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G1d, G1m, G8a.G9b
HP1a
PC9a, PC9f 

G1a, G1m, G1o, G1w,
G4d, G4g, G7c, G9d,G9i
HP13b, HP15b

• describes the problem of COPD
• indicates the aims of the joint COPD clinic
• outlines the impact of the joint COPD clinic on utilisation of primary and secondary care resources in the 12 months before and after

clinic attendance
• provides examples of typical patients seen in the clinic
• illustrates the positive effect of COPD ‘rescue packs’ in reducing GP consultations for COPD exacerbations.

* 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.

G1o, G4b, G5d, G9i
HP13g

• indicates the importance of standards established to facilitate consistent local research management and improve performance
• describes a project to develop a strategy for a Pharmacy Clinical Trials Service
• indicates how capital funding was obtained for new, centralised accommodation to replace existing, fragmented facilities 
• describes the staffing establishment for the service
• outlines the importance of a capacity plan, Memorandum of Understanding, Operational Agreement 
• summarises the content of a Process Plan.

G1m, G1n, G1w, G9i • describes the role of a Service Improvement Consultant/Programme Manager
• explains the main challenges in establishing the post
• identifies the main achievements to date
• outlines future challenges.

G1m, G1n
PC12a

• describes the issues that can arise for patients and staff when commissioning policies vary
• indicates the part that APCs have in helping to minimise variation
• suggests that a wider commissioning group might be a helpful way to minimise variation.

• outlines the importance of patient related outcome measures
• describes a study to assess patient views by utilising medical students to obtain patient responses to a questionnaire
• indicates the level of awareness of the role of a pharmacist and how satisfied patients were with information given about their

medication and its side effects
• indicates how patients perceived the personal attitude of pharmacists (i.e. politeness, appearance, bedside manner and knowledge of

the patients’ medicines). 

G3a, G3b • outlines the key components of NLP
• describes the process of ‘anchoring’
• explains how NLP can be used in practice.

CONTENTS including competencies and learning outcomes*
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EDITORIAL
Best Practice

There are about 300 clinical trials in

progress at any one time at Nottingham

University Hospital, which are supported

by a staff of about 23 whole time

equivalents. A successful business case

achieved funding of £118k to provide

purpose built accommodation for the

clinical trials service. There will be few

Trusts with such an extensive service but

it will be of interest to read about the

processes involved in an exemplar unit

and translate them as appropriate to the

local situation.  

COPD is a major health burden and

it is good to be able to report on the

contribution made by a hospital pharmacy

service to improve the care of patients.

A pharmacist non-medical prescriber

worked with a respiratory nurse as part

of a clinic in a GP surgery. Patients

were reviewed in the clinic or their own

homes and the benefits to patient care

are outlined in the paper. The number of

recorded exacerbations did, however,

increase after the clinic but evidence

indicates that around a half of COPD

exacerbations go unreported. The

authors suggest that the increase may

be explained by greater patient

awareness  of the need to report COPD

exacerbations to the GP. The model

used was that of a hospital pharmacy

establishing a clinic in primary care? Will

that prove to be model for future

development, not just for COPD but for

other therapeutic conditions as well?

Another paper reminds us that

‘Patients are likely to prioritise different

aspects of care to clinicians, tending to

focus on the interpersonal and amenity

aspects of care . . . rather than the

technical and clinical aspects’. With that

in mind, how do patients view the

service they receive from your pharmacy?

The article reports on the finding of a

questionnaire used with hospital patients

but the principle would also apply in

primary care. The visibility of pharmacy

to patients, awareness about the overall

role and knowledge about medicines

information that had been provided was

not as high as it could be. The data

collected will provide a helpful baseline

to monitor change after the actions

proposed in the paper have been

implemented. The questionnaire will also

form a useful tool for others to assess the

patient perspective of their service. 

Face2Face

The role of a Service Improvement

Consultant/Programme Manager in

managing a Trust’s Quality, Innovation,

Productivity and Prevention (QIPP)

programme is described. This involves

project management and juggling with a

number of projects aimed at transforming

services. This will be of particular interest

to those who see the benefit of having a

post dedicated to controlling projects

centrally.

Management Conundrum

Postcode prescribing still occurs. It causes

anxieties for patients and difficulties for

staff who have to interpret the different

intentions of a range commissioners.

Does the drive towards services being

locally commissioned by CCGs make

postcode prescribing inevitable? Or

would a collaborative approach be in the

best interest of patients and staff? Our

commentators provide some viewpoints. 

Leadership

What is Neuro Linguistic Programming

(NLP) and how is it relevant to pharmacy

practice? This is addressed in the Leadership

section, which explains the basis of NLP

and gives a practical example of just one

NLP technique to help become more

effective i.e. anchoring. Why not try it out

and see how you get on?   
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Summary
This paper: 

● indicates the importance of
standards established to facilitate
consistent local research
management and improve
performance

● describes a project to develop a
strategy for a Pharmacy Clinical
Trials Service

● indicates how capital funding was
obtained for new, centralised
accommodation to replace
existing, fragmented facilities 

● describes the staffing
establishment for the service

● outlines the importance of a
capacity plan, Memorandum of
Understanding, Operational
Agreement  

● summarises the content of a
Process Plan.

National research agenda  

The government ‘Plan for Growth’1

published in March 2011 highlighted the

key role of health research in the national

economy as well as in improving health

and care. A new health research regulatory

agency to streamline regulation and

improve the cost effectiveness of clinical

trials was announced placing strong

emphasis on measuring and improving the

performance of Trusts in research delivery. 

The National Institute for Health

Research (NIHR) ‘Research Support

Services Framework’2 published in May

2011 defines good practice and standard

procedures to facilitate consistent local

research management and greatly

improve performance. Implementation of

the national agenda has been facilitated

by local Research and Innovation (R&I)

departments resulting in the requirement

for performance management of support

services including pharmacy. 

Performance measures that have a

direct effect on the Pharmacy Clinical

Trials Service include the time to

complete study feasibility and set up as

well as the delivery of completed studies

within defined timelines with agreed

subject accrual.

This paper provides a case study

illustrating the response of a hospital

pharmacy to further develop an

established clinical trials service in

accordance with national and local

research strategy. 

Nottingham University Hospitals NHS

Trust (NUH) is the fourth largest acute

teaching Trust in the UK and one of the

top five Trusts nationally providing

opportunities for patients to take part in

clinical research studies. NUH R&I has

made important steps in aligning its

research priorities with those of key

partners, including the University of

Nottingham and Trent Comprehensive

Local research Network (TCLRN), through

establishing joint appointments and

shared operational structures.3 NUH

operate two NIHR Biomedical Research

Units (in hearing and digestive diseases)

in partnership with the University of

Nottingham.

Historical Pharmacy

Clinical Trials Service       

NUH Pharmacy Clinical Trials Service has

been established for over twenty years,

operating from a number of dispensaries

across two campuses. In the past five years

TCLRN funding has enabled pharmacy to

appoint dedicated pharmacist, technician

and Assistant Technical Officer (ATO)

posts to support the existing portfolio

of approximately 300 Clinical Trials of

Investigational Medicinal Products (CTIMPs).

In 2008, NUH Pharmacy Production

Services were granted a Manufacturer’s

Authorisation for Investigational

Medicinal Products (MIA(IMP)) to support

assembly and manufacture. 

During 2011, a number of periodic

bottlenecks in service delivery relating to

lack of specialist clinical/production

pharmacist support, Qualified Person (QP)

availability and inadequate accommodation

were experienced. An assessment of the

Pharmacy Clinical Trials Service capacity
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was undertaken, which led to a concern

that existing capacity would not meet

future mandated targets for Research

Support Services.

Pharmacy Clinical Trials

Service development

project      

As a consequence to these capability

assessments the Pharmacy Clinical Trials

Service developed an outline strategy for

the service which achieved high level Trust

executive support and, in September

2011, a project was initiated to:  

● develop ‘fit for purpose’ facilities

● develop and seek Trust executive level

support for a Pharmacy Clinical Trials

strategy which defines service

capacity, describes staffing and

facilities infrastructure and raises

service profile with  stakeholders 

● engage with service users to develop

a tailored service which can be

performance managed. 

Project initiation

A project team was set up comprising the

Assistant Chief Pharmacist and Lead

Pharmacist for Clinical Trials, a research

active clinician, the Deputy Director of

R&I and the local Cancer Network

Manager. Standard project management

tools were utilised to enable identification

and progress against project milestones.

Performance management of the project

was overseen by the Trust Chief

Operational Officer. 

Project overview

A strategy document was developed to

set out the vision for the Pharmacy

Clinical Trials Service. It was subsequently

presented to the Trust Operations and

Directors’ Group, where it was fully

supported.

Facilities review

A business case was developed to seek

capital funding for new, centralised

accommodation to replace the existing

fragmented facilities on the City

Hospital campus. This was supported in

December 2011 and work commenced in

May 2012. The budget allocated to the

project was £118k along with the services

of a pharmacy-based project manager.

Assessment of workflow informed the

design of the new unit, which comprises

dedicated spaces for operational services

and non clinical functions. The new unit

was commissioned and opened for

business in July 2012.  

Skill mix review    

Initial skill mix reviews had resulted in the

introduction of a pharmacy technician-

led service to manage operational

aspects of study set up and IMP

management, allowing pharmacists to

“A business case was developed to seek capital funding
for new, centralised accommodation . . .”
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focus on protocol appraisal and study

authorisation. In addition, a clinical trials

rotation as part of a wider department

clinical pharmacy programme was

implemented to address succession

planning by providing opportunities for

experienced pharmacists to apply for

substantive clinical trial posts.  

As a result of further skill mix

assessment undertaken during the

project, a dedicated ATO role has been

introduced along with specialist posts to

support cancer research portfolios and

manufacture/assembly under the

MIA(IMP) license. 

