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EDITORIAL
High cost drugs account for a significant

effectiveness occurred. This is essential

by hospital doctors but records showed

majority of medicines expenditure in

reading for all those involved in providing

this was so in only 8% of cases.

Acute Trusts. They are typically non-

and commissioning such products.

tariff/non-PbR (non-Payment by Results)
and may be subject to approval through
Individual

Funding

Requests

(IFRs).

Arrangements to commission these
drugs are being changed – some will be
commissioned by Clinical Commissioning
Groups but others will be commissioned
by NHS England (formerly the NHS
Commissioning Board - NCB). This will
attract a lot of attention from both the
NHS and pharmaceutical companies who
will wish to seek an understanding of the
implications of the new arrangements.
What is clear, however, is that there will
be a desire to ensure that the use of high
cost drugs is in line with evidence-based

An article in this edition describes

hospital clinical pharmacist who also

how a nurse-led minor injuries unit

teaches medical students and is involved

was established within a Community

with curriculum development. This is a

Pharmacy. A purpose built room was

relatively novel development, which

funded and constructed for the purpose.

could have a key influence on prescribing

Feedback from patients suggests that a

practice in the longer term.

Community Pharmacy is a suitable place
in which to locate a minor injuries unit.
An analysis of a sample of patients seen
indicated that 42% would have attended
A&E and 27% would have visited their
GP in the following week. These are early
findings

but

they

provide

helpful

information for policy makers seeking to
develop locally based minor injury services.

advice and that patients derive intended

The outcome of a pharmacist led clinic

benefits. In this respect the article on

to clinically review the use of angiotensin

conducting therapeutic reviews will be of

receptor blocking drugs (ARBs) has been

much interest. It reports the methodology

reported. It was found possible to

adopted to review the use of biologics

transfer 64.1% of patients (n = 499) to an

to treat Inflammatory Bowel Disease,

angiotensin converting enzyme inhibitor

rheumatoid arthritis, psoriasis and disease

(ACEI) and 24 patients to an alternative

modifying therapies for multiple sclerosis.

class of antihypertensive. The net cost

The main focus was to drive evidence-

benefit was £42,475 for one year. An

based practice but the paper also

interesting finding was that GPs perceived

documents where improvements in cost-

that initiation of an ARB was undertaken

2

Our Face2Face describes the role of a

There is general acceptance of the
need to redesign patient pathways – but
to what extent should pharmacists
become involved? It is important to
ensure that the use of medicines is
optimised at each stage of the pathway –
but should pharmacists take a lead
overall, influence the design of the
pathway or simply provide input as and
when

required?

Our

Management

Conundrum provides food for thought.
To what extent do you trust others –
and to what extent do they trust you?
How can trust be developed and what are
the behaviours exhibited by trusted
leaders? The answers can be found in the
section on Leadership.
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BEST PRACTICE IN PHARMACY MANAGEMENT
Establishing Trust-wide Therapeutic
Review To Optimise The Use of
High Cost Drugs
Paula Crawford, Lead Pharmacist, Therapeutic Review, Belfast HSC Trust, Northern Ireland.
Email: paulah.crawford@belfasttrust.hscni.net

Paula Crawford

Summary
● Belfast Health and Social Care
(HSC) Trust established a
therapeutic review group in 2011
and appointed a lead pharmacist
to audit prescribing of high cost
medicines
● A series of Therapeutic Review
audits was completed in 2012 by
the lead pharmacist for therapeutic
review working alongside specialist
service area leads and
multidisciplinary teams to establish
if high cost drug prescribing was in
line with evidence-based national
standards for biologics in
Inflammatory Bowel Disease (IBD),
Rheumatoid Arthritis (RA),Psoriasis
and disease-modifying therapies
(DMTs) in Multiple Sclerosis
● A consistent audit process was
developed, which included audit
of up to 10 cases per consultant
and one-to-one meetings with
consultants to generate individual
feedback and discussion on
prescribing
● The presentation of results to Service
Group Managers and Directors
alongside HSC Board representatives
and the multidisciplinary team
helped to highlight deviations from
evidence-based practice and
identify barriers to change

Results from the Therapeutic Review
were presented to appropriate groups

“The NHS is facing a significant challenge
to improve the quality of healthcare in
difficult economic times and needs to
demonstrate that money is being spent
wisely with the best possible outcomes.”
Introduction
A series of Therapeutic Review audits was
completed in 2012 to establish if high

● The audits identified potential
improvements in health outcomes
and efficiency savings

cost drug prescribing was in line with

● Action plans are in place with a
view to re-auditing practice in 2013.

(IBD), Rheumatoid Arthritis(RA) and

evidence-based national standards for
biologics in Inflammatory Bowel Disease
Psoriasis1 and disease-modifying therapies
(DMTs) in Multiple Sclerosis.2
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The NHS is facing a significant
challenge to improve the quality of
healthcare in difficult economic times and
needs to demonstrate that money is
being spent wisely with the best possible
outcomes.3 Belfast Health and Social Care
Trust (BHSCT) delivers integrated health
and social care to 340,000 people and
provides specialist services to all of
Northern Ireland. With an annual budget

3

of approximately £1bn, spending about

audit the use of national guidance, such

£3m each day, it is one of the largest

as NICE technologies, as required by a

Trusts in the UK.

new process introduced by Department of

Therapeutic Review audits involve baseline

Health, Social Services and Public Safety

data collection on prescribing in 10 cases

Northern Ireland (DHSSPSNI) in 2011.4

per consultant audited against evidence-

National Institute of Health & Care
Excellence

(NICE)

guidance

and

based guidance e.g. NICE technology

Technology Appraisals (TAs) consider the

The Therapeutic Review group is

clinical and cost effectiveness of treatments

chaired by the Trust Medical Director and

based on the best available evidence and

comprises the Head of Pharmacy and

set a standard for high quality healthcare.

Medicines Management, Director of

The Belfast HSC Trust Therapeutic
Review group was established in 2011 to
embed a Trust-wide culture of evidencebased practice and ensure the Trust had
systems in place to record, monitor and

Method

appraisals using a clearly defined audit
process developed by the Therapeutic
Review group (Figure 1).

Cancer and Specialist Services, Lead

The lead Therapeutic Review pharmacist

Pharmacist Therapeutic Review, Clinical

initially met with the lead clinician and

Pharmacologist (Chair of New Drugs

nurse in each area to pave the way for

Committee) and Health & Social Care

the audit and establish the methodology.

Board (HSCB) Commissioner.

The audits were carried out across sites to
ensure representation from all clinicians

Therapeutic Review
Belfast HSC Trust Process for post-implementation review of NICE Guidance,
Investment Proposal Templates (IPTs) or Trust Guidance

Clinical area identified as per workplan

Standard identified and agreed with consultants e.g. NICE guidance

Baseline data on prescribing gathered from medical records (therapeutic pharmacist)

10 cases per consultant audited against NICE guidance/Trust guidance to detect both
overall and individual variance with standards

One-to-one meeting between therapeutic review pharmacist and individual prescribers
to validate data and discuss variation from guidelines

Audit presented as anonymised data at Trust Medicines Management Group with
appropriate Associate Medical Director, Co-Director and Service Manager in attendance
(Clinical audit session)

Audit presented as anonymised data to Consultant Group and multi disciplinary team,
Associate Medical Director, Co-Director and HSCB. Draft recommendations and
action plan discussed

Action Plan, if required, agreed with consultants, Co-Director and Service Manager

Low Compliance: Action Plan
Re-audit to ensure compliance improved

High Compliance: No Action
Audit results submitted with IPT

Therapeutic Review team:
Head of Pharmacy & Medicines Management, Chair of New Drugs Committee (Clinical
Pharmacologist), Lead Pharmacist Therapeutic Review, Medical Director and/or Associate
Medical Director, Service Director/Co-Director, HSC Board Representative.

Figure 1: BHSCT Therapeutic Review Process
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prescribing in the drug area under review.
The RA, psoriasis and IBD biologic audits

Therapeutic review

Standard for audit 2011-12

audit topic

used NICE algorithms and costing tools to
ensure audit against robust clinical and

Biologic use in

cost-effectiveness data. Standards for

Inflammatory Bowel

audit are shown in Table 1.

disease (IBD), Crohn’s

Data on prescribing was collected at

• NICE TA 187: Infliximab and adalimumab for

and Ulcerative Colitis

clinic level and a retrospective trawl was

starting

of ulcerative colitis. December 2008.

• NICE Ulcerative Colitis commissioning algorithm.6

of 2-3 months. The standard of patient
provided,

• NICE TA 163: Infliximab for acute exacerbations

• NICE Crohn’s disease commissioning algorithm.5

conducted of medical notes over a period
information

treatment of Crohn’s disease. May 2010.

and

stopping criteria, record-keeping, use of

Biologic use in

least expensive agent and monitoring of

Rheumatoid Arthritis

• NICE TA 130: Adalimumab, etanercept and

patient on treatment were audited where

infliximab in RA.
• NICE TA 186: Certolizumab in RA.

applicable. Data collection forms were
developed by adapting NICE audit tools

• NICE TA 195: Drugs after failure of TNF inhibitor.

and NICE algorithms. Figure 2 shows a

• NICE TA 247: Tocilizumab in RA.

snapshot of one of the data collection
• NICE TA 225: Golimumab after DMARD failure.

forms.

• NICE TA 234: Abatacept after DMARD failure.

The lead pharmacist for therapeutic

• NICE Rheumatoid Arthritis commissioning

review met with individual consultants

algorithm: February 2012.7

to discuss prescribing that deviated
from NICE or good practice guidance.
This provided an opportunity to reflect

Biologic use in

on prescribing practice and validate the

Psoriasis

audit

results,

thus

reinforcing

• NICE TA 146: Adalimumab for treatment of
adults with psoriasis.

the

• NICE TA 103: Etanercept (and efalizumab) for

evidence-based guidelines. Action plans

treatment of adults with psoriasis (efalizumab not

were generated and agreed with lead
clinicians

following

the

audits

included as no longer recommended).

to

• NICE TA 134: Infliximab for treatment of adults

implement recommendations.

with psoriasis.

Results

• NICE TA 180: Ustekinumab in moderate to severe
psoriasis.

