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EDITORIAL
Best Practice

Au Courant

Clarion Call

An article in this edition relates to the

This is a new section to keep you up-to-

It is important to disseminate good

selection of a first choice botulinum toxin

date with recent Pharmacy Management

practice and the findings from practice

but the interesting and robust process,

events and developments. A wealth of

research. That is a prime aim of this

which

multi-disciplinary

current information and thinking is

Journal but other options such as the

‘Away Day’ with presentations from

provided, which will help stimulate your

presentation of a poster at appropriate

pharmaceutical companies, will be relevant

own thoughts about the development of

events is another approach. Clear

in many situations where product usage

your services locally. This edition reports

guidance is given in this section on how

is being reviewed.

on a North East Medicines Optimisation

to present a poster for the Pharmacy

Forum Roadshow on 7th May 2014 and

Management National Forum, which is

the National Seminar for Scotland held

held in the Autumn each year, although

on 13th May 2014 (Delivering the Future

the advice will be generally applicable.

included

a

‘Lean’ techniques are commonly
associated

with

the

manufacturing

industry but there is no doubt that they
have applicability in healthcare. An article
provides an excellent overview of the

of Pharmacy: Building on ‘Prescription for

Management Conundrum

Excellence’).

When something goes wrong, it is

‘Lean’ techniques that can be used in

In addition, there is a helpful article on

pharmacy to improve efficiency and

Primary Care Rebate Schemes (PCRS).

patient safety.

There is much confusion about these

It is not so many years ago that the
standard method of provision of drugs
on hospital wards was by means of
stock bottles. This gave way to the use
of patients’ own medicines. The use
of

self-administration

schemes

has

subsequently been introduced – but rarely

schemes but the article provides much
needed

clarity

and

outlines

some

consensus views. This is a ‘must read’ for
those working in commissioning in
primary care.

Face2Face
It is good to outline the role of a

in mental health settings and especially

pharmacist with a specific remit to keep

not on acute psychiatric wards. The

patients safe - Patient Safety Pharmacist.

results of a pilot study indicate, however,

The benefits of this and the enthusiasm

that this is a feasible option for many

for the role are clearly apparent.

psychiatric patients. This is a ground-

seldom due to a single issue. It is more
likely that the holes have lined up in the
Swiss cheese and that a number of issues
have been contributory factors. In such
circumstances, all involved must work
together to find a solution. Some ideas
are presented to resolve a problem across
the primary/secondary care interface.

Leadership
There would seem to be an increasing
emphasis on coaching, as opposed to
mentoring, skills. Some attributes that
should apply when coaching or, indeed,
selecting a coach are outlined.

breaking finding that will be of interest
to all pharmacists involved with mental
health services.

2
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BEST PRACTICE IN PHARMACY MANAGEMENT
The Developing Role Of Hospital Pharmacy
In Influencing Therapy Decisions Within
A Changing NHS: Botulinum Toxin Type A
Anthony Young, Lead Clinical Pharmacist - Urgent Care, Northumberland Tyne and Wear NHS Foundation Trust
Email: anthony.young@ntw.nhs.uk

Summary

Anthony Young

Prevention (QIPP) initiative and the focus

cases, be controlled by pharmacy,

on medicines optimisation have sought

although budgets may be devolved to

This paper:

to achieve economies whilst driving

Directorates. Pharmacy departments have

● outlines an approach to review
expenditure on botulinum toxin
type A

up quality.

the necessary clinical knowledge as well

● explains the opportunity for
‘gain-sharing’

medication costs being second only to

● outlines key differences between
available brands

it is clear that the efficient use of

● describes an ‘Away Day’ process to
review products and determine a
brand of first choice

target of saving around £20 billion of

● describes the formation of a
multidisciplinary group to support
staff and patients during a change

that is important but also the choice of

● outlines a risk assessment
● indicates that a saving of
approximately 12% of expenditure
on toxins was achieved.

The achievement of financial savings
is a key aspect of current change. Due to
staffing costs in the overall NHS budget,
medicines is critical to achieving the
current NHS spend by 2015. However, it
is not only the efficient use of medication

as appropriate financial and contractual
expertise regarding medication. They also
have links with the many committees that
are required to come to a consensus
statement about medication changes. It is
important in these times of great change
that pharmacy departments take a lead
and work collaboratively within NHS
Trusts to achieve efficiencies with regard
to the use of medicines.

medication and the ability to procure

This article outlines the approach

medicines at a reasonable price. The

taken by Northumberland Tyne and

introduction of Foundation Trusts by the

Wear NHS Foundation Trust (NTW) to

previous government means that such

review expenditure and other aspects

organisations can now make independent

regarding botulinum toxin type A. This

procurement decisions and negotiate

led to a decision to change the first line

locally with companies to get the best

brand of choice.

financial package. It is crucial that NHS

Background
The NHS is undergoing a well-publicised
change, arguably the largest top-down
reorganisation that there has ever been.1
Every area within the NHS is feeling the
impact and needs to adapt or ‘future

organisations review their medicine
spend and identify areas that can be

Payment by Results

targeted to reduce costs. This might be

Botulinum toxin A is a ‘non-tariff’ drug

achieved in various ways such as re-

and ‘gain sharing’ may apply. If a

tendering for contracts or changing

medicine is included in the PbR tariff2

brands or suppliers.

savings from a cost efficiency project may

proof’ itself so that services can be

Pharmacy departments are often seen

both modernised and remain patient

as the gatekeepers in the drugs budget

focussed. Recent programmes such as

process and all medicines purchased by

the Quality, Innovation, Productivity and

an NHS Trust will, in the vast majority of

benefit an overall health economy but,
unless a ‘gain share’ has been negotiated
with the relevant commissioner, the
hospital may not receive any benefit.

“. . . all medicines purchased by an NHS Trust will, in the vast
majority of cases, be controlled by pharmacy . . .”
Pharmacy Management Volume 30 Issue 3
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A gain share applies where it has been

● Services

outside

the

scope

of

agreed that cost savings will be shared

reference costs are, by default,

between the provider and commissioner.3

outside the scope of PbR.

Botulinum toxin is a neurotoxin that, in

This can influence the decision to invest

● Some services either have not yet had

Trust resources into a project. A gain

currencies, which are how diagnoses

share fosters collaborative working to

and conditions are defined in PbR,

achieve savings because both organisations

developed for them. There would be

have a financial interest at stake. It also

so many of these that it would make

supports the development of long-term

PbR difficult to manage. Conditions

strategic partnerships and can facilitate

that require the same level of

new models of provision. A gain share

treatment and, therefore, funding

was not considered in this case as the

have been grouped together into

Trust felt that it needed to gain as much

healthcare resource groups (HRGs).

cost improvement as possible from the

These may also have currencies

contract and sharing savings would

developed but the costs associated

not have been advantageous at the time,

with them are not considered robust.

especially since the impact on primary
care would be negligible in terms of
change in practice.

● Some drugs are typically ‘specialist’

larger doses, causes paralysis of muscles
and, ultimately, coma and death may
result. However, when used in small
doses it has been proven to be effective
in a wide range of neuromuscular
conditions such as dystonias, spasticity
(e.g.

post-cerebrovascular

accident,

multiple sclerosis) and other conditions
such as hypersalivation and hyperhidrosis.
NTW spends approximately £1m per
year on botulinum toxin type A, which is
one sixth of its annual drugs budget. Due
to this, it was decided to consider
whether any savings could be made.

and their use is concentrated in a
relatively small number of centres

Pharmacy is central to this process and

rather than evenly spread across all

can work with pharmacist colleagues

providers that carry out activity in the

within Clinical Commissioning Groups

relevant HRGs. They would not be

(CCGs) or NHS England to identify

fairly reimbursed if funded through

realistic targets, quality standards and

the tariff.

outcome measures. Pharmacy computer

Botulinum toxin

● Some medical devices represent a

systems within a hospital are generally

high

the best method to track medication

relative to the cost covered under the

spend and produce accurate and timely

relevant HRG.4

and

disproportionate

cost

usage reports.
Some Trusts have block contracts for
activities and any savings are then
realised wholly by the Trust, which can reinvest this money or use it as a cost
improvement measure.
If a medication is not included in the
PbR tariff, the Trust is paid for the actual
cost of the treatment. There are various
reasons why a service (or medication)
may be excluded from PbR:

Each company was invited to discuss the clinical evidence for their particular toxin brand

4
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Prior

to

this

piece

of

work

chance to express their views, whether

brands of type A toxin, these were Dysport

An ‘Away Day’ to discuss
toxins

(Ipsen Ltd) – abobotulinumtoxinA, Botox

An important aspect to any change

it comes to medication.

(Allergan Ltd) - onabotulinumtoxinA and

management is for the process to be

Xeomin

transparent, ensure that quality is

commencing, NTW used three main

(Merz

Pharma

Ltd)

–

incobotulinumtoxinA.

maintained and involve users of the

Each of the 3 brands has slightly
different product licences5 as shown in
Table 1.

service (as much as appropriate). These
factors were key findings in the Francis
and Keogh reports, which examined the
quality of care in NHS hospitals.6,7 It is
important that all stakeholders have a

for or against a change, and

any

anxieties. This is especially the case when

The first aspect of the process was to
find out if clinicians would be happy to
change the brand of toxin of first choice.
Pharmacy therefore organised an ‘Away
Day’ outside of the Trust whereby each
company was invited to discuss the clinical
evidence for their particular toxin brand. It
was specifically stipulated that cost should

Dysport (Ipsen Ltd)
Focal spasticity, including the treatment of:
• arm symptoms associated with focal spasticity in conjunction with physiotherapy
• dynamic equinus foot deformity due to spasticity in ambulant paediatric cerebral palsy patients, two years of age or older,
only in hospital specialist centres with appropriately trained personnel.
Spasmodic torticollis in adults.
Blepharospasm in adults.
Hemifacial spasm in adults.

Botox (Allergan Ltd)
The symptomatic relief of blepharospasm, hemifacial spasm and idiopathic cervical dystonia (spasmodic torticollis).
The management of severe hyperhidrosis of the axillae, which does not respond to topical treatment with antiperspirants
or antihidrotics.
The prophylaxis of headaches in adults with chronic migraine (headaches on at least 15 days per month of which at least
8 days are with migraine).
The management of bladder dysfunctions in adult patients who are not adequately managed with anticholinergics
• overactive bladder with symptoms of urinary incontinence, urgency and frequency
• neurogenic detrusor overactivity with urinary incontinence due to subcervical spinal cord injury (traumatic or non-traumatic)
or multiple sclerosis.
Focal spasticity, including the treatment of:
• dynamic equinus foot deformity due to spasticity in ambulant paediatric cerebral palsy patients, two years of age or older
• wrist and hand disability due to upper limb spasticity associated with stroke in adults.
Temporary improvement in the appearance of moderate to severe vertical lines between the eyebrows seen at frown (glabellar
lines), in adults <65 years old, when the severity of these lines has an important psychological impact for the patient.

Xeomin (Merz Pharma UK Ltd)
Symptomatic treatment of blepharospasm.
Cervical dystonia of a predominantly rotational form (spasmodic torticollis).
Post-stroke spasticity of the upper limb presenting with flexed wrist and clenched fist in adults.
Table 1: Licensed indications for botulinum toxin type A
Pharmacy Management Volume 30 Issue 3
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not be discussed by the companies.
Attendance at the event included
members of the pharmacy, nursing,
physiotherapy and medical team present.
The day was split into two parts. Each
company gave a presentation in the
morning. Following this, the Lead Clinical
Pharmacist presented data on the
potential cost savings that could be made

There is an assumed potency ratio for

clinics and home based treatment. The

Botox:Xeomin of 1:1, although this too is

current model for homecare patients

open to debate and further clinical work

(e.g. patients who are too frail to get to

is needed in this area. The Summary of

the outpatient department or live some

Product Characteristics (SPC) for Xeomin

distance away) is that the clinic staff will

indicates that it has a similar clinical effect

take the therapy to the patient. This

and safety profile as onabotulinumtoxinA

could be in their home, care home or

in certain clinical indications.

other healthcare facility. This involves

5

The

higher

the

potency

ratio

staff transporting medication with them
and having to maintain the cold chain.

e.g.

difference between the two products, the

differences in prices. All changes were

higher will be the potential savings from

The ethos of the NHS is changing and

considered as well as remaining with the

a change. For example, if drug A and

the future model will be an increase in

current usage.

drug B are the same purchase price but

the numbers of patients being treated at

are at a potency ratio of 2:1 then, if the

home. The increased costs incurred

choice of product changed to drug B,

within the logistic process for a drug that

medication costs would be halved. Of

requires refrigeration, both financially

course, this is not as straightforward in

(e.g. mobile fridges or cool packs) and

the case of a biological product such as

in the safe security and storage (e.g.

botulinum toxin type A due to the

monitoring the storage temperature),

variance in reported potency.

mean that a product that does not require

running of the outpatient clinic where

Licensed indications

such storage will be advantageous.

toxins are used so did not have any

It was recognised that Xeomin did not

clinical bias as to what the end result

Experience elsewhere

have as many licensed indications as

should be. It was made clear from the

either Botox or Dysport.

from

any

potential

change

It was felt that it would be critical to
have a managed discussion to ensure that
a balanced and well-reasoned outcome
could be reached. The afternoon session
therefore involved a discussion chaired by
the Directorate’s Medical Director who
was not involved in the day-to-day

carried out changes in toxin brands.

start that any opinion had to be clinically
evidenced and not be just a personal

Clinicians

felt

The group was aware that other Trusts had

uneasy

about
A change from Dysport to Xeomin,

opinion on a particular product. It was

advocating a product for use outwith its

recognised that staff will feel a degree of

UK product licence. The GMC has

loyalty to a certain brand, particularly if

published their views on this subject in its

they have trained in and used a brand

document entitled ’Good practice in

over a number of years and feel

prescribing and managing medicines and

comfortable with it. This should be taken

devices (2012)’.9 This states that ’doctors

Giving patients a choice and keeping

in to consideration in any change

can still prescribe medicines outside their

them involved in the decision process is

management process.

license when it is necessary to do so to

thought to improve compliance.11

which was deemed to have been
successful, has been reported.10

Patient choice

meet the specific needs of the patient:

After much deliberation, it was

patient need should be at the heart of

‘Away Day’ are summarised below.

decided that there was no strong

clinical decisions.’

clinical case to suggest that a change of

Potency

Refrigeration

toxin of first choice could not take

The main issue around a possible change

Dysport and Botox require storage in a

concerned the relative equivalence of

refrigerator. Xeomin does not require

potency between the type A toxins.8

fridge

Some key issues considered at the

storage,

which

provides

an

place. The view was that Xeomin, which
was not the toxin of first choice at the
time, should be the first line botulinum
toxin type A within NTW.

The potency ratios for Dysport to

opportunity to reduce the fridge burden

Botox/Xeomin are open to debate but 4:

in the hospital and has implications for

The ‘Away Day’ event proved to be

1 has been quoted.

distribution to community outreach

worthwhile and the overall impression

8

“The ethos of the NHS is changing and the future model will be
an increase in the numbers of patients being treated at home.”
6
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of the day was positive. It was accepted

● Out patients manager

and hence better procurement prices

however,

● Contracts manager

may not be reached.

that

decisions

would

subsequently have to be made with
● Patient

regard to:

Advisory

and

Liaison

representative.
● how to manage the change and any
risks

Risk assessment
One of the first tasks in any change

● how to involve patients

management process is an assessment of

● how the change would be monitored

the risk involved in organisational terms
and to patient safety. The major risks that

Multi-disciplinary support
group
A multi-disciplinary group was formed
chaired

by

the

Lead

as the primary driver was not clinically
based. The group hoped that, as the

● the potency ratio to use

and

● Lack of clinician ‘buy-in’ to the change

Clinical

Pharmacist to look at how patients and
staff would be supported both pre and
post change.
The members of the group were:

were considered were:
Organisational

● Service Manager
● Clinical Director
● Lead Consultant
Pharmacy Management Volume 30 Issue 3

and informed at every stage of the
process and would be politically aware
of the financial drivers for change, they
would be supportive. This generally
proved to be the case but in other
cases clinicians continued to exercise
choice from the range available.
● Extra clinic capacity would be required

● An increase in the use of a product

if patients found the effects wore off

that had fewer licensed indications

earlier than with the brand they had

than its competitors. The team

previously received.

considered the usage of the current
toxins and determined that these were
already being used outside of their UK
licence. It was considered a change of
brand would not increase this risk

● Lead Clinical Pharmacist (Chair)

clinicians had been actively involved

sufficiently to stop the process.