All new posts have been actively

supported following the approval of a

business case by TCLRN, internal

Clinical Directorates and, more recently,

Specialised Commissioners. Most posts

have permanent contracts following

local agreement with R&I. Those

recruited as fixed term contracts are

subject to ongoing review in accordance

with agreed metrics. 

The current overall structure (see

Table 1) comprises 23.2 whole time

equivalents (wte) of which 90% are

externally funded.

Performance metrics         

Performance management of service

support by R&I was introduced in October

2011 to enable the Trust to meet national

targets. Following receipt of valid Site-

Specific Information (SSI) in pharmacy

(Day 0), metrics initially included ’median

authorisation time for study appraisal and

sign off by pharmacy: Day 20’ but this

was subsequently decreased to 14 days. 

Capacity plan        

A capacity plan was developed after

consideration of local experience of study

Clinical Trial Post description Role 

Band 2/3 ATO (6wte) Support for aseptic dispensing

Support for IMP stock management

Support for batch manufacture and assembly

Environmental monitoring

Band 4 Technician (6wte) IMP management including dispensing and accountability

IMP stock management

Aseptic dispensing 

IMP batch manufacture and assembly

Supporting Clinical Research Associates (CRAs) site visits

Band 5 Technician (5.8wte) Accuracy checking IMP 

Dispensing IMP

Preparing study specific Standard Operating Procedures (SOPs)

Leading operational management 

Supporting Clinical Risk Assessment (CRA) site visits

Band 7 Pharmacist (rotation) (0.5wte) Training role for pharmacist input into the clinical trials service

Band 8a Pharmacist (production and Overseeing batch production under MIA(IMP)

QC support) (1wte) QC support to enable increased QP availability for release of products 

manufactured and assembled under MIA(IMP) 

Band 8b QP (0.1wte) Release of products manufactured and assembled under MIA(IMP)

Band 8a Pharmacist (Specialist Protocol appraisal and study authorisation Identification and submission of

Clinical) (2.7wte) pharmacy costs

Checking study specific SOPs

Preparing study specific SOPs

Professional checking

Pharmacist member of multidisciplinary team for research

Band 8b Pharmacist (1wte) Leading, managing, directing and developing the service

Ensuring compliance with relevant EU and UK Clinical Trial legislation

Band 8c Pharmacist (0.1wte) Providing strategic direction of service delivery in line with overall 

pharmacy operations

Table 1: Current staffing structure
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types and agreement on categories

reflecting their complexity (see Table 2).  

A standard time needed for protocol

review and ‘green light’ was then agreed

for each study category using time and

motion data collected over a nine month

period. This standard time was matched

against available staffing to define

capacity levels and thresholds.  

Triggers requiring corrective action

were identified as:

● consecutive red Key Performance

Indicators (KPIs)

● abnormally high activity levels (number

of items dispensed per day, number

of studies awaiting SSI or green light)

● complaints/incidents

● preparation for Medicines and

Healthcare Products Regulatory

Agency (MHRA) inspection requiring

diversion of operational function.

Contingency plans were also identified as:

● prioritising set-ups with directorates

● identifying bottlenecks

● regularised monitoring of study

processing through a tracker.

The capacity plan has helped to

inform business continuity for the

Pharmacy Clinical Trials service.

Memorandum of
Understanding (MOU) and
Operational Agreement      

An MOU is established between

pharmacy and R&I to provide a reference

framework for the management of

research services provided by pharmacy

and to ensure that the proper

infrastructure and commitments are in

place for the provision of a consistent

and high quality service.  

In addition, an Operational Agreement

with Clinical Directorates is under

development to inform stakeholders of

the range of available services, describe

staffing and facilities infrastructure and

define capacity levels. It also sets out

the expected responsibilities of the

Clinical Directorates that utilise the

available services.  

Process map         

A process map was developed to identify

critical paths in service delivery and

detail scope of activities (see Figure 1).

This summarises the roles and

responsibilities of the Pharmacy Clinical

Trials Service and provides guidance to

Category Level 1 Level 2 Level 3

Product dispensing Simple dispensing of Dispensing from bulk Requires aseptic manipulation

finished product against a randomisation

Patient numbers 1-20 21-100 >100 which may impact on 

staffing requirements

Product characteristics Routine Monoclonal antibody Gene therapy and advanced 

therapeutic products

Source of product QP released finished Requires manipulation  Requires manufacture or  

product e.g. aseptic preparation assembly of IMP under 

Product direct from MIA(IMP)

sponsor

Study design Simple RCT Crossover Complex design or requires 

specialist advice

Costing Easily interpreted Requires in-depth Requires approval from 

according to national cost assessment commissioners

costing template

Sponsorship Commercial Non-commercial, NUH as Sponsored by NUH or 

a recruiting site only University of Nottingham  

Governance Low impact on NUH Requires assessment Requirement of protocols are 

medicines management against NUH medicines out with NUH medicines 

procedures/policy management management procedures/ 

procedures/policy policy

Table 2: Categorisation of study complexity
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Figure 1: Pharmacy Clinical Trials Service process map

Pharmacy authorisation
and sign off of IRAS/SSI
document by DAY 14

Pharmacy green light to ensure
compliance with DAY 70 benchmark
for first patient first visit

MHRA inspection of
sponsor

Process always occurs

Process sometimes
occurs

Pharmacy support in protocol design

IMP/medicines management advice which may
include:
• Stability and handling information
• Choice and source of IMP, comparators and

placebos
• Manufacturing/assembly methods including

handling and testing of raw materials and
final product

• Choice of dosage forms, presentation and
packaging 

• Blinding and randomisation 
• Development of a technical agreement 
• Management of storage, distribution,

dispensing, accountability and disposal of
unused and expired material 

• Co-ordination of the IMP sections of the
MHRA application to authorise the conduct
of a trial investigational medicinal products
(CTA) 

• Development and preparation of IMP dossiers
for inclusion with the CTA application

• Design and approval of IMP labels submitted
in the CTA application    

R&I request to pharmacy to
authorise new study via IRAS/SSI

Review and approval including an
assessment of pharmacy costs
DAY 0

Site selection visit

Sometimes requested by sponsor.
Comprises introduction to trial
and review of facilities and
processes

TCLRN requests for
costs

for adopted studiesAppraisal and costing of latest version of
protocol

Assessment of feasibility of trial incorporating:
• Review of protocol and pharmacy specific aspects

and procedures
• Confirmation of patient numbers to assess impact
• If appropriate liaison with production unit(s) to

consider handling and manufacturing details 
• Liaison with sponsor on points of clarity 
• Assessment of alignment with Medicines

Management policies e.g. intrathecal medicines
• Confirmation of pharmacy costs and approval

from sponsor

Requirements for assembly or manufacture of IMP by NUH

• On behalf of the sponsor, purchase of licensed and unlicensed
products or raw materials intended for manufacture of a final
product

• When required, development of Technical Agreements between
NUH and the supplier of bulk products, manufactured for an
authorised protocol, which require assembly and final QP release
by NUH Pharmacy under MA(I)19162

• Development and maintenance of a Product Specification File
(PSF) for each IMP given QP release by NUH Pharmacy under
MA(I)19162 

• Testing of products or raw materials prior to assembly or
manufacture as specified by NUH Quality Control Service

• Preparation of controlled documentation including MHRA
approved labels required for the assembly or manufacture of final
product under MIA(I)19162

• Testing of final product in accordance with the protocol and as
specified by NUH quality control service

• QP release of final product(s) in accordance with NUH Quality
Control SOPs and NUH Pharmacy Clinical Trials SOPs 

• If appropriate liaison with Sponsor and external suppliers as
required, for provision of final QP released IMP.

Study Set Up

• Initiation meeting held with sponsor to confirm details of
IMP management, documentation and handling required

• IMP storage area approved if outside of pharmacy
• Ensure all essential documents received including: MHRA

approval, Ethics and R&I approval, CT agreement,
Delegation log 

• Design and preparation of study specific procedures and
associated documentation including IMP and NIMP
accountability records, prescriptions, production
worksheets and sample labels if relevant, training and
signature logs, temp monitoring, destruction records,
shipping records

• Set-up on chemotherapy electronic prescribing system if
appropriate and seek validation by relevant consultant

• Seek sign off of study specific procedure by Principle
Investigator to ensure accurate interpretation of study
protocol 

• All pharmacy study specific documents checked by
validated pharmacy personnel

Protocol
amendments

Requires review of
all study procedures
and may require
R&I approval

Operational Management

• Ordering/receipt of IMP
• Storage of IMP in a dedicated, secure, temperature

controlled and monitored facility
• Approval of facilities and monitoring of temperature

records in wards or departments used for IMP storage 
• Dispensing to NUH trial subjects in accordance with the

study specific pharmacy procedure
• Receipt of IMP returned to by trial subjects for

accountability and storage
• Preparation of IMP for destruction authorised by sponsor

including generation of a destruction record
• Provision of an emergency code breaking facility

including out of hours arrangements 
• Expiry date monitoring and management of relabeling

to document extension of IMP expiry date
• Financial management including invoice generation and

tracking
• Monitoring visits with CRAs

NUH as co-ordinating centre for
multicenre studies

• Preparation of QP released IMP for
dispatch to investigating sites

• Co-ordination of courier services
• Preparation of pharmacy files for

use at other investigating site
pharmacies 

• Co-ordination of IMP recall 
• Co-ordination of relabeling

procedures to document extension
of IMP expiry date

• Advise on the requirements for
monitoring IMP management in
remote pharmacies or source data
verification

Close study

Final IMP accountability
Final invoicing and archiving
arrangements

Nottingham University Hospitals Pharmacy Clinical Trials Services - Process Map
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investigators and research coordinators

on the significant processes which require

liaison with the pharmacy. 