Inflammatory Bowel Disease (IBD)

• NICE Psoriasis commissioning algorithm: January

The prescribing of biologics was audited

2011(updated October 2012).8

in 77 cases of Crohn’s disease and
Ulcerative Colitis.
Results from the audit of Crohn’s
disease in line with NICE TA 187
highlighted that adalimumab usage
needed to be optimised as it is more cost-

Disease-modifying

• NICE TA 127: Natalizumab for treatment of adults

Therapies (DMTs) in

with highly active relapsing remitting Multiple

Multiple Sclerosis

Sclerosis: 2007.
• Association British Neurologists (ABN): guidelines
for prescribing in Multiple Sclerosis 2009.2

effective than infliximab in higher weight
adult severe active Crohn’s patients. This

Table 1: Standards used for Therapeutic Review audits

“The RA, psoriasis and IBD biologic audits used NICE algorithms
and costing tools to ensure audit against robust
clinical and cost-effectiveness data.”
Pharmacy Management Volume 29 Issue 3
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will help manage the current waiting list

around IBD service and risks/benefits

for the infliximab infusion clinic as

of biological treatment and ensuring

checked included whether consideration

adalimumab can be self-administered by

patients are fully informed that their

had been given to the use of ciclosporin

the patient at home.

treatment plan will include trial withdrawal

as 1st line treatment if appropriate in line

at 12 months.

with NICE TA 163.

Potential savings of £55,000 were

In

ulcerative

colitis,

parameters

identified for 13 cases of adult severe

Key outcomes include the development

An action plan (Figure 3) was drawn up

active Crohn’s if adalimumab had been

of a screening form for the use of

with the lead gastro-enterologist to address

used instead of infliximab as patients

biologics in IBD to improve patient

areas of non-compliance with national

weighed over 60kg and required 4 or

information, encouragement for the use

standards for use of biologics in IBD.

more vials of infliximab per dose.

of the most cost-effective agent and

Following the audit, improvements to
patient care in IBD have included the
development of patient information

considering a trial withdrawal of biologic

Rheumatoid Arthritis (RA)

treatment 12 months after initiation

60 cases of biologic prescribing in RA

where appropriate.

were audited against NICE RA guidance.1,7

Figure 2: Snapshot section of data collection form used to audit managed entry of biologics in psoriasis

6
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The Therapeutic Review audit highlighted

were excluded.

a culture of switching between biologic
agents, which deviated from NICE
guidance on biologics in RA. The main
reasons for deviation from NICE guidance
included:

comply with the NICE RA biologics

Key outcomes from the RA Therapeutic

algorithm.7

Review audit included identifying a need

The generation of a repeat RA

to refine the RA biologic electronic care

biologic prescription is now linked to

pathway to produce a weekly list of

attendance at a review clinic to prevent

patients due for biologic review (to

repeat prescriptions being issued to

● switching biologic agent after a trial

reduce number of patients identified in

patients who have not been reassessed.

of less than 6 months on biologic

audit ‘lost to follow up’) and identify

without adverse event

switches in biologic therapies that do not

NICE costing tools were used to

● rituximab not tried 2nd line if failed
TNF inhibitor where appropriate

NICE criteria

% Compliance

methotrexate e.g. rituximab,

Ciclosporin use considered 1st line in Ulcerative

45

tocilizumab, abatacept

Colitis where appropriate (n=18)

● inappropriate monotherapy without

● switched back to previous failed

Treatment started with less expensive biologic

agent on 3rd switch

67

drug where appropriate (adult severe active

● switched back to etanercept from

Crohn’s disease) (n=36)

rituximab
Trial withdrawal of drug considered after 12

● baseline Disease Activity Score (DAS)

88

months treatment (all Crohn’s patients on

not recorded at start of treatment.

infliximab & adalimumab) (n=59)

Therapeutic switches that occurred
before the NICE guidance was introduced

Table 2: Adherence to NICE TA 187 and 163 for the prescribing of biologics in IBD

ACTION PLAN IBD
Audit Title:
Managed entry of biologics: Inflammatory Bowel Disease. Adalimumab and Infliximab. NICE TA 187 and 163
Action
(i.e. How Recommendation will be implemented)

‘Implement
By’ Date

Staff Member
Responsible

Responsible
Manager

Change Stage
(see key)

Change Stage
Key

1

Documentation of the IBD service provided for
patients e.g. in a patient information leaflet format

2

Clinicians encouraged to document that written
info has been given to a patient/carer on their
disease, the service provided, the NICE guidance
and the biological therapy considered

April 2012

For adults with severe active Crohn's disease,
consider least expensive agent

April 2012

3

3. Made - partial
implementation

4

Consideration of trial withdrawal after 12 months
treatment providing reassurance given from the
Board about prompt re-instatement if disease
relapse

July 2012

3

4. Full
implementation
completed

5

Consideration of ciclosporin in acute severe colitis
- risk/benefit should be documented

July 2012

2

7

Introduction of a scoring system in Crohn’s
disease e.g. Harvey-Bradshaw to measure disease
severity prior to biologic consideration and response
to biologic therapy

June 2012

1

3

Date for Re-Audit:

March 2012

2

1. Agreed but
not yet actioned
3

2. Action in
progress

Nov 2012

Project Lead:
Signature:

Name (printed)

Date:

Senior Clinician / Manager: In signing this, I agree the above action plan recommendations and, if necessary, will take a lead in ensuring that changes
are made in order to obtain improvements in the quality of care

Signature:

Name (printed)

Date:

Figure 3: Action plan following Therapeutic Review audit: Managed entry of biologics in IBD
Pharmacy Management Volume 29 Issue 3
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compare costs of the biologic agents,

systems were in place for the managed-

a 50% reduction on PASI and 5

including infusion clinic and administration

entry of biologics as Psoriasis Area

point reduction on DLQI since

costs where appropriate. The least

Severity Index (PASI) and Dermatology

beginning treatment:

expensive agent was not used 1st line in

Life Quality Index (DLQI) scores were

25 cases and potential savings of

measured routinely:

ustekinumab and adalimumab were

approximately £50,000 were identified

● 82% of patients had a baseline PASI

highlighted to clinicians (7% cases)

for this audit cohort if the least expensive

score ≥10 & DLQI score >10 prior to

biologic agent had been used in that way.

starting biologic therapy

Psoriasis

● 98% of patients had at least 2 follow-

● Unlicensed dose regimens with

● one third of patients had both
psoriasis and psoriatic arthritis (n=20).
A lack of documentation around

61 cases involving the prescribing of

ups within nine months of starting

collaboration with rheumatology for

biologics in psoriasis were audited and

biologic.

these patients (e.g. regarding choice

results were comparable to those from

● 96% of patients showed evidence of

seven UK dermatology units.9 Rigid

a 75% reduction on baseline PASI or

of biologic agent) was highlighted by
the audit.
Multiple Sclerosis

NICE and ABN criteria1,2

Therapeutic Review audit of the prescribing
of disease-modifying therapies (DMTs)

STARTING CRITERIA

BHSCT % compliance

Natalizumab starting criteria: patient has 2 or more

87

the need for consistent documentation

disabling relapses in 1 year and MRI changes (n=15)

(disabling relapse not

of how patients meet starting criteria for

well defined in notes)

DMTs, including baseline walking distance.

in 43 cases of multiple sclerosis identified

The need to define starting criteria and
Natalizumab starting criteria: Nature of ‘disabling

33

relapse’ defined (n=15)

review patients on treatment in line with
ABN guidelines2 was highlighted.

Patient meets ABN 2009 starting criteria (β-interferons

96

and glatiramer) e.g. evidence of 2 clinically significant

(clinical significance of

with a checklist underway to guide

relapses in previous 2 years (n=28)

relapses not well

managed entry of DMTs in multiple

defined in notes )

sclerosis in line with stopping and review

Baseline walking distance e.g. Expanded Disability

2.5

Status Scale (EDSS) documented (n=43)

An action plan was developed along

criteria outlined in NHS Commissioning
Board ‘Clinical commissioning policy
(draft): DMTs for patients with multiple

PATIENT INFORMATION

BHSCT % compliance

Patient information supplied on expectation of

84

sclerosis.10
A further area for audit exploring
DMTs wastage will be pursued in 2013.

treatment (n=43)
Consent form signed pre-treatment (n=43)

86

Risks and benefits of treatment discussed with patient

88

Discussion
Results from the Therapeutic Review

(n=43)

were presented to the Trust Medicines
PATIENT REVIEW

BHSCT % compliance

Consultant review at month 6 after initiation of DMT

58

(n=43)

Management forum on a quarterly
basis as well as to consultants and
multidisciplinary

teams

within

the

specialty. Service Group Managers and

Consultant review at 1 year after initiation (n=43)

91

MRI one year post initiation of natalizumab (n=15)

86

STOPPING CRITERIA

BHSCT % compliance

Patients meeting ABN discontinuation criteria who have

18

Co-Directors attended updates along
with representatives from the Northern

now stopped treatment (n=43)

Ireland HSCB.
The

Therapeutic

Review

group

demonstrated modern and innovative
practice by:
● pinpointing key high cost drug areas

Table 3: Adherence to guidance for prescribing of DMTs in multiple sclerosis

8

to ensure a focus for audit
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● engaging lead clinicians to influence
change in prescribing practice

● a Trust Medicines Management

● engagement of Service Managers
and Co-Directors with budgetary

intranet page is under development,

responsibilities gave insight into NICE

which will promote and improve

Directors in the feedback process to

deviations and empowered them to

familiarity with NICE and national

give insight into deviation from

drive evidence-based practice.

evidence-based guidance.

● involving Service Managers and Co-

evidence-based practice and drive a
need for change.

● the Therapeutic Review process was

● one-to-one meetings between the

reviewed in 2012 by BHSCT Internal

lead Therapeutic Review pharmacist

Audit - undertaken by the Business

and clinicians highlighted deviations

Services Organisation (BSO). The final

from evidence-based practice and

report on ‘Management of NICE TA

helped to promote aspects of the

● Therapeutic Review group meetings

2012/13’ concluded there was ‘clear

guidance.

chaired by the Medical Director

documented outcomes with a clear

provided an opportunity to dissect

conclusion and efficiencies identified’

results, recap on progress and plan

with Therapeutic Review.11

Reflection and evaluation occurred on
several levels:

next stages with HSCB input to
overcome challenges and develop
action plans e.g:
▲ reflection and critique of the

process identified potential savings of

the Therapeutic Review process as outlined

£55,000 in IBD and £50,580 in RA for the

in Figure 4.

audit cohort. In times of high expenditure

Steps were taken to overcome these

● HSCB provided reassurance to IBD

waiting lists for drug therapy, this will
through

clinicians that biologic funding would

to face-to-face meetings to discuss

be promptly re-instated if Crohn’s

cases deviating from NICE.

disease flared for a patient during

the

cost-effective

use

of

medicines within a limited budget.
The early establishment of a unique

trial withdrawal after 12 months

audit methodology in the form of a

treatment.

written ‘Therapeutic Review process’
ensured that the process was transparent,

● NICE algorithms7 to simplify the

guidance. The Trust intranet was

process were provided in response to

identified as a tool to embed the

rheumatologists’ concerns about the

Therapeutic Review culture.

complexity of NICE guidance e.g.

prescribing within a specialty by open

on biologics and pressure to reduce
enable more patients to access treatment

results to consultants was changed

● influencing change at the root of

of

prescribing. The Therapeutic Review

process involving emailing individual

evidence-based practice and NICE

cost-effectiveness

Barriers to implementing evidence-

barriers e.g:

wide culture actively promoting

the

based practice were identified throughout

The initial individual feedback

▲ identified need to establish a Trust-

based practice which did, in turn,
improve

Therapeutic Review audit process
resulted in changes to the process.