Patient safety
● A possible worsening of the control of
a patient’s conditions. It was accepted
by the group that this may happen.
However, there was clinical evidence
and experience already within the

● Lack of patient acceptance when
asked to change, which would mean
that key volume targets in the contract

clinic of changing patients from one
toxin to another. It was considered
that although the first dosage post

7

change may not be 100% equivalent

produced and every patient within

in terms of clinical response, this could

the service was contacted by letter to

be the case when a patient remains

explain the change) and consent was

The process to determine the brand of

on the same toxin since the clinical

obtained then the risk of litigation

first choice was completed in January

response can vary over time. Also,

was low. The fact that Pharmacy was

2012 at which time Xeomin, which was

patients would be counselled to

involved helped to ease the concerns

not the product most used at the time,

explain any change fully.

as there were multiple examples of

was selected.

past

Mixed

changes

that

had

been

conducted successfully from within

● Lack of clinician experience with the
brand of choice. This was raised by
some clinicians and accepted as a risk.
However, it was considered that this
would be the case with any new drug
but would not preclude its use. The
group agreed that extra training
would be provided for all staff
involved. The brand of choice was
already available within the clinic and
was being used.
● Increase

in

the Trust and in other organisations.
● Multiple type A toxins being in the

approximately 12% of the expenditure

toxin brands available would not be

on toxins compared to previous financial

increasing as a result of the change;

years.

the

change

would

be

in

the

proportion of use of each one. Some

Declaration of interests

organisations have a ‘one brand’

● Attendance at a Merz Pharma

licensing and patient response/choice,

from

this would not be an option adopted

control worsened. After discussion

of botulinum A toxin.

was already present. The number of

organisation and risk of litigation
symptom

approximately 50% of the Trust’s usage

The change resulted in a saving of

toxin but it was felt that, due to

whose

subsequently increased to account for

selection errors. This was a risk that

the

patients

to

Usage of the brand of first choice

clinic room leading to an increase in

policy when it comes to botulinum

complaints

Outcomes

Advisory Board.

for NTW.

the group decided that, as long as
patients were given the clear facts

As can be seen from each statement

about the process (a ‘Frequently

above, the risks were assessed both

Asked Questions’ (FAQ) pack was

quantitatively and qualitatively.

“The fact that Pharmacy was involved helped to ease the concerns
as there were multiple examples of past changes that had been
conducted successfully from within the Trust . . .”
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Pharmacy Management
Forthcoming Events
Diary Dates for 2014
National Seminar for Northern Ireland
Thursday 9 October - Belfast

National Forum
Tuesday 18 November - London

National Seminar for Wales
Thursday 27 November - Cardiff

Academy Workshop Programme (Autumn)
Scotland
Tuesday 16 September
Northern Ireland
Tuesday 23 September
Wales
Thursday 25 September
England
Tuesday 30 September
Tuesday 7 October
Tuesday 14 October
Thursday 16 October
Wednesday 5 November
Thursday 6 November
Wednesday 12 November
Thursday 13 November
Tuesday 25 November
Tuesday 2 December

Stirling
Belfast
Cardiff
North London
Wyboston Lakes
Leeds
Newcastle
Newbury
Taunton
Birmingham
Southampton
Manchester
South London

Further information will be made available in due course.
Please make a note of these dates in your diary.
Pharmaceutical companies and others who wish to sponsor any
of these events should contact katie.fraser@pharman.co.uk.
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Lean In Pharmacy: An Opportunity To
Improve Quality And Productivity And
To Deliver ‘More With Less’
Christopher Green, Director of Pharmacy and Medicines Management, Countess of Chester Hospital
Christopher Green

NHS Foundation Trust
Email: chris.green8@nhs.net

minimising waste. This is achieved by

of the successful implementation of

creating processes that need less human

‘Lean’ techniques. In particular, the

● ‘Lean’ techniques have been
widely used in the manufacturing
industry to improve efficiency.

effort, less space, less capital and less

paper reports on significant, if not

time to make products and services for

stunning, results from the Virginia Mason

less cost and with higher quality and

Center in the USA, including reductions

● Although there are important
differences between healthcare
and manufacturing, the application
of ‘Lean’ techniques can improve
efficiency and patient safety.

fewer defects.4 In a ‘Lean’ system,

in floor space and inventory and increases

optimum value is created for customers

in productivity using ‘Lean’ techniques.

by ensuring ‘flow’, where processes flow

Similarly, Elkhart Hospital in the US

smoothly, unimpeded by obstacles. Thus,

reviewed their medicines administration

the key aim of ‘Lean’ is to strive for

processes and reported savings of one

Summary

● There are a suite of techniques
associated with ‘Lean’ that can be
applied in varying degrees
depending on the setting or task
to be completed.
● This article describes some of the
more commonly used ‘Lean’
techniques that could be applied
to pharmacy services.

perfection, to reduce waste (muda in

million dollars, made significant reductions

Japanese) and deliver more output with

in intravenous (IV) waste and released

fewer resources. Waste comes in many

two pharmacists to patient care.6 Closer

forms and in many processes, whether

to home, it has been reported that the

they be in manufacturing or healthcare,

Royal Bolton Hospital has saved £8

waste is present. This results in poor flow,

million by applying ‘Lean’ techniques to

variable

practice.7 The NHS Institute for Innovation

quality,

unnecessarily

long

processing times and inefficiency.
‘Lean’

techniques

are

generally

associated with Japanese automotive
manufacturing, most famously with

Introduction

and Improvement ran a series of
’productive’ programmes including the
Productive Ward8 and the Productive
Operating Theatre.9

Toyota, but they are partly underpinned

Although processes around patient

As part of the Quality, Innovation,

by methods introduced to Japanese

care are viewed as being inherently

Prevention

(QIPP)

industry by W. Edwards Deming, an

more complex and somewhat less

challenge, the NHS is coming under

American statistician who had studied

predictable than manufacturing, the

increasing pressure to reduce costs, be

the work of Walter Shewhart, an

application of ‘Lean’ has a valid and

more efficient and increase the quality of

American engineer and statistician.

significant contribution to the use of

care provided for patients.1 To meet this

Although ‘Lean’ techniques have been in

resources, patient experience and safety.

challenge, many hospitals are using

use for over fifty years, their widespread

In a clinical setting, key elements of

‘Lean’ methodology to improve the

adoption into healthcare has been

‘Lean’ are described as minimising or

2,3

efficiency and reliability of their services.

relatively recent. In 2005, the Institute

eliminating delays, repeated encounters,

The Lean Enterprise Institute describes

for Healthcare Improvement published

errors and inappropriate procedures.10

'Lean' production as a business system

’Going Lean in Health Care’ as part of

The primary goal is meeting patient

which maximises customer value while

their innovation series,5 citing examples

needs, including high quality and prompt

and

Productivity

“. . . the application of 'Lean' has a valid and significant contribution
to the use of resources, the patient experience and safety.”
Pharmacy Management Volume 30 Issue 3
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access to care, with the right staffing

Taking the example of the Advancing

supplier or a process operator depending

Quality initiative, value, or the standards

on the process under question. Hence,

required for healthcare delivery in

for any process, there are always multiple

The customer

specified clinical conditions, was set by

customers

the

Health

perspectives on the purpose of the

One of the more debatable points around

Authority and organisations were paid to

process and the requirements for outputs

‘Lean’, in a healthcare context, is defining

deliver it to the standard required -

of the process need to be taken into

the customer which is important because,

patients, although recipients of the care,

consideration.

in a ‘Lean’ model, the definition of value

did not set the standards. Similarly,

is taken from a customer’s viewpoint. The

national Commissioning for Quality and

politically correct answer is, of course,

Innovation (CQUINS) targets are set by

Tools and techniques

the patient, but it is more complicated

the Department of Health and Trusts are

than that. Womack and Jones state that,

It is impossible within the confines of this

expected to deliver the standard of care

in healthcare, the patient is part of the

article to fully describe the concept of

required. Failure to do so may result in a

process.11 Conversely, in the era of patient

‘Lean’ and the tools that are used to

loss of income. In fact, in these instances,

choice, the patient decides where they

deliver a ‘Lean’ model but a selection of

it is entirely possible that the patient is

go for their healthcare and makes

them are summarised in Box 1 and

completely unaware of the specific

judgements on what is of value to them.

described more fully below.

medical standards of care that are

The recently introduced ‘friends and

levels.

North

West

Strategic

and,

therefore,

multiple

expected for them. As a result, defining

Kaizen: The literal translation of the

family test’, which asks patients whether

value in healthcare has to be carefully

Japanese word Kaizen is ‘good change’

they would recommend NHS services to

considered from both a patient and

although the concept of Kaizen is more

commissioning perspective.

philosophically around continuous ‘good

their friends and family if they needed
similar care or treatment, predominately

change’ or improvement. While Kaizen

reflects the patient experience, not

In ‘Lean’ terms, the customer for a

may be realised in the practice of making

necessarily the quality of care they receive

process always depends on the scope of

a number of small or incremental

in

the

the process you are studying and the

improvements to a process, it is the sum

manufacturing industry patients, in the

output of that process. The role of

of these changes which, overall, can

NHS at least, do not directly pay the bills.

patients within a process could, therefore,

lead to significant improvements in a

be as a direct or indirect customer, a

production system either through an

medical

terms.

Unlike

in

‘Lean’ tools and techniques
PDSA: Plan, Do, Study Act. A cyclical activity in which a proposed solution is implemented, tested, critically appraised and
then followed up with action.
DMAIC: Define, Measure, Analyse, Improve, Control. A structured process for process improvement, usually as part of a Six
Sigma initiative.
5S: Sort, Set, Shine, Standardise, Sustain. A workplace organisation method to ensure that workplaces are conducive to the
support of efficient processes.
Process mapping: A structured process, with a defined start and end point, of identifying each step in a process.
Value stream mapping: A variation on process mapping with the purpose of identifying and separating value adding and
non-value adding elements.
Six sigma: A set of tools and techniques to improve a process with a strong element of data collection and analysis.
Waste walk: A walk through to observe a process in action and to critically evaluate the activities which add or do not add
value to the process.
Failure, Modes and Effects Analysis: A method of analysing the reliability of a process by evaluating each step for
potential errors, their likelihood and the outcome of an error occurring.
Cycle time: The time required to complete one step of a process.
Takt time: The time available to produce a widget in order to meet customer demand in the time available.
Box 1: Definitions of ‘Lean’ tools and techniques
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additive effect or synergistic effects.
Kaizen activities take a number of
formats in terms of size and methodology
but the general principle is to engender a
culture of improvements underpinned by
structure, measurements and evaluation.
Process mapping: Process mapping
sets out to create a step by step pathway
through a procedure. This can be carried
out in a number of different ways from a
classroom exercise involving a number
and mix of people to a simple walk
through by a couple of members of
staff taking notes. The method used
should be dictated by the importance
and complexity of the task being mapped
out. For example, when process mapping
the ‘To Take Out’ (TTO) process, it would
be prudent to involve staff from wards
and the dispensary, and this should
include nursing and medical staff. In
contrast, the process mapping of how
controlled drugs (CDs) are booked into
the CD room could be carried out by two
or three members of the dispensary staff.

environments that are conducive to

Value streaming: The process of

supporting the flow of work. ‘Lean’

value streaming is not dissimilar to

converts have been known to apply 5S

process mapping except that, in this case,

principles to their domestic situations,

activities that are perceived not to add

most commonly as a solution to finally

value are removed from the process. For

gaining control of their garage stores.

example, in a simple exercise regarding
booking in CDs to the author’s pharmacy
department, it was identified that staff
spend a significant amount of time
logging batch numbers in the register.
No-one could identify why this took
place, other than based on historic
practice, and no-one could think of a
time or situation when the batch
numbers would be or had been used.
Removing this step from the process
freed up significant amounts of staff time
and also meant that they were not
routinely carrying out a task that they
thought was pointless and bureaucratic.
5S: The principles of 5S workplace
organisation are most commonly applied
in 5 stages, which are geared to ensuring
that workplaces, or workstations, are
designed to allow the staff working in
them the opportunity to work in
effective, orderly, well thought out
Pharmacy Management Volume 30 Issue 3

The principles of 5S workplace
organisation and are divided into 5 stages,
although some organisations have added
a 6th or 7th ‘S’ to give it an explicitly
wider scope, for example the addition of
safety or security. 5S originally referred to
Japanese words but these have been
substituted with English alternatives. It is
no surprise that organised workplaces are

Next, ‘Standardise’ ensures that, where
appropriate, workspaces are uniform in
layout so that workers are easily able to
locate tools and materials they need.
Finally, ‘Sustain’ is about ensuring that
the changes that have been made do not
slip back into old habits and is perhaps
the most challenging element of the 5S
process. One method of doing this is
using a workplace audit tool which
defines how workspaces should be
ordered presented and allows an
inspection to take place in a structured
way against the required standard.
Precise terminology around 5S can vary
and, in some cases, additional elements
can be added as indicated above.

more productive and a lot of the
principles of 5S could be regarded as

Six Sigma: This suite of techniques,

common sense, however it is the use of

which relates to the reliability of

5S which provides structure and discipline

processes and reducing variation, was

to the process.

introduced by Motorola in the 1980s and

The first stage is to ‘Sort’, in which an
organisation or department’s inventory
and stock holding is reviewed and
anything unnecessary is disposed of. The
second stage is to ‘Set in order’, which is
around ensuring that work will flow.
Thirdly, ‘Shine’ is put in place to ensure
that workplaces are clean and tidy.

has spread as a result of its success.
Motorola claim a cost saving of $14
billion as a result of the introduction of
Six Sigma. Employees have differing levels
of training, usually recognised in a similar
manner to martial arts with Yellow Belts
representing the most basic level of
training and Master Black Belts having

13

the most expertise. The principle aim of

can this be improved? Run charts or

1. Defects: re-admissions, repeating

Six Sigma is to reduce variation, hence

statistical process control charts can

tests that were not done correctly in

the emphasis on the use of statistical

be used to as part of this stage

the first place, dispensing errors.

techniques to understand and reduce it.

(see below).

2. Unnecessary Motion: unnecessary

PDSA cycles: The Plan, Do, Study, Act

• Improve. The process is adapted to

movement

methodology provides a simple and

test potential improvements, often

equipment.

largely self-explanatory framework for

using PDSA cycles or running Failure

testing potential improvements to a

Modes and Effects Analysis (FMEA)

process. Potential improvements must be

exercises. Again, measurement is

appropriately planned, both in terms of

key to ensuring that processes

design, implementation and the intended

can

outcome. The test must be carried out

improvements, or otherwise.

and observations taken during the course
of

the

test.

The

outcome

and

demonstrate

measurable

of

hospital

3. Overproduction:

staff

or

unnecessary

investigations and tests.
4. Transport of products or material:
borrowing equipment from different
wards, not having sufficient stock
and portering.

• Control. Once improvements have
been effected, it is important to

5. Unnecessary waiting: waiting for
patients to arrive in theatres, waiting

performance of the test should be

ensure

studied including an analysis of what

benefits expected and that they

worked well and what did not.

The

are embedded in practice and

6. Unnecessary inventory: excess stock

outcome of the test needs to be acted

sustained, for example via the use

or numbers of patients on waiting lists.

upon whether it be a re-think on the

of Standard Operating Procedures

7. Inappropriate processing: duplication

improvement idea or a spread to a larger

(SOPs). Again, the use of Run Charts

of any work, repeating tasks, asking

number of subjects or areas. The PDSA

or Statistical Process Control charts

the same questions.13

cycle can be repeated ad infinitum until

can be used to monitor progress.

that

they

deliver

the

for notes, results or medication.

The Lean Institute has identified an 8th

improvement is identified.
Takt time: Takt time is calculated to

waste - the waste of human intelligence.