Engagement/networking

at national level         

The Project Lead and Clinical Trials

Pharmacist regularly attend the National

Clinical Trials Pharmacy Advisory Group

and National Guidelines group. The

Nottingham work has been presented to

these national groups. 

What went well?         

Regular and productive engagement with

stakeholders, use of project reporting

tools and executive level support were key

factors in enabling project completion to

plan. In addition, the Clinical Trials

Pharmacy Team were extensively involved

throughout the project, offering

innovative ideas for service improvement

and completing all the tasks required for

successful project delivery efficiently and

with enthusiasm.   

The Future         

There are a number of ongoing service

developments emerging from the project

including refinement of the capacity

plan using real time data, further

expansion of workforce and facilities and

implementation/monitoring of the

stakeholder operational agreement.    

Summary         

The ‘Government Plan for Growth’1 and

resultant NIHR ‘Research Support Services

Framework’2 has placed a focus on

efficiency and performance in the delivery

of research in the NHS. In this context,

hospital pharmacy clinical trial services

must have the resource and capacity to

provide key service support and ensure

positive patient experiences.   

Resource capacity can be addressed

through submission of business cases to

appropriate funding bodies and strong

links with R&I can contribute to successful

outcomes.  

Alignment of pharmacy services with local

research strategies via engagement with

both R&I and service users is essential.

Promotion of the scope and capacity of

service and engagement with stakeholders

can support local organisations to

deliver against national performance

benchmarks in addition to local recruitment

and income targets. Step changes in

performance relating to protocol review

and study set up can be achieved and

monitored through agreed metrics.

The initiatives described above (including

business case development, process

mapping, capacity planning and

development of formal links with

stakeholders) are all elements which are

applicable to NHS organisations of any size.

NHS research infrastructure encourages

stakeholder engagement and allows

opportunities for service development.
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Pharmacy Management
Forthcoming Events

Diary Dates for 2015

Academy Workshop Programme 
7th Academy Workshop Programme:

Thursday 22nd January 2015 Belfast

Thursday 29th January 2015 Cardiff

Thursday 5th February 2015 Stirling

8th Academy Workshop Programme:

April - June 2015 10 workshops throughout England

September 2015 Scotland, Wales and 
Northern Ireland workshops

9th Academy Workshop Programme:

September to December 2015
10 workshops throughout England

Pharmacy Management National Forum -
Regional Roadshows

Wednesday 20th May 2015 Manchester

July 2015 Birmingham

April/May 2015 Bristol

Pharmacy Management National Forum -
Commissioning Support Unit Roadshows  

North East CSU Forum Roadshow:
Thursday 30th April 2015 Newcastle

London CSU Forum Roadshow:
Wednesday 6th May 2015

National Seminars
Wednesday 13th May 2015 Scotland  (Stirling)

October 2015 Northern Ireland (Belfast)

November 2015 Wales (Cardiff)

Further information 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 jgriffiths@pmmarketaccess.com.
Mobile: 07723 510715 
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Service Evaluation To Assess The Impact Made By 
A Pharmacist Non-medical Prescriber On 
The Health Of Patients With COPD In 
The Year Following Review In A 
Primary Care COPD Clinic  
Daniel Greenwell, Clinical Pharmacist (A&E & Medical Admissions);

Scott Pegler, Principal Pharmacist, Medicines Information Manager & Lead for 

Medicine: Pharmacy Department, Morriston Hospital

Email: daniel.greenwell@wales.nhs.uk

Summary
This paper describes: 

● the problem of COPD

● the aims of the joint COPD clinic

● the impact of the joint COPD clinic
on utilisation of primary and
secondary care resources in the 12
months before and after clinic
attendance

● examples of typical patients seen
in the clinic 

● the positive effect of COPD ‘rescue
packs’ in reducing GP
consultations for COPD
exacerbations.

Introduction                      

Chronic obstructive pulmonary disease

(COPD) is a disease that is characterised

by airflow obstruction that is not fully

reversible and is progressive in nature.

Diagnosis is made on the basis of

signs/symptoms, patient history (e.g.

smoking and occupational exposure) and

spirometry.1

An estimated 3 million people in the

UK suffer from COPD with an annual

mortality of approximately 30,000. Despite

this, only 900,000 are positively

diagnosed with COPD. Exacerbations of

COPD account for around 1 in 8

emergency admissions to hospital,

placing a large strain on NHS resources.1,2

The direct care costs of COPD to the UK

have been estimated at approximately

£1 billion per annum, with indirect

costs to the economy costing a further

£2.7 billion pounds per annum. The cost

associated with managing COPD

depends on the severity of the disease,

with mild COPD costing ~£149.68 per

annum versus ~£1,307.10 per annum for

severe COPD.1

Patients with COPD may experience

exacerbations, where they have sustained

worsening of their symptoms that is

beyond the normal day-to-day variation

of the condition. COPD exacerbations are

associated with increased mortality,

accelerated disease progression and poor

quality of life. Prompt treatment of COPD

exacerbations results in improved

outcomes in terms of faster recovery, less

lung damage and reduced hospital

admissions.2 The economic cost of an

exacerbation depends on the severity of

the exacerbation with a mild

exacerbation costing ~£14.81, a

moderate exacerbation costing ~£95.20

and a severe exacerbation resulting in

hospitalisation costing ~£1,960.3

A joint COPD clinic was established at

a GP surgery in Swansea and staffed by

a pharmacist non-medical prescriber

(NMP) working with the resident

respiratory nurse. The GP surgery serves

a population of approximately 8,500

patients, of whom 2% have a diagnosis

of COPD. During the clinic sessions, the

pharmacist NMP provided complimentary

pharmaceutical input to the usual care

provided by the respiratory nurse for

patients with COPD (e.g. holistic therapy

review, optimising inhaled therapies and

the provision of rescue packs).

To evaluate the impact of the

service, we analysed utilisation of

healthcare resources (e.g. the number of

GP consultations, GP out-of-hours

consultations, Emergency Department

attendances and hospital admission for

exacerbations of COPD) in the 12 months

before patients attended the joint

COPD clinic, and in the 12 months after

clinic attendance. Prescribing costs were

also analysed.

Scott PeglerDaniel Greenwell

“Exacerbations of COPD account for around 1 in 8
emergency admissions to hospital . . .”
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The joint COPD clinic          

Patients with a diagnosis of COPD were

selected for review in the joint clinic

based on their disease severity. Criteria

used to select cases were FEV1<50%; a

history of hospital admissions for COPD;

patients with frequent exacerbations;

patients taking multiple medications for

COPD; current smokers.  

On completion of the 24 clinic

sessions, 72 patients had undergone at

least one review. In addition, 7 patients

were reviewed in their own homes. 48

patients attended for a follow-up review

3 months later with the pharmacist only.

Each clinic review lasted 15-20 minutes,

during which all prescribed medicines were

assessed to ensure they were clinically

appropriate and therapy optimised as

necessary. Patients’ understanding of their

medicines was also evaluated and

counselling undertaken as needed.

All patients had their inhaler

technique assessed. It is advised that the

inhaler technique of patients with COPD

is assessed at every opportunity,1 as poor

inhaler technique is common resulting

in reduced therapeutic effect of inhaled

medications4 and a waste of NHS

resources. Patients using metered-dose

inhalers were assessed for their ability to

co-ordinate actuation and inspiration of

their inhaler using an aerosol inhalation

modulator (AIM) device. The AIM device

was also used to help optimise inspiratory

flow rate and thus ensure optimal

inhaler use and drug deposition in the

lungs. An ‘In-Check’ device was used to

assess inspiratory flow rate and tailor

inhaler choice for patients appropriately.

Smoking cessation is one of the most

cost-effective interventions in COPD1

and one of the few interventions

(together with pulmonary rehabilitation

and oxygen therapy) that reduce

mortality. Smoking status was assessed

and counselling with signposting

undertaken as necessary to the local

smoking cessation service (‘Stop Smoking

Wales’).

All therapeutic changes and/or

recommendations made by the

pharmacist were discussed in detail with

the respiratory nurse. This ensured the

evidence and rationale for any changes

made to a patient’s management was

clarified, and could therefore be

considered during any future review of

other patients by the nurse.

Patients exhibiting frequent

exacerbations (defined as 2 or more

exacerbations treated in the community

each year, or one hospitalisation due to a

COPD exacerbation) were assessed for

the provision of a COPD ‘rescue pack’.

The ‘rescue pack’ contained a 7-day

supply of doxycycline (prescribed 200mg

stat followed by 100mg daily for 6 days),

prednisolone (30mg every morning for 7

days), and a self-management plan.

Patients were assessed as being

competent to use the ‘rescue pack’ safely

and to be able to recognise the early

symptoms of a COPD exacerbation,

which include increased breathlessness,

cough, increased sputum and a change in

colour of sputum to brown, green or

yellow. 

Patients were advised to start

prednisolone if they experienced an

increase in shortness of breath and

doxycycline if sputum became more

purulent. If patients experienced no

improvement in their condition in 2-3

days, they were advised to contact the GP

to arrange an appointment.

Patients were also advised to report

use of rescue packs to the GP surgery so

that the COPD exacerbation could be

recorded in the patient’s health record

and to facilitate the provision of a further

rescue pack, if appropriate.

Results       

Initial evaluation 

61 of 79 patients (77%) reviewed in clinic

required at least one intervention from

the pharmacist. 

All patients had their inhaler technique assessed 
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The most common intervention was

reviewing the need for inhaled steroids

and optimising therapy in those in whom

such treatment was indicated. For

example, 6 patients were identified as

receiving sub-optimal combinations of

LABA/ICS (long-acting β2 agonist and

inhaled corticosteroid) and 5 patients were

prescribed sub-optimal and unlicensed ICS

monotherapy with beclomethasone.

4 patients had their treatment

changed from a Seretide 250 metered

dose inhaler (MDI) 2 puffs twice daily to a

Seretide 500 Accuhaler 1 puff twice daily.