The main focus was to drive evidence-

where multiple technology appraisals
exist in RA.

consistent

and

transferable

across

regional specialities. The overarching
principle of Therapeutic Review is driven
by the ‘NHS Change Model’,12 which aims
to generate energy for change across the

discussion of results with clinicians on
a one to one basis and as a team.
Lack of ownership
of guidelines
e.g. NICE

Existing practice was challenged e.g.
specific deviations in prescribing from
evidence-based standards such as
NICE TA 187 for Crohn’s disease and
unlicensed dosing of biologics in
psoriasis were highlighted. Action
plans were generated as required.
● engagement in the process was

Fear of delay in
re-instating funding if trial
withdrawal off treatment
and disease flare occurs
e.g. Crohn’s disease

Barriers to change
identified during
Therapeutic Review

Lack of familiarity
with
guidelines

gained by keeping clinicians and
managers informed and involved to
ensure transparency and the
appropriate dissemination of audit
results. Individual and group

Complexity of
guidance e.g. where
multiple TAs exist
in RA

feedback to clinicians drove the need
to change prescribing.
Figure 4: Barriers to implementing evidence-based guidance
identified during Therapeutic Review
Pharmacy Management Volume 29 Issue 3
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NHS by adopting a systematic and

ensuring the most appropriate therapy is

Future audit areas are planned for the

sustainable approach to improving quality

used, increasing the number of patients

year ahead, including looking at usage of

of care.

who can be treated within the limited

sugammadex, lidocaine plaster and waste

resources and, thereby, reducing waiting

associated with prescription of disease-

lists for treatment.

modifying therapies in multiple sclerosis.

Conclusion
Initial

feedback

from

clinicians

throughout the biologic audits indicated
a ‘lack of ownership’ with regard to NICE
guidance. Subsequently, the Therapeutic
Review group are developing ways to
encourage and demonstrate a Trust-wide
commitment to NICE and evidence-based
practice through the development of a
Medicines Management page on the
Trust intranet.

The Therapeutic Review process has
provided a structured and replicable
process to ensure that the prescribing of
high cost drugs is in line with best
evidence. It has helped to familiarise
prescribers, managers and budget holders
with the most up to date guidance and
established a network for ongoing
process improvement. Patient safety and
quality of care is integral to the
Therapeutic Review process, with the

Rigorously pursuing adherence to

belief that focusing on quality and safety

clinical and cost effective prescribing

will bring improved health outcomes and

through

thus efficiency savings.

Therapeutic

Review

brings
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improved quality of care to the patient by

“The Therapeutic Review process has provided a structured and
replicable process to ensure that the prescribing of
high cost drugs is in line with best evidence.”
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Summary

conducted and evaluated to test if this

NHS Grampian covers an area 3,360

model will assist in improving access to

square miles, encompassing three local

● The aim of the community
pharmacy and nurse-led minor
injuries walk-in-service pilot was to
test the model of care for providing
traditional hospital/clinic based
services within a community
pharmacy setting.

services in primary care as outlined in

authorities

Delivering for Health.1 Two models were

Aberdeenshire and Moray, and has a

originally proposed by the Scottish

population of over 500,000. The primary

Government Health Department (SGHD):

Accident and Emergency (A&E) service

● a Walk-in Healthy Living Service

within

● When patients were asked what
they would have done if the
service had not been available,
42% would have attended A&E at
the Aberdeen Royal Infirmary and
27% would have visited their GP in
the following week.
● When asked ‘Was this new walk-in
centre a suitable place to receive
treatment for a minor injury?’ a
total of 132 patients (99.2%)
answered ‘Yes’.
● Utilisation of the existing premises
resource of community pharmacy
to deliver services could have
positive economic benefits for the
NHS in future years.

Grampian

Aberdeen

is

located

City,

within

based in a community pharmacy

Aberdeen Royal Infirmary (ARI), which is

with facilities to support the co-

the main hospital for the region. Dr Gray’s

location of sessional provision of a

Hospital in Elgin, also provides A&E

range of services provided by other

services to patients in Moray. Minor

health care professionals in order to

injuries units within Aberdeenshire and

widen the services provided during

Moray are mainly based within community

contracted hours

hospitals and are part of the services

● an Extended Hours Walk-In Healthy
Living service to provide greater
access to pharmaceutical services.
In responding to demand for easier
access to primary health care, walk-in
services were initially developed in
England along with NHS Direct and were
characterised by nurse-led immediate
access services for minor ailments/injury
services. Within Scotland, a walk-in minor
ailments service (MAS) is provided from
all community pharmacies as part of the

Introduction

core community pharmacy contract. In

There is a general policy intent within

provided by General Practices (practice

Scotland to extend access to NHS services

hours - Monday to Friday), Accident and

and one such initiative is the utilisation

Emergency Departments and community

of community pharmacies for walk-in

hospital nurse-led minor injuries services

access to NHS services. A national pilot of

(24 hours, 7 days a week).

community pharmacy based services was

in

contrast, minor injury services are

delivered within community nurse-led
casualty departments. Nurses providing
these services are specially trained and
work under locally agreed protocols and
Patient Group Directions to provide minor
injuries and aliments services.
Access to nurse-led minor injury
services is not available in Aberdeen City
outwith A&E, ARI. Additionally, patients
are unable to access the GP minor injuries
service (part of the GMS contract) at
weekends. From an analysis of patients
who attended at A&E within Aberdeen
City, it was clear that there was a high
number of Aberdeen City postcode
patients who used the services of A&E
at ARI. Many of these patients were
attending for minor injuries only and did
not require the specialist services of a full
A&E department. The proposal to test

“The service proposal was initially to run a nurse-led minor
injuries clinic at weekends for a period of 1 year using the
facilities of a community pharmacy.”
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the model of a week-end nurse-led
minor injuries service in Aberdeen City
addressed a perceived service need.

Choice of pharmacy to
operate the pilot

who could be seen by the pharmacist. A
member of the pharmacy team took the
patient’s name, address, GP details and

All pharmacies in the Aberdeen City area

The Course

were invited to express an interest in
providing the service. The final choice of

the patient was asked about their injury.
The pharmacy team then advised the
patient of the expected waiting time to
see the Minor Injuries Nurse. The patient

The aim of the pilot of the community

the

pharmacy and nurse-led minor injuries

following factors - location within a

walk-in-service was to test the model of

population with high need, identified by

care for providing traditional hospital/

A&E utilisation, ease of access both by car

clinic based services within a community

The service was available to anyone

and public transport, facilities available

pharmacy setting.

aged over two years who had a minor

(i.e. suitable room and waiting area) and

injury received within the preceding 48

willingness of pharmacy staff to participate.

hours. Any publicity for service, such as

Footfall to individual pharmacies was not a

posters and radio advertisements, clearly

primary consideration. Following visits to

indicated the categories of patients that

all interested pharmacies, Boots pharmacy

could be treated. Patients were advised to

in the Bon-Accord shopping centre

visit their GP if their condition was

Aberdeen was chosen as the initial pilot site.

incurred previous to this. Patients did not

Specific questions addressed included:
● Could a nurse-led minor injuries clinic
be successfully and safely delivered
from a community pharmacy?
● What additional resources and

pharmacy

was

based

on

the

support would be required?
● Would patients use the service?
● Would patients’ expectations be met?

groups who could and could not be
treated are identified in Table 1.

need to make an appointment as it was a

Community pharmacy minor injuries clinic service

● How would the service relate to
NHS24, A&E and other community

The service proposal was initially to

pharmacy services?

run a nurse-led minor injuries clinic at
weekends for a period of 1 year using

Whilst the ultimate aim of the service

the

facilities

of

a

community

was to reduce the numbers of patients

pharmacy. The service hours at the

presenting at A&E with minor injuries,

selected pharmacy are Saturday 9am -

it was not expected that percentage

5pm and Sunday 12 noon - 5pm.

reduction in A&E attendees would be
significant within the scope of the pilot
study.

The services provided were similar to
those currently available from minor
injuries clinics in community hospitals.
Patients presenting to the pharmacy
healthcare team at the pharmacy
counter

were

arrival,

after

triaged

on

discussion

with the pharmacist, to
exclude those with
minor ailments

12
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walk-in service. Patients could self-refer

Underpinning Components

or be referred to the service by NHS24.
Minor Injuries Nurses and Nurse
Patients were treated by a NHS
Grampian Nurse, trained in minor injuries.
Most of the Nurses employed in the
Clinic also work in Minor Injury Units in
Community Hospitals in Aberdeenshire and
are experienced in managing minor injuries.
The nurses had completed the Robert
Gordon University ‘Minor Injuries Training
for Practice within Community Hospital
Casualty Departments’ and were signed up
to the minor injuries Patient Group Direction
(PGD). Under the minor injuries PGD the
nurse is able to provide a Prescription
Only Medicine (POM) where required.
Patients presenting with an injury
requiring immediate attention were triaged
to be seen before other patients.

Project lead

development of Standard Operating

Nurse Project Lead is supported in her role

Procedures (SOPs). Co-working and team

by the Minor Injuries Walk-In Service

building have been essential for success

Implementation Group. The Nurse Project

of this project. In consideration of the use

Lead is responsible for the professional

of the pharmacy facilities, an annual

management of the nurses working

participation fee of £5,000 was agreed

within the Minor Injuries Unit. Additionally,

along with a contribution towards staff

and most importantly, the Nurse Project

costs calculated on the basis of a nominal

Lead has responsibility for day to day

sum paid of £2.50 for each patient using

management and development of the pilot.

the service.