DMAIC: The DMAIC technique is a

understand the rate of production that is

It is found when people do jobs that are

variation of the PDSA cycle and forms a

required to meet customer demand. By

inappropriate

significant element of the Six Sigma

identifying this, teams are able to ensure

intelligence and when people are not

methodology. As the name suggests, the

that work flows because there are

allowed to use their creativity and

stages include:

sufficient staff or workspaces to cope

imagination in ways that can add value

• Define. To address a problem, its

with the demand and that, if work

for customers. Alternatively, the Royal

nature and scope must be clearly

increases or decreases, it is possible to

Bolton Hospital introduced their own

defined so that everyone is working

identify the adjustments required to meet

8th waste: ‘Injuries’ - harm suffered by

to the same definition and that the

the change in demand. For example, if a

patients which, for example, results in an

programme does not suffer from

dispensary opens for 600 minutes per

unnecessarily extended length of stay.2

scope creep. It is critically important

day and dispenses 300 items, the takt

to clarify what the customer wants

time is 2 minutes. Therefore, to meet the

A technique related to this is the

to ensure that improvement is

needs of the patients, the dispensary

‘Waste Walk’ where nominated assessors

focussed on the right areas.

must be able to dispense one item every

follow

• Measure. The concept is based on
measurable improvement from an

two minutes.

a

for

work

their

level

process,

of

making

observations of opportunities that arise
to remove elements of the process that

Waste: In ‘Lean’ terms, there are

do not add value. Work carried out in

generally seven categories of waste12

the UK suggests that almost 25% of

• Analyse. The process needs to be

which relate originally to those defined by

clinical pharmacists’ activities could be

analysed with regard to performance

Toyota. When adapted to the broader

categorised across the seven wastes.14

– what is the variation in the

clinical setting they can be described as:

established baseline.

reliability of the process and how

“Once improvements have been effected, it is important to
ensure that they deliver the benefits expected and that
they are embedded in practice and sustained . . .”
14

Pharmacy Management Volume 30 Issue 3

www.pharman.co.uk
Run charts and Statistical Process

measurements – they may vary by a

represent the highest risk. Thus FMEA

Control (SPC) charts: Run charts are a

few mmHg but, in general, it remains

provides a systematic method of breaking

basic form of monitoring data, usually

reasonably

cause

down a process, identifying risks and

over a period of time - for example,

variation can be regarded as a signal that

providing a framework for prioritising

percentage compliance with prescription

something has changed within the system

those that require resolution most urgently.

turnaround time each month. They are

and could be identified by results falling

useful

performance

outside the upper or lower control limits,

against a target and, to a limited degree,

or by a pattern of results within those

identifying

performance.

limits. Again, using blood pressure as an

However, one of the difficulties in using a

example, a sudden and sustained drop in

basic run chart is that identifying variation

blood pressure below an individual’s

in a process that requires intervention can

lower control limit may result from an

be difficult and it is even possible that

individual going into shock. Alternatively,

‘knee jerk’ reactions to changes in

a sustained run of measurements above

measurement may fix a problem that

the mean centre line may indicate that an

might not exist. To address this, Walter

individual has developed hypertension.

Shewart, an American engineer and

Both of these events could be described

statistician developed SPC charts in the

as special cause variation.

for

monitoring
trends

in

1920s. These charts are a more complex
version of run charts, in that they include
statistical analysis of the performance of a
process. Typically, this includes the mean
performance of a process, an upper
control limit at two to three standard
deviations from the mean, and, similarly,
a lower control limit.
Shewhart developed the empirical rule
of data, which states that, for data from
the same population:

constant.

Special

Implementation of ‘Lean’
techniques
One of the biggest challenges to the
adoption of ‘Lean’ techniques is the
cultural barrier, even objection, to adopt
techniques that are used in the industrial
manufacture of ’widgets’. It is often said
that ‘Lean’ cannot possibly work in
hospitals because patient care is more
complex and unpredictable than the
manufacturing process. However, the

Visual Management Tools: These

evidence cited at the beginning of the

tools can vary from a simple signal to

paper shows that adoption of ‘Lean’

re-order more stock once a certain stock

techniques can improve efficiency and

level has been reached, shadow boards

generate savings. More specifically for

which

and

pharmacy, there are few published

equipment should be placed, to the

examples of the implementation of ‘Lean’

communication board, which can display

techniques that have generated significant

a number of items, for example run

improvements in service delivery.

map

out

where

tools

charts, SPC charts, training matrices,
staff rotas.

Another

challenge

for

the

implantation of ‘Lean’ is engaging staff

Failure modes and effects analysis:

in

the process, particularly during

● roughly 60% to 70% of the data lies
within ± 1o-

Failure modes and effects analysis

implementation. Some Trusts take the

(FMEA) is a method which can be applied

approach of training all staff in varying

● usually 90% to 98% of the data lies
within ± 2o-

to a process to understand the potential

levels of ‘Lean’ techniques to ensure they

errors that may occur during the process,

understand what is happening and can

how likely they are to occur, and what

engage with the programme. At the

can be put in place to mitigate errors.

other end of the spectrum, a ‘Lean’ team

Each element is scored using a simple

can come into an area and introduce,

formula and those with the highest score,

even impose, changes to the department.

● nearly always 99% to 100% of the
data lies within ± 3o-.
This is illustrated in Figure 1.
This is why control charts use ± 3o-, as
these appear to be the most economically

UCL

sensible/acceptable in ensuring appropriate

+3s

action is taken on a process. If limits are
set at less or more than 3o-, then they are

+2s

not control limits and will lead to

+1s

economic loss if inappropriate actions are
taken based on them.

-1s

60%
to
75%

90%
to
98%

99%
to
100%

Avg

-2s

SPC charts show variation of two
kinds, ‘Common Cause’ variation and

-3s

LCL

‘Special Cause’ variation. Common cause
variation can be regarded as natural
variation in the performance of a process
in a similar way to blood pressure
Pharmacy Management Volume 30 Issue 3

Figure 1: Empirical rule of data

15

The disadvantage of this is that the staff

affect

do

or

opportunity to improve the quality of

engagement of the process and their lack

services that we provide and to survive

The author wishes to thank Jane O’Neill

of understanding of the importance of

and thrive in difficult times.

of the Countess of Chester Hospital

not

feel

any

ownership

the process is unlikely to ensure that
changes made are sustained.

the

NHS,

‘Lean’

offers

an
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pharmacy services and some examples of

Conclusion

this will be highlighted in a subsequent
paper. However, there is very little in the

The adoption of ‘Lean’ techniques

literature to describe what has been done

presents a real opportunity for pharmacy,

and, as a result, the evidence base for

particularly in the hospital setting, and

applying

provides a methodology to support the

somewhat weak.

‘Lean’

in

this

setting

Declaration of interests
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is

Quality, Innovation, Productivity and
Prevention (QIPP) agenda and the

Implementing ‘Lean’ is a leadership

imperative to deliver more with less. It is

challenge but one that could mean the

important that we learn from experience

difference between success and failure,

with ‘Lean’ techniques and that success

improve patient services, experience and

stories are shared across the community

safety and support the sustainability of

to grow the evidence base. As the impact

NHS services into the future.

of the economic pressures continues to

“‘Lean’ offers an opportunity to improve the quality of services
that we provide and to survive and thrive in difficult times.”
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Self-Administration Of Medicines (SAM)
In A Mental Health Unit: Policy To Practice
Asta Prajapati, Principal Clinical Pharmacist - Mental Health, Medicines Management Team, Hertfordshire
Partnership University NHS Foundation Trust
Email: asta.prajapati@nhs.net

Summary

Asta Prajapati

SAM in outline

● This project shows that SAM can

● NICE reports that 30–50% of
medicines are not being taken as
intended, resulting in a loss in
health gain of billions of pounds

be implemented in an acute

In everyday practice, especially in

psychiatric ward and is well

mental health hospitals, medicines are

received by patients, nursing and

administered to patients by a nurse on

medical colleagues once the

the

benefits of SAM are recognised.

administration.

● Self-Administration of Medicines

for over a decade and evidence of
benefits, SAM is rarely implemented
in mental health settings. i.e. a
survey in 2005/06 showed that less
than 5% of the mental health
trusts with acute psychiatric wards
had SAM provision

bed acute psychiatric ward with
target recruitment of at least six
patients over a 12 week period.
Suitable patients were recruited after
assessment by the Multidisciplinary
Team (MDT) and after obtaining
patient consent. Recruited patients
were closely monitored for the
administration of medicines
● Six patients aged 27 to 65 years

NICE reports that 30–50% of medicines

they should be taken. SAM is a patient-

are not being taken as intended,

led medicines administration process

1

resulting in a loss in health gain of

whereby patients take the responsibility

billions of pounds. Moreover, 55-60% of

for administering their medicines with or

hospital readmission and a staggering

without supervision from nursing staff.

£150 million/year of avoidable medicines

During this process a patient must:

wastages are associated with non-

1. see the medicine in its container with

adherence.2

the pharmacy label containing dose

with psychotropic medicines within ten

the

dose

instruction

and

non

how much to take

adherence

in

patients

with

schizophrenia is estimated to be 50%
after one year and 75% after two years.3
Not taking antipsychotics increases the
risk of relapse 5-fold, the rate of relapse
by up to 80% and the suicide risk 4-fold.3
Self-Administration of Medicines
(SAM) in hospitals is envisaged to be an
non-adherence, at least in part. SAM
provides an opportunity to enhance

following 12 weeks after the initial

adherence, especially in people with a

pilot. Patients required less

mental health disorder where insights

prompting, less supervision and

into their illness and informed decision

became more independent with

making may be lacking.

roll out across the Trust

2. read

days of discharge from hospital. Similarly,

13 patients were recruited in the

encouraging. SAM was approved for

instruction

understand when, how often and

weeks (Aug - Oct 2012). A further

nursing colleagues was positive and

18

One in four patients is non-adherent

approach to tackle the problem of

Feedback from patients, medical and

process

are, what they are for and how often

were recruited over a period of 12

regard to taking their medicines.

medicines

this

necessarily know what those medicines

Introduction

● A pilot project was carried out to
test the feasibility of SAM in a 24-

nurse-led
During

Figure 1) with tablets/capsules, may not

a method to tackle the problem of

● Despite being a national strategy

i.e.

patients only see a medicine pot (see

(SAM) in hospitals is envisaged as
non-adherence, at least in part.

ward

3. have an opportunity to ask questions
about their medicines to nurses
4. take the tablet/capsule out of its
container/blister and put it in a
medicine pot (see Figure 1).
Steps 1-3 are missed in a nurse-led
process but these steps are crucial in

This paper describes the outcome of a
pilot study to investigate the feasibility of
implementing a SAM programme in
acute adult psychiatric wards.

Figure 1: Medicine pot containing
tablets and capsules
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building the confidence of patients to

benefits, SAM is an integral part of

manage medicines themselves when they

rehabilitation, improves concordance and

are discharged.

increases patient empowerment.6 It

As a part of the Trust’s Medicines

indicates that the current system in

Management strategy, a pharmacist-led

which nurses administer medication to

pilot was designed and evaluated to

patients acts to ‘de-skill’ patients, which

investigate the feasibility of implementing

should be avoided wherever possible. The

a SAM programme in acute adult

NPC states: ‘Increasing the effectiveness

psychiatric wards. The duration of the

of adherence interventions may have a

pilot project was 12 weeks with at least

far greater impact on the health of the

six patients recruited over that time. A 24

1. Stage One: patient administers

population than any improvement in

bedded in-patient unit was chosen for

their medicines themselves under

specific medical treatments’. The NPC

the pilot. The average length of stay of

supervision.

lists the benefits of SAM as shown in

the patients on the ward was around 6-8

Box 1.

weeks. Most patients admitted on the

SAM helps patients get into the habit
of taking medicines themselves in the
preparation for discharge and to take
responsibility for medicines themselves
independently. SAM can be divided into
two broad stages:

3

2. Stage Two: patient administers

ward are 18 to 65 years old male or
Despite being a national strategy for

female with common mental health

over a decade and evidence of benefits,

disorders such as schizophrenia, mood

SAM is rarely implemented in mental

disorder, anxiety spectrum disorder.

their medicines themselves without
supervision.

The Pilot Project

These can be further sub divided in

health settings, especially on acute

terms of whether prompting by nursing

psychiatric wards. A survey by the

colleagues takes place, where medicines

Healthcare Commission showed less

to carry out the pilot project:

are held (e.g. in the ward clinic or in

than 5% of the mental health trusts

● Plan A (Referral led): suitable

patients’ room), quantity supplied to the

with acute psychiatric wards has SAM

patients were expected to be referred

patient, etc.

provision.2 One of the key messages

by ward doctors or nurses to the

from service users and carers is that

ward pharmacist.

SAM was initially recommended by
the Audit Commission in its report
‘A Spoonful of Sugar - Medicines
Management in NHS Hospitals’4 and
audited

through

during the final part of a stay on an adult
acute ward’.7

● Plan B (Pharmacist led): the lead
pharmacist will actively seek to
recruit suitable patients and complete

Healthcare

There should be a requirement in

Commission’s acute hospital portfolio

a Medicines Management strategy

process. The Nursing and Midwifery Council

for ‘Improvement of adherence with

Standard for Medicines Management

medicines by empowering patients

Service users who are:

welcomes

self-

who are able to self-administer during

● severely unwell and unstable

administration of medicines wherever it is

admission as preparation for discharge’.

(mentally and emotionally) as judged

appropriate. The National Prescribing

Most patients are able to self-administer

by a named nurse and a psychiatrist

Centre (NPC) asserts that, amongst other

although some choose not to do so.

and

the

‘SAM needs to be supported particularly

There were two distinct plans on how

supports

the

most tasks involved.
Exclusion Criteria:

Benefits of SAM to:
Patients

Hospital Trusts

• Better understanding of their medicines

• Highlights needs for discharge

• Improves patient education and concordance

• Improves medicines compliance after discharge

• Enables timely discussion of changes to patients’

• Identifies patients with problems managing their

medicines
• Improves communication
• Encourages familiarity with medicines
• Integral part of rehabilitation
• Increased patient empowerment

medicines
• Potential reduction in valuable nursing time spent
administering medicines
• Potential to reduce the number of re-admissions due
to problems with medicines.

• Practice in a safe environment.
Box 1: Benefits of SAM
Pharmacy Management Volume 30 Issue 3
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Patients administer the medicines themselves under supervision
● unwilling to consent

10. Monitoring and reviewing progress

not sure that SAM was suitable for the

● unable to consent

11. Getting feedback from the patient,

ward. This was because patients only stay

doctors, nurses and pharmacist.

on the ward for a short term and by the

Feedback was mainly qualitative and

time they become suitable for SAM they

obtained verbally from nurses and

are also ready to discharge so there is not

patients

from

sufficient time to even assess if SAM will

● unable to understand instructions

psychiatrist and ward manager was

work for them. However, after long and

● considered not suitable after risk

via email. Non-structured questions

frequent discussion on the benefit of

for general feedback included: How

SAM such as empowerment to patients,

did you find SAM? Was it helpful? If

likely improvement in adherence, single

so, how has it helped? Do you think

point dispensing (i.e. patients may not

SAM should be a regular practice in

need to wait for discharge medication),

1. Identification of suitable candidates

acute units? Has SAM improved

the ward manager and the consultant

2. Discussion of the suitable candidates

patients’

agreed to ‘give it a try’.

● unable to self-administer e.g.
dexterity problem, unable to read or
understand instructions, etc.

assessment by MDT.
The following were the sequential
tasks involved in the process:

at the MDT
3. Risk assessment by the MDT

while

feedback

knowledge

on

their

medicines? Do patient feel more

The ward is normally busy and ward

confident managing their medicines

colleagues had their priorities; SAM was

on discharge?

not on the list. Plan A (referral led) did not

4. Discussion with patients regarding
SAM

work in the sense that no referral was

Barriers to the pilot study

5. Gaining consent from patient
6. Approval/disapproval by the MDT

colleagues on board with the idea as they

7. Entering approved patient on the

were not sure about any benefit,

SAM List with agreed SAM initiation

particularly in acute settings. It was also

date

perceived that the policy was mainly for

8. Briefing all nursing and medical
colleagues on logistic and SAM
procedure
9. Ordering medication with instructions
on how to use them

20

Initially, it was difficult to bring ward

tribunal purposes in supporting to prove
patient as responsible and reliable.

made by ward colleagues. Plan B
(pharmacist led) was therefore followed
for the project.

