for GP appointments. The only

once daily to a full dose of 1mg twice

progressed. The amendments have

exception to this is where the action of

daily over the space of seven days. At the

reduced unnecessary administration,

stopping smoking itself, which can have

end of the first week, the PIP and client

enhanced the consultation process

an effect upon certain high-risk drugs

have another telephone consultation

and allowed the extension of the

such as warfarin or insulin, would require

and, if treatment is progressing well, a 10

project to greater numbers of SSAs.

any client going through a smoking

week supply is provided as three post-

● To devise a record keeping and

cessation programme to be closely

dated prescriptions. This is done to

referral process for audit purposes.

monitored by their GP. To date, this has

balance accessibility with the need to
avoid waste. The client continues to have
regular contact and support with the SSA
and can also contact the PIP for advice,
support or any concern about suspected
side effects.

The PIPs created a record system that
was available to view online through
the secure Wiki Community website.
This is updated by the secretary and,

Each referral is documented to record

This record is accessible by both the

a client identification code, prescriber,

PIPs and the referrer. Healthcare

referrer, date received, date actioned and

workers involved with a client can be

outcome at each stage (e.g. side effects).

identified and contacted.
● To

A number of challenges had to be met to

introduce

further

to have between one and three GP
appointments each has been avoided.

The Outcomes
The project began in November 2011 and
in the first year there were consultations
by PIPs with 352 clients. Of those,
prescriptions were issued to 295 clients

referral

(84%). The number of those who

sources in a stepwise fashion to

received a prescription and continued at

enable shared learning and ensure

one week was 201 (68%).

sufficient PIP capacity.

establish the service:
The process was started on a small,
● To recruit local PIPs for the project.

which means that the need for 132 clients

to further ensure client confidentiality,
a code is used to identify the client.

Challenges

only been true for 4 out of 136 clients,

manageable scale to limit the risk of

Four clients were referred back to
their GP because of their concurrent drug
treatment (e.g. taking warfarin, which

Having recruited a total of six PIPs, an

process failure. It began by taking

on online ’Wiki Community’ website

referrals from just 10 SSAs working

was established as a private repository

directly with ‘Smoke Free Bristol’.

for the timetable, paperwork and

After three months, this was extended

other shared resources.

to 15 Stop Smoking Community

The majority of clients were referred

Pharmacies in the city and then three

by PCT-based Stop Smoking Advisors but

● To ensure PIPs had the necessary

meant that varenicline could only be
prescribed safely with close and regular
blood monitoring).

skill in all aspects around the
prescribing of varenicline.

Consultation/treatment

This was achieved by organising
specialist

training

by

a

clinical

specialist from the manufacturer of
the drug and a specialist prescriber
working with the client group.
● To have an arrangement in place

First
nine months

Last
three months

77%

97%

65%

86%

Clients prescribed for
following consultation:
Clients continuing with
treatment at one week:

to distribute the referrals between
prescribers.
Pharmacy Management Volume 29 Issue 1
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referrals from Community Pharmacy have

This suggests that SSAs are becoming

slowly increased and now make up 30%

more familiar at gauging client suitability

of all referrals.

and the PIPs are refining their consultation

‘Smoke Free Bristol’ figures indicate

and counselling approach.

that, in the first three months of 2011,

The primary side-effect noticed from

there were 26 clients who were prescribed

the prescribing has been nausea (incidence

the drug by a GP. In the same period for

of

2012 there were 42 clients prescribed the

disturbance (approximately 20%). There

drug by their GP and 52 who were

have been only three adverse events that

prescribed the drug by a PIP. This suggests

have necessitated ‘yellow card’ reporting:

that client access to the drug has been

one skin rash, one case of dysphoria, and

increased and the potential for GP

one case of excessive sedation.

approximately

25%)

and

sleep

appointments in the first quarter in 2012
has been reduced from 94 to 42, which is
a reduction of 55%.
Smoking

cessation

figures

are

notoriously difficult to determine with
accuracy owing to clients moving in and
out of the system and the sometimes
complex and chaotic lifestyle of the

Conclusion
Access to varenicline can be increased by
using PIPs to write prescriptions and this
also results in a reduction in the amount
of GP time needed to write prescriptions
for varenicline.