In order to run the service, a pool of
Minor Injuries Nurses sufficient to cover
annual leave and illness was required to
cover the week-end shifts,. As the

telephoned

A&E,

proved difficult. In the early stages of the

discussed their injury and further care

project, the Nurse Project Lead undertook

required, and then made arrangements

the majority of the clinic sessions.

for the patient to attend A&E.
The service commenced at the pharmacy
in October 2010.

around

room build, occupancy agreement and

NHS Grampian, staff recruitment initially

at

process

nurse team leader/project manager. The

or needed to attend A&E, the Nurse
Registrar

the

project has been the appointment of a

qualifications were already employed by

the

streamline

configuration of the minor injuries clinic

assessment or treatment by a specialist,

needed

pharmacy was appointed, which helped
to

majority of local nurses with minor injury

patients

A designated project lead for the

Central to the development of the pilot

further

Where

Pharmacy Team Support

Currently, there is a mixture of eight

Room Development and Equipment
A purpose built room was constructed
at the pharmacy to conform to NHS
Grampian standards for a clinical room
and specifically for use by the minor
injuries walk-in services, which cost
around £33,000. Cleaning is provided
within the clinical room by the Pharmacy
(but

paid

for

according

to

by

NHS

Grampian)

NHS

Grampian

specifications for a clinical area. All the

Bank and NHS directly employed nurses

clinical

working with the project.

sundries required to deliver the service

equipment,

dressings

The Minor Injuries Clinic CAN treat:

The Minor Injuries Clinic CANNOT treat:

● Anyone over the age of two

● Children under the age of two

● Sprains and strains

● Chest pain

● Wound infections (if patient has previously

● Breathing difficulties

attended Service within last 72 hrs and now has
infected wound)

and

● Major injuries
● Broken bones (these could be seen if happened in

● Burns

the high street/shopping centre, then splinted/

● Cuts, laceration and puncture wounds

bandaged and sent to A&E for management)

● Minor burns and scalds

● Stomach pains

● Minor head injuries (no loss of consciousness)

● Gynaecological problems

● Nasal trauma

● Pregnancy problems

● Human, insect and animal bites/stings

● Allergic reactions

● Foreign bodies under skin

● Alcohol/drug related problems

● Minor eye injuries (not currently due to lighting

● Mental health problems

issue)
● Bruising to skin and under nails
Table 1: Indications and exclusions for conditions appropriate for management at the Community Pharmacy Minor Injuries Clinic
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The Minor Injuries walk-in services treatment room
were provided by NHS Grampian. This

Minor-Injuries Walk-in Service. The Clinical

The pharmacy team only have access

included items such as a clinical bed,

Solutions IntefleCS™ F2F application was

to the initial demographic registration

blood pressure machines, electronic

originally designed to enable the delivery

screens, they do not have access to a

thermometers, ring cutters, nail trephines,

of a range of healthcare services including

patient’s clinical and examination details -

bandage scissors, blood glucose meters,

health information and advice and

this is managed via login authority.

nebulisers,

ear

immediate treatment for a range of minor

Where there was a presentation for a

syringes, stethoscope, uniforms for staff,

illnesses and minor injuries. The software

minor ailment or discussion required on

examination lamps, laptops, printer, gas

allows all patient details to be captured

medication, then referral to the pharmacist

lift chair, patient’s chair and desk with set

electronically giving provision to analyse

was made. The fully networked N3

up costs of around of around £5,000.

the patient visit data for evaluation

solution went live in April 2011 but was

purposes.

in use on the stand alone system from

dressings

trolleys,

Electronic documentation support
system

November 2010. There have been several
The pilot required NHS Grampian

IT challenges with the system some of

Within the minor injuries services in

servers to be built and configured to the

which have been resolved and some of

community hospitals in Grampian, a

Clinical Solutions required standards

which remain only partially resolved.

paper based system for assessment and

specifically for the project. In addition,

documentation

well

the service also required access to an N3

Telephones and Language Line

established. As part of the pilot project it

internet connection for safe and secure

A direct dial telephone had to be installed

was agreed to introduce and evaluate the

data transfer. The service has been

into the minor injuries room as the service

use of a decision support system provided

designed to run using two laptops, one

provided by the pharmacy external line

by Clinical Solutions to aid assessment and

for the minor-injuries nurse and one for

managed by an automatic operator was

documentation of patients attending the

the pharmacy team, connected wirelessly.

not sufficient to support the requirement

of

patients

is

“A purpose built room was constructed at the pharmacy . . .
specifically for use by the minor injuries walk-in services,
which cost around £33,000.”
14
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for the service. Language Line was made

walk-ins due to the limitations imposed

their treatment. The questionnaire data

available to the nurses via this external BT

by the owners of the shopping centre.

is anonymous. The data from the patient

line to enable communication with non

questionnaires was stored and analysed

or poor English speaking patients.

Evaluation

Publicity

In order to determine the value of the

To inform patients/clients of the service

service, an assessment of uptake and

available to them, advertising was

outcomes was planned into the project as

essential. The NHS Grampian corporate

part of the local delivery model. Patients’

communications

views on the service were canvassed by

in an SPSS database developed by the
NHS Grampian Clinical Effectiveness

team

helped

to

promote the new service with posters to

means

GPs. community pharmacies and local

completed after treatment had been

authority sites such as libraries, patient

received. Data from the Clinical Solutions

information and publicity via local press

database proved difficult to extract and

and radio. A ‘paid for’ radio promotion

provide meaningful information from the

on a local radio station was run in

free-text descriptive fields on presenting

March/April 2011 and repeated in

conditions and treatment provided.

December 2011 and February 2012. This
resulted in increased patient numbers to
the pharmacy minor injuries service.

of

a

patient

questionnaire

Department.

Results
Data from patient questionnaires
A total of 301 patients have been seen
by the service to 4th March 2012. These
patients have provided 133 patient
questionnaires (44% response rate).
Although 133 questionnaires were
analysed, not all questions were completed.
The age and sex of presenting clients

Key

questions

covered

in

the

questionnaire related to the distance
patients travelled to the access the

is shown in Figure 1. The majority of
attending patients were females (59%)
with a spread across the age groups,

A bus advertising campaign was run

service, waiting times, suitability of the

using headliners on the back of buses in

pharmacy to provide the service and

early 2012. The service has its own

what treatment options the patient

website on NHSG intranet. There were

would have accessed if the walk-in

Data from the Clinical Solutions data

limited opportunities to advertise the

centre was not available. All patients

base provided the specific patient

service either in the pharmacy itself or the

were asked, by the nursing staff, to

presenting conditions for all patients e.g.

shopping centre and so promote direct

complete the questionnaire following

laceration to head, slip on snow with

although less demand was seen from
those over 60 years.

Age/sex of minor injuries patients

Number of patients

25

20

15

10

5

0

Under 16
years

16 - 30
years

31 - 45
years

46 - 60
years

61 - 75
years

Over 75
years

Approximate age of patient
Male

Female

Figure 1: Age and sex of presenting clients
Pharmacy Management Volume 29 Issue 3

15

twisted ankle, scald to arm, dog bite to

they were ‘very satisfied’, and 6

hand, boulder fell on knee, fall through

stated they were ‘satisfied’.

Discussion

glass door. The database does not allow

● ‘Would you recommend this service

ready extraction of the free text field for

to your friends and family?’, all

presenting complaints but these are

patients (100%) answered ‘Yes’.

summarised for a sample of patients in
Table 2. The majority of patients presenting
to date appear to have limb injuries,
predominately arm/wrist/hand injuries.

While these are early results from patient
self-assessed questionnaires, the responses
to date are encouraging. Over half of the
patients did not complete a questionnaire;

● ‘Was this new walk-in centre a

this was mainly due to a process issue

suitable place to receive treatment

rather than patient non-completion. The

for a minor injury?’, 132 (99.2%)

minor injuries nurses have been reminded

answered ‘Yes’.

of the need to ask patients to complete

An analysis of the first 127 patients by

● to rate the service received from the

post code showed that, while some

the questionnaire. Consideration will

pharmacy team staff, 72.2% (n=96)

also be given to offering patients the

patient’s home addresses are outside of

rated it as excellent and 26.3%

opportunity

Aberdeen City, the majority of patients

(n=35) rated it as good. Only two

questionnaires, rather than stay and

were local to the service. When patients

patients (1.5%) rated it as fair and

complete them at the time. There may be

were asked:

none rated it as poor.

a bias towards a positive response as

● ‘Overall, how satisfied were you with
the quality of the service you
received?’, 125 (94%) replied that

level of approval of the service.

minutes of presenting to the service, as

61

Head injury

6

Burn

13

Other

26

their

questionnaire by the nurse directly after
consider their replies. There may also be a
degree of social desirability bias in the
responses. In the early weeks of the pilot,
numbers of patients attending the service

31

Arm/wrist/hand injury

back

the treatment without sufficient time to

can be seen in Figure 2 below.
Leg/ankle/foot injury

post

patients had been asked to complete the
These scores indicate an overall high

Most patients were seen within 10
Presenting complaints Number

to

When patients were asked what they

were low as patient knowledge of the

would have done if the service had not

service was poor. Increased publicity,

been

have

including radio advertisements, has seen

attended A&E at ARI and over a quarter

the number of appropriate patients using

(27%) would have visited their GP in the

the service increase.

available,

42%

would

following week (Figure 3).

What is clear from the data is the level
of acceptability of the community

Total

137

pharmacy as a venue for a minor-injuries
service and supports a strategy of care

Table 2: Presenting complaints

delivered locally at the appropriate level.

Approximately how long did you have to wait to see a nurse?

Number of patients

60
50
40
30
20
10
0
I did not have
to wait

Less than
10 minutes

Over 10 minutes
to 30 minutes

Over 30
minutes to
1 hour

Over 1 to 2 hours

Figure 2: Time to see a nurse
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What would you have done had this service not been available?