Outcome
Six patients aged 27 to 65years old
(A:32yrs/female, B:28yrs/male, C:47yrs/male,
D:65yrs/female, E: 27yrs/male, F: 49yrs/male)

There were concerns about the

were recruited over a period of 12 weeks.

logistics (paperwork, extra work for

All patients were started on Stage One

nurses, etc) and ward colleagues were

(see above) of SAM. Due to the lack of a
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medicines locker in patients’ rooms,

what they were for, etc. Some said they

Stage Two could not be pursued on this

felt more responsible and proud.
A benefit of SAM to both patients and

ward. Most patients were started on
SAM during 3rd or 4th week after
admission. Continuous support to the
nursing staff and the patients was
provided by ward pharmacist.

Feedback
The following reflects some feedback
received about the project.

Conclusion

It was also suggested that patients are

service providers is evident. Such service

‘de-skilled’ from ‘day one’ of their

provision is long overdue. SAM is

admission if they are not given the

recommended to all suitable service users

opportunity for SAM. It was considered

across the mental health settings. On

that anything to support the skill and

average, at least half of the patients

ability of medicines self-administration

could potentially be enrolled for SAM and

would lead to better outcomes. The

this is feasible provided the whole team is

process was also considered to be helpful

actively involved. Pharmacists are best

since it involved exploring the patient’s

placed to proactively initiate, establish and

beliefs

opinions

about

self-

run such a service. However, pharmacy

before

they

are

resource implications should not be

knowledge of the patient. And it’s worth

discharged. Although ‘belief’ is not the

ignored and it is unlikely that service

the effort. I support the SAM and agree

same as ‘ability’, this does play a crucial

provision will be a success without a

that referral for SAM should come from

part in treatment adherence.

significant contribution from pharmacy. It

‘SAM is working and improving the

and

administration

ward colleagues’. Ward Manager.
‘SAM has been useful, patients have
benefitted from it and I will refer suitable
patients

for

SAM

in

the

future’.

Consultant Psychiatrist.

would be good practice to have a lead

Post-pilot progress

pharmacist within each hospital Trust
leading a self-administration of medicines

A report of the pilot project was prepared
for

the

Committee

Medicines
(MMC)

programme.

Management
and

Senior

‘SAM improved patients’ knowledge

Management Team (SMT) of the Trust.

Acknowledgement

and awareness. It put patients into the

Subsequently, a further 13 new service

I would like thank Dr Karin Thies-

habit of taking medicine themselves,

users were recruited over the following 4

Flechtner (Consultant Psychiatrist and

encourages independence and is very

months. A report was prepared by the

Clinical Director), Mrs Vera Norman

likely to improve compliance. Patients on

lead pharmacist for the MMC, which

(Ward

the programme seem to enquire about

gave approval in Jan 2013 for SAM to be

Department at South Essex Partnership

the medicines more. I think it should be a

rolled out across the Trust. This was

University NHS Foundation Trust for their

routine practice but will need the whole

ratified by the SMT in March 2013. The

help with this pilot project.

team to be actively involved for a better

scheme was presented to the senior

patient outcome’. Ward Pharmacist.

sisters’ forum and promoted in the Trust

Most recruited patients viewed SAM

Manager)

and

newsletter in April 2013. A poster of the

Declaration of interests

work was presented at the 4th Annual

• None.

positively and were very interested in the

International

program. Some patients came back to tell

Conference of the College of Mental

what they were taking, at what time,

Health Pharmacy in October 2013.

Psychiatric

Pharmacy

Pharmacy

“It would be good practice to have a lead
pharmacist within each hospital Trust leading
a self-administration of medicines programme.”
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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 – Are We There Yet?
www.pharmanforum.co.uk

Poster Awards
• Department of Heath opening presentation from Clare
Howard, Deputy Chief Pharmacist, NHS England

• Hundreds of delegates mixing together and exchanging
thoughts and views

• Presentation from Deborah Evans, Director of
Pharmacy, Pharmacy Management

• Keynote Speaker – Steve Head, Fellow of the
Professional Speakers Association, Fellow of the
Institute of Sales and Marketing Management

• Over 25 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

• Awards Ceremony for best in class posters
• Bursaries available for free attendance (subject to
eligibility)

Don’t miss out on this fantastic opportunity to have you and your team recognised as leaders in the
profession!
This year we will again be holding the 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
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• Best Medicines Optimisation in Mental Health
• Best poster prepared by a young pharmacy team member
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.

www.pharman.co.uk

AU COURANT
Keeping you up-to-date with the latest events

Pharmacy Management North East Medicines
Optimisation Forum Roadshow: 7th May 2014
Hilton Newcastle Gateshead, Newcastle upon Tyne.

Introduction
Over

130

the Pharmacy Management National

NHS

pharmaceutical

pharmacists

industry

and

colleagues

attended this successful event to hear
some excellent presentations on key
topics, network with colleagues, see
winning posters from last year’s Pharmacy
Management National Forum and visit
stands from pharmaceutical sponsors,
whose support made the day possible.

Summing up

Forum was launched in London in
November 2012. The event was a huge
success and was even more popular the
following year. It was indicated that this
year’s event, which will be on 18th
November, is expected to attract a full
capacity attendance.
The Pharmacy Management North
East Medicines Optimisation Forum
Roadshow was the first ever such event.

The aims of the event were to:

The aim was to present a range of

• provide a professionally organised

presentations reflecting the expertise and

conference to allow all to share in the

professional development of pharmacy in

development of medicines optimisation

the current challenging environment and

across the country and, in particular,

the skills of pharmacy in primary and in

in the North of England

secondary care, with both a National and

• highlight the significant contribution

Regional flavour. In the years to come,

that pharmacy is making to improving

the Roadshow will visit all major centres

patient care in both primary and

across the UK.

secondary care through positively
responding to the key objectives

Although Clare Howard sadly could

within the medicines optimisation

not be present at the event, she had

agenda

continued to provide support by linking

• share best practice and illustrate
methodology for the delivery of
successful outcomes.

with Janette Stephenson in particular and
by making her pre-prepared presentation
available to Michelle Cossey who had

In summing up, Janette Stephenson
(Head of Medicines Optimisation,
North of England Commissioning
Support) noted that the presentations
had focussed on quality rather than
cost, awareness had been raised on
the challenges in implementing the
specialised commissioning agenda at
national and local levels and that a clear
picture had been painted of how
Medicines Optimisation (MO) impacts on
the NHS Outcomes Framework.

agreed at short notice to deliver the

Examples of best practice from the

presentation. In email dialogue, Clare had

North of England indicated how the MO

said “I am really encouraged that the

process can improve the use of medicines

North East have embraced Medicines

by vulnerable patients in care homes,

Optimisation - and I hope that the

how the patient experience with their

dashboard will reflect this and that it will

medicines can be improved and how

help plan the next phase of work.”

social marketing techniques can be used

Thanks were extended to colleagues

to support behaviour change in patients.

who were present from the Pharmaceutical

It was noted that the CCG MO

Industry for their support. The audience

‘dashboard’, which was about to be

John

was encouraged to visit stands and the

launched, was eagerly awaited. Emphasis

Stanley (Managing Director, Pharman

display of award winning posters from the

was placed on the need for all sectors of

Ltd Group of Companies) noted that

recent Pharmacy Management Forum.

the profession to work together to

In

opening

the

meeting,
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Winning posters from the Pharmacy Management National Forum 'Medicines Management to
Medicines Optimisation - the Journey Continues' held in London on 12th November 2013.
support patients, particularly those with

locally. All pharmacy sectors can play key

development. There is a need to work

long-term conditions and the vulnerable

role in delivering the agenda and

collaboratively to explore the potential

such as those in care homes. There are a

multidisciplinary working is key to

for efficiencies from medicines not

lot of initiatives regarding the patient

delivering outcomes.

reimbursed through the tariff and also to

safety agenda and a lot of good work
going on at all levels but there was a
need to ensure that this was ’joined up’.
Medicines

optimisation

is

not

link to patient safety collaboratives

“We need to have clear goals for
delivery in the months ahead.”
The

way

forward

will

and medication safety officers. Local
professional networks, AHSN, clinical

involve

medicines management in disguise. The

supporting the use of the CCG MO

focus needs to be on the patient, not

dashboard, further developing the roles

the prescribing budget. There needs

that pharmacists can play in supporting

to be a strong, local commitment to

patients to take medicines (e.g. in care

improving patient care by the better use

homes and for those with long term

of medicines and there is a need to build

conditions)

on great examples of good practice

embedded

networks and CCGs can be used to
ensure that work is ‘joined up’.

“To write prescriptions is easy,
but to come to an understanding
of people is hard”
Franz Kafka, a Country Doctor

and ensuring that MO is
in

clinical

pathway

PRESENTATIONS ARE AVAILABLE ON THE PHARMACY MANAGEMENT WEBSITE
(www.pharman.co.uk) BUT A SUMMARY OF KEY POINTS IS GIVEN BELOW.
How can we measure quality within Medicines Optimisation initiatives?
Andy Cooke, Deputy Director – Strategy and Redesign, Head of Continuing Healthcare, Medicines Management
and Individual Funding Requests, Bedfordshire Clinical Commissioning Group

Quality was seen to be about getting as

from

close to excellence as possible but this

predominance of GPs who understand

will vary the depending on individuals

the issues around securing good quality

and the context.

but there is still in need to quantify

CCGs

have

a

the NHS, evaluating the measures of
relevance/validity and monitoring.

savings for the QIPP plan. The four

“What would be your
quality measures?”

principles of MO were noted but the

An event held in London had identified

It was noted that a national group

challenges in implementation were seen

the following:

was preparing a dashboard on quality

to be building quality measures into

issues and this would be available shortly.

commissioned MO services, using quality

Quality is not all about cost but is about

measures to build resilience of services,

• disease scores

ensuring that the best value is obtained

publishing/sharing for consistency across

• hospital admission rates

“It’s a bit like art!”
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medicines.

• MURs
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• audits as part of community pharmacy
contract
• Patient Activation Measures (used in
Islington, London)
• QoL questions
• patient adherence measures
• ‘Don’t measure – trust the evidence
behind the intervention’
• need to be reliable and timely with
suitable benchmarks
• number of transfers of discharge
information to community pharmacies

It

is

not

possible

to

be

too

MO work should be mapped to the

sophisticated when measuring quality at

NHS Outcomes Framework and the range

a high organisational level. It is relatively

of prescribing indicators available within

easy to measure the number of MURs

the toolkit, QIPP, QOF and NICE were

being carried out but assessing their

noted. Other data was available from the

benefit would need to be done at a more

Community Pharmacy contract (MURs,

local level.

NMS),

secondary

care

(medicines

reconciliation data, hospital admission
There is not a lot of evidence available

data) and elsewhere (medication error

on the quality of MO and NHS colleagues

reporting rates, incidents of medication

do not always have time to prioritise

errors causing significant harm, NHS

writing up their work. Linking with

safety thermometer).

Universities was seen to be away in which
An example was given of work

this could be developed.

involving the use of inhalers in care

• questionnaire on patient understanding

Examples of nationally recognised

homes in Bedfordshire, which had shown

of medications and PROM for adequate

quality measures were given and the

a reduction in hospital admissions and GP

support for medicines adherence.

‘Pincer’ trial was seen to be particularly

visits involving the issue of antibiotics.

• adherence measurement tools – self

helpful in trying to prevent medication
errors.

reported

Specialised Commissioning: One year back and two years forwards
William Horsley, Pharmacy Lead - Specialised Commissioning Team, Cumbria, Northumberland, Tyne & Wear Area
Team (NHS England); Mandy Nagra, Cancer Drugs Fund/IFR manager for the North, NHS England; Calum Polwart,
Area Team Cancer Pharmacist, NHS England.

NHS England has four regions with

inflation.

Imatinib,

rituximab

27 area teams, 10 of which have a

trastuzumab account for a substantial

specialised commissioning remit. Drugs

proportions of the total spend.

“We are trying to work out the

and

service impact of new therapies.”
Aseptic services were being supported

represent an increasing cost-pressure
with year-on-year growth above budget
inflation.

“The clear aim is to standardise
treatment available, access
and pathways.”
The first year of activity had been

There is a focus on reducing waste by

identifying variations in funding

mechanisms and future standardisation,

outsourcing chemotherapy for longer

ensuring fair recompense based on the

expiry dates and vial sharing during

work done and not the value of the drug

aseptic

incentive

and the standardisation of transactions

scheme is available for Trusts to look at

and tariff interpretations. The explicit

system and pathway redesign such as

identification of aseptic funding had

community-based assessment.

helped to secure investment for a local

preparation.

An

concerned with the standardisation of
transactions in-line with national rules,

by

rationalising dosing (e.g. dose banding),

pharmacy department.
The

Area

Team

continues

to

identification of efficiencies, expanding

support innovation and development

Future intentions are to:

access to treatments, sharing best

of chemotherapy and cancer services

• take full advantage of any generic

practice and incentives for providers,

through continued support for the North

drug opportunities to be able to

identifying appropriate providers and

East Cancer Network, Chemotherapy

afford new treatments

standardising care, reflecting on/refining

Sub-Group and the Pharmaceutical

processes.

Industry Partnership Group. It is an
active participant in the North of

“We are trying to put funding in

England regional homecare project

place and make treatments

and recompenses/incentivises Trusts to

available as early as possible.”

provide Care Closer-to-Home (e.g. through
homecare).

Chemotherapy is the biggest single
therapeutic area of drug expenditure and
Pharmacy Management Volume 30 Issue 3

• continue to deliver efficiencies in the
procurement,

preparation,

and

handling of chemotherapy
• be cost-effective in the delivery of
chemotherapy

when

selecting

supportive and associated drugs and
when choosing the care environment
(Care Closer-to-Home)
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• further
variation

standardisation
with

and

less

transactions

and

invoicing as well as clinically with

• list has expanded significantly during

• expand access to clinical studies and

• database has been refined within

Cancer

Drugs

Fund

• feedback from trusts has been relayed
to central team and has resulted in

(CDF)

previously operated with ten regions and
ten different drug lists, which resulted in
postcode prescribing, but a single,

“The budget is £200m so there is
a £40m overspend.”
In looking ahead, the following was

list has now operated since April 2013.

noted:

The national CDF list currently contains

• significant data quality and process
issues at providers, resulting in invoice

• may begin to see treatments removed
based on the data generated via
the CDF

commissioning

for the Chemotherapy CRG.

• ensure

to ensure that agreed discounts are
obtained.

• Care

and

safe

deliver

(self-

further

efficiencies

and

innovations
barriers

to

fair

and

transparent commissioning
• implement local and national QIPP

• cancer drug for non-cancer indication

schemes

• non-cancer drug for treating side

• support

for

pharmacy

services,

especially hospital pharmacy.

effects of cancer
which

Closer-to-Home

administration, homecare)

• remove

experts. Common issues are:

• treatment

appropriate

prescribing, continue access expansion

• recompense and incentivise trusts to

• greater scrutiny on the prices paid

is

routinely

commissioned

greatly improved but still considerable
scope for improvement

pathway development, which are matters

• service improvements and innovations

• some treatments may be removed

and payment issues
• compliance and performance now

as these require proper service and

similar themes to chemotherapy, was:

IFRs are managed by a panel of 25

£240m

Cohorts are not considered by panels

from non-compliance

Performance in the first year was

• national spend is estimated at about

• rule of rescue, ‘n of 1’ trials, prior

commissioning, which was seen to have

from the list and transferred to routine

summarised as:

policy cohort

leading to increased risk to providers

There is a bespoke, on-line system in
register patients for treatment.

clinical

The way forward for specialised

IFRs for cancer drugs are also funded

the North Region to enable clinicians to

demonstrate

• stringent application of the rules

38 drugs and relates to 72 indications.
from the CDF budget.

to

compassionate use.

some changes.

national CDF with a single, national drug

“There is a huge interest politically
and in the media about the
Cancer Drug Fund.”

• failure

exceptionality to the expected or

existing limitations

experimental treatments.
The

a cohort

the year

respect to regimens and protocols

• service or pathway development for

• unlicensed medicine

Medicines Optimisation Update
Michele Cossey, Strategic Pharmaceutical Adviser and/Regional Pharmacist, NHS England North.