targeted group. However, of the 26 clients

Appropriate monitoring is required to

who were prescribed the drug by a GP in

identify side effects and adverse events

the first quarter of 2011, 18 of them (69%)

that require ‘yellow card’ reporting.

were deemed to have quit smoking. Of the
52 clients prescribed the drug by a PIP in
the first quarter of 2012, 29 of them (56%)
were deemed to have quit smoking and of
the 42 clients who prescribed the drug by

The ‘quit’ rate for clients prescribed
the drug by a PIP in the first quarter of
2012 was similar to that achieved with
GP prescribing.

a GP, 22 of them (52%) were deemed to

Declaration of interests

have quit smoking.

• Director, F.B (Downham) Ltd

A review of the figures for the last
three months suggests, however, that the
rate of prescribing and continuation at
one week are both increasing as shown in
Figure 2.

• Member of the Editorial
Pharmacy Management

Board,

• Director of PIPscript Ltd
• Pfizer supported the service by paying
the cost of training and communication
meetings

“. . . client access to the drug has been increased and the potential
for GP appointments in the first quarter in 2012 has been
reduced from 94 to 42, which is a reduction of 55%.”
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FACE2FACE
Consultant Pharmacist – Critical Care
Emma Graham-Clarke, Consultant Pharmacist – Critical Care, Department of Anaesthetics,
City Hospital, Birmingham.
Email: emma.graham-clarke@nhs.net
Emma Graham-Clarke

Question:

have been elected onto the Nurse and

What were the main drivers for the

Allied Healthcare professionals (N&AHP)

establishment of the post and how

committee of the Intensive Care Society

did it come about?

Answer:

as a pharmacist representative.

The main driver was to benefit patient

Consultant Pharmacist – Critical Care

To whom do you report and where

concentrate

does the post fit in the management

Concentrating on appropriate drug

structure?

treatment also had the beneficial effect

The post is professionally accountable to

of reducing drug expenditure.

What is your job title?

What are your main responsibilities/
duties?

care by enabling the post-holder to
on

clinical

aspects.

I provide the following, which are all

the Chief Pharmacist and managerially

linked around critical care:

accountable to the Clinical Director,

What have been the main difficulties

● clinical pharmaceutical support to

Critical Care.

in establishing/developing the post
to its current level?

critical care within the Trust
● support to critical care in the wider
area (regional/national)

What is the grade of the post?

Not many problems were encountered

Band 8c

with regard to establishing post, except
perhaps the speed of the process.

● leadership
● mentorship
● teaching
● practice development.
A specific remit from the Strategic
Health Authority (SHA) when the post
was ratified was that that its influence
would extend further than my local Trust

When was the post first established

Development of the role is essentially a

and how was it funded?

matter for the post-holder. The main

The post was first established as a Trust
post in 2003, at which time it was funded
half from pharmacy and half from the
Anaesthetic Directorate at the time.
The post was ratified as a Consultant
Pharmacist post by the SHA in 2006.

problem has been the lack of a ‘road
map’ because this was a new style of post
where there were no role models except
medical ones.
What have been the main
achievements/successes of the post?

i.e. the post-holder had to have at least a
regional impact.
I am the Allied Health Profession and
Healthcare Scientist clinical lead for
Birmingham and the Black Country
critical care network and the Trust deputy
lead for non-medical prescribing and

Are you the first post holder?
Yes, I have been in post since it was first
established in 2003.

These can be summarised as:
● drug expenditure remaining within
budget and indices of patient care
(including SMR) remaining good,
despite year-on-year cuts.
● getting agreement across clinicians as

“Concentrating on appropriate drug treatment also had the
beneficial effect of reducing drug expenditure.”
Pharmacy Management Volume 29 Issue 1
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part of a group regarding changes in

● gaining the support and

How does the post fit with general

practice. This has enabled changes

encouragement of NMPs, both

career development opportunities

being achieved through ‘buy in’,

within the Trust and for critical care

within the profession?

rather than imposition.

pharmacists locally.

It allows development to higher levels

● the number of pharmacists who have
trained with me who have gone on

● implementation of a Trust allergy

to their own ITU post, including
those who say ‘I want your job’.

without incorporating management.

group.
How do you think the post might be
What are the main challenges/priorities

developed in the future?

for future development within the

Each person will bring his or her own

who have realised just how

post which you currently face?

skills and strengths to the post –

rewarding a hospital post can be.