Number of patients

60
50
40
30
20
10
0
Gone to
Forester HIll
A&E

Waited to
visit GP
during
the week

Managed
with first
aid at
home

Done
nothing/
left injury
alone

Called an
ambulance

Unsure

Bought
something
from the
pharmacy

Other

Figure 3: Alternative treatment routes
The results also show that a minor injury

only constitute a small part of patient

before a realistic comparison with

service

minor injury treatment.

existing services is possible.

can

be

delivered

from

a

community pharmacy. Utilisation of the
existing premises resource of community
pharmacy to deliver services could have
positive economic benefits for the NHS in
future years. It is extremely encouraging

The majority of patients would all

Community pharmacy can be an

have received some treatment, not

appropriate site from which to deliver a

necessarily medication (e.g. dressing,

nurse-led minor injuries service and it can

wound cleansing, strapping, bandaging).

provide an alternative venue to acute care
based A&E services for some patients. For

that the nurse-led service has diverted
patients who would have previously

What have we learnt?

the future, NHS Grampian need to look

A lead for the project who has the

be able to respond to the findings of the

specialist

full service evaluation.

closely at future service plans in order to

presented at A&E, ARI or their GP.
However, it is unlikely to be possible to
compare the cost of care per patient seen
by the walk-in centre nurse, GP practice
or A&E as this would require detailed
analysis of premises and overhead costs
which are not being assessed as part of
this pilot project.

knowledge

required,

and

commitment, to look at the details
required for service delivery is essential.
Targeted publicity is key to inform

Declaration of interests
● None

patients and healthcare professionals
about the new service. However, it takes
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Pharmacists who are qualified as

care professionals to become aware and

Independent Prescribers would be able to

then utilise new services. Further time is

prescribe drugs but such activity would

needed to allow the service to grow

“Utilisation of the existing premises resource of community
pharmacy to deliver services could have positive
economic benefits for the NHS in future years.”
Pharmacy Management Volume 29 Issue 3

17

Pharmacy Management
Forthcoming Events

www.pharmanforum.co.uk
Diary Dates for 2013

National Seminars
2 October 2013

Northern Ireland Belfast

21 November 2013 Wales

Cardiff

TO REGISTER AN INTEREST IN ATTENDING
Please contact Mary Budd at mary.budd@pharman.co.uk,
telephone 0118 9844 977 or book online at www.pharman.co.uk
Dates for the next Pharmacy Management Academy programme
will appear elsewhere. Further information and joining instructions
will be made available in due course.

Please make a note of these dates in your diary.
Pharmaceutical companies and others who
wish to sponsor any of these events should
contact katie.fraser@pharman.co.uk.
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Clinic To Implement Patient Change From
An Angiotensin Receptor Blocker (ARB)
To An Angiotensin Converting Enzyme
Inhibitor (ACEI) In General Medical Practices
Dr Geoffrey P Watman, Clinical Pharmacist and Independent Prescriber
(formerly NHS Harrow at the time of the study).
Dr Geoffrey P Watman

Email: geoffrey.watman@nhs.net

Summary

over angiotensin receptor blocking

infarction (post-MI), especially those with

(ARB) drugs).

impaired left ventricular dysfunction

● In patients where a drug affecting
the renin-angiotensin system (RAS)
is clinically indicated, ACEIs are
first line whereas ARBs should be
reserved for patients in whom RAS
drugs are indicated but ACEIs are
not tolerated.

● Evaluate the ability of a pharmacist

(LVD).5 ACEIs are agents of choice in all

to link optimisation of a patient’s

patients with chronic heart failure.6

medication spectrum with the

Hypertension in diabetic patients is treated

evidence base and cost effective

as in patients without diabetes. In patients

prescribing.

with diabetic nephropathy, ACEIs are first

● A total of 499 patients taking an
ARB were seen in a pharmacist-led
clinic. 319 patients were
permanently switched to an ACEI
(64.1%) and 24 to an alternative
class of antihypertensive.

Objectives

● There were 40 patients who were
switched to an ACEI but who
reverted to an ARB during the one
year study period.
● 93 patients did not switch due to
clinical or personal reasons and 23
had their ARB dose optimised.
● There have been no adverse
morbidity effects or any mortality
and blood pressure control was
consistently good.
● The net cost benefit was £42,475
for one year.

line agents regardless of blood pressure.7
ACEIs have a robust evidence base
established across all indications; there is
● Identify patients taking an ARB and

a wide range of generic ACEIs available,

establish a cohort of patients not

which makes ACEIs a more cost effective

previously prescribed an ACEI.

option. ACEIs should be used first line in

● Prepare an initial spreadsheet with

preference to ARBs in hypertension.

relevant clinical indication, examination

Systematic reviews of studies comparing

and investigation information.

ACEIs and ARBs in essential hypertension

● Invite the patients to a pharmacist-led
clinic to effect a change from their
ARB to an equivalent dose of an ACEI.
● Conduct a follow-up audit of patient

These were to:
● Assist GP Practices to achieve the

have an equivalent effect on death and
cardiovascular (CV) events.8,9 Two well
publicised trials, HOPE involving ramipril
and

regimen to include monitoring blood

established the evidence base for ACEIs

pressure (BP) and renal function.

reducing CV events in patients at risk.10,11

EUROPA

involving

perindopril,

ACEIs have a large evidence base in

Rationale

heart

failure,

improving

ventricular

ACEIs and ARBs both target the RAS.

function, symptoms, quality of life,

ACEIs inhibit the conversion of angiotensin

exercise tolerance and performance and

1 to angiotensin 11. ARBs antagonise

reduce hospitalisation for heart failure

the binding of angiotensin 11 to the

and increase survival.12 ARBs reduced

angiotensin receptor,1 which mediates

hospital admission for heart failure and

most of the antihypertensive effects usually

reduced all-cause mortality compared to

associated with angiotensin 11. Although

placebo but not compared to ACEIs.13,14

2

NHS Quality, Innovation, Productivity

ACEIs and ARBs work at different steps of

and Prevention (QIPP) Prescribing

the RAS,3 they are broadly indicated for

Initiative for 2011/12 in the target

similar conditions. ACEIs are a preferred

priority area of renin-angiotensin

alternative to ARBs for the treatment of

system (RAS) drugs (angiotensin

hypertension,

converting enzyme inhibitors (ACEI)

tolerated.4 ACEI therapy is recommended

to be used first line in preference

long-term for all patients post myocardial

Pharmacy Management Volume 29 Issue 3

provide similar levels of BP control and

progress with the new medication

1

Aims

found that both classes of therapy

unless

they

are

not

Evidence from randomised clinical
trials confirmed a decrease in cough with
ARBs compared to ACEIs of 6.7%; thus,
for every 15 people treated with an ARB
rather than an ACEI, one fewer would
have a cough.15
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lowest

urea and electrolytes (U&E) and estimated

38% of the total number of ARBs and

proportion of use of lower cost medicines

glomerular filtration rate (eGFR) with

ACEIs prescribed. The NHS Harrow cost

across England, leading to the greatest

date, was prepared. The Practice GPs

improvement prescribing target for RAS

productivity opportunity.

annotated the report with patients

In NHS Harrow, ARBs represented

prescribing

comprised

the

drugs for 2011-12 is 78% as ACEIs.
This figure represents the Department

considered to be suitable for a switch to

Method

an ACEI. These patients were sent a

target for Better Care Better Value

Four GP Practices in which ARBs

pharmacist-run clinic, specifying that the

(BCBV) for RAS drugs. The NHS could

accounted for approximately 50% of

consultation would focus on blood

save more than £200 million a year,

the total RAS drug prescribing were

pressure control and a full medication

without affecting patient care, by GPs

targeted as having a significant potential

review. In this way, the patients’ co-

prescribing lower cost but equally

for conversion to ACEIs. Agreement was

morbidities, diet and lifestyle could be

effective medicines.16 This is the essence

reached with the GPs concerned to

taken into account and their drug therapy

of the implementation of the Quality,

establish a pharmacy-led clinic. Practice

optimised.

Innovation, Productivity and Prevention

1 has 7,300 patients, Practice 2 5,900,

(QIPP) agenda of former PCTs and current

Practice 3 4,800, and Practice 4 4,000

Clinical Commissioning Groups (CCGs).17

patients.

of Health (DH) cost-effective prescribing

A National Audit Office report from

letter, inviting them to attend the

There is no published evidence based
guideline on switching from ARBs to
ACEIs and no official dose equivalents. In

2009 suggested that savings through

At the start of the clinics, Practice 1

those patients agreeable to a switch, the

productivity gains in four therapeutic

had 454 patients on an ARB who had

pharmacist agreed with the patient to

areas (statins, proton pump inhibitors,

not previously been on an ACEI,

discontinue the ARB once their current

ARBs and clopidogrel) could be £394

Practice 2 286, Practice 3 295 and

supply was used, and initiated the ACEI

million.18

Practice 4 97. This was equal to 56%

immediately, starting at the normal

ACEI of total RAS prescribing for

initiation dose then titrating up to achieve

Practice 1, 48% for Practice 2, 46% for

the desired outcome. The pharmacist

Practice 3 and 53% for Practice 4.

used

The BCBV indicators are a consequence
of this and are designed to help local NHS
organisations make the most effective
use of public money, to deliver quality

A search via the GP clinical system

In the author’s PCT, ACEI

identified patients who had been taking

healthcare.

19

an

appropriate

cardiovascular

disease (CVD) or hypertension template
for consultation entries (see Table 1 for
an example of the format).

an ARB during the previous six months.
Patients with a previous history of
angioedema or intolerance (e.g. dry
cough) with an ACEI were excluded, as
were patients under the care of a
consultant for hypertension or renal
impairment.
An excel spreadsheet containing
patient identifier, clinical indication
for an ARB, current ARB and dose,
previous RAS drug, last recorded BP,

20
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There is poor evidence to support the

regimes, improve patients’ knowledge

use of one ACEI over another and NICE

and adherence, and lead to improved

have tended to recommend their place

clinical outcomes.

as a group in CVD management. Patients
were, therefore, changed to either
ramipril or lisinopril, 8 depending on
the GP’s preference. The majority of
patients changed were on candesartan
or irbesartan; a few on olmesartan or
telmisartan. Patients on losartan were

Results
The attendance rate at the clinics averaged
90.18% during the study period.

The clinics started in April 2010 and
continued until April 2012. After the

A total of 499 patients were seen in

initial consultation, patients were seen

the pharmacist-led clinic. The patient

again within 8 weeks and, finally, one

status at the end of the year is shown in

year later to check BP, renal function

Tables 2 and Graph 1.

and concordance.

not seen, due to knowledge of a
forthcoming price reduction. Patients on
candesartan 2 to 4mg, 8mg and 16mg
were changed to ramipril 2.5mg, 5mg

ARB to
ACEI switch

Patients who
stayed on an ARB
Dose as
before

Dose
optimised

Patients who
were switched
but who
reverted to
an ARB

319

93

23

40

24

64.1

18.7

4.6

8.0

4.8

and 10mg, or lisinopril 5mg, 10mg and
20mg respectively. Patients on irbesartan
75mg,

150mg

and

300mg

were

changed to ramipril 2.5mg, 5mg and

Patients who
changed to
another BP drug

10mg, or lisinopril 5mg, 10mg and 20mg
respectively.

Table 2: Summary of patient status at the end of the year

Follow-up appointments were made
to assess progress, monitor renal function
and

BP.