“MO has been talked about for
some time but we are now trying
to bring patients in and engage
with them more.”

being avoidable. Some 30 - 50% of

individual patients so that all patients

medicines are not taken as intended and

have the opportunity to be involved in

the number of medication errors, which

decisions about their medicines at the

occur across all sectors and age groups, is

level they wish.

at an unacceptable level. The Atlas of
About 5 to 8% of hospital admissions

variation shows that there are different

are due to preventable adverse effects

levels of treatment across the country.

of medicines and this can be up to 17%
in the over 65s.
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Key themes from patient feedback are
the need to:
• improve national awareness amongst

There is medicines

Medicines adherence is a key issue.

patients, the public and professionals

wastage of some £300m per annum in

Healthcare professionals need to adjust

of the services available to support

primary care with £150m per annum

their consultation style to the needs of

patients in their medicines-taking
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• enrich ‘consultations’ (in all care
settings) to support health and care
professionals to more closely consider
the life stage/ patient perspective
• encourage patients to be more

• develop the role of the pharmacy
team as personalised caregivers

and issues related to sub optimal use
of medicines.

• play an even stronger role at the heart

• Worked in collaboration with RPS and

of more integrated out-of-hospital

ABPI to develop a set of principles for

services

medicines optimisation.

responsible and honest about their

• provide a greater role in healthy living

attitudes and behaviours around

• NICE have established their medicines

advice, improving health and reducing

medicines-taking,

Optimisation Short Clinical Guidelines

health inequalities

GDG and will publish in 2015.

including

not

wishing to take them
• encourage the provision of better
information & support to enable
patients/ carers to get the best from
their medicines
• ensure that the view of patients and
the public around waste, repeats, and
broader system improvements on
medicines-taking are incorporated
into the ‘Value for Money’ element of
any strategy.

“If patients do not want to carry
on with their medicines, we need
to understand that and consider
what else can be done.”

• deliver excellent patient experience

• Published ‘Principles for sharing the

which helps people to get the most

benefits associated with the more

from their medicines

efficient

• develop a contractual framework that
supports better health outcomes for
patients
• secure the most efficient possible use
of NHS and taxpayer resources.

use

of

medicines

not

reimbursed via national prices’.
• Held first patient engagement event.
Report of this due was published in
March. Establishing a Medicines
Optimisation patient panel is a key
recommendation.

Better consultations were seen to be
vital in the process to support patients
to improve their health and get more
from their medicines and reference was
made to a recently released Centre for
Pharmacy Post-Graduate Education (CPPE)
pack on that topic.

• Hosted events for all Local Professional
Network (Pharmacy) chairs in November
and March. Most ATs now have LPN
chair in post and key priorities around
the Pharmacy call to action and
transfer

of

care

(medicines

on

discharge) have been set out.

The key ways in which MO can

Developments that had taken place with

contribute to the Outcomes Framework

• Hosted an event for All AHSNs in

the infrastructure to support work were

and the MO principles were noted.

February to share their progress with

noted together with the following key

MO. Report available.

There was an emphasis on the aims for
Community Pharmacy. These were seen
to be to:
Pharmacy Management Volume 30 Issue 3

outputs for 2013/14:
• Set out strongly the case for change.

• Medicines Optimisation masterclass at
NHS Expo March 2014.

Much greater awareness of the risk
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“There are few pharmacists on

management.

It was noted that a Patient Safety

Area Teams and LPN chairs are

• Develop a ‘Medicines Optimisation –

Collaborative will be launched and that

a main communication point.”

What does a good CCG look like?’

there is a need to engage a wide range of

resource. Worked examples will help

stakeholders in the development of MO.

The main aims for 2014/15 are:

with future iterations of the Anytown

• Launch first iteration (prototype) of
the CCG medicines optimisation
dashboard to help CCGs see where
they can better support patients to
get more form their medicines. This
work will be tested for impact.

CCG resource.

“There is a need to share work
and learn from each other.”

• Establish the MO patient panel to
ensure that our strategy meets the

In addition to the national picture,

need of patients, especially those with

some of the North of England Regional

long term conditions, in vulnerable

context was provided to give an overview

groups (such as children and those in

of how the MO strategy would be taken

• Develop a narrative/strategy alongside

care homes), those with mental health

forward.

the dashboard to ensure that the

problems and those on multiple

dashboard

medicines.

is

improvement

used

for

quality

not

performance

NORTH OF ENGLAND BEST PRACTICE EXAMPLES
Optimising Medicines, Involving residents:
learning from the Northumbria Shine 2012 project
Wasim Baqir, Research and Development Pharmacist, Northumbria Healthcare NHS Foundation Trust.
A number of reports have highlighted
problems with medicines in care home.
These can be categorised as excess
medicines (unnecessary, inappropriate),
lack of a structured review and a lack of
patient involvement.

consideration?
• Is the medication safe?
• Are there medicines missing that the
patient should be taking?

(384) patients. 15 different types of
intervention were involved, the most
common being to stop medicines. 704
medicines were stopped involving a

• Is the patient/family/carer fully involved

17.4% reduction in medicines use. The

in any decision about their medicines?

average number of medicines per

An example was given of a dementia

resident went from 9 to 7.

patient who had been taking a wide

This framework was implemented

range of medicines that had to be

through the ‘Shine’ project, which was

Comments from patients and cares

administered by a nurse. The patient was

funded by the Health Foundation. The

illustrated their appreciation of the

agitated but this improved upon the

components of pharmacist led reviews

service provided and an example was

withdrawal of some medications. Over

and MDTs with pharmacists and care

given of how a significant change had

time, it was possible to withdraw almost

home nurses worked well. Having access

been made to the behaviour of an elderly

all medication apart from that needed

to patient records was a key aspect.

lady who had been quiet and drowsy for

for occasional pain relief.

In terms of involving patients, the

The aim in optimising medicines use in

following was reported: Patient 1:1 (16%),

care home residents is to ensure that

Family 1:1 (39%), Family by letter (41%)

residents or their family are fully involved

and Advocacy (4%).

in any decisions around prescribing and

a long time.

“We made a difference.”
In addition to improvement in the
quality of care, net savings were £78k

It was necessary to develop different

(£184 for every patient reviewed). For

ways of working with GPs and four

every £1 spent, £2.38 was saved. There

for

models were used: no GP involvement,

was a saving in nurse administration time

multidisciplinary review of medication in

GP attends MDT review, review discussed

of 6.6 hours per week per home.

nursing homes asks:

with GP prior to MDT review, review

stopping medicines.
A

clinico-ethical

framework

• Is the medication currently performing
a function?
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1346 interventions were made in 91%

discussed with GP after MDT review.
A total of 422 residents were

• Is the medication still appropriate

reviewed in 20 care homes (involved 16

when taking co-morbidities into

general medical practices). A total of
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Re-engineering Clozapine Clinics:
Pharmacy Technician leadership and Medicines Optimisation
Ewan Maule, Deputy Chief Pharmacist Operational Services, Northumberland, Tyne & Wear NHS Foundation Trust.
Clozapine is offered to people with
schizophrenia whose illness has not

encourage patient engagement.

despite the sequential use of adequate

“MO makes patients partners in
their medication.”

doses

different

Clinics are now provided on 12 sites

antipsychotic drugs. It can, however, result

and medication is pre-dispensed. The

in a life threatening blood dyscrasia and

patient attends the clinic where samples

frequent, careful monitoring is needed.

are

responded adequately to treatment
of

at

least

two

taken/analysed

and

additional

In terms of the future, it was noted
that this would involve:
• standardisation across localities
• broadening the scope of clinics to
include non-clozapine long term
conditions management (e.g. depots/
lithium)

The limitations of a previous service

monitoring counselling is provided as

• qualitative/quantitative evaluation of

model were outlined e.g. only 5 sites,

appropriate. Where applicable, the next

safety, patient adherence to treatment,

relatively large travel distance, two

appointment is booked.

time to clozapine initiation and

attendances required.

“Patients would refuse therapy,
not turn up, not get their bloods
done or run out of medication.”

patient experience)
The outcome has been increased
clozapine prescribing, which represents
confidence in the clinic. Initiation/titration
in the community resulted in savings so
far of £100k per annum.

• investigating partnership working
(Community Pharmacy)
• challenges

such

as

reliance

on

individuals, funding and skill mix.

The solution was to develop a
pharmacy technician led multidisciplinary
near patient testing clinic, promote outpatient initiation of clozapine, develop

“It costs £5k to start medication
as an inpatient but £500 as
an outpatient.”

confidence in the monitoring service and
Pharmacy Management Volume 30 Issue 3
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My Medicines, My Health
Neil Frankland, Medicines Optimisation Pharmacist, North of England Commissioning Support
There is a considerable waste of

interventions to influence behaviour

medicines. Only 16% prescribed a new

based on patient segment

medicine take it as prescribed, experience

correct intervention mix to change

no problems and receive as much

behaviour. The aims of the project are to

information as they need. Ten days after

optimise

starting a medicine, almost a third of

medicines adherence, improve health

patients are already non-adherent. 55%

outcomes and reduce waste medicines in

don’t realise they are not taking their

target patients.

medicine

use,

and the

improve

need to understand the patient group
and reasons for non-adherence.

Only by addressing the causes of
medicines waste will sustainable cost
savings and health outcomes be realised.
Social and commercial marketing strategies
offer effective ways to change health
related behaviour. Social marketing can
develop activities aimed at changing or
maintaining people’s behaviour for the
benefit of individuals and society as a

“It is about getting individuals to
identify with their medicines.”

adherence to health and well-being,
promote the concept of the Green
carrier to take to all interactions with
healthcare

professionals

and

usual

patient population, based on patient

Design: develop domiciliary medicine

characteristics and potentially modifiable

taking support services, reveal and target

behaviours, were noted:

patients at risk of medication related

• GORDON (Generally Older Regularly
Discharged chaOtic and Non-adherent)
with the characteristics of being

design) but not all are needed when
developing interventions for specific

pathways, targeted support on discharge.

frequently

non-adherent,

Community Pharmacy is a choke
• DELIA (Doing Everything for Living.
general

Adherent)

with

the

• HUGH (Housebound. Unlikely to get
GPs’ Help) with the characteristics of
being ‘hidden’ from services, likely to
be housebound/living alone, lacking
family support, may be on repeat
prescription but not having their

groups. Getting the mix right is, however,

health needs monitored and only

crucial.

visible to health services when a

The ‘My Medicines, My Health’
approach involves identifying target
patient groups and behaviours,
learning key insights into the lives of

isolated).

receiving support and chaotic.

with family support.

behaviour (control, inform, support,

hospital, the hidden housebound, socially

cope,

better health, not housebound and

there are four elements to influencing

from

Support: domiciliary care, high risk

and

Social marketing considers that

discharge

patient programmes, frail elderly care

can be used for audience segmentation
behaviour.

(on

possibly older, more ill/ less able to

characteristics of being younger, in

health

misadventures

frequently re-admitted to hospital,

In

change

raise awareness of the value of medicine

storage container.

whole. Commercial marketing strategies
to

medicine’ campaign, media campaign to

Three situational segments of the target

“Unused medicines are the most
expensive and deliver no benefit.”

branding

Inform: An overarching ‘valuing

Medicine Bag scheme as a universal

medicines correctly, whilst 45% are
intentionally non-adherent. There is a

The four elements to influence
behaviour are:

crisis occurs.

point. Support for repeat dispensing has
been translated into an e-learning tool to
promote uptake of this service.
Control: maximise repeat dispensing,
minimise waste using contracted services,
build opportunities /triggers to engage
with patients to support medicine taking,
Community Pharmacy a choke point.
The findings and successes have been
translated into an e-learning tool.
The ‘Green Bag’ scheme was used to
illustrate the approach taken to promote
the scheme in the media, through well

“We do not capture those
hidden from medical services –
they are off the radar.”

designed leaflets and via a campaign
website with support on a region wide
basis.

the patients whose medicines taking
behaviour it is wished to influence,

Report prepared by Alex Bower, Director of Governance and Publishing,
Pharmacy Management; Editor, Pharmacy Management Journal.
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Pharmacy Management National Seminar for Scotland
13th May 2014
Delivering the Future of Pharmacy
Building on ‘Prescription for
13th May 2014 Excellence’
S ti rl i ng Management Centre
Stirling Management Centre, Stirling
Michael Pratt, Chief Pharmacist, NHS
Dumfries and Galloway, provided some
superb presentations in a plenary session.
Attendees could also attend two out of a
choice of four interactive workshops.
Plenty of time was available for
attendees to network with colleagues and
attend sponsor stands during coffee and
lunchtimes. A total of six sponsors were
present – their representatives manned
the stands and were part of the audience
for presentations and workshops. The
chairman thanked sponsors for their
support, which had enabled the event to
be arranged.

The seminar, which clearly

Introduction
About

150

NHS

pharmacists

and

pharmaceutical industry colleagues, the
largest number at one of these events,

• be inspired to develop their own
practice further.

lived up to its aim of being
inspirational, has developed into
a ‘must go’ event for Scotland.

The seminar, which was chaired by

attended the event. The aims, which
were met admirably, were to ensure that
attendees would:
• understand the strategic direction
provided

by

‘Prescription

for

Excellence’ and the challenges and
opportunities it offers the profession
• be aware of practices’ developments
that can help deliver aspects of
‘Prescription for Excellence’
• be aware of future opportunities for
practice development as a result of
‘Prescription for Excellence’
• develop a recognition of some practice
leaders and, by using networking
skills, increase personal knowledge
• understand the patient benefit that can

Chairman: Michael Pratt, Chief Pharmacist, NHS Dumfries and Galloway.

be achieved by developing practice
Pharmacy Management Volume 30 Issue 3
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Presentations
• ‘Building

on

Prescription

for

of Pharmacy, NHS Education for

(Pharmacy), NHS Tayside and Sharon

Scotland (N ES).

Pfleger, Consultant in Pharmaceutical
Public Health, NHS Highland

Excellence’. Professor John Cromarty,
Chairman, Scottish Pharmacy Board

Workshops

• ‘Planning for the Future’. Andrew

• ‘The Hospital Patient – Prescribing

Radley, Consultant in Public Health

for Excellence in the Hospital’.

(Pharmacy), NHS Tayside and Sharon

Christine Gilmour, Chief Pharmacist,

Pfleger, Consultant in Pharmaceutical

NHS Lanarkshire

Public Health at NHS Highland

• ‘Pharmacist Prescribing in Primary

• ‘Delivering the Skills Necessary
to Succeed’. Members of the NHS
Education for Scotland (NES) team.

Further information
Full

details

and

copies

of

the

Prescribing’.

Care’. Emily Kennedy, LHP Prescribing

presentations given are available on the

David Pfleger, Director of Pharmacy &

Support Pharmacist, Dumfries &

Pharmacy

Medicines Management, NHS Grampian

Upper Nithsdale LHP

http://www.pharman.co.uk/national-

• ‘Prescription

for

• ‘Delivering the skills necessary to

• ‘Planning for the Future’. Andrew

succeed’. Dr Rose Marie Parr, Director

Radley, Consultant in Public Health

Management

website

at

seminar-scotland-2014.

Report prepared by Alex Bower, Director of Governance and Publishing,
Pharmacy Management; Editor, Pharmacy Management Journal.
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Setting The Agenda For Productivity Gains:
Consensus On Primary Care Rebate Schemes (PCRS)
Ben Woodhouse, Bolton CCG; Jas Khambh, NHS London Procurement Partnership; Kevan Wind, NHS London and East of England;
Paul Jerram, Isle of Wight CCG; Nick Beavon, Wandsworth CCG; V-Lin Cheong, WYSYB Commissioning Support Unit;
Stephen Woods, Greater Manchester Commissioning Support Unit; Tim Warren, Simon Gwynn; Triducive Ltd.
Email: ben.woodhouse@nhs.net

Summary

PCRS may offer a mechanism for

guidance regarding their implementation.

achieving savings but the situation has

Definitive guidance regarding Primary

This paper:

been unclear with regard to legal and

Care Rebate Schemes (PCRS) has been

● outlines how PPRS operates and
can contribute to the achievement
of savings

ethical concerns. These have, however, been

difficult to obtain from both the

addressed by the London Procurement

Association of the British Pharmaceutical

Partnership (LPP).