Both regimes provide equivalent doses

of salmeterol and fluticasone but the

Seretide 500 Accuhaler is licensed in

COPD and is also less expensive. 

Further interventions included:

● optimising inhaler choice and inhaler

technique

● reviewing the use of carbocisteine (a

mucolytic) by evaluating if patients

perceive any benefit of therapy (some

state their symptoms are subjectively

worse on therapy) and adjusting a

thrice daily regime to a maintenance

twice daily dosing regimen for those

in whom therapy is providing benefit

● changing patients prescribed

tiotropium from the Spiriva Respimat

to the Spiriva Handihaler device,

especially in patients with underlying

cardiovascular disease, in view of the

uncertain cardiovascular safety

associated with Spiriva Respimat

● changing salmeterol to tiotropium in

selected patients assessed as not

achieving any perceived benefit from

salmeterol, despite using their inhaler

correctly

● prescribing rescue packs to 18

patients who had suffered frequent

exacerbations (defined as 2 or more

exacerbations in the last 12 months

or 1 hospital admission due to an

exacerbation). Patients also needed to

be assessed as being competent to

use the rescue pack correctly and

safely. Further issues that required

consideration before prescribing a

rescue pack included the potential for

drug interactions between a patient’s

current therapy and either doxycycline

or prednisolone, the patient’s co-

morbidities (e.g. heart failure where

the patient may confuse shortness of

breath from pulmonary oedema due

to worsening heart failure with a

COPD exacerbation), or diabetes

(where prednisolone may increase

blood sugar levels)

● a single intervention was made for

non-respiratory medication for a

patient prescribed simvastatin 40mg

in combination with diltiazem. The

pharmacist reduced the dose of the

simvastatin to 20mg (the maximum

licensed dose when simvastatin is

given with diltiazem).

Number of reported

exacerbations of COPD in 

the 12 months before, 

and in the 12 months

following, attendance at the

COPD clinic       

In the 12 months prior to clinic

attendance, 79 patients had a total of

139 COPD exacerbations recorded in

their medical notes. In the 12 months

following attendance, the number of

recorded exacerbations had increased to

187. This data is summarised in Table 1. 

Rescue packs were issued to 18

patients and a further 50 rescue packs

were issued to these patients in the next

12 months. 7 patients with exacerbations

needed to be reviewed by the GP despite

use of the rescue pack (see Table 2).

Financial impact of pharmacist

involvement in the clinic       

The financial impact is summarised in

Figure 1.

It is interesting that during a pilot

project to assess the feasibility of the

joint nurse-pharmacist COPD clinic

conducted at a different GP surgery in

the Swansea area, cost savings of

approximately £17 per patient per year

were achieved. Hence, the cost of

providing a similar service is highly

dependent on the prescribing patterns of

each GP surgery.

Exacerbations, consultations, Number of exacerbations Reported exacerbations in 

admissions reported in the 12 months the 12 months after 

before review in clinic review in clinic

Number of exacerbations recorded 139 187

Out of Hours GP consultations 2 0

A&E consultations 2 0

Hospital admissions 1 4*

*includes 2 hospital admissions for a patient with previously undiagnosed lung cancer

Table 1: Data for all patients who attended the COPD clinic (n = 79)
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Note that the financial analysis does

not consider the wider benefits of the

COPD clinic, such as those achieved

through a reduction in GP consultations

for patients issued with rescue packs.

Examples of patients
reviewed in the joint
COPD clinic       

Patient 1       

On entering the consultation room, the

patient was visibly short of breath. A

careful medication history and examination

of the inhalers the patient had brought

with him revealed that the patient had

stopped taking tiotropium and both his

Symbicort and salbutamol inhalers were

found to be empty. 

The patient was educated on the

reason for use of each inhaler to ensure

future compliance with the prescribed

regime, and counselled to ensure each

inhaler could be used correctly. 

The patient had previously been

prescribed Symbicort 100/6 Turbohaler 2

puffs twice daily (an unlicensed dose for

patients with COPD).  As the patient had

suffered 3 COPD exacerbations in the

previous 12 months, an inhaled steroid

was considered appropriate and the dose

of the Symbicort was increased by the

pharmacist to the licensed dose of

Symbicort 200/6 2 puffs twice daily. A

prescription for new inhalers was issued.

Furthermore, as the patient had

experienced 3 exacerbations in the previous

12 months and was assessed as competent

to safely use a rescue pack, a rescue pack of

doxycycline and prednisolone and a self-

management plan were also prescribed.

Patient 2       

On review, the patient was noted to have

suffered 4 previous exacerbations in the

previous 12 months. The patient was a

current smoker and was strongly advised to

stop smoking and was provided with the

contact details of ‘Stop Smoking Wales’. 

In view of the history of COPD

exacerbations, a rescue pack of

doxycycline and prednisolone and a self-

management plan was prescribed.

On medication review, the patient

volunteered that he was using the

Seretide 500 Accuhaler at a dose of 1

puff daily, despite being prescribed 1 puff

twice daily. Education and counselling

ensured the patient prospectively used

the inhaler as prescribed. 

Patient 3       

On medication review, the patient was

noted to have recently started using a

Symbicort 100/6 1 puff twice daily with

some subjective benefit in symptoms of

breathlessness. As the patient had

derived benefit from the Symbicort but

did not have a history of exacerbations,

therapy was changed to formoterol

monotherapy 12mcg twice daily.  

Furthermore, on examination of the

patient’s Spiriva Handihaler, the device

looked old and the wire mesh was clogged

Reported exacerbations in  Reported exacerbations in 

Parameter the 12 months before the 12 months after 

review in clinic review in clinic

Number of exacerbations recorded 67 76

Out of Hours GP consultations 2 0

A&E consultations 2 0

Hospital admissions 1 1

GP consultations for COPD exacerbation 67 15

Table 2: Data for patients using rescue packs (n = 18)

● 79 patients were reviewed, with £4,334.88 of annualised savings made from

therapy review.

● An annualised increase in expenditure of £4,952 resulted from therapy

optimisation.

● Costs incurred (i.e. costs saved minus costs incurred) = £617.12* 

*Pharmacist services were provided on a complimentary basis to the GP surgery i.e.

no pharmacy costs were charged to the GP surgery during the time of the COPD

clinic. However, an approximation of the cost of providing a similar service staffed

by a pharmacist can be calculated i.e. 67 hours of pharmacist time charged at

£25/hour = £1,675.

Hence, a more realistic cost of providing pharmacist input into the COPD clinic is the

sum of the costs incurred plus the salary = £2,292.12 (equivalent to £29.01 per

patient per year). 

Figure 1: Financial impact
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with powder. The patient confirmed that

the device was “at least 3 years old”

and a new inhaler was prescribed.

Patient 4       

The patient was a housebound patient

with a diagnosis by a respiratory physician

of poorly controlled COPD and asthma

and had been prescribed Symbicort

400/12 inhaler 2 puffs twice daily. 

Medication review revealed that the

patient had been ordering a single inhaler

each month (each inhaler contains 60

doses, and at the dose prescribed would

provide therapy for only 15 days of each

month). Examination of the inhaler

confirmed it to be empty. The patient’s

repeat prescription was increased to two

Symbicort 400/12 inhalers per month to

ensure adequate supply.

Discussion                         

Over three-quarters of the patients

reviewed in the joint COPD clinic required

at least one intervention from the

pharmacist (not including inhaler technique

training).  

Use of sub-optimal doses of ICS in 11

of 79 patients represented a significant

proportion of the interventions made.

This data suggests that, prospectively, GP

prescribers may wish to reconsider the

inhaled steroid and the device chosen for

patients with COPD for whom an ICS is

indicated to ensure an evidence-based

dose is administered via a device that is

licensed, cost-effective and that the

patient can confidently use.

Common errors in inhaler technique

included:

● not co-ordinating actuation and

inspiration when using metered

dose inhalers

● inhaling too fast with metered dose

inhalers

● inhaling too slowly with dry powder

inhalers

● keeping the button pressed into the

capsule when inhaling through the

Spiriva Handihaler device, thus

preventing any of the powder from

coming out of the capsule.

Compared with the 12 months prior

to clinic attendance, 48 additional COPD

exacerbations were reported by the 79

patients in the 12 months following

their attendance. However, at the clinic

patients were strongly advised to report

any COPD exacerbations to their GP in

order that each exacerbation may be

recorded, and therapy reviewed and

optimised as appropriate. Hence, an

increased awareness of the importance of

the need to report exacerbations may

explain the increase in number of

exacerbations documented in the 12

months following clinic attendance.  

Of particular interest are the 18

patients with frequent exacerbations

issued with a ‘rescue pack’. These

patients experienced approximately the

same number of exacerbations in the

year before and after clinic attendance

(67 versus 76). However, the number of

GP consultations required to manage the

COPD exacerbations in the year following

clinic review decreased by approximately

75% (67 versus 15). Of particular note,

out-of-hours GP consultations, A&E

attendances and hospital admissions were

not increased for these patients during

this time.

Conclusions                      

A pharmacist NMP working alongside

a respiratory nurse (as part of the

multi-disciplinary team including GPs

and chronic conditions nurses) in a

respiratory clinic can contribute to the

pharmaceutical care of patients with

COPD through therapy optimisation,

holistic medication review and improving

concordance. Furthermore, the joint

clinic also provides the opportunity for

enhanced professional relationships,

allowing the two-way exchange of

evidence-based practice to help ensure

optimal care for patients in the longer-

term.  

While the overall number of COPD

exacerbations reported increased in the

12 months following clinic attendance,

this may be explained by the increased

awareness by patients of the need to

report COPD exacerbations to the GP.