The challenges will be based around:

development may, therefore, by stepwise.

● the number of pharmacy students

● the establishment of a thriving,
critical care pharmacist group in the
region. The Group has developed a
Band 7 training pack. In conjunction
with the network, a pharmacy peer
review service for the provision of
pharmacy services to critical care has

● finance and the justification of a
‘luxury’ post at a time of recession

Post critical care support for patients
and

rehabilitation

is

the

current

● priorities to continue to support

development area generally. There is

local/regional/national clinicians

likely to be a role for pharmacy within this

● embedding good practice into

– maybe as a clinic?

routine use to improve patient care.
What messages would you give to

been developed. This has led, in one

What are the key competencies

others who might be establishing/

instance, to the establishment of a

required to do the post and what

developing a similar post?

new grade 8a post.

options are available for training?

● in conjunction with the UKCPA

Go for it!

Clinical knowledge, ability to work

critical care group, help has been

with the whole multidisciplinary team,

provided to develop competencies

leadership skills, communication skills

for critical care and a credentialing

and teaching skills.

service for critical care pharmacists.
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PUBLISH YOUR WORK IN THE PHARMACY MANAGEMENT
JOURNAL AND HELP TO DISSEMINATE GOOD PRACTICE
Writing a paper is a means of enabling others to learn of your work.
Readers may benefit by developing their thinking and/or by building on your
experience to develop pharmacy services locally. Publishing your work also
helps to minimise the risk of it being repeated unnecessarily by others.

Please do write up and submit your work
Articles of about 3,000 words, for which a fee of £300 is paid on publication,
are particularly welcomed.
Full details are available on the website at www.pharman.co.uk but contact an Editorial Board member,
a Pharmacy Management Development Officer or the Editor (alex.bower@pharman.co.uk)
for further information or to check if a proposed topic would be suitable.
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MANAGEMENT CONUNDRUM
Rebate Schemes In Primary Care –
Good, Bad Or Just Plain Ugly?
Carey Whitecoat, the PCO’s Head of Medicines

he thought. ‘There are lots of issues to think about’, she

Management, was feeling bullied. Mr Greysuit, the PCO’s

said lamely. ‘I’m not even sure they are legal’.

Chief Executive, had just left her office.

‘This needs to be looked into’, Mr Greysuit said. ‘Have a

‘Other people are doing it so why can’t we?’ he had

think about it and let me have a brief paper we can

asked, in the calm voice that hid his real thoughts, after

consider at the next management team meeting. I need

Carey had put up some resistance to his suggestion. ‘We

to know the pros and cons’.

are in dire financial trouble and must take all actions
necessary to make savings and control costs’.

Carey had previously shied away from entering into any
rebate schemes but her bluff had now been called. She

Mr Greysuit had told her that some of his Chief Executive

would either have to produce a convincing case not to

colleagues had told him how the use of rebate schemes

go ahead or else change her views and get on board

were helping to reduce their drug spend. Carey had tried

with what appeared to be happening elsewhere.

to explain that what he was asking was not as simple as

Carey has come to you, a fellow primary care colleague to ask for your views.
What will you say to her?
of patients and that the clinical need for

● Health professionals should base

the product and its place in care pathways

prescribing decisions on individual

Jonathan Mason,

have been agreed by established local

assessments of their patients’ clinical

Clinical Adviser

decision-making processes.

circumstances

Commentaries

(Medicines), NHS
I would refer her to the Department

● The individual patient (and their

of Health guidance on ‘Strategies to

guardian or carer where appropriate)

Achieve

Prescribing:

should be informed about the action

guidance for primary care trusts and

being taken and suitable arrangements

clinical commissioning groups’, which

should be made to involve the patient

I would advise her to weigh up the pros

outlines the following principles:

and to monitor them following any switch

and cons of entering into a rebate scheme.