Industry (ABPI) and Department of

● indicates that there is a lack of
clarity regarding the legal and
operational aspects of such
schemes

Around 30% of localities have a PCRS
in place but the remainder have not
developed clear policy and implemented
a scheme.

● describes the formation of a group
to develop consensus
● summarises the findings from a
Delphi approach to test consensus

● indicates that, whilst the NHS
should not solicit PCRS, there is no
clear reason why they may not be
utilised if they are offered by the
pharmaceutical industry.

reasons and, as a consequence, there are
polarised approaches and a variety of
implementation models seen across
the UK.

This paper provides guidance and
consensus regarding PCRS.

PCRS are defined as ‘contractual
arrangements offered by pharmaceutical
companies, which offer retrospective

Primary Care Rebate
Scheme (PCRS)

● confirms that around 30% of
localities operate a PCRS

Health (DH) in the past for a variety of

discount rebates on GP prescribing
expenditure for a particular branded
medicine(s)’.2 This is not part of the

The NHS faces a significant challenge

procurement process, which is governed

in achieving efficiency savings.1 Whilst

by processes such as EU law and the use

commissioners examine every facet of

of the Official Journal of the European

patient services to identify possible

Union (OJEU). PCRS relate solely to

efficiency savings, the opportunity to

drugs used within the primary care

reduce the cost of prescribing through

setting and do not apply to secondary

rebate schemes presents a potential

care prescribing. There is therefore no

solution. Extreme financial and economic

financial impact on the wider health

In many localities within the NHS, primary

pressure

economy, including community pharmacy.

care

are

increasingly attractive since they may

implemented as a means of reducing

offer a mechanism for the reduction of

The PrescQIPP NHS Programme has

prescribing costs for certain medicines.

costs without compromising patient

identified that there is significant financial

Such schemes are offered to the locality

care or outcomes, in some cases allowing

opportunity offered by PCRS as long as

by the manufacturer as a mechanism for

access to treatments that otherwise

schemes are correctly and transparently

reducing the apparent cost of medicines,

might not be affordable. However, there

governed.3 Despite this, adoption of

by paying an agreed rebate against

is on-going confusion in parts of the

PCRS is held back through lack of clarity

medicines prescribed.

NHS regarding the appropriateness of

and the absence of clear guidance

such schemes and a lack of clear

regarding

Background
rebate

schemes

(PCRS)

makes

rebate

schemes

their

implementation.

In

“PCRS may offer a mechanism for achieving savings but the situation
has been unclear with regard to legal and ethical concerns.”
Pharmacy Management Volume 30 Issue 3
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addition,

the

practical

impacts

of

managing a rebate scheme may be a
blocking factor to some localities.
Confusion also exists, in parts of the
NHS, as to whether rebate schemes could
constitute an inducement to prescribe
and are therefore inappropriate.

Rebate Consensus Project

Each statement was scored either:

In the absence of clear guidance, there is

Strongly Disagree

a need to understand the concerns and

Disagree

attitudes of NHS staff in order to define
a robust and consensus-led framework
that may allow greater clarity in assessing
and administering potential PCRS as an

The current guidance leaves a position
of uncertainty, with an emergent and

appropriate means of achieving efficiency
savings.

around the UK. As a consequence, the
London Procurement Partnership (LPP),
PrescQIPP NHS Programme and GMMMG
have all set local policies regarding rebate

The project sought to define the

control the prices of branded medicines

also communicated a clear message from

pharmacy, general practice, commissioning

the respondents.

a

range

and finance within the NHS and define

localities wishing to understand PCRS.

Questionnaires were completed by 99
respondents at professional meetings
held by the Health Service Journal (HSJ)
and other commissioning events in
various

Methodology
A small group of professionals involved in

locations

around

the

UK.

Questionnaires were also distributed
digitally by the HSJ website.7 Respondents
held the professional roles shown in Box 1.

2013 with the objective of defining
themes for consensus regarding PCRS.

sold to the NHS. It is negotiated between

CCG Lead / Chief Officer

11

Director of Finance

7

the DH, acting on behalf of the UK

Whilst this small group developed the

government and Northern Ireland, and

initial consensus perspective, it was

Commercial Director

4

the branded pharmaceutical industry,

recognised that the involvement of a

Manager

21

represented by the ABPI.4

wider audience is essential to develop a

Pharmacist

24

General Practitioner

15

build wider consensus, these statements

Consultant Physician

5

were collated into a questionnaire and

Anonymous

12

Total

99

The legal position of PCRS has been
questioned by a number of NHS
observers, prompting the LPP to seek
clarification from lawyers.5 The conclusion
of this exercise is that whilst PCRS are
not

unlawful,

administered

they

need

according

to

to

be

robust consensus that reflects the
views of all key groups. In order to

circulated to other professionals holding
senior administrative roles within CCGs.

Box 1: Professional roles

specific

A Delphi methodology was used

requirements in order to comply with the

to achieve this, informed by comments

The final consensus statements are

Drug Tariff, NHS Act and other UK

and amendments suggested by the

listed below with analysis of the

legislation.5 LPP has published good

respondents to a questionnaire that

questionnaire data. The 40 statements

practice principles for the administration

contained the original 40 consensus

are grouped under 9 topics.

of PCRS which are intended to ensure

statements.

that these requirements are met and to
be used as a reference by other NHS

The Delphi method works through

Results

written feedback to measure consensus

Overall, 28 (70%) of the statements

or agreement where differing opinions

achieved agreement in excess of 66.0%,

It has been reported that whilst

may exist. The level of individual

which indicates robust consensus across

the DH does not encourage PCRS, ‘at

agreement with each statement is

the respondent group (see Figure 1).

least 30% of primary care trusts’ are

measured using a 4-point Likert scale

Several of the statements with agreement

implementing

potential

which allows delegates to record levels of

lower than 66.0% indicate the views of

savings in excess of £100,000 in some

agreement with each statement and

respondents and are discussed below.

localities per year.

suggest changes.

bodies.2

them,
6

34

amendment was made to the statements.

professionals working in roles such as

of

the administration of PCRS met in Autumn
The PPRS is a voluntary agreement to

statements were unusually clear from the

When levels of agreement were low, this

view

constructive, consensus-led guidance to

Pharmaceutical Price
Regulation Scheme (PPRS)
and PCRS

Levels of agreement with the original

of

consensus

some of the key issues in order to provide

schemes.

Strongly Agree

outset of the project, so no further

unstructured approach to rebate schemes,
which may impact on the equity of services

Agree

with
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Overall % Agreement:
100.0%
90.0%

Agreement Number

80.0%
70.0%
60.0%
50.0%
40.0%
30.0%
20.0%
10.0%
0.0%
1

4

7

10

13

16

19

22

25

28

31

34

37

40

Statement Number
Figure 1: Total Consensus Scores
Agreement scores for each statement are listed below (% agreement is bolded for statements achieving less that 66.0% agreement).

No

Topic

Statement

% Agree

1

Industry Factors

Primary Care rebates allow access to medicines in a way that

70.8

is more affordable to the NHS
2

Primary Care rebate schemes are driven by the commercial

79.2

need for reference pricing (by Pharma)
3

Primary Care rebate schemes may be used to increase the

67

attractiveness of medicines with little other clinical merit
compared to alternatives
4

Primary Care rebate schemes should not influence the

86.6

prescribing of medicines
All statements in this section achieved strong agreement except statement 3. This statement refers to products that are equivalent
other than by price, although this was not explicit in the wording, leading to a lower agreement score.

No

Topic

Statement

% Agree

5

Financial pressures

Primary Care rebate schemes offer an opportunity for the

82.8

NHS to save money
6

The NHS cannot afford to dismiss Primary Care rebate

84.7

schemes outright
7

Primary Care rebate schemes contribute to the productivity

66

element of the QIPP Agenda
8

Primary Care rebate schemes contribute to the quality element

25

of the QIPP agenda
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No

Topic

Statement

% Agree

9

Financial pressures

Primary Care rebate schemes contribute to making financial s

66

resources available for new medicine
10

Primary Care rebate schemes support medicines optimisation

43.2

outcomes by improving access to medicines
All statements achieved high agreement except 8, 9 and 10. The clear message is that PCRS may not contribute to the quality element
of QIPP but are more aligned towards productivity. Only 43.2% of respondents agreed that PCRS improve access to medicines. PCRS
offer opportunity that the NHS should not ignore, as shown in the response to question 6.

No

Topic

Statement

% Agree

11

Political Drivers

The DH advocates primary care rebate

40.7

12

The ABPI advocates primary care rebate schemes

55.8

13

PPRS provides the NHS with optimum control of the price

36.4

of branded medicines
14
15

The drug tariff is inflexible with regard to fluctuating drug prices

66.7

CCGs should use the net price of medicines (i.e. including the

72.8

Primary Care rebate) in order to make cost effectiveness decisions
16

Decisions about the acceptance of Primary Care rebate

26.9

schemes should not include GP colleagues
17

GP prescribing may favour a drug choice based on a Primary

78.3

Care rebate scheme, as long as there is no personal incentive
18

Primary Care rebate schemes should be signed off at CCG

90.1

organisational level, not an individual practice level
Relatively low levels of agreement clearly indicate confusion on this topic within the NHS. Respondents strongly agreed with statement
15 suggesting that the net price of medicines (including rebates) should be used in cost effectiveness evaluations. There is a strong
indication that GPs should be included in decisions regarding PCRS.

No

Topic

Statement

% Agree

19

Legal Considerations

The legal position for primary care rebate schemes is clear

22

The legal position for primary care rebate schemes is effectively the

37

20

same as NICE Patient Access Schemes (PAS) that involve rebates
21

Primary Care rebate schemes should be an organisational

33

incentive to prescribe
22

Primary Care rebate schemes should never include personal

94.4

incentives to prescribers

Low agreement with statements 19 and 20 indicate a lack of clarity regarding the legal status of PCRS. Statements 20 and 21 suggest
that whilst there is ambivalence concerning organisational prescribing incentives, it is clear from the response to question 22 that
personal incentives to prescribe are unacceptable. This view is well aligned with governance principles and the legal framework.2

36
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No

Topic

Statement

% Agree

23

Guidelines / Policy /

Clear direction is needed regarding the implementation of

97.8

Collective Appraisal

primary care rebate schemes in the NHS

24

Guidelines will promote a consistent framework for the

93.3

assessment and adoption of primary care rebate
25

Guidelines (such as the principles published by the London

93

Procurement Programme (LPP)) are helpful to ensure robust
governance of Primary Care rebate
26

Clear methodology for the implementation of Primary Care

94.4

rebate schemes will improve consistency, transparency
and confidence
27

CCG governance processes should include standards for CCG

94.4

Primary Care rebate schemes
28

A collective and multi-professional approach will allow more

95.6

stringent and expert assessment of primary care rebate schemes
Strong agreement with all of the statements within this topic indicates that there is a clear call for guidance and policy regarding PCRS.
Such guidance should include implementation methodology, governance and standards such as those developed by the LPP.2

No

Topic

Statement

% Agree

29

Accountability

Clearer confidentiality agreements will improve the acceptance of

77

Primary Care rebate schemes Rebate arrangements are
‘commercial in confidence’, but confidentiality requirements
should not prevent practical implementation of the scheme.

Strong agreement with this statement may suggest that whilst PCRS are regarded as ‘commercial in confidence’, the requirements of
confidentiality should not restrict their practical implementation within the NHS.

No

Topic

Statement

% Agree

30

Partnership Working

Pharma Industry conduct should be aligned with the ABPI

96.2

Seven Step Guide of Partnership Working
31

The Pharma Industry are a valuable partner in the delivery

85.9

of healthcare
32

As stipulated in ‘Innovation, Health and Wealth’, the NHS

90.6

should partner appropriately with industry
33

Best practice examples should be publicised and disseminated

97.7

to stakeholders involved in Primary Care rebate schemes
This topic achieved the highest levels of agreement, strongly supporting the need for collaborative partnerships with the
pharmaceutical industry. All respondents supported sharing of best-practice examples.
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No

Topic

Statement

% Agree

34

Administration Effort

Primary care rebate schemes requiring minimal effort to

93.2

administer are most likely to be accepted
35

A collective approach to Primary Care rebate schemes across

90.7

the NHS delivers increased economy of scale
36

Only NHSIC data should be used within primary care rebate schemes

66.2

The potential administrative burden of PCRS has been recognised by NHS observers.7 Respondents clearly support PCRS that are
straightforward to implement and are easily audited through existing NHS data. The experience of the steering group is that
administration of PCRS is minimal provided that the schemes are simple.

No

Topic

Statement

% Agree

37

Access to Medicines

Primary Care rebate schemes allow access to medicines that

57.3

may otherwise be too expensive
38

The DH need to support Primary Care rebate schemes as a valid

80.5

mechanism for reducing NHS costs or propose alternative
mechanisms
39

The ABPI should support Primary Care rebate schemes as a valid

72.4

mechanism for reducing NHS cost
40

DH must support all reasonable mechanisms for reducing NHS costs

90.9

Clear agreement with these statements indicates that respondents believe PCRS to be a valid and appropriate mechanism for
increasing access to medicines and reducing NHS costs, although there is lower agreement that rebate schemes allow access to
medicines that might otherwise be unaffordable.

Discussion
The results of this consensus clearly

providers of NHS services in primary or

prevent

secondary care.”9

‘double-dipping’ in circumstances where

Through this PPRS statement, the DH

amongst some respondents with respect

has provided a degree of clarity regarding

to the legalities and governance of

their view on alternative pricing initiatives

rebate schemes. An absence of clear

specifically relating to medicines with a

guidance has led to a varied pattern

positive National Institute for Health and

of adoption across the UK, potentially

Care

causing postcode prescribing. Currently,

appraisal.

Excellence

(NICE)

technology

with the remainder undecided.