Monitoring

of

urea

and

ARB to ACEI Clinics

electrolyte levels and eGFR within 2-4

350

weeks of the change from an ARB to an

319

ACEI was implemented, and the patient

300

the consultation
Clinics were arranged as three hour
sessions, allowing 20 minutes per patient.
Patients were given a time to attend
the clinic. At each consultation, a
Type 3 clinical medication review was

Number of patients

was given a blood test form at the end of

undertaken, addressing issues relating to

250

200

150
93

100
64.1

the patient’s use of medicines in the

40

50

context of their condition. In this way,

18.7

2.4

23

other appropriate changes that should

8

4.6
0

be made to a patient’s medication regime
could be identified, irrespective of

ARB to ACEI
Switch

whether a patient was agreeable to a

Patients staying
on an ARB at
the same dose

Patients staying
on an ARB but
dose optimised

4.8

Patients reverting Patients changed
to an ARB
to another
ARB drug

Patients’ RAS Status

change from their ARB.

Number of Patients

The pharmacists’ broad knowledge of

% age of Patients

medicines enables them to support
patients

with

Patient ID

complex
Current

therapeutic
Indication

RAS Drug
xxx

Candesartan Hypertension

Graph 1: Results of ARB to ACEI Switch Clinics
Initiated

Latest

Latest

Latest

By:

BP

eGFR

Creatinine

GP

151/83

65

101

8mg

ACEI

Lisinopril

Follow

Follow up

Change

up BP

Creatinine

OK (Y/N)

145/80

95

Y

5mg
Table 1: Format of consultation entries
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A total of 359 patients were originally

The cost benefit for the PCT from 319

At the first clinic consultation, the

switched to an ACEI but 40 were

patients changing to an ACEI from an

medication review established whether

intolerant and wished to be changed

ARB equated to £47, 550 for one year,

medicines being taken were the most

back to their ARB.

plus £3,550 for those switched to

suitable for the patient’s needs. Cost

another antihypertensive (total £51,100).

effectiveness of therapy was ensured by

Pharmacist

introducing formulary choices where

A total of 319 patients (64.1%) were
switched from an ARB to an ACE1 and
remained on the latter drug.
The dose of ARB was changed (i.e.
optimised) in another 23 patients (4.6%).

time,

at

20

minute

consultations, was 345 hours which, at

appropriate.

£25 per hour, amounted to £8625. This

beneficial outcome; a significant one

makes a saving for the PCT of £42,475

quantified was a change from atorvastatin

for the year.

to simvastatin tablets. There were 28

Table 3.
A summary of the BP change of Patients
on ARBs and ACEIs is shown in Table 4.

Statistical Evaluation
Comparison of Systolic BP (SBP) in one
Practice (Group 1 patients on an ARB,
Group 2 patients on an ACEI.)
P value and statistical significance: The
two-tailed P value is less than 0.000.1. By

added

a

further

patients who switched from atorvastatin

A summary of the primary cardiovascular
condition for patients seen is shown in

This

Clinical Indication

Number of Patients

Essential Hypertension

263

Heart Failure/Left Ventricular Dysfunction

19

Ischaemic Heart Disease/Myocardial Infarction

33

Cardiac Arrhythmias

37

Peripheral Vascular Disease

32

Cerebrovascular Disease/Stroke

13

Diabetes Mellitus

102

Total

499

conventional criteria, this difference is
Table 3: Summary of primary cardiovascular clinical indications

considered to be extremely statistically
significant.
Confidence interval: The mean of SBP
on ARB minus SBP on ACEI equals 9.60.
95% confidence interval of this difference:
from 6.16 to 13.77.
Intermediate values used in calculations:

Mean Systolic

Mean SBP on

Mean Diastolic

Mean DBP on

Blood Pressure

Patients switched

Blood Pressure

Patients switched

(SBP) of Patients

to an ACEI

(DBP) of Patients

to an ACEI

on ARBs
144.82

on ARBs
135.52

82.95

76.90

t = 5.2034, df = 85, standard error of
difference = 1.915.
The analysis is summarised in Table 5.
Comparison of Diastolic BP (DBP) for

Table 4: Blood Pressure change for Patients on ARBs to ACEIs
Group

(1) SBP on ARB

(2) SBP on ACEI

Mean

144.82

135.52

SD

20.29

16.39

two-tailed P value is less than 0.0001. By

SEM

2.02

1.63

conventional criteria, this difference is

N

101

101

patients changed from ARB to ACE.I
P value and statistical significance: The

considered to be extremely statistically
significant.
Confidence interval: The mean of DBP
on ARB minus DBP on ACEI equals
6.05.95% confidence interval of this
difference: From 3.93 to 8.17.
Intermediate values used in calculations:

Table 5: Comparison of Systolic Blood Pressure (SBP) in one Practice
Group

(1) DBP on ARB

(2) DBP on ACEI

Mean

82.95

76.90

SD

8.29

9.07

SEM

0.82

0.90

N

101

101

t = 5.6603, df = 100.standard error of
difference = 1.069.
The analysis is summarised in Table 6.
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Table 6: Comparison of diastolic BP for patients changed from ARB to ACEI
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10 or 20mg to simvastatin 40mg,

to

increased

The results indicate significantly lower

generating an annual saving of £6,673.

regression from microalbuminuria to

BP readings for patients converted from

normoalbuminuria.20 However, in patients

an ARB to an ACEI; BP readings were

Discussion

with stable ischaemic heart disease (IHD)

done by the same person using the same

and preserved left ventricular function

stethoscope and sphygmomanometer

GPs in the four practices suggested that

(LVF), ACEIs significantly reduced all-cause

each time. The BP improvement may be

the responsibility for the initial use of an

mortality but ARBs did not.21

partly due to patient relaxation with the

ARB rather than an ACEI was attributable
to hospital doctors. However, the records
showed that this was so in 8% of cases
only. The major reason is a contention that
ACEIs will lead to a refractory cough and
that surgery time will be saved in

macroalbuminuria

and

Of the 359 patients originally switched
to an ACEI, 40 (11%) were intolerant and
wished to be changed back to their ARB;
this figure accords with other patient
cohort studies.22

commencing patients on an ARB. Further,

All patients benefited from the

GPs were under the impression that ARBs

consultation, however, as a medication

are more effective in diabetic patients,

review of all repeat drugs was conducted,

especially those with renal disease. A

nutritional and exercise advice was given

systematic review of placebo-controlled

and an explanation of biochemical

trials of patients with diabetic nephropathy

interventions and examination findings

concluded that ACEIs and/or ARBs

was provided.

reduced progression of microalbuminuria

examiner and/or that patients in a study
may be more adherent to medication and
lifestyle changes. Some BP readings were
confounded by additional treatments and
varying dose escalation protocols; 13%
of patients had their dose increased to
achieve optimal BP control.
There were no major cardiovascular
events or deaths in the study. This may
reflect low event rates in patients with
essential hypertension who are otherwise
healthy; also, the patients were only
followed up for during a two year period.

“GPs in the four practices suggested that the responsibility for the
initial use of an ARB rather than an ACEI was attributable to hospital
doctors. However, the records showed that this was so in 8% of cases only.”
Pharmacy Management Volume 29 Issue 3

23

There were no consistent differential

did not appear in their notes. These

ACEIs and ARBs do not have clinically

effects of ACEIs versus ARBs on important

patients were willing to change from an

meaningful differences in outcomes for

clinical outcomes such as lipid levels,

ARB, and a drug from a different class

individuals; in fact, blood pressure

progression to type 2 diabetes mellitus

(amlodipine) was recommended, unless

readings were better for ACEI patients

(DM), worsening of HbA1c in patients

prescribed already or intolerant to, in

overall than ARB patients

with DM or, based on creatinine and GFR

which case, doxazosin was used.

readings, progression of renal disease.
The patients who were adamant that
they wished to remain on an ARB
comprised mainly patients with heart
failure or LVD or cerebral vascular
accident (CVA) or those that had been
initiated by a hospital or private specialist.
Dose optimisation applied to those
patients with the agreement of their GP.

The NHS is facing a growth in

Conclusions

demand without an equivalent growth

A reduction in expenditure on ARBs of

use the formulary choice of drugs for

£47,500 a year has been achieved by

patients, with consequent cost reduction,

targeting appropriate patients in GP

has delivered some of the savings

practices that have a relatively high level

required.

in resources. This study’s approach to

of prescribing of ARBs, and switching
patients to an ACEI.

Declaration of interests
• None

A total of 24 patients had been
prescribed ACEIs previously, although this

This study has confirmed that, with
the exception of the rates of cough,

“A reduction in expenditure on ARBs of
£47,500 a year has been achieved by targeting
appropriate patients in GP practices . . .”
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Visit www.pharmanforum.co.uk to
keep yourself up to date on
developments and to apply for a bursary
so you can take part in a motivating and
career enhancing day for pharmacists.
For more information visit the website or
email forum@pharman.co.uk

Medicines Management to Medicines
Optimisation – The Journey Continues
www.pharmanforum.co.uk
• Department of Heath opening presentation
• Leading edge presentations in morning plenary session
• 20 Satellite Sessions to choose from with latest
pharmacy and medicines optimisation developments
• Learning Zone - over 70 Posters from Primary,
Secondary, Mental Heath and Community Pharmacy

• Keynote Speaker – Debra Searle, ‘The Challenge of
Change’ - see www.pharmanforum.co.uk for details
and video
• Awards Ceremony for best in class posters
• Bursaries available for free attendance (subject to
eligibility)

• Hundreds of delegates mixing together and exchanging
thoughts and views

Poster Awards
Don't miss out on this fantastic opportunity to
have you and your team recognised as leaders
in the profession!
This year we will be holding the first Pharmacy Management
Awards for poster submissions. The Awards will be
presented to the winners at the end of the event and
winners will be featured in the Pharmaceutical press as well
as highlighted on the Pharmacy Management website and in
the Pharmacy Management Journal.

The categories are:
• Best pharmacy project in Primary Care
• Best industry-NHS partnership
• Best project across an interface
• Best Medicines Optimisation in Secondary Care
• Best Medicines Optimisation in Mental Health
• Best poster prepared by a young pharmacist
The Panel will be made up of a cross-section of
Senior Pharmacists as well as representatives
from the Department of Health
and the ABPI.
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FACE2FACE
Senior Specialist Pharmacist:
Prescribing Education
Harpreet Bassi, Senior Specialist Pharmacist (Prescribing) and Honorary Lecture for School of Medicines
University of East Anglia (Pharmacology and Prescribing).
Email: harpreet.bassi@nnuh.nhs.uk

Harpreet Bassi

Question:

teaching, I am in the process of

who co-ordinates the clinical pharmacy

synchronizing, updating and addressing

services at NNUH, ensures my duties

gaps in the undergraduate prescribing

support the development of this role

Answer:

and pharmacology curriculum, over all

whilst also directing my work to improve

of the five years, to ensure medical

the prescribing of junior medics and non-

Senior Specialist Pharmacist: Prescribing

students reach appropriate standards of

medical prescribers within the trust.