● The decision to initiate treatment, or

● Prescribers should be able to make

The main considerations are that a rebate

change a patient’s regimen, should be

their choice of medicinal products on

scheme is only appropriate if the medicinal

based on up-to-date best clinical

the basis of clinical suitability, risk

product is appropriate for a defined group

evidence or guidance e.g. NICE

assessment and value for money

North East London and
the City.
Email: jonathan.mason@
elc.nhs.uk

Cost-Effective

“Schemes should not encourage exclusive use of a particular drug,
and are not appropriate for medicines in Category M and some
medicines in Category C of the Drug Tariff because there may
be a wider impact on Community Pharmacy reimbursement.”
26
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● Schemes should be reviewed whenever

There are a number of other factors

formal, written contract is in place and

relevant NICE or alternative guidance

that need to be considered. Will there be

that the terms of the scheme are clear.

is updated

an administrative burden to the NHS to

Schemes should allow flexibility to

set up and run the scheme, for example

respond to new clinical evidence or

audit requirements and data collection?

changes in market conditions.

● Scheme terms, including details of
relevant

therapeutic

evaluations

underpinning the scheme, should be

encourage

PCTs should not enter into any

published on the PCT’s website.

Schemes

should

not

exclusive use of a particular drug, and

scheme which precludes them from

Any medicine considered under a

are not appropriate for medicines in

considering any other schemes offered by

rebate scheme must have a UK marketing

Category M and some medicines in

manufacturers of competitor drugs.

authorisation. Schemes should not be

Category C of the Drug Tariff because

Commissioners should not enter schemes

linked to particular indications for use,

there may be a wider impact on

that require them to provide information

and should only advocate use of the drug

Community Pharmacy reimbursement.

to a manufacturer about the market

in line with its marketing authorisation.

Commissioners should ensure that a

share of competitors’ products.

“Will there be an administrative burden to the NHS
to set up and run the scheme, for example audit
requirements and data collection?”
Pharmacy Management Volume 29 Issue 1
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Richard Seal,

the challenge that her Chief Executive has

She may find it helpful to contact one of

Programme Consultant

set. Rather, she should consider how she

the PCOs that has already used a PCRS and

in Medicines

might turn this to her advantage and

she can also look for published good

Management, NHS

demonstrate her leading role for Medicines

practice frameworks and principles such as

West Midlands.

Optimisation. She has been presented with

the one produced by the London

Email: richard.seal

an ideal opportunity to do so by briefing on

Procurement Programme. However, since

@westmidlands.nhs.uk

the pros and cons of PCRS at the next

individual PCRS schemes can differ

management team meeting in a considered

markedly, I would recommend that she

and rational way. Who else in her

seeks independent legal advice specific to

organisation can do this!

her organisation and any schemes under

Senior pharmacy managers are often
faced

with

dilemmas

where

their

professional values are challenged. It is an

consideration.

important management skill for them to

Personally, I would recommend that she

be able to clearly identify the key issues,

produces a well-structured briefing paper

In presenting her paper, Carey

justify and articulate their position and

and a range of options on which the

Whitecoat needs to justify not only her

present a range of options or solutions.

management team can make an informed

own professional position but also point

decision.

a

out the potential implications of any

consideration of the governance issues

decisions on her PCO and the wider NHS.

raised by entering into a PCRS contractual

However, her prime concern should be the

arrangement.

impact of her advice on patients.

Primary care rebate schemes (PCRS)
are contractual arrangements offered by
pharmaceutical companies, or third party
companies, which provide retrospective

This

should

include

financial rebates on particular branded

In preparing her paper, the range of

medicines prescribed by GPs. They are a

issues that she needs to think about is

relatively new phenomenon in the NHS,

complex and so her first task is to research

although discounting of medicines supplied

thoroughly, seeking expert advice where

to hospitals has been commonplace for

necessary. She needs to consider the wider

many years.

legal and regulatory implications with

Carey Whitecoat is right to be cautious
about entering into PCRS.
It would be easy for her to concede to

respect

to

medicines

supply

and

REFERENCES
1. Department of Health. Strategies to Achieve
Cost-Effective Prescribing: guidance for primary
care trusts and clinical commissioning groups.
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2010.
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http://www.dh.gov.uk/prod_consum_dh/groups/
dh_digitalassets/@dh/@en/@ps/documents/digita
lasset/dh_120213.pdf.
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“. . . she should consider how she might turn this to her advantage and
demonstrate her leading role for Medicines Optimisation.”