Since our consensus work, the new

38

companies voluntarily offering up rebates
if that suits their business model either
generally or in a specific instance”.10

acceptable as long as they are offered by

below:

companies voluntarily and are not sought

“ABPI

negotiated

this

provision

Chapter 5 of this scheme, NHS England

companies that the new scheme should

has agreed to seek to bring to an end to

be comprehensive in terms of pricing

initiatives by NHS commissioners (NHS

arrangements and that members of the

England

voluntary

commissioning

rebate. This provision does not prevent

that appropriately managed PCRS are

against a background of concern from

clinical

a company might be happy to offer a

ABPI has clarified the PPRS statement as

Patient Access Schemes as set out in

or

rebate. In some circumstances, however,

In addition, correspondence from the

PPRS agreement has been introduced,
which states: “With the exception of

from

This helpful ABPI statement suggests

around 30% of localities are implementing
PCRS,

commissioners

a company does not wish to offer a

show that there is ongoing confusion

6,8

NHS

scheme

should

not

be

actively by commissioners. It should be
noted that PCRS should not be confused
with procurement processes as PCRS are
unsolicited by the NHS and can only be
offered by the industry rather than being
actively sought by the NHS.

groups) to arrange for rebates to be paid

subjected to further pricing restraints

by manufacturers to the commissioning

imposed by NHS commissioners (where

supported statements (statements

body for the supply of medicines with a

these are not required as a matter of

23-28) define a clear call to action for

positive NICE technology appraisal to

law). The purpose of this provision is to

guidance concerning the appropriate

Several

of

the

most

strongly
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“appropriately managed PCRS are acceptable as long as
they are offered by companies voluntarily and are
not sought actively by commissioners.”
implementation of PCRS. In the absence

adoption, the pharmaceutical industry

relating to PCRS. Despite this, many

of such clear guidance, it would be useful

should ensure that PCRS are more

localities (30%) are actively engaging in

if steps are taken to present a more

transparent in order to make them easier

PCRS and making significant savings.7

unified approach to PCRS. This would

to administer. However, care must be

Given the current financial constraint

enable appropriate use of the schemes

taken that prices are not published on

facing the NHS, further use of PCRS will

to help meet productivity targets and

official web sites to avoid difficulties with

enable these savings to be realised across

reduce

the remaining 70% of the NHS.

without

reference pricing as this may impact on

adversely affecting equity around the

prescribing

costs,

the international pharmaceutical market.9

United Kingdom. The model developed

With this in mind the ABPI are working

Levels

of

agreement

with

key

by LPP2 and PrescQIPP NHS Programme11

on best practice for confidentiality

statements present strong evidence that

presents a robust starting point for

arrangements within PAS schemes.12, 13 It

respondents accept the relevance of PCRS,

this process.

would be useful if this approach could be

with 90.9% of respondents supporting

applied to PCRS as careful management

the statement that DH must support all

of confidentiality requirements may allow

reasonable mechanisms for reducing NHS

CCGs to emulate each other in the

costs. The financial impacts of PCRS are

administration of PCRS.

strongly aligned with the productivity

One concern voiced within this group
is that GPs may not wish to be involved in
PCRS because of a risk that they may be
perceived to be making some gain

domain of the QIPP programme and

through the process. The position defined

In

addition,

more

practical

PCRS

therefore

offers

a

practical

by LPP makes it clear that any benefit

methodologies regarding the processes

opportunity

offered by a PCRS should be at

of

increased

schemes. The financial resources released

organisational, not individual practice,

transparency and adoption of such

by PCRS may be used to support other

level. With this in mind, the most

schemes.

elements of the QIPP agenda.

appropriate approach is for GPs to

statement that only NHSIC data should

consider the clinical suitability of a drug

PCRS

may

lead

Respondents

to

support

the

for

inclusion

in

QIPP

be used in the administration of PCRS,

Where expert opinion has been

as well as its cost effectiveness. In order

thus simplifying implementation and

sought, it offers some clarity regarding

to achieve this GPs should be familiar

increasing

the legality of PCRS and demonstrates

with the net price (including any rebate

(statement 36).

transparency

of

process

the considerations that must be applied
to enable legal and ethical compliance

available). Money saved through rebates
must not be available to any individual

Calls for clarity are further supported

as remuneration or reward. Therefore,

by high levels of agreement with

consequence, innovative NHS groups

information to GPs should be centred

statements 39 and 40, which suggests

such as GMMMG, LPP and PrescQIPP

on informing the prescriber correctly

that PCRS are reasonable and should

NHS Programme have developed and

rather than incentivising the use of a

be supported. This consensus may

implemented

particular drug.

therefore provide useful guidance for

management of PCRS, which may be

the implementation of PCRS.

used as reference points to establish

This group recognises that Patient
The development of this consensus

commonplace as initiated by NICE,

shows that there is a need for clarity in

whereas

commonly

order to allay confusion around the legal,

adopted. To help achieve increased

practical and political considerations

are

less

governance

protocols.

frameworks

for

As

a

the

schemes across the UK. This consensus

Access Schemes (PAS) are increasingly
PCRS

with

position

offers

further

guidance

regarding appropriate implementation
of PCRS.

“more practical methodologies regarding the processes of PCRS
may lead to increased transparency and adoption of such schemes.”
Pharmacy Management Volume 30 Issue 3

39

Recommendations

4. PCRS should always be managed at

Based on the consensus defined above,
the recommendations of this group are:
1. NHS bodies should actively consider
appropriate

PCRS

proposals

put

before them that meet requisite
criteria such as those used by
PrescQIPP NHS Programme, GMMMG
and LPP.
2. The guidance produced by innovative
NHS groups such as GMMMG, LPP
and

PrescQIPP

NHS

Programme

should be used as a gold standard
framework and reference for PCRS
implementation in the NHS.
3. The ABPI position statement should

statutory organisational level, not
individual practice level.
5. Where

PCRS

are

Declaration of interests
• The project was funded by Takeda
UK Ltd.

evaluated,

• The group formed to define themes

implemented and monitored there

for consensus regarding PCRS was

should be local governance mechanisms

convened by Triducive Ltd.

in place.

• Presentations regarding PCRS have

6. Appropriate confidentiality frameworks

been given by some authors at

should be established to both enable

Regional

Workshops

more widespread uptake of PCRS and

Takeda UK Ltd.

funded

by

protect sensitivities around reference
pricing, while maintaining necessary
transparency.
7. This consensus position offers further
guidance

regarding

appropriate

implementation of PCRS.

be used to provide clarity and direction
regarding PCRS implementation.

“many localities (30%) are actively engaging
in PCRS and making significant savings.”
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Patient Safety Pharmacist
Janet Thomas, Patient Safety Pharmacist, Betsi Cadwaladr University Health Board (East), Wales.
Email: janet.thomas3@wales.nhs.uk

Janet Thomas

Question:

Director for Pharmacy at Wrexham

of IT, communication across the interface,

Maelor Hospital.

medicines

What is your job title?

Safety

Pharmacist

-

Betsi

Cadwaladr University Health Board (East).
I work 19.5 hours per week (O.5WTE).
What are your main responsibilities/
duties?

trends

in

was

How was/is the post funded? Is the

My previous post has just evolved into my

post funded on a non-recurring or

current post.

recurring basis?
This post is permanent and was created

What were the main drivers for the

during the reorganisation process of

establishment of the post and how

pharmacist posts in North Wales. There

did it come about?

are two similar posts covering the

Modernisation was required in medicines

Central and Western areas respectively.

management processes and one of my

The core duties of the post include
reviewing

and

incident reporting left, right and centre!

Answer:
Patient

reconciliation,

patient

safety

incidents, improving safety culture via
development of risk reduction strategies
and acting as secretary for the Safe
Medication Practice Committee.
I contribute at corporate level to
bulletins, alerts and newsletters on
medication-related safety issues. I also
have a research and development role.
My post covers two counties, Wrexham
and Flintshire, in North East Wales and

first tasks was to increase the proportion
When was the post first established?

of patients bringing their own medicines

In October 2012 but, back in November

into hospital. In May 2005, North Wales

2003, an Interface Pharmacist post was

launched the patients’ own medicines

created covering formulary aspects as

‘green bag’ for use by emergency

well as risk and medicines management.

ambulances, A&E and pre-op assessment

A colleague and I persuaded the Chief
Pharmacist at the time that it was suitable
for job-sharing and that the two roles
demanded two different person-types. I
am forever grateful to him for listening to
that hard-sell!
Subsequently, I took up the Risk and
Medicines Management half of the job in

To whom do you report and where
does the post fit in the management
structure?

the rest of Wales, this then morphed
into an All Wales green patients’ own
medicines bag from July 2010. The
redesigned and renamed green ‘Medicines
bag for life’ is centrally available from
Welsh Health Supplies for all Welsh NHS

includes both secondary and primary
care.

clinics. With interest and demand from

January 2004, which was a unique post
in Wales.

service providers.
In parallel, the inpatient pharmacy
services were being redesigned, frontloading the admission areas so that

Prior

to

this

I

had

been

on

pharmacy could get to the root of the

I report to the North Wales Patient

secondment to primary care for two days

problem faster and get the drug chart

Safety Lead for Pharmacy & Medicines

per week and had built up a picture of

right from the start. The bag was crucial

Management, who is also the Clinical

what problems were in existence in terms

to driving efficient medicines processes.

“. . . one of my first tasks was to increase the proportion
of patients bringing their own medicines into hospital.”
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Working along the Anglo-Welsh border can be difficult when policies differ.
incident reporting topics which changed

with the Lead Antimicrobial Pharmacist at

increasing incident reporting was key for

monthly

antibiotics,

Wrexham, stimulated collection of recent

us to be ‘an organisation with a memory’.

monitored dosage systems. However, in

antimicrobial drug histories prior to

April

It was also considered at the time that

e.g.

landmark

hospital admission. This extra information

What have been the main difficulties

Pirmohammed et al study in Merseyside1 I

then enabled a sub-set analysis of

in establishing/developing the post

decided upon the theme of ‘Suspected

antimicrobial related admissions, a sub-

to its current level?

medication-related

group of medication-related admissions

The wheels in the NHS can turn slowly

2006,

allergies,
given

the

admissions

from

primary/secondary care’.

not identified by Pirmohammed et al. This

What started off as a monthly theme,

and service change at a country-wide

has become a major patient safety

level. The sheer staff numbers involved in

programme in its own right and is still

the NHS mean it is always going to be

going over 8 years later. ‘Facilitating

difficult to ensure everyone is ‘on

avoidance of suspected medication-

message’, and knows the ‘why’ behind

related

any change.

medicines management final of the

There is the constant push to discover

National Patient Safety awards in 2011,

reasons for avoidable medication-related

the

The safety culture with regards to

admissions’

reached

the

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

in

admissions. The trouble is that you don’t

incident reporting and root cause analysis

Birmingham in May 2011 and was

know what you are looking for until you

can differ widely between members of

showcased at the NHS Wales Clinical

have found it!

the healthcare professions and across

Leadership conference in March 2013

sectors - the gap can be a challenge.

when I was the only hospital pharmacist

Patient

Safety

Congress

in Wales to present.
What have been the main
achievements/successes of the post?
In 2005, in order to increase incident

There have been various local and
national outcomes of the project.

We didn’t expect to discover a link
between

use

of

nitrofurantoin

in

impaired renal function and hospital
admission with urosepsis.
Neither did we expect a therapeutic-

Pharmacist

Another highlight to date has been

failure medication-related admission link

suggested that the department try

winning a best poster award at the

between doxycycline/quinolones and

‘themed incident reporting’. I tackled this

UKCPA Autumn Symposium, Chester in

calcium/iron supplements being taken at

by starting with in-house departmental

November 2013. Collaborative working

the same time of day. When conducting

reporting,

42

was the feature of the UKCPA poster.2

when trying to get approvals for funding

the

Chief
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a root cause analysis with regard to

What messages would you give to

this drug interaction, we were surprised

How does the post fit with
development of the profession?

to note the BNF labels don’t include

The post requires close working with

developing a similar post?

calcium per se, especially given that so

specialist

as

Feeding back about which unintentional

many patients these days take these

‘generalists’ and those in training and

incidents have happened locally and

supplements and it is in the SPC.

management. It creates a natural need

what consequences occurred as a result

for networking with other healthcare

can grab people’s attention and this can

professionals across all disciplines, sectors

help drive change. You do need suitable

and geographical areas.

arenas for feedback though. I use the GP

We were also keen to champion
changing of the BNF amoxicillin 250mg
dose for lower respiratory tract infections,

pharmacists

as

others who might be establishing/

well

again because of suspected therapeutic

Patient safety is everyone’s responsibility

failure reasons. A priority has been

but it is useful to have a ‘behind the

completion of yellow MHRA cards to

scenes’ post to help make change

highlight our concerns, get resources

happen.
Although
dispensary

I

do

have

commitment

a
and

work

and when they come along. It all helps to

but it can be difficult to work along the

don’t always allow front line staff the

Anglo-Welsh border when policies are

time to develop new initiatives. I see my

different and some Welsh patients are

role as trying to make safer medicines

admitted to hospitals this side as well as

management processes sound and make

the other side of the Offa’s Dyke.

them happen.
Opportunities to give feedback to the

What are the key personal traits
required to do the post and what
are your priorities for training?

originator and other interested parties

In this post you need vision, creativity,

Industry, other sectors and healthcare

drive, perseverance and an ability to

professions as well as students of these,

think outside of the box. I would

are endless.

such as NICE, BNF, MHRA, Pharmaceutical

time working in General Practice. The
insight

helps

you

understand

the

processes of the ‘pre’ and the ‘post’ of
what

happens

when

someone

is

admitted to hospital and the ‘nitty
gritty’ of the repeat prescribing process!
Having only spent time as a student in
Community Pharmacy, I could really do

the Primary Care Medicines Management
any opportunities to present your work as

weekends, the demands of the service

in the patient safety arena to spend some

hospital pharmacist business meetings and

clinical

I usually like to work across boundaries

recommend anyone looking at working

Pharmacy Practice Development Group,

team briefings. You also have to grasp

changed and raise local and national
awareness.

Prescribing Leads meetings, the local

Medication-related admissions now
features in the undergraduate curriculum
of the Welsh School of Pharmacy. I am
also grateful to the Welsh Centre for
Pharmacy Professional Education (WCPPE)
for kindly featuring ‘Antimicrobials safely
and effectively’ and ‘Keeping Patients
Safe: Reducing medication-related harm
and hospital admissions’ in their 2013
Autumn programme.

promote the role of the pharmacist.
There sometimes needs to be a leap of
faith in order to get change to happen.
We have seen this with our Acute Kidney
Injury Medicines Risk Reduction leaflet
for patients.
Multidisciplinary working is key to
success and gaining the buy-in. Using
the Safe Medication Practice group
within your organisation can be a way
of advertising and formalising patient
safety activities.
Real benefits can come from having
key champions amongst your own
pharmacy colleagues as patient safety is
very much a team effort. Yields can be in
terms of reduced likelihood of harm from
medicines/ NHS bed days as well as
improved job satisfaction.
Acknowledgements
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with a spell observing what goes on now
in 2014. I do collate and disseminate

How do you think the post might be

Chief Pharmacist for the support he gave

dispensing incidents from across the

developed in the future?

to the establishment of the post.

sectors, including dispensing doctors, but

NHS England has plans for a Medication
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the

challenges

that

Community Pharmacy face.
I am partaking in a coaching course to
help me encourage all staff to complete
yellow MHRA cards, especially since
they now have to be completed for errors
given the merger of the MHRA/ National
Reporting and Learning System.
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activities. Wales does have a Quality &
Safety Committee, a sub-group of the All
Wales Chief Pharmacists Committee, and
I would like all Patient Safety Pharmacists
in Wales to be involved in this.
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CLARION CALL
A section for passionate calls for action to further develop
the role of pharmacists

Producing A Poster
Graham Brack, Pharmaceutical Adviser, NHS Kernow Clinical Commissioning Group
Email: graham.brack1@nhs.net

Summary

Graham Brack

one. If they are very interested, they may

measurement, so the poster could be

spend up to five. To balance that out,

redrafted to emphasise that.

This paper:

they must spend less than two minutes

● explains the importance of posters
being well presented

on others. You must therefore grab their

● outlines the format required for
posters presented at the Pharmacy
Management Forum including size,
layout, paper quality, illustrations, etc.
● provides a source for additional
reading.

attention in the first half minute. These
sums also remind us of another basic fact:
if it takes more than three minutes to
read your poster, it will not be read. The
average adult reads around 250 words
per minute, so that suggests that a total
of 750-800 words would be right for
most posters.

We advise 240gsm satin paper, but
we accept that not all printers stock this
weight and some charge a premium for
it. Your poster needs to be robust
enough not to crease in transit and to
stand up to wear and tear while on
display. Some of the posters last year
were printed on 160gsm paper and then
laminated, which gives a result very
similar to using 240gsm. Incidentally, an
A0 sheet has a surface area of one square

The guidance

The basics

One of the most popular features of the

The first and most obvious rule is to

Pharmacy Management National Forum

follow the organisers’ guidance about

is the Learning Zone, where over

format and theme. Logistically, it is much

eighty posters are exhibited. Pharmacy

easier to plan a poster session where all

Management offers help to people in

the posters are the same size and

The National Forum is a place to share

creating their posters, but it may be useful

orientation, so for many events that will

ideas. We hope that delegates’ imagination

to capture some guidance here. While the

be fixed. For the National Forum we want

will be spurred by what they see. It is not

focus is on posters for the Forum, it is

A0 posters in a portrait orientation – that

a scientific congress and therefore while

intended to have wider application.

means they are 1189mm high by 841mm

we expect integrity and appropriate

wide – and the theme of the event is

processes in the work, we do not

The challenge

medicines optimisation. Despite this we

necessarily expect it to be finished. A

are offered posters of different sizes,

poster might present interim results of

The number of posters offered exceeds

some of them landscape, and some

ongoing work, for example:

the available space. There is therefore a

which have no obvious medicines

weeding process at which posters are

optimisation link.

considered at face value; that is, they

metre, so if you use 240gsm paper, your
poster will weigh 240g.

The content

John thinks that in some elderly
patients

medicines

adherence

It may be possible to rewrite some

might be aided if their medicines

submissions to give the medicines

had fluorescent yellow labels so

optimisation focus. An example was an

they were easily spotted. His

Remember too that, if you are

account of a switch programme. Switch

outcome measure is that they will

successful, your poster will be one of

programmes are not generally of interest

order and use appropriate amounts

more than eighty. Allowing some time on

to us, because we focus on value rather

over a year, but he conducts a six-

arrival, most attendees will have around

than cost. In this case, audits before and

month check to see whether his

2 /2 hours to view all the posters, so a

after the switch had demonstrated that

hypothesis is sensible. His results at

little maths suggests that they must

the same quality of care could be

that point may be of interest to

spend less than two minutes on each

provided at lower cost; that is a value

others – if it looks like his idea is

must speak for themselves because you
will not be there to explain them.