Evidence suggests that around 50%

of COPD exacerbations usually go

unreported to healthcare professionals.5,6

Of particular interest is the reduction

in GP consultations for COPD

exacerbations observed in carefully

selected patients issued with a COPD

rescue pack. Furthermore, provision of a

rescue pack did not adversely impact on

the patient’s health or wellbeing as

evidenced by no increase in out-of-hours

GP consultations, A&E attendances and

hospital admissions. The benefit in

reducing GP consultations through the

greater use of COPD rescue packs will

require further investigation and

confirmation in a larger study.
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Patients’ Experience Of The Hospital Pharmacy
Team – Still Further Work To Be Done!
Michael Wilcock, Head of Prescribing Support Unit; Joanna Lawrence, Clinical Pharmacist Teacher Practitioner:

Royal Cornwall Hospitals NHS Trust, Truro, Cornwall

Email: mike.wilcock@rcht.cornwall.nhs.uk

Summary
This paper:

● outlines the importance of patient
related outcome measures

● describes a study to assess patient
views by utilising medical students
to obtain patient responses to a
questionnaire

● indicates the level of awareness of
the role of a pharmacist and how
satisfied patients were with
information given about their
medication and its side effects

● indicates how patients perceived
the personal attitude of pharmacists
(i.e. politeness, appearance, bedside
manner and knowledge of the
patients’ medicines).            

Introduction
Performance management in the NHS is

shifting from a focus on inputs (such as

the number of clinical staff employed), to

measuring process (such as waiting

times), to capturing the outputs that

matter to patients. The measurement of

patient experience is an important tool

for improving NHS services.1 Patients are

likely to prioritise different aspects of care

to clinicians, tending to focus on the

interpersonal and amenity aspects of

care, such as communication with

healthcare staff and quality of the food,

rather than the technical and clinical

aspects.2 Key dimensions of quality of

care therefore include patient-reported

outcome measures, which mostly consider

the effectiveness of care, safety and

experience.3

Patients bring a different perspective

to the quality improvement process as

they see the various steps of the care

pathway for a certain condition, whereas

professionals tend to see only one

episode. Hence patients can be aware of

those deficiencies in care that professionals

might not observe, enabling patient

surveys to potentially stimulate quality

improvements. For instance, the 2012

NHS Inpatient Survey showed that the

quality and quantity of medicines

information given to patients by

healthcare professionals had changed

little over time, with only 38% of

respondents saying a member of staff

‘completely’ told them about medication

side effects to watch out for when they

went home, and 19%  responding ‘yes,

to some extent’.4 Likewise, the survey

reports that 75% of patients said a

member of staff ‘completely’ explained

the purpose of the medicines they were

to take home in a way they could

understand.  However, it is not clear from

the survey which healthcare professionals

were involved in these conversations

with patients.

The Royal Pharmaceutical Society

has set standards to help improve and

standardise the hospital pharmacy service

provided by NHS Trusts. One of these

standards is around the patient focus,

ensuring ‘patients and their carers are

treated with dignity and respect by

pharmacy staff’ and that ‘the views of

patients and carers are actively sought to

inform the development and delivery of

pharmacy services’. Therefore, from a

pharmacy perspective, patient evaluation

of hospital based pharmacy services is

potentially an important measure of

how well health care services meet

patient needs.

A hospital ward-based pharmacy

team typically promote the safe and

timely supply of medicines throughout

the hospital, but should also be

proactively interacting with patients and

other healthcare professionals to optimise

outcomes from medicines for patients.

Those processes that contribute to this

aim include medicines reconciliation,

explaining to patients about medicines

that have been started whilst in hospital,

and responding to specific patient

questions about their medicines. For

instance, most patients want to receive

basic information about their medication

and alternatives for the prescribed

medication and side effects, preferring a

combination of oral instructions and

written information.5 In particular, a study

with cardiac inpatients demonstrated

they were satisfied with information

about the action and usage of medicines

“Patients are likely to prioritise different aspects of care to 

clinicians, tending to focus on the interpersonal and amenity
aspects of care . . . rather than the technical and clinical aspects.”

Michael Wilcock
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but were significantly less satisfied with

information about potential problems

with their medicines. In parallel with

these patient views, it was shown that

practitioners provided more information

about the action and usage of medicines

than their potential problems.6 The

authors concluded that there were

information gaps largely around potential

problems with medicines, reflecting the

general lack of focus on these issues by

the healthcare professionals studied. In

addition, no consensus was found

between doctors, nurses and pharmacists

on perceptions of role responsibility for

this information provision.

A previous exploration in 2010 of

inpatients’ expectations and experiences

of hospital-based pharmacy services in our

Trust noted that patients were generally

satisfied with the pharmaceutical service.7

However, patients reported ‘low visibility’

of the pharmacy team on the ward, with

thirty-five (32%) of 110 inpatients not

aware that a pharmacy team had a

presence on the ward. An action plan to

improve the profile of the pharmacy team

for inpatients was developed. A second

survey, albeit using different questions

and a different method of survey delivery,

was undertaken in 2012/13 and the

results are reported here. 

Method 

A questionnaire was developed based on

a search of the literature combined with

comments from a small number of ward

pharmacists. This was delivered in late

2012/early 2013 to inpatients by four

medical students who were participating

in a two week special study unit attached

to the pharmacy. The students were

advised on the purpose and context of

the survey and how to approach patients.

They were instructed to choose a mixture

of wards and to introduce themselves to

the ward manager prior to contacting

patients. Having sought consent, the

students took the patients through the

survey instrument, which was mainly

closed questions but with opportunity for

free text relating to specific questions

(Table1). The major themes covered

included satisfaction with information

given about medication and side effects,

who provided such information, access to

a member of the pharmacy team and the

expected role of the pharmacy team. The

survey was piloted to determine ease of

use and minor amendments made.   

Patients were included in the study if

they were over 18 years of age and able

to communicate to the researcher in

English. Patients who had been admitted

to a critical care ward were excluded from

the study. Not all patients answered all

the questions. Answers were entered into

Microsoft Excel for analysis.

Research ethics approval was not

needed as this was viewed as a service

development.

Results  

68 patients (39 male/29 female) were

interviewed. There were 6 patients aged

Patients are not being fully informed about the side effects of medication
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Clinical Pharmacy Service
Inpatient Satisfaction Survey 2012

Introduce yourself, briefly summarise the purpose of the survey and ensure confidentiality, 

then obtain verbal consent for participation.

1. Hospital site   Treliske                                                     Ward: …….….............................................……

2. Patient demographics (circle)

a) Age: 18-30 31-60 over 60

b) Gender: M    F

c) Admission type: Planned Emergency

d) Length of stay so far: ≤ 48 hrs 2-7 days

8-14 days >14 days

3. Since you were admitted, has a pharmacist or other member of pharmacy staff asked you about your medication history, 
i.e. all the medicines that you were taking before you came into hospital? 

Yes No Unsure 

……………………………………………………………………………………………………………………………………….

4. Are you able to identify pharmacy staff on the ward?                Yes            No
If yes, how? 

……………………………………………………………………………………………………………………………………….

If no, what would make it easier? 

……………………………………………………………………………………………………………………………………….

5. How often have you seen a pharmacist or other member of pharmacy staff on the ward since admission?

Not at all once twice three times/more 

(If not at all, go to Q7)
……………………………………………………………………………………………………………………………………….

6. How would you rate the following for the member(s) of pharmacy staff you’ve spoken to where 1 is very poor and 5 is very good? 

a) Politeness 1 2 3 4 5

b) Appearance 1 2 3 4 5

c) Bedside manner/friendliness 1 2 3 4 5

d) Knowledge of  your medicines 1 2 3 4 5

7. Did you know that pharmacists do the following on wards: Yes (✓ ) No (✓ ) 

a) Order medicines when needed

b) Check that all medicines are prescribed correctly

c) Check for interactions in your medicines, i.e. medicines that might interfere with each other

d) Give information about how to take medicines and side effects to patients

e) Give advice to nurses about how to store and give medicines

f) Give advice to doctors about which medicines and doses to use

……………………………………………………………………………………………………………………………………….

Form no.
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8. What else do you think pharmacists should do for inpatients?

……………………………………………………………………………………………………………………………………….

……………………………………………………………………………………………………………………………………….

9. If you want to talk to a pharmacist about your medicines in hospital do you know how to contact him/her?

Yes No

……………………………………………………………………………………………………………………………………….

10. If you saw a member of pharmacy staff, did they explain the purpose of your medicines in a way you could understand? 

Yes, fully  [   ]            Yes, partially  [   ]            No  [   ]            

Did not need to know  [   ]            No one told me anything  [   ]            

……………………………………………………………………………………………………………………………………….

11. Has a pharmacist/pharmacy staff member had the opportunity to tell you how to use your medicines?

Yes  [   ]            Yes, but not fully  [   ]            No  [   ]            

……………………………………………………………………………………………………………………………………….

12. Has a pharmacist/pharmacy staff member had the opportunity to tell you about any side effects to watch out for 
with your medicines?

Yes  [   ]            Yes, but not fully  [   ]            No  [   ]            

……………………………………………………………………………………………………………………………………….

13. How well do you think the pharmacist listened to what you had to say about your medicines?

Very well  [   ]            OK  [   ]            Not very well  [   ]            

……………………………………………………………………………………………………………………………………….

14. During your stay have you been satisfied with the way medicines were given to you in hospital on the medicine round?

Yes, definitely …………………………………………………………………………

Yes, to some extent …………………………………………………………………………

No, not at all …………………………………………………………………………

Not sure/Don't know …………………………………………………………………………

If no, why not?

………………………………………………………………………………………………………………………………………. 

15. If you have been started on any new medicines during your stay, did someone explain what they were for?

Yes, and it was useful …………………………………………………………………………

Yes, but it was not useful …………………………………………………………………………

No, but I would have liked them to …………………………………………………………………………

No, but I did not mind …………………………………………………………………………

……………………………………………………………………………………………………………………………………….