28

Pharmacy Management Volume 29 Issue 1

www.pharman.co.uk

Are your Pharmacy Management
details, or those of a
colleague, up-to-date?
To ensure that you continue to enjoy the benefits of a link
with Pharmacy Management, please let us know if your
details have changed.
You will:
● receive a free copy of the Pharmacy Management Journal sent directly to you
● be invited to attend Pharmacy Management seminars
● receive email updates regarding the Pharmacy Management website with its
news, reports on key policy issues and archive of published articles
Pharmacy Management will safeguard your data and WILL NOT share this
with any third parties for the purpose of direct marketing or
communication of any form.

Has your job title, work address or any other of your details changed?
If so, please kindly provide the following information:
Name • Job title • Organisation • Address • Telephone contact • Email:
Send your details in one of the following ways:
Via the Pharmacy Management website at: http://www.pharman.co.uk/subscribe.html
Email to: mary.budd@pharman.co.uk
Telephone: 0118 984 4977
Contact your Local Pharmacy Management Development Officer
Alternatively, fill in your details on the address sheet that came with the Journal and return to
the offices of Pharmacy Management as indicated.

Do you have a colleague who has moved on to another organisation?
If so, please let us know or pass this to them so they can let us have their contact details.

Pharmacy Management Volume 29 Issue 1

29

LEADERSHIP
The SCARF Model
A thought leader in Authentic 21st Century Leadership, Jacqui has had significant success in helping
individuals and companies to achieve amazing results through growth and change. She has participated in
mergers, acquisitions, flotation, company sale, takeover and downsizing. Her background in law, HR at Board
level, in FTSE 100 companies (most recently as FVP for EMEA for Merrill Lynch) and success as a small business
entrepreneur creates an outstanding toolkit as a top level business mentor and executive coach. She has a
Masters in Change Management and Strategy and a doctorate in Executive Anxiety yet her style is not
academic but rather business results focussed, pragmatic, flexible and fun. Jacqui is the author of a book:
Jacqui Grey

‘Executive Advantage – banish your executive gremlins and become a resilient 21 Century Leader’.
Email: jacqui.grey@transition-coaching.co.uk

Social behaviour is largely governed by a

An understanding of these drivers will

desire to minimize threats and maximize

help individuals and leaders function

expectations based on our experiences.

rewards.1 This leads to an ‘approach-avoid’

more effectively by reducing conflicts and

The brain relies on long established

response, which is a survival mechanism

increasing the amount of time people

neural connections that have hardwired

designed to help people stay alive. This is

spend in the ‘approach’ state, a concept

the situation and the individual’s response

the process whereby the brain labels a

synonymous with good performance.

to it. This frees people to do more things

situation as either ‘good’ (and releases the
‘happy drug’ dopamine), or ‘bad’ and

past

to

predict

and

create

at once as the ‘basics’ are covered (e.g.

Status

driving a car and talking). However, if the

other words, when we meet people we

Status refers to the need to feel

will bring up an error signal (e.g. the car

perceive them as ‘friend or foe’.

important and respected. It is always

in front brakes suddenly). The working

comparative - having a new car at a party

memory is then diminished and full

provides status until someone turns up

attention must be given to the task in

with a bigger, more expensive one.

hand (i.e. driving). Uncertainty registers

Understanding this need is important for

as a gap, a tension, something that must

leaders as they need to be aware of

be corrected before we feel comfortable

situations that create a threat response,

again. This is why people crave certainty.

for example performance appraisals or

Mild uncertainty may be a good thing as

feedback. 360 degree feedback reviews

it may be perceived as a challenge and

are minefields!

creates a mild threat response that results

therefore generates a threat response. In

The SCARF model, developed by David
Rock, is an easy way to remember and act
upon the social triggers that can generate
both the approach and avoid responses.2
The aim of the model is to help minimize
the easily activated threat responses and
maximize positive engaged states of mind
during attempts to collaborate with, and

brain registers ambiguity or confusion it

influence, others.
The
The SCARF model focusses on the
following five areas:

existential

fear

of

being

‘unimportant’ or a ‘toothless old lion’
emerges as people become fearful of loss

Status is about relative importance

of status as they get older. Executives with

to others

the fear of being ‘unimportant’ and losing

Certainty is about being able to
predict what will happen next

Autonomy concerns a sense of
feeling in control over events

status often surround themselves with the
trappings of success. They will avoid
situations that they fear will make them
feel unimportant and approach those that
make them feel important.