Education and Honorary Lecture for

competency on graduation to become

School of Medicines University of East

safe and effective in the art of prescribing.

What is your job title?

Anglia (Pharmacology and Prescribing).

Developing junior doctor prescribing is
a new initiative, allowing for a more

To whom do you report and where

seamless transition from theory to practice

What are your main responsibilities/

does the post fit in the management

and from students to practitioners.

duties?

structure?

At the Norfolk and Norwich University

I report to four people through my roles.

initiative in implementing methods to

Hospital NHS Foundation Trust:

They are:

reduce junior doctor prescribing errors as

● Undergraduate Curriculum lead for

portrayed by the EQUIP study.1

Clinical pharmacist and practitioner
allocated to emergency admission wards
- I also provide cover for other specialist
wards across the Trust.

The aim is to

maintain

overview

a

general

of

prescribing practice to best inform my
role in improving prescribing within the
Trust. In addition, I am currently working
on initiatives to improve the prescribing
of foundation year medical and non-

Medicine at the UEA.
● Clinical Skills Director and Honorary
Senior Lecturer at UEA and Consultant

● Consultant Pharmacologist at NNUH
and Senior Clinical Lecturer in
Pharmacology at UEA.
● Deputy Chief Pharmacist and Head of

Working under the direction of these

At University of East Anglia:

persons, I am both guided and supported to
Preparing

the

students

for

the

prescribing skills assessment (PSA) as part

What is the grade of the post?
Band 8a

in Older people’s medicine at NNUH.

Clinical Pharmacy Services

medical prescribers within the Trust.

Both UEA and NNUH have taken great

How was/is the post funded? Is the
post funded on a non-recurring or
recurring basis?
The post is jointly funded between the
UEA and NNUFH. It is a permanent
position and, due to the success in the
role to date, UEA have approached to
NNUFH to secure more of my time.

develop the prescribing and pharmacology
agenda in the undergraduate programme.

of their undergraduate programme.
Currently, the assessment is in its pilot

The team at the UEA want me to

stage and will be mandatory from 2014

lead and develop the programme and,

onwards. In addition to providing direct

consequently, the Deputy Chief Pharmacist

When was the post first established?
The post was established in August 2012.

“Both UEA and NNUH have taken great initiative in
implementing methods to reduce
junior doctor prescribing errors . . .”
26
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Are you the first post holder?

Pharmacist on board, resulting in a bid to

found the UEA very welcoming and

I am the first post holder so, although

increase my percentage time commitment

supportive.

daunting, it is an exciting being in a

in this role for UEA.
What have been the main

position to break into new territory for
What have been the main difficulties

achievements/successes of the post?

in establishing/developing the post

When in a sink or swim situation,

What were the main drivers for the

to its current level?

knowing I can swim! My main personal

establishment of the post and how

As with any new role there will be teething

did it come about?

problems. Drawing from past experiences

NNUFH has always had a good working

where my role was split between two

relationship with The Schools of Medicine

departments, I was aware of the tensions

and Pharmacy at the University of East

that can arise when both parties do not

Anglia. Upon publication of the GMC

have clear consensus on direction of role,

commissioned research to deduce and

expectations and awareness of how both

understand the rate of junior doctor

departments function. Taking this into

prescribing

subsequent

account, establishing clear communication

implementation of the national exam

channels between all four members co-

(PSA) for medical students, UEA school of

ordinating this role was a priority for me.

Medicine approached the Pharmacy

During my induction to this new role, I

My other main achievement has been

Department at NNUFH to develop a joint

made a point of bringing all my line

the degree of student engagement

initiative in the belief that a pharmacist

managers together to ensure a common

during teaching and the amount of

was the best placed person to advise and

understanding and direction of what I

feedback I get. While positive feedback is

develop the programme. From there, the

was to do and how it was to be achieved

great, I am most grateful for those who

post is developing and, through working

and delivered. Strong communication

have taken the time to give me honest

together, the alliance has grown stronger.

throughout has ensured that the post has

and insightful perspective into how the

Six months into the post, the School has

easily and effectively slipped into place and

course should develop and evolve; more

recognised the positive impact on both

established itself. As a result, there have

to the point, what they need us to deliver.

staff and students from having a Clinical

been no real difficulties and, in fact, I have

I am a firm believer that teaching needs

the profession.

errors,

and
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success has been delivering a lecture to
140 4th year students during my
induction phase on taking up post. Here,
I had not received any training or
supervision in developing and delivering a
lecture. It was challenging yet rewarding;
most of all, it felt really natural. As I was
giving the lecture I thought to myself - ‘I
can really do this, this is the post for me’.
I

have not looked back since and

approach each new challenge confidently.
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to be relevant, sparking enagement! Lack

needs to change the mind set of these

How does the post fit with general

of engagement is a recognised hindrance

professionals but I am starting to break

career development opportunities

in the education system. I believe my style

down some of the silos already. The

within the profession?

of teaching and receptive attitude has

problem is having enough time to do it

It is a new and novel avenue opening

allowed me to be approachable for

all. I see a bright future and the role

doors into a new speciality for pharmacy.

students. This has made the greatest

developing over a number of years. I

This novel role has the potential to

impact as it has led me to develop and

would like to bring other pharmacists into

change hearts and minds of future

deliver seminars that I know will improve

the programme to promote and develop

medics

students’ understanding and application

the profession and form a closer alliance.

profession. It offers a new discipline for

of

pharmacology

and

prescribing.

and

the

respect

for

the

specialisation for pharmacists.

Examples are a session entitled ‘BNF – How

What are the key competencies

to use it!’ and new Basic Pharmacology

required to do the post and what

How do you think the post might be

lectures which have been introduced into

options are available for training?

developed in the future?

year one. These are aspects which had

First and foremost, to be a competent

not formerly been included in the

I think it is inevitable that the role will

clinical pharmacist with an in-depth

curricula but, by the students’ self-

grow and expand as it already is offering

understanding of all areas of medicine/

admission, were lacking. It was an eye

new avenues for career progression either

surgery. This should be taken as granted

opener the day they asked me how

within academia or within Trusts. This will

but, to develop a new role, you also needs

to effectively use a BNF but a scoop for

not only support future medics but I can

bags of drive, enthusiasm, motivation and

me in that I could address this gap and

envisage that it will embrace other

confidence.

healthcare professionals (e.g. nursing) as

then had the feedback of how they
appreciated a pharmacist’s skills. I really

Earning respect with the medical

believe I am starting to change attitudes

profession is key; this is built on being

towards pharmacists.

able to demonstrate and deliver expert

What are the main challenges/
priorities for future development
within the post which you currently
face?

What messages would you give to

and confident manner.

others who might be establishing/
developing a similar post?

I have a post graduate Clinical
Diploma and am qualified as a non-

at the UEA is huge with enormous scope

Immediately on starting the course, I

for development. The role has widened

was enrolled on the Masters in Higher

my appreciation of how vast and

Education Practice (MaHEP). This will

complex medicine is and how this needs

develop

to integrate into the undergraduate

undergraduate level and form a formal

programme

and

qualification, being recognised by the UK

pharmacists. This is a challenge as it

Professional Standards Framework (UKPSF).

medics

skills

in

The advice has to be to ‘just do it’. The
rewards are immense and the opportunities
vast.

The role for prescribing and pharmacology

for

undergraduate course.

and in-depth knowledge in a consistent

medical prescriber.

both

they develop prescribing skills within their

teaching

at

an

REFERENCES
1. General Medical Council. An in depth
investigation into causes of prescribing errors by
foundation trainees in relation to their medical
education - EQUIP study. December 2009.
Available at http://www.gmc-uk.org/about/research/
research_commissioned_4.asp <4/2/13>.

“This novel role has the potential to change hearts and minds of
future medics and the respect for the profession.”
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MANAGEMENT CONUNDRUM
A Pathway to Success?
Carey Whitecoat, the PCO’s Head of Medicines

northwards. A jumble of thoughts went through her

Management at Riverdale Primary Care Organisation,

head: Which pathways need to be redesigned and what

was heading home after attending a seminar where

will my role be? Should I lead or should I just be

speakers had presented some consistent themes. The

prepared contribute when such work is underway?

need to seize opportunities presented by medicines

Which therapeutic areas should be tackled first? How

optimisation, with its focus on patient centred care, had

might industry be involved? Will there be losers and

been emphasised. A number of speakers had also made

winners in the process?

it clear that there was continuing pressure to achieve
savings but that the ‘low hanging fruit’ had been picked.
This had led on to the need to redesign pathways of care
and work in collaboration with the pharmaceutical
industry on the basis that this would be more cost
effective by keeping people out of hospital.
She gazed out of the train window as the countryside
flew passed. The trolley came past and she got a coffee

By the time the train reached her destination she still did
not have the answers. What was clear, however, was
that she needed to talk to a trusted colleague to help
develop her thinking and come up with a game plan, at
least for the next year.
The next day, Carey, arranges to meet with someone she
trusts to talk things through.

and a sandwich to tide her over on her journey

What will you say to Carey if she comes to see you?

Commentaries
NHS Kernow Clinical

them and, ideally, we should examine the

medicines pathway. It should include

Commissioning Group

evidence to predict how many will follow

reference to necessary or desirable

Email: graham.brack@

each channel. We may not be able to

monitoring and clarify who is responsible

kernowccg.nhs.uk

predict the cost for an individual, but we

for that. An electronic pathway has

usually can for a population. Industry

advantages over paper – while paper can

colleagues may well have evidence on

become cluttered and confusing, the ability

this and be able to assist.

to create pop-up boxes effectively gives an

I would tell Carey that she has made the

electronic pathway a third dimension.

right start. Pathway construction is a co-

Second, whatever the pathway is, it

operative exercise. Next, I would tell her

should describe not only what will be

Fourth, it is very helpful to patient-

to cast aside her preconceptions about

done, but who will do it. Is this step GP-

facing staff if the pathway – or at least

pathways because almost all those in use

only, or shared care, or consultant-only?

the immediately relevant part of it – can

can be improved.