16. Who has informed you?          Doctor                Nurse                Pharmacist                Other/not sure

……………………………………………………………………………………………………………………………………….

17.  Was the information sufficient for you?                Yes                No                Unsure 

If no, what other information would you have liked? ……………....................................................………………………

………………………………………………………………………………………………………………………………………. 

18. Do you have any other comments or suggestions to improve the pharmacy service for inpatients? (List below)

Thank the patient for their time and feedback

Table 1: Clinical Pharmacy Service Inpatient Satisfaction Survey 2012
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18 to 30 years, 15 aged 31 to 60 years

and 47 aged > 60 years. Fifty-seven

patients reported being an emergency

admission and 11 as a planned

admission. At the time of the interview,

19 patients had a duration of stay of less

than 2 days and 4 patients a stay longer

than 14 days. Table 2 illustrates how

often patients had seen or interacted

with a member of the pharmacy team.

Where contact was acknowledged

between the patient and the pharmacy

team, patients (n=30) rated them highly

on personal attributes of politeness,

appearance, bedside manner and

knowledge of the patients’ medicines

(scores out a total of 150 for each

attribute - 142, 138, 142, 137

respectively). When asked if they knew

what the pharmacist does on the ward

(n=67), 88.1% knew they order

medicines when needed, 79.1% that

they check all medicines are prescribed

correctly, 71.6% that they check for

interactions, 73.1% that they give

information about how to take medicines

and side effects to patients, 65.7% that

they give advice to nurses about how to

store and give medicines and 53.7% that

they give advice to doctors about which

medicines and doses to use.

Those patients who acknowledged

having had contact with a member of the

team during their stay (n=30) responded

to various questions about that contact

as in Table 3.

Forty-five patients claimed to have

been started on a new medicine during

their stay and 34 (75.5%)  found the

explanation they were given about the

purpose of the new medicine useful, 6

patients did not receive an explanation

but would have liked one whilst 5

patients did not mind not receiving an

explanation. Of these 34 patients given

an explanation, 22 (64.7%) recalled a

doctor talking to them about their new

medicine, 11 a nurse, 3 a pharmacist and

3 were uncertain of the health

professional group.

Discussion    

We purposefully used somewhat

different questions to our previous survey

but it seems from this more recent

small scale study that the visibility of

the pharmacy team has not improved

dramatically. This may in part be due to

one key element of the action plan

from the prior survey which had its

development and implementation delayed

i.e. to make available on patients'

bedside televisions a slide show

describing the roles and duties of the

pharmacy team. 

Patients had reasonable understanding

of the supply role and some elements

Category Asked about medication Able to identify Had seen a member of

history by pharmacy team pharmacy staff pharmacy team during 

on the ward their stay 

All patients (n = 68) 29 (42.6%) 15 (22.1%) 34 (50.0%)

Short stay patients 4 (21.1%) 2 (10.5%) 5 (26.3%)

(< 2 days) (n = 19)

Table 2: Respondents who answered ‘yes’ to the questions shown

Table 3: Response of patients who acknowledged having had contact with a member of the team during their stay

Question Response

Explained the purpose of your Yes, fully Yes, partially No I did not need

medicines in a way you could to know

understand? (n = 28) 6 (21.4%) 4 (14.3%) 13 (46.4%) 5 (17.9%)

Told you how to use your Yes Yes, but No Not applicable

medicines? (n = 30) not fully

2 (6.7%) 2 (6.7%) 26 (86.7%)

Told you about any side effects Yes Yes, but No Not applicable

to watch out for? not fully

(n = 30) 8 (26.7%) 0 (0%) 22 (73.3%)

How well did the pharmacist Very well Okay Not very well Not applicable

listen to what you had to say 17 (60.7%) 11 (39.3%) 0 (0%)

about your medicines? (n = 28)
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of the clinical role of the hospital

pharmacist. However, only approximately

two-thirds and one-half of patients were

aware that the pharmacist’s role included

advising nurses and doctors respectively.

Those patients who only view the

pharmacist as a supplier may be less likely

to proactively seek out contact with the

pharmacist to resolve their concerns

about medication. 

Less than half the patients (42.6%)

recalled being asked about their

medication history, though if the short

stay patients are excluded this increases

slightly to 53.1% (25/47) being asked

about their medication.  We know from

routine data collection activities that, at

the time of the survey, about 50% of

adult patients (excluding day case and

maternity patients) underwent medicines

reconciliation. Where patients did have

contact with the pharmacy team, they

rated certain attributes of that interaction

highly. These relational aspects or

interpersonal aspects of care are

important, as patients’ perception of care

has been shown to be influenced mainly

by their interaction with healthcare staff,

particularly nurses and physicians.

Although patients considered they were

listened to very well or ‘okay’ by the

pharmacy team member (100% of 28

patients), the responses for other

components of that interaction were not

as good with 13/28 (46.4%) of patients

responding that they received no

explanation of the medicine's purpose,

26/30 (86.7%) were not told how to use

the medicine and 22/30 (73.3%) were

not told about side effects to watch out

for. It would have been of value to have

asked the pharmacy team, concurrently,

if they perceived that the provision of

this type of information was a critical

part of their role. Others have noted a

dichotomy of expectations and opinions

from patients about the role of hospital

pharmacists and the services being

provided.8

As regards those patients commenced

on new medicines, the role of the

pharmacy team in providing information

appears limited as information was

mainly provided by the doctor or nurse.

This disparity between the recognition of

the importance of informing patients

about medicines while in hospital9

particularly newly prescribed medicines,

versus what happens in standard

practice, is not peculiar to our study. A

small pilot survey has shown that

discussion with pharmacy staff about

patients’ medicines is far from ideal,10

whilst a much larger survey demonstrated

considerable variation between English

hospitals in the frequency with which

patients are given verbal and written

information about medicines and are

asked about any medicine related

concerns by doctors, nurses or

pharmacists.11 In an American study, two-

thirds of patients reported receiving a

new medication in the hospital, yet 90%

noted never being told of any adverse

effects of these medications.12

We acknowledge the limitations of

this study. Generalisation of the findings

may not be appropriate due to the small

sample size. Patients may have being

unwilling to give honest opinions about

hospital staff because the interview was

of necessity short and undertaken at the

bedside, though we did try to overcome

this by using medical students to

undertake the survey. In addition,

patients may not necessarily have been

able to distinguish between members of

the pharmacy team and junior doctors.

We included some patients who had

been in hospital for less than two days

and where interviews may have occurred

at the start of the week these patients

would not have had the opportunity for

pharmacy team contact.

There is still further work to be

undertaken to ensure that patient-

orientated services are delivered by the

pharmacy team such that pharmacy is

seen to proactively interact with patients

and other health-care professionals, as

well as directly intervening in the patient

care process. Our next step is to provide

patients at admission with a leaflet

describing how they can self-refer to the

pharmacy team if they have medication-

related queries, to get the team to wear

‘Pharmacy’ badges for easier identification

by patients, and to deliver a programme

to enhance the communication skills of

the team.
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Question:

What is your job title?

Answer:

Service Improvement Consultant/

Programme Manager  

What are your main responsibilities/

duties?

I currently focus on managing the

Medicines Optimisation Transformation

Programme for the Trust. This involves: 

● effective communication and

stakeholder management with a

wide range of both internal and

external parties

● influencing and informing 

discussions to deliver the

programme’s anticipated 

outcomes and financial targets 

● ensuring high standards and 

quality of patient care are

uncompromised within the

programme’s scope 

● enabling implementation and

tracking delivery of all the projects

within the programme

● supporting and working alongside

the pharmacy Workstream Lead to

meet the targets and deliverables

● managing the documentation and

actions for the programme’s Steering

and Working Groups.

To whom do you report and 

where does the post fit in the

management structure?

I report to the Director of Transformation

as part of Corporate Services. Our

Director reports directly to the Trust’s

Chief Operating Officer. The Medicines

Optimisation Programme is managed and

facilitated by the Pharmacy Team, so I

work closely with the Lead Pharmacists

and the Chief and Deputy Pharmacists.   

How is the post funded?   

I have a substantive post funded from

within the Transformation Directorate.

The Trust invests significantly in

Transformation, recognising the value

this offers to patient safety and quality

whilst delivering financial benefits, often

across the whole health community.

When was the post first established?

to its current level? 

The Service Improvement Consultant

post existed long before the current

Transforming Care Programme was set

up. I have extensive experience working

on various projects involving facilitation of

service redesign, project management and

training with lots of staff across the Trust.

Although current responsibilities were

added a few years back, the Programme

Manager post was only properly

established about two years ago when

the Trust Programme Management Office

(PMO) was set up to support Workstream

Leads deliver targets during Turnaround.  

Are you the first post holder? 

Yes I am the first post holder to support

this Workstream Programme.

What were the main drivers for 

the establishment of the post and

how did it come about?

The main driver for establishing the

Programme Manager post was to ensure

that each Workstream is centrally

supported and managed by the PMO.

It was built up during Turnaround;

working alongside external management

consultants who were brought in to help

(our very small team at the time) deliver

targets. The role has since evolved to

what it is today.  

We have a whole set of project

management documentation that has to

be completed to a set timetable, much of

this was designed by our programme and

is now used across the Trust.   

FACE2FACE
Service Improvement Consultant/
Programme Manager 
Vicky Demonteverde-Robb, Service Improvement Consultant/Programme Manager,

Cambridge University Hospital NHS Foundation Trust 

Email: vicky.demonteverde-robb@addenbrookes.nhs.uk
Vicky Demonteverde-Robb

“The Trust invests significantly in transformation, recognising 

the value this offers to patient safety and quality
whilst delivering financial benefits . . .”

Pharmacy Management Volume 31 Issue 1
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I take pressure off the Deputy Chief

Pharmacist, who is also the Workstream

Lead, by working closely with Lead

Pharmacists and clinicians in planning

projects and facilitating their implementation

with the Services within our Divisions. My

service improvement background helps

with change management and improving

processes.