Relatedness is a sense of safety
with others

Fairness reflects a perception of fair
exchanges between people.
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the

in a release of adrenaline and dopamine,
which sparks curiosity and energises
people. However, too much uncertainty
will almost certainly result in loss of focus
and poor decision making, leading to
poor performance. Leaders must seek out
ways to give people certainty e.g. by
creating teams and accurate maps of the
organisation that promote certainty.
We all like to believe that what has
happened before will probably determine

Certainty

what will happen in the future because
that makes us feel safe. However, this is

The brain craves certainty so that it can

not always so. It is OK sometimes to be

predict what will happen next. It draws

‘wrong and happy’ (e.g. seeing that

on memories of what has happened in

someone else’s solution is better than our
Pharmacy Management Volume 29 Issue 1
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The existential fear of being ‘unimportant’ or a ‘toothless old lion’ emerges as people
become fearful of loss of status as they get older.

“. . . too much uncertainty will almost certainly result in loss of
focus and poor decision making, leading to poor performance.”
own) or look at a situation from a

work for themselves often do so for

part of the same social group. This is why

completely different angle. We may enter

reasons of autonomy and work/life

teams tend to dislike opposing teams or,

into a situation and view it completely

balance. They may sometimes work

when in ‘siloed’ organisations, why one

differently to another person because our

longer hours but it is the perception that

part of the business dislikes and is

perception of events is different due to

they have control that is important. The

antagonistic towards another. This is why

our own personal beliefs and unique

SCARF model describes how autonomy

care must be taken when putting

neural pathways and patterns.

decreases when working in teams but is

together diverse teams. Whilst diversity is

compensated for by an increase in status,

perceived as a good thing to avoid ‘group

Autonomy

certainty and relatedness.

think’, it is more difficult to put

This area is all about control or the

Relatedness

threat response. Trust cannot be assumed

environment. As long as people feel they

The SCARF model defines this as whether

Once people make a strong social

have control and choice over their world,

an individual is ‘in’ or ‘out’ of a social

connection, the threat response is

stress remains manageable. That is why

group. It describes the formation of

disarmed. Thus, leaders who strive for

people will sacrifice money for the

‘tribes’

Healthy

inclusion and minimize situations in

perception of freedom and why being

relationships require trust and empathy

which people feel rejected create an

micro-managed may generate a strong

but the brain’s ability to feel these is

environment that supports maximum

threat response. People who decide to

shaped by whether they are perceived as

performance. This is particularly hard to

perception

of

‘difference’ together without triggering a
control

over

our
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and

as the brains views difference as a threat.

belonging.
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do when companies are going through

Implications for leaders

Declaration of interests

change or downsizing. The decision that
someone is ‘friend or foe’ happens

Leaders in organisations will need to

quickly. When people are perceived as

make sure they provide certainty and as

competitors, the capacity to empathise

much information as they can. People

drops significantly.

also need to feel they have autonomy
and some control over their own destiny.
Astute leaders minimize the threat

Fairness

response by giving people permission to

People are more satisfied with a minimal

exercise control when it’s possible to do

reward via a fair exchange than an unfair

so. People won’t support initiatives that

exchange that generates more reward.

are imposed upon them, so the more

Leaders must attempt to be fair at all

they are involved in the planning process,

times, even if the news is not great.

the smoother things will go. If you are

Having favourites will generate a threat

self-aware, you will be more effective. A

response in others.

self-aware

leader

modifies

• Previous work with David Rock.
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their

behaviour to alleviate organisational
Fairness is served by transparency and
consistency.

Leaders

should

stress. They are flexible and create agile

share

organisations in which motivation and

information to keep people engaged and

creativity flourish. Being spontaneous is a

motivated.

Even in cutback situations,

vital tool to being an authentic, resilient

employees will see it as fair if a consistent

21st Century leader. If leaders apply the

approach is taken and there is a clear

SCARF model to increase creativity and

rationale for the choices made.

reduce threats we will have better, more
prosperous organisations.

“Even in cutback situations, employees will see it as fair if
a consistent approach is taken and there is a clear
rationale for the choices made.”
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