Could a non-medical prescriber manage

be printed for patients. That will allow

part of the pathway? That alignment

them to gain patient concordance with

with staff roles adds value to the pathway

the whole pathway rather than with each

process. The ‘Map of Medicine’ has

step. There is nothing more calculated to

shown how this can be done and we

make a patient stop taking their tablets

should accept no less.

than the feeling that their prescriber is

The key, it seems to me, is to ask what
a pathway should achieve. No patients
should be ‘left hanging’ in a good
pathway; it may be that they go into a
‘specialist advice’ channel at the end but

choosing something at random. If they

if a thousand patients go into the system

Third, a pathway should be a care

can see that there is a plan, and they

we have to have a disposition for all of

pathway or treatment pathway, not just a

understand the overall drift of the plan
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way of working, there is no reason why a
health

community

cannot

list

the

pathways under redesign on their
website and invite comments from allcomers. The alternative approach is to say
that you will tackle all the pathways as
they come up for renewal so that, by
involving as many people as possible in
the pathway construction process, you
increase your capacity to do the work and
reduce your own workload.
This will be eased if the pathway is
constructed using classes of drug rather
than selecting individual products. There
are other arenas to achieve that so, unless
the evidence points unequivocally to one
product, describe the class (as we in
primary care usually ask consultants to do

The number of patients to follow each channel
needs to be predicted
from the outset, they are more likely to

and our agreed target – say 140/80 – and

accept each step in that plan.

the patient is quite clear which medicines

That, in turn, requires that the
clinician agrees treatment goals with the
patient at the beginning and thus the

we will use in which order to try to
achieve this. It is the patient’s plan, and
the patient has ownership of it.

anyway) and move on. A hypertension
pathway could, therefore, simply describe
an ACE inhibitor or ARB without
specifying which one. That step is taken
via the formulary process – and it means
the pathway does not have to change if
the formulary choice changes.
Finally, medicines optimisation places

patient feels part of the decision-making

As to which should be done first,

process. Those goals may be individual,

there are two answers. It is a standard

which is of the very essence of medicines

military maxim to always tackle the

optimisation. Thus, if I have two patients

bigger enemy first. If you do not, you may

with a blood pressure of 150/95, but one

weaken your force against the smaller

is 40 years old and the other is 80, the

one and then not have enough left to

aims of treatment may well be different.

achieve the win. I would, therefore,

A good pathway will accommodate both,

counsel Carey to look at the pathways

but it would be perfectly reasonable to

that are used most. Take advice from

Carey has her work cut out but, if she

ask the 40-year-old to accept more

colleagues about that, and work with

describes an exciting vision for pathways,

aggressive treatment and, perhaps, to

representatives from all sectors to

she will find willing helpers. If she finds

aim at a lower target than would be

produce the best pathway that you can.

she needs to drive all the pathways, she

possible

My

Involving industry colleagues is sensible;

will have failed to communicate what

experience has been that it is important

they network very effectively and may be

medicines optimisation can bring for

for concordance to set a target with a real

able to point you towards an existing

patients. Medicines optimisation must

prospect of success, even if it is an interim

pathway elsewhere. If the pathway is

mean making medicines optimal for each

measure.

patient’s

evidence-based there is no need to worry

patient, so a pathway must promote that.

pathway printout will, therefore, have a

that introducing Pharma input will bias

This time, it’s personal.

box in which we write the patient’s name

the outcome. In the modern, transparent

for

My

an

80-year-old.

40-year-old

the patient at the centre of the process,
so the pathway should allow for some
patient input, not only about the ends
but also about the means. If, for example,
a patient would find a combination tablet
easier, then there should not be any
dogmatic refusal to provide it.

“If the pathway is evidence-based there is
no need to worry that introducing
Pharma input will bias the outcome.”
30

Pharmacy Management Volume 29 Issue 2

www.pharman.co.uk
Peter Johnstone

Understanding this will identify a

PCOs are relatively small organisations

Prescribing

number of pathways that need to be

and may not possess a full range of skill

Commissioner,

reviewed. In each will be multiple points

sets to turn aspirations into successful

Liverpool Clinical

where medicines are used and there

programmes.

Commissioning Group

needs to be a judgement whether they

Commissioning Support Units will supply

Email: peter.johnstone@

are being used effectively at both PCO

the resource but experienced resources

and practice level. Developing a set of

provided by the pharmaceutical industry

indicators and setting expected standards

may be of use in others.

liverpoolccg.nhs.uk
PCOs need to be very clear about their
priorities and focus on achieving key
outcomes in a relatively small number of
areas, rather than putting a lot of time
and effort into a wide range of projects
that then fail to deliver anything of
benefit for their patients. Each project will
have its champion, but there is no room
for trophy projects in the new NHS.

of delivery would show where a MO
input would be best targeted. An
interesting question remains: whether
to support practices which are willing
to make changes and risk increasing
inequity, or to focus on practices with the
reduce the gaps.
Medicines Optimisation cannot sit in a

set of goals and the PCO needs to invest

silo. If the PCO has key priorities that it is

time and effort in making this so.

actively pursuing, Carey needs to identify

Joint Strategic Needs Assessment (JSNA),
a document developed jointly with the
local authority, which describes the health
needs of the population and where
interventions can have the biggest impact.

some

areas,

The key to the whole process is having
a good understanding of the available
data. Carey needs to establish links with
the PCO’s information analysts before she
does anything else.

lowest level of achievement and try to

Everybody needs to work towards a clear

The starting point of this process is the

In

where medicines fit in and what she can
put in place that will improve health. If
the organisation is struggling to see a
way forward, proposals from Medicines
Optimisation may be the catalyst that it
needs.
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LEADERSHIP
How Can Trust In Pharmacists Be Improved?
A thought leader in Authentic 21st Century Leadership, Jacqui has had significant success in helping
individuals and companies to achieve amazing results through growth and change. She has participated in
mergers, acquisitions, flotation, company sale, takeover and downsizing. Her background in law, HR at Board
level, in FTSE 100 companies (most recently as FVP for EMEA for Merrill Lynch) and success as a small business
entrepreneur creates an outstanding toolkit as a top level business mentor and executive coach. She has a
Masters in Change Management and Strategy and a doctorate in Executive Anxiety yet her style is not
academic but rather business results focussed, pragmatic, flexible and fun. Jacqui is the author of a book:
‘Executive Advantage – banish your executive gremlins and become a resilient 21 Century Leader’.

Jacqui Grey

Email: jacqui.grey@transition-coaching.co.uk

A recent study in Scotland, which

and have often gone to their local

replace trust cost a lot in revenue and,

involved 26 members of the public each

pharmacist for advice. Contrast this with

when trust is low, a hidden ‘tax’ is placed

in one of five focus groups, indicated that

those of us who pass through a major rail

on every transaction, communication

trust in GPs was higher than trust in

station every day and get a prescription

and decision. This slows decision making

pharmacists.1 The role of pharmacists was

filled by a total stranger without much

and increases cost down at a time

seen to be primarily concerned with

communication taking place.

when speed of response and the use of

medicine supply. Awareness of extended
roles was low and the authors conclude
that initiatives to develop the range of
such services will be undermined by a
lack of public trust. This raises an
important question about how trust can
be improved.

In larger organisations, trust is
generally on the decline. Stephen Covey
claims that research shows that ‘only 49%
of employees trust senior management
and only 28% believe CEOs are a
credible source of information’.2 It seems
reasonable to conclude that trust will be

Consider how many people you trust.

similarly challenged where pharmacists

Do you trust them with your secrets?

are senior leaders of large teams in

Your money? Your children? Your life?

hospitals and other settings.
Covey believes we are experiencing a

people that you trust totally and that you

‘crisis of trust’ and poses three questions:

significant amount of time and/or gone
through challenging times with them.
People get very close in times of war
and adversity or where there is shared
experience over a long time. The
perceptions of trust relating to pharmacists
might, therefore, be dependent on the

My elderly parents live in a small village

doubles the cost of doing business and
triples the time it takes to get things
done’. High trust in organisations acts
in the opposite way to a ‘tax’ and is
like a ‘dividend’, allowing speed of
decision-making and vastly improved
communication.

The first dimension of trust involves
character – things like integrity, honesty

● Is there a measurable cost to low

and motivation. This allows leaders to

trust?

enter the discussion in the first place. The
second dimension involves competence –

● Is there a tangible benefit to high

skills, knowledge and capability. A leader

trust?
● How can the best leaders build trust
in and within their organisations to
reap the benefits of high trust?2
He

contends

that

rules

must have these in order to deliver.
Successful leaders have both or they will
not be trusted. They must make focus
focus on trust.

extent to which they have lived and
worked in the community for a long time.

Covey suggests that ‘significant distrust

The 2 dimensions of trust2

The chances are there are very few
will have known these people for a

resources is of paramount importance.

and

regulations put in place essentially to

“The perceptions of trust relating to pharmacists might,
therefore, be dependent on the extent to which they have lived
and worked in the community for a long time”
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The 4 cores of credibility2
Transformation must begin with building
credilbility at the personal level. Covey
describes 4 cores of credibility: integrity,
intent, capabilities and results. It is
important to clarify what the organization
needs and to deliver results, whilst
demonstrating

behaviours

that

are

consistent with trust.

The 13 dimensions of high
trust leaders worldwide2
Covey has identified 13 common behaviors
of trusted leaders around the world:.
1)

Talk straight

2)

Demonstrate respect

3)

Create transparency

4)

Right wrongs

5)

Show loyalty

6)

Deliver results

7)

Get better

8)

Confront reality

9)

Clarify expectation

10) Practice accountability
11) Listen first
12) Keep commitments
13) Extend trust
Trust underpins all our interactions,
every communication and every decision.
Our actions and behaviour are watched
and role modeled 24/7 and it is important
we ‘go first’ in terms of trust.
This raises interesting issues for
pharmacists working in organisations and
for policy makers who wish to develop
extended roles for the profession.
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Who do you trust?
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‘How To Make A Personal Impact’
Tailoring your conversations with different people
to achieve your desired outcome.
This is the 5th in the highly successful series of training programmes from the Pharmacy
Management Academy. There will be facilitated, interactive opportunities to exchange and
share experiences amongst peers. Support materials will be provided and the training day
will develop your thinking and help identify actions relevant to you personally and in your
local pharmacy practice.
A workshop has been arranged in each of the following areas for 2013:
1st October

London

3rd October

Gatwick Airport

15th October

Runcorn

16th October

Leeds

17th October

Newcastle

19th November

Newbury

20th November

Exeter

26th November

Birmingham

27th November

East Midlands

3rd December

Cambridge

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

HOW TO REGISTER
To register for an event, please send an email to katie.fraser@pharman.co.uk stating your wish to attend
the relevant geographical meeting and commence your email with: ‘I would like to reserve a place at the
training day on [ENTER DATE] in [ENTER LOCATION]’.
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Tel: 0118 984 4977, Fax: 0118 984 4520, Homepage: www.pharman.co.uk Email: pharm@pharman.co.uk