Medicines are always a focus for

potential savings due to their high

cost. The pharmacy team had already

implemented a successful QIPP

programme, but needed additional

support to develop this further. Unlike

other programmes, the Medicines

Optimisation Workstream Lead has lots

of other duties, so I am able to ensure

continuity and keep everything and

everyone on track.

What have been the main difficulties

in establishing/developing the post

to its current level?

One difficulty identified has been the

change in focus of the Service

Improvement post over recent years to

become the Programme Manager of a

specialised Workstream. Although the

original, established and essential criteria

are still met for this particular role, the

responsibilities and structure still need

defining. Project demands, time/resource

constraints and also, to a lesser extent,

clinical background have had an impact

on establishing/developing this role to its

current level. I am a nurse so have the

advantage of understanding aspects of

medicines that may be more difficult for

someone without this knowledge.

Gaining a full understanding of complex

processes that would enable one to

decide how to best manage, support

and sometimes challenge stakeholders

could also be seen as a difficulty.    

What have been the main

achievements/successes of the post?   

Each year we have met and exceeded the

financial targets set for the Medicines

Optimisation Programme without

compromising the quality and safety of

patient care, which is carefully monitored.

What are the main challenges/

priorities for future development

within the post which you 

currently face?  

● closer collaboration and building

trust/ relationships with external

stakeholders e.g. CCGs  and NHSE 

“...we have met and exceeded the financial targets set for 

the Medicines Optimisation Programme without 

compromising the quality and safety of patient care . . .”

The delivery of all projects needs to be tracked
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to enable programme

implementation and delivery success

without unnecessary delay

● help find a quicker, more efficient

way of agreeing sustainable gain

shares between the Trust and

commissioners to avoid lost

opportunities for both parties

● centrally (and effectively) manage

projects that should be owned and

driven by the Divisions, rather than

the pharmacy team, who should 

just be facilitators of the

transformational changes. 

What are the key competencies

required to do the post and what

options are available for training?  

● effective written and verbal

communication

● ability to work with, and understand

the demands of, a wide range of

stakeholders

● change management experience

(proficiency in ‘Lean’ is desirable)

● project management experience 

● finance and computer literacy (latest

Microsoft Office versions, particularly

Excel and Powerpoint)

● attention to detail 

● desirable/general training: Six Sigma

and Managing Sustainable

Programme (MSP)

● separate training on understanding

healthcare commissioning, medicines

governance and formulary use within

the NHS

● patient and tenacious

● willing to challenge!

How does the post fit with general

career development opportunities

within the profession?   

A lot of transferable skills have been

acquired with this post that fit other career

development opportunities. Apart from

the essential project management skills,

transferable skills include operations

management and skills relating to quality

development and commissioning. 

How do you think the post might be

developed in the future?    

The Medicines Optimisation Programme

Manager can become a specialist role,

due to the complexities of the world of

medicines and the NHS processes

involved within it. Working for both

hospital and commissioners would

achieve joint benefits. It could be built

into the Pharmacy Operations Manager’s

responsibilities if the personal specifications

fit the needs of the post and most

projects start to become ‘business as

usual’ and only need refining going

forwards.  

What messages would you give to

others who might be establishing/

developing a similar post?    

Be clear in identifying what is needed in

the organisation/Directorate and the

outcomes required as these will inform

the essential and desirable criteria for the

post. In terms of demands for time, this is

a full-time post requiring flexibility and

commitment to improvement and quality.

“Apart from the essential project management skills, transferable
skills include operations management and skills relating

to quality development and commissioning.”
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MANAGEMENT CONUNDRUM

Postcode Prescribing – Is It Here To Stay?

Janet Donit, Chief Pharmacist of Metropolis NHS Trust,

carried two cups of tea into her office and put them on

her desk. 

“Just say if you need more milk,” she said.

“No. That’s just fine,” responded Carey Whitecoat, Head

of Medicines Management at Riverdale PCO. “We’ve

covered quite a bit of ground this morning but you

also wanted to talk about postcode prescribing.”

“That’s right,” said Janet. “It really is getting to be quite

a problem. I thought we were trying to eliminate

postcode prescribing but it just doesn’t seem to be

happening. Hardly a week goes by without a situation

where patients sit next to each other in the clinic and

discover that one of them can have a drug but the

other can’t.“

“You’re bound to get that when decision making is

devolved and each CCG can make up its own mind

on what to commission and how quickly they should

accept a new product,” said Carey, rather defensively.

“I do understand”, said Janet, “but it makes for some

very unhappy patients. Even when the time is taken to

explain the situation I’m not sure the reason is accepted.

Surely there is something we can do?”

“Mmmmm”, mused Carey. They both sipped their tea.

Peter Johnstone,

Prescribing

Commissioner,

Liverpool Clinical

Commissioning Group

Email: peter.johnstone@

liverpoolccg.nhs.uk

As long as there are boundaries, there

are going to be people who feel they are

on the wrong side of them. The footprint

for public bodies is difficult to get right.

On one hand there is a public appetite

for local decision making. On the other,

disquiet about postcode lotteries.     

Just as the national economy is

emerging from recession, the NHS is

going into a period where finances are

tighter than they have been for a long

time. This, coupled with the increasing

demands of an ageing population and

the ability to treat more conditions than

we have done before, means that the

NHS has to make some very difficult

decisions.

Like the organisations that went

before them, Clinical Commissioning

Groups (CCGs) are charged with

improving the health of a local

population. Whilst it may be ‘grim up

North’, there is substantial variation in

that grimness - the prevalent conditions

and the demographics of the population

- and it is largely accepted that decisions

around priorities are better, and more

acceptable, if made locally.

Most CCGs are patient-focussed

bodies that view medicines as a tool for

Is this something that you just live with? 
Or can you give Janet and Carey some ideas to ameliorate the situation?

Commentaries

“ . . . it is largely accepted that decisions around priorities
are better, and more acceptable, if made locally.”
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Val Shaw, Deputy Chief

Pharmacist, Cambridge

University hospitals

NHS Foundation Trust

Email: valerie.shaw@

addenbrookes.nhs.uk

This may not be an issue for some Trusts

where they mostly take patients from

just one or two primary care

organisations, but it has become a

much bigger issue here as we have

several CCGs commissioning services

from us and they are all making different

decisions. Whilst I understand that each

CCG makes commissioning choices for its

own population, this is causing

difficulties. When one CCG acted as

our host commissioner life was much

easier, as the other CCGs followed their

lead; this doesn’t happen anymore.

Our clinicians understand the problem

and try to accept the challenges, but even

with the best intentions they find it so

hard to remember all the rules. The

decisions are based on the CCG where

their GP is located, not on the patient’s

address, so the clinician may think they

have everything covered only to discover

the patient lives over the border and

they have inadvertently prescribed

incorrectly according to the CCG’s

commissioning intentions .

As we have no electronic patient

record at the moment, the paper-based

model makes this almost impossible

to implement. It may be easier when

e-prescribing is introduced, but this will

still not solve the problems the patients

face with postcode decisions.

Could a wider commissioning

pharmacists’ group, such as one that

improving health and reducing morbidity

rather than simply a budget to be raided.

However, the fact that finances are

finite cannot be ignored. In order to

afford best clinical practice for as many

people as possible, some treatments will

not be supported or funded. 

Measures are in place to reduce the

impact of boundaries, with Area Prescribing

Committees (APCs) covering multiple

CCGs and their constituent hospitals.

Decisions around drugs that are not to

be prescribed are not taken lightly and a

lot of resource is put into supporting an

APC to ensure that they are based on

the best available evidence.

CCGs are, however, free to ratify or

reject APC recommendations and even

national decision making processes

such as NICE are subject to variations

in local implementation and urgency.

Again, these decisions are based on

consideration of local needs and

priorities.

Janet and Carey's problem is not new,

has been debated for many years and is

still faced by all health economies. But

boundaries are in place for good reasons

and are, more often than not, a positive

thing. 

As long as there are boundaries, there are going to be people who feel they are on the wrong side of them.

“CCGs are, however, free to ratify or reject APC recommendations
and even national decision making processes such as NICE are 

subject to variations in local implementation and urgency.”
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“ . . . there may be the opportunity to offer cohort based 

prescribing which would allow the prescribing of 

medicines based on outcomes . . .”

exists locally, be used as a place to get

a work plan agreed for medicines where

CCGs have different arrangements?

This would offer an opportunity for a

wider discussion across the interfaces.

We could ask clinicians to get involved

too, who may then understand the

challenges faced by us all. They could be

invited to present the evidence and be

available to answer questions, enabling a

policy to be developed which each CCG

has the opportunity to influence.

Perhaps this could lead to some

in-depth pathway work together?

Instead of a completely negative

commissioning decision there may be

the opportunity to offer cohort based

prescribing which would allow the

prescribing of medicines based on

outcomes and ‘free up’ some funding

to achieve this, rather than a completely

positive or negative evaluation?

Patients also need to be engaged in

the discussions and get an appreciation

of commissioning. Could this be achieved

by some joint presentations at patient

groups so there is more understanding

of how decisions are made and the

implications?

I am sure that, by working together,

we can improve on the current situation.

Declaration of interests

Peter Johnstone

● Member of the Pharmacy Management Editorial Board

Val Shaw

● Member of the Pharmacy Management Editorial Board

“. . . the clinician may think they have everything covered only to 

discover the patient lives over the border and they have inadvertently
prescribed incorrectly according to the CCG’s commissioning intentions.”

Remembering all the different commissioning rules is problematic
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If you have attended any of the Pharmacy

Management Academy meetings, you

will have heard me refer to NLP or Neuro

Linguistic Programming. I am often asked

what it is. As an NLP practitioner I often

have to pause before I answer that

question, but here goes!  