1
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working, we would want to

poster’s impact by printing your A0 poster

(1189mm x 841mm). Unfortunately, you

adopt it elsewhere, and if it is not,

on a single A4 sheet of paper. If you can’t

cannot rely on the screen contents

then that is useful knowledge for

read it, your text is probably too small.

printing exactly as shown, but your

anyone else who was thinking of a
similar project.

Plenty of white space helps to give
your poster impact. It is called white

chances of doing so are increased if
documents, drawings, charts and tables
are converted to images before adding to

The topic of the poster is obviously key

space for a reason – fluorescent paper

to its success, but it is also important to

does not work well, because it is too

report it in the best way. Graphs and charts

uncomfortable to read lots of text on it.

may save you a lot of words, besides

Resist the temptation to use multiple

breaking up the text. While it is not

typefaces – one serif and one sans-serif

Embed items rather than linking

necessary to reproduce all the elements

font in various sizes will suit most

them. When you send your poster to the

the slide, rather than directly embedding
them. Printing to PDFs will achieve this or
you can scan a high quality print.

of a scientific report such as we all learned

purposes, and some people will only use

printer, the linked items will be missing.

at university – abstract, introduction,

one font throughout. While images are

If you copy and paste elements, they will

methods, results and discussion – there

good, watermarks are generally distracting;

be embedded.

needs to be a logical flow to the text. An

if they are clear enough to read, they

abstract placed at the end can replace the

normally interfere with reading the

results section, and most readers do not
need a detailed description of the method
– they can use the contact details to ask
you for that if they want it. References
should be kept to the minimum; unless
the organiser specifies otherwise, a
statement that references are available on
request will suffice.

of your poster is helpful. That includes
use of images, but it also suggests that
active rather than passage language is
better – so, ‘We checked the children’s
inhaler technique’ is easier to read
quickly than ‘The inhaler technique of
the children was checked by members of
the project team’. Use shorter sentence
lengths than you would in a formal
report.

Think

tabloid

overlaid text.

images display. It is therefore possible
Colour adds interest. For the Forum

that when you send your poster to the

we ask for a headline strip with the

printer it will display differently to the

poster title, authors and their contact

way you intended. It is therefore a good

details.

idea to convert your slide to a PDF before

If

you

want

to

add

an

organisational logo, this is a good place,

rather

than

broadsheet. Focus on key points and
don’t say anything that doesn’t need

submitting it.

but make sure that you use an image of
at least 300dpi resolution or it will look

Anything that aids quick comprehension

The way that computers are set up
may affect the way that PowerPoint

blurred when printed.
You know your material, so when you

Some key points
• Your poster displays your innovative idea.

look at your poster you will naturally read

• Keep it clear and concise.

the sections in the right order. It is worth

• Follow the organiser’s directions.

testing a mock-up with colleagues to see

• A picture saves a lot of words.

whether they can grasp the flow of the
text. Text is difficult to read if it extends
right across the poster so usually columns

• Make sure the content flows correctly.
• Ask a colleague to check a mock-up.

or blocks are used. We will naturally start
at top left, but do we then go down the
column, or across to the next block?
Arrows or visual cues can help to ensure
that your readers follow the correct order.

saying, because more material may mean

Additional reading
There is much useful information at
http://www.ncsu.edu/project/posters.

Declaration of interests

less communication. “Look out!” is more

Do not expect the printers or event

useful to us than “A runaway Vauxhall

organisers to proof-read or edit your text.

Astra is approaching you from behind at

Check it carefully yourself, and it is a

Management, in which capacity he is

about 25 mph.”

good idea to ask someone unconnected

responsible for the selection of posters

with the work to do the same. They will

for the Learning Zone at the Pharmacy

spot jargon or unfamiliar acronyms that

Management National Forum, and for

might be very clear to you. For example,

supporting their authors.

The presentation
Remember that the acid test is whether
your poster can comfortably be read from
a normal distance, usually 1.2-1.5 metres

you may use DTP to mean Direct To
Patient, whereas your readers may think
it means Desk-Top Publishing.

away. If readers have to stand closer, then

The majority of posters are prepared

they will block the sight of others, so you

using PowerPoint, simply because it is

will gain one viewer but lose out on many

widely accessible. Using Page Setup, set

more. You can gain some idea of your

the size of the slide to A0 dimensions
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MANAGEMENT CONUNDRUM
A Risk Too Far?
Carey Whitecoat, Head of Medicines Management at
Riverside Primary Care Organisation, was concerned at
what she was hearing. She had asked Janet Donit, Chief
Pharmacist at Metropolis NHS Trust, to help her draft a
reply to a letter she had received from a local GP practice
and, so far, she had found nothing helpful to say.

two more?’ asked Carey.
‘They did,’ agreed Janet, ‘but nobody of sufficient
calibre applied. They can get a lot more money working
in the community, especially if they don’t mind doing
late shifts in the 100-hour pharmacies. One of the
pharmacists is about to go off on maternity leave so

‘They’ve got a point,’ said Carey. ‘Their patient was

we’re going to be well down on establishment. I don’t

prescribed a regular, self-administered, subcutaneous

want to poach your staff, but I wondered if..… ’

injection by one of your consultants but he was never
shown how to use it properly and he injected it near a
surface vein.’

‘Stop right there!’ interjected Carey. ‘I don’t have
anyone spare either. We have to deliver a QIPP
programme that is more than challenging and trying to

‘The nurses say they thought the dispensing pharmacist

implement some of the changes in the practices is really

would train the patient,’ Janet replied, ‘though they

hard work. Some mornings I’m the only person here

don’t seem to have checked that. We used to have a

because all the pharmacists and technicians are out in

specialist rheumatology pharmacist and I’m afraid they

the field. You’re not the only one with an increased

got a bit spoilt but he left and, for budgetary reasons,

workload, you know.’

we couldn’t replace him. Someone else now looks after
a couple of departments but she can’t be in two places
at once. We’re trying to cover an increasing workload
with four fewer pharmacists, so something has to give.’
‘But I thought your Board agreed you could recruit

‘But the bottom line is that a patient has suffered, ’ said
Janet. ‘Whatever the rights and wrongs of where we are
now, how do we deliver a safe service to our patients?
If capacity is short, how do we decide what we’re not
going to do?’

Patient safety is at risk. What would you suggest should be done?

Commentaries
Christine Gilmour, Chief

The consequence of the current

agree with the hospital management

Pharmacist, NHS

pharmacy staffing issue needs to be

team what the priorities for her service

Lanarkshire

shared with all those whose services are

are. These may be difficult conversations

Email:

impacted upon. It appears as if Janet is

but they are essential to protect patients,

christine.gilmour@

trying to maintain services as best she

Janet and her staff. In preparing for this,

lanarkshire.scot.nhs.uk

can, but by the very fact that she is four

Janet should consider which services

pharmacists down she will not be able to

must be maintained and which she can

sustain this.

Whilst Carey and Janet need to respond
to this specific complaint, they must
also reflect on how this situation arose
and decide what actions they are going
to take to ensure no other patient comes
to harm.
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If the rheumatology post

pull back from and the consequence

was given up for budgetary reasons the

of that. It may well be that Janet’s

impact of that service withdrawal must

priorities differ from those of the hospital

be understood by all affected to ensure

management team and she needs to be

that patient care does not suffer. Janet

prepared for that. Pharmacy staffing may

needs to be clear about what capacity her

have to be recorded on the organisation’s

team has and she needs to discuss and

risk register.
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Janet states that she thinks the

unplanned and person dependent service

something that should be tasked to a

rheumatology team may have been

creep catches us out time and time again

single person. Responsibility should lie

spoilt by their pharmacist and I wonder if

and causes great difficulties when posts

with the multidisciplinary team and, that

the previous post holder had developed

are vacated.

way, patient care can be maintained

the role to reflect personal interests rather
than agreed identified service need.
Whilst we all want our staff to develop
and our services to move forward,

Teaching patients how to self- inject
their sub-cut injection is fundamental for

during

periods

of

planned

and

unplanned absence.

this patient cohort and, therefore, is not

“Pharmacy staffing may have to be recorded
on the organisation’s risk register.”
Val Shaw, Deputy Chief

pharmacist posts or specialist nurses,

of the service is bundled; initial patient

Pharmacist, Cambridge

ideally with the non-medical prescribing

training is provided by the Homecare

University Hospitals

qualification. If I was able to measure the

company as part of this. It is unlikely that

NHS Foundation Trust

input a specialist can make to the

a community pharmacist would make the

Email: valerie.shaw@

rheumatology patients there is a ‘gain

supply of biologic medicines, but they

addenbrookes.nhs.uk

share’ opportunity for both organisations.

could help with monitoring adherence to

We should explore the savings that may

therapy as part of the MUR and get

be achieved and agree how they could be

involved in the patients’ general health

'I understand all the pressures on

divided. The specialist could offer training

and well-being. This may also offer

staffing, but there is a patient safety issue

to patients and, possibly, to their

another opportunity for a ‘gain share’ as

at stake. By working together everyone

community pharmacist so they can

the specialist could help monitor patients’

may be able to benefit. There are several

ensure patients are confident and safe to

outcomes to understand if the frequency

possibilities to explore.

continue self-administration. There would

of administration can be extended,

need to be a regular re-assessment of

resulting in considerable savings of these

Does the subcutaneous (SC) injection

their competence to do this as it does

very expensive medicines.

involve methotrexate, a biologic or both?

sometimes change. Could this be added

We are using more SC methotrexate to

to their annual MUR, allowing an

allow doses to be increased above what is

increased clinical involvement with this

tolerated orally; this can delay or even

patient cohort?

Janet could say:

resulting in better outcomes for our

alternative

rheumatology patients, but there are
additional opportunities to extend to
other clinical areas where biologics are

stop the use of expensive biologics,
An

I know this current problem relates to

for

the

SC

prescribed.

patients and offers cost savings to the

methotrexate could be the use of home

CCG. Although SC methotrexate can be

delivery, but this is proving quite difficult

dispensed by community pharmacies, it is

at

unlikely that each one has many patients

contributing to this problem? However, if

so they may not be confident to

the current issues are resolved and the GP

demonstrate the use of the delivery

supports this option, then the patient

device. Our hospital team may be

receives full training at the beginning

unaware of this as it is such a regular

of treatment. If the SLA is explicit then

Christine Gilmour

scenario for them.

an annual review could be included too.

● Member of the Editorial Board,

the

moment.

Could

this

be

I hope this helps to find a safe way
forwards for patients as well as delivering
a QIPP opportunity for both the CCG and
the hospital.’

Declaration of interests

Pharmacy Management Journal.

There is a QIPP programme to deliver

If the problem relates to SC biologics

but hospital specialist pharmacists are

then the usual route of supply is via home

Val Shaw

proving difficult to recruit. We should

delivery as most medicines are supplied

● Member of the Editorial Board,

consider alternatives, possibly joint CCG

using a ‘Pharma’ scheme, where the cost

Pharmacy Management Journal.

“By working together everyone may be able to benefit.”
Pharmacy Management Volume 30 Issue 3
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LEADERSHIP
Getting On The Right Coach
By Tom Phillips, Managing Director, TLP who has enjoyed 20 years of working with both the private and
public sector, during which time he has gained extensive experience and demonstrated considerable success
in management, sales, marketing and training. Tom is an excellent communicator and motivator and has
designed/delivered training at all levels from trainees to directors at both a national and international level.
Such is Tom’s love of training and development that, in his personal life, he is also a qualified fitness and
diving instructor.

Tom Phillips

First it was mobile phones, then lap tops,
and then PDAs, iPhones and Blackberries.
Now it seems the latest ‘must have’
executive toy is the ‘Executive coach’. The
sports and fitness industry have used
coaches for years and in recent times the
business world has seen an explosion in
the number of people offering services as
executive or performance coaches.
In the days of the credit crunch,
employers are looking to get maximum
returns from their employees as margins
become ever tighter and, just as in the
sports world, the impact of business
coaching has been phenomenal.
It has been reported that over 70% of
HR professionals believe that coaching is
more effective than training courses as a
means of changing behaviours and
improving the performance of senior
executives and high flyers.1 A Chartered
Institute of Personnel and Development
(CIPD) study indicated that 99% of UK
organisations using coaching reported
tangible benefit to both organisations
and individuals.2 The benefits of coaching
have been apparent through personal
experience (e.g. return on investment of
almost 8 times at Nortel Networks in
2002 and 5.7 times for executive
coaching in Manchester in 2001).

Most good coaches will hold up a mirror in which you can
see yourself reflected - warts and all.

“. . . coaching is more effective than training courses as a
means of changing behaviours and improving the
performance of senior executives and high flyers.”
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So, coaching clearly works. The critical
question has to be: ‘How do I decide
which coach is best for me?’ Here is a
checklist of the most important factors to
consider before working with a coach.
● Credentials
Unfortunately, there are no universally
recognised qualifications for becoming
a coach. Anyone with a modicum of
experience in management, training
or HR can set themselves up as a
coach - and lots of people do. There
are, however, certain organisations
that have extremely rigorous approval
processes before awarding coaching
certificates. The CIPD, the European
Mentoring and Coaching Council
(EMCC),

the

Oxford

School

of

Coaching and Mentoring (OCM) and
Ashridge Business School are all such
organisations. You can rest assured that
anyone with a coaching certificate from
these organisations will have been
thoroughly assessed before being
certified.
● Experience

(CBT) approach, a Transpersonal
approach or an Integrative approach
to coaching? Truly effective coaches
will be able to flex their approach,
depending on your needs.
● Tools
Most good coaches will hold up a
mirror in which you can see yourself
reflected - warts and all. To help you

Interestingly, your coach doesn’t need

identify areas for development they

to have experience in your particular

should use a range of tools. This could

field of expertise. In fact some people

be something as simple as your own

would argue that they shouldn’t have!

in-house 180° or 360° feedback

Your coach’s role is to help you

process or something more revealing

become self reliant at problem solving

such as the Myers Briggs Type

and proficient in managing your own

Indicator (MBTI) or Personal Profile

self development. If what you want

Analysis (PPA). Ask your potential

is someone to give you quick fix

coach which tools they have in their

solutions based on their experience,

tool kit and how they plan to use

then what you really need is a mentor

them for your benefit?

i.e. someone who has done your role
before and can offer advice based on
their experience. Look for their
experience as a coach, not their
experience in doing your job.
● Approach
Some coaches will tell you that they
have a specific ‘approach’ to
coaching. For example they may tell
you that they use a ‘Neurolinguistic
Practitioner’ (NLP) approach to
coaching. This is fine, as long as you
are a coachee that responds to an NLP
approach. But what happens if the
NLP approach isn’t appropriate? What
if you need a Cognitive Behavioural
Pharmacy Management Volume 30 Issue 3

● Process
It is important to consider how you
will actually work together. How often
will you meet, where and for how
long, are basic considerations. Beyond
this though, you need to consider
how you will monitor your progress,
especially if your company is paying.

what happens at the end of the
agreed contract? Remember -your
coach is there to help you become self
sufficient, not to be your paid best
mate for life.
● Trust your gut instinct
If something doesn’t feel right then it
probably isn’t. If that nagging little
voice inside your head isn’t happy,
then shop around. Don’t take on a
coach just because someone else
(especially your boss or organisation!)
recommends them. If you don’t feel
right from the outset, you are less
likely to open up and get the best out
of a good coach. Your coach will
undoubtedly take you out of your
comfort zone at times, but this needs
to be done once trust and rapport
have been established.
Coaching works, of that there is no
doubt. The challenge is to get yourself
the right coach. By considering the points
above, you should be well on your way
to doing so and ensuring that you have
an enjoyable and productive relationship
with your coach.

How will they know the money has

Declaration of interests

been wisely invested and that your

• None.

performance is improving? What will
you both be doing between coaching

REFERENCES
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What will you do if either of you feels
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like progress is not being made and
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