John Grinder and Richard Bandler

developed NLP during the 1970s. Bandler

was a mathematician and computer

expert, whilst Grinder was an expert in

the field of linguistics. Both had an

interest in ‘modeling’ excellence in

human performance. They believed

that if you could identify the beliefs,

attitudes and behaviours in people who

excelled in their field (sports, business,

therapy, etc) those behaviours could be

modeled and repeated by others to

achieve similar levels of excellence. Their

studies lead to the development of NLP,

which is now used worldwide in areas

such as business, sales, education,

therapy, sports and the arts.

In basic terms NLP can be broken

down as follows.

● Neuro: How we think and represent

our external experiences internally

i.e. two people may experience the

same event, but think and feel very

differently about it.

● Linguistic: How we use language

and other non-verbal communication

to give meaning to our experiences.

● Programming: How we act as a

result of our thoughts and feelings.

Over time we become programmed

to respond in a certain way to certain

events. Some of these responses are

appropriate and helpful, some of

them are not.

NLP has been studied and developed

extensively since the original work of

Bandler and Grinder. The following are just

some of the ways in which NLP is applied:

● Business: Improving managers’

abilities to manage people. Helping

with conflict. Presenting with

confidence.

● Coaching: Helping with goal

achievement. Overcoming limitations.

Improving confidence.

● Education: Teaching. Helping with

learning difficulties. Improving

understanding.

● Therapy: Weight loss. Smoking

cessation. Overcoming phobias and

anxiety. 

Anchoring       

There are some very useful techniques

that come from NLP that can help us to

lead more effective professional (and

personal lives). Anchoring is just one

of them.    

In NLP terms, an anchor is any

external stimulus that produces an

internal response. When you look at a

photo of a loved one you probably feel

happy. The eternal stimulus (the photo)

is creating an internal response (the

feeling of happiness). Anchoring can be

used for positive effects and we can

create our own anchors quite easily.

Let’s take an example that most of

us can relate to: Presenting. For most

people this is a nerve-wracking

experience. However, we can create a

very positive anchor that allows us to

reduce the nerves to a minimum by doing

the following.

Close your eyes and think about a

time when you were really successful.

This may have been in work or in your

personal life. Maybe it was when you

earned a promotion or maybe it was

when you held your firstborn child for

the first time. Picture the scene in your

LEADERSHIP

What Is NLP?   
By Tom Phillips, Managing Director, TLP who has enjoyed 20 years of working with both the private and

public sector, during which time he has gained extensive experience and demonstrated considerable success

in management, sales, marketing and training. Tom is an excellent communicator and motivator and has

designed/delivered training at all levels from trainees to directors at both a national and international level.

Such is Tom’s love of training and development that, in his personal life, he is also a qualified fitness and

diving instructor.

“. . . if you could identify the beliefs, attitudes and behaviours in people

who excelled in their field . . . those behaviours could be modeled
and repeated by others to achieve similar levels of excellence.”

Tom Phillips
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mind and make it as clear as you possibly

can. What were you seeing? Make the

image really sharp in your mind. What

were you hearing? Make the sounds

really crisp. What were you feeling? Pride,

accomplishment, contentment, love?

Really focus in on the emotions and feel

them all over again. When you have

made the image, the sounds and the

emotions as clear and as vivid as possible,

gently pinch your thumb and forefinger

together. Congratulations, you have just

created a very positive anchor! Now,

every time you need to recreate those

positive feelings, images and sounds, you

can close your eyes and pinch your

thumb and forefinger together to bring

them all flooding back. Hopefully you

can see how useful it would be to do

this before making a presentation or

indeed before going in to any situation

that makes you feel nervous or

uncomfortable. 

If you watch me closely at the start of

any of the Pharmacy Management

Academy meetings, you’ll notice that I

will be sat or stood to one side with my

eyes closed, pinching my thumb and

forefinger together as I activate my

own anchor.

How can I use NLP
practically?       

Without actually working with an NLP

practitioner or becoming one yourself,

there are some practical tips you can

apply to your every day life as follows:  

1) Set yourself SMART goals and state

these positively. For example, don’t

say “I don’t want to be in this position

forever.” Instead, say (and preferably

write down) something like: “By the

age of X,  I want to have achieved Y.’

2) Assess your current position in relation

to your goals. How close to, or far

away from, your goals are you? Be

honest with yourself and use all

available evidence including feedback

from others if available.

3) Be flexible – be able to vary your

behaviour in order to achieve your

goals/outcomes. In any system the

component or person with the

greatest flexibility of behaviour will

control the system (the ‘Law of

Requisite Variety’). Have an action plan

to achieve your goals, but also have a

back-up if plan ‘A’ doesn’t work.

4) Act now! NLP is great for dealing with

procrastination! The hardest part is

getting going. 

5) The map is not the territory – how

you see the world is not how I see

the world, even though we are both

looking at the same world. Appreciate

that others will see things differently.

Welcome their different point of view

and try looking at things through

their eyes.

6) There is no such thing as failure, only

feedback. Be prepared to fail, but

don’t give up. As Thomas Edison

once said: “I have not failed. I have

just found 10,000 ways that do

not work.”

The field of NLP is now a multi-million

pound industry worldwide with patients

seeking NLP practitioner counsellors and

therapists, business people seeking NLP

practicing coaches and, of course,

trainers and therapists alike seeking to

become NLP practitioner qualified. 

The ongoing success of NLP is

testament to its effectiveness as a school

of thought and practice. Many people

believe that NLP encompasses the most

effective elements of modern psychological

thinking. In addition to ‘anchoring’, NLP

also offers other techniques such as ’fast

phobia fixes’ that produce dramatic

results in very short time periods, often in

a single session with a practitioner. 

In business, the implications are

almost limitless with many courses on

sales, communication, leadership,

presentations, team working etc.

incorporating elements of NLP theory to

great effect.
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Feedback from the latest PM National Forum 
has been overwhelmingly positive.

Dr Bruce Warner (Deputy Chief

Pharmaceutical Officer, NHS England) told

delegates that the NHS Five-Year Forward

View document has identified three gaps

that must be addressed: a health and

wellbeing gap that requires a radical

upgrade in prevention, a care and quality

gap that demands new models of care and

a funding gap that requires innovation. 

"We need to have a paradigm shift

towards prevention rather than

treatment," he said. "Patients need to be

at the centre of all that we do, and we

need to focus on outcomes. We've long

held the industry to account on outcomes

but now maybe we need to turn that

focus in on ourselves."

In closing his keynote address, Dr

Warner set out his ambition for

pharmacy: "We want to be in a place

where pharmacy is perceived by all as a

truly clinical profession operating within a

genuinely integrated healthcare system

which is entirely patient focused."

With the help of an interview with an

a housebound, frail patient, Deborah

Evans (Managing Director, Pharmacy

Management) asked whether the

emphasis on medicines optimisation or

pharmaceutical care was making a real

difference to patients.

The patient felt that too many people

were involved in her care, and she was

unclear what expertise each had. In her

view, pharmacists are the experts on

medicines so she wanted to discuss her

medicines concerns with one. Living

alone, she experienced anxiety about

adverse drug reactions, having suffered

serious reactions in the past including

kidney injury from drug combinations.
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In hospital the patient felt disempowered because her

medicines were locked away and when she wanted to ask

questions about new drugs, she felt she had been brushed

off. “It was always on their terms when they talked about

medications,” she said.

Summing up, Deborah said that the interest in the Forum

showed that there was still a desire to develop services for

patients like the person discussed. In answer to the question

posed by the Forum theme, “Are we there yet?” her answer

was that there was still some distance to go, but it was vital

that the urge to improve was not lost. "We have to have the

will to change," she concluded, noting that innovation is

driven by leaders who are “irritated with the status quo."

The Forum closed with an energetic and humorous

presentation by Steve Head, who described how small

differences could be multiplied to have a big effect on

performance. Using examples taken from the day itself, Steve

gave an inspiring address which majored on refusing to be

deflected by setbacks, repeating what had worked well in the

past, but not uncritically, and motivating others by finding out

what motivated them. It sounded silly, he remarked, but too

often leaders make assumptions about motivating factors

which actually have little appeal for others.
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AWARD SPONSOR PRESENTED BY: PRESENTED TO: SUBJECT

Best Medicines Astellas Phil Gardner Jacqui Kent and Improving standards of
Optimisation in Seema Gadhia, NHS care for catheterised
Primary Care Aylesbury Vale and patients

Chilterns CCGs

Best Industry-NHS ABPI Harriet Lewis Shire Pharmaceuticals A primary care 
Partnership project pathway to optimise
in medicines treatment of chronic
optimisation constipation in

Leicestershire

Best Medicines Daiichi Chris Ingham Jane Freeguard,
Optimisation Sankyo NHS Worcestershire CCG Clinical pharmacy at 
Project Across an the front door
Interface

Best Medicines UKCPA Nina Barnett Raliat Onatade, Description and
Optimisation in King’s College evaluation of the 
Secondary Care Hospital NHS FT quality of pharmacist 

written discharge 
medication lists

Best Medicines College of Dr Denise Taylor James Lee and Designing and
Optimisation in Mental Health Debbie Marriott, implementing an
Mental Health Pharmacy Devon Partnership Trust automatic clozapine 

system

Best Poster by a BPSA Chloe O'Beirne Kate Livesey, Reducing the 
Young Pharmacy (President) Pharmacy Voice occurrence of
Team Member chloramphenicol

dispensing incidents in 
community pharmacy

View the presentations and posters at www.pharmannationalforum.co.uk -
just click on toolkit.

Pharmacy Management National Forum Poster Awards       

A panel of expert judges chaired by Michael Pratt, Chief Pharmacist for NHS Dumfries and Galloway Health Board, determined the

winners of the Pharmacy Management National Forum Poster Awards, which were:
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