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EDITORIAL
Best Practice

need in a specialist area, the approach

Management Conundrum

The ‘Lean’ concept and its associated

will be of interest to those seeking to

There is much more that could be done

tools and techniques was described in the

develop care in other settings.

by community pharmacists to use clinical

last addition of the Journal. In this edition,
the way that Lean can be applied to
pharmaceutical services is outlined. Lean
techniques may be an under-utilised
weapon in the drive to improve efficiency
and effectiveness, particularly in clinical
practice. Does Lean offer you an
opportunity in your work locally?

skills and improve patient care. The pace

Face2Face

of change is, however, slow and can be

Working as a pharmacist in a prison for
women presents a challenge. Robust risk
assessment criteria must be applied
when enabling patients to administer
their own medicines in a situation where
there is a relatively high risk of medicines
abuse. It is interesting to note that

The continuing emergence of bacteria

pharmacy technicians, rather than nursing

resistant to the current armamentarium

staff, administer medicines to patients.

of antibiotics remains an important

TheFace2Face provides a fascinating

threat. It is incumbent on pharmacists

insight

to ensure that this is not aided and

specialised area.

abetted by inappropriate usage. An
initiative is described in which, amongst

into

working

in

a

highly

Clarion Call

other benefits, there was a significant

Recycling within hospital pharmacy is

reduction in the usage of antibiotics in

commonly employed to reduce the

older people. This was achieved through

wastage of medicines. The way it is done

a structured approach utilising a ‘Seven S’

can, however, vary and the plea here is

model. This will be of direct interest

that systems are reviewed and action

to antimicrobial pharmacists but the

taken to improve recycling practice

applicability of Seven S is wider than that

where appropriate. Some key areas for

and merits attention by all pharmacists

consideration are outlined.

seeking to improve their services.
The fascinating background and
development of mental health services in
Leeds and the health conditions that
disproportionately affect people with
learning disabilities are outlined in an
article that demonstrates how medicines
optimisation has improved the care for this
group of patients. Although addressing a

2

Pharmacy Management Volume 30 Issue 4

frustrating. The current fragmentation
of leadership is a complicating factor.
Despite this, our commentators give
some sound practical guidance on how
to make progress.

Leadership
A market based approach in which there
is competition has now been established
in the health service with a view to
driving down costs and enhancing the
quality of care. Hospital pharmacists have
a long tradition of sharing, which may
not be preserved where there is a need to
establish a competitive advantage over
others. The implications of this have not
been fully and openly explored. Perhaps
the contribution in this section will
stimulate debate on a topic that could
have profound implications for the future
of pharmacy.
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Colin Ross Hitchings BPharm, MSc, FRPharmS
Passed away on Monday 30th June 2014,
aged 75 years

Colin Hitchings was, quite simply, a rare human being who had the capability to lead his profession and rise to high levels in pharmacy
but was always approachable and prepared to give his time to colleagues in an honest and open manner that befitted a man of quality.
Colin achieved significantly in his pharmacy career and much has been chronicled already regarding his Presidency of the Royal
Pharmaceutical Society (1983-1984) when he became the first hospital pharmacist to ever achieve such distinguished office.
Additionally, he was President of the Guild of Hospital Pharmacists (1978-1880) and held high office in both FIP and the European
Association of Hospital Pharmacists.
It is, however, the person that we wish to pay tribute to through our columns as without Colin there may never have been a
Pharmacy Management Journal. He and a few other senior pharmacists saw a need in 1984 for a publication to support pharmacy in
the changing management times of the NHS and, indeed, Colin was the first Chairman of the Editorial Board.
On a personal note I have rich “full colour” memories of a man who lit up a room when he entered and was universally respected
by all those he came in contact with. I will never forget attending a conference in the USA in Florida with Colin in the early nineties.
He seemed to receive a very warm welcome from every senior member of the Board of the American Society of Health Systems
Pharmacists (ASHP). When you saw Colin in those environments you just knew you were in the company of someone very special.
Colin leaves behind memories of great achievement and his multitude of friendships across the world - pharmacy has lost an
ambassador and leader.
With the permission of John Sithers (a close friend of Colin) we publish the eulogy he gave at “CRH’s” funeral.
Ted Butler, Chairman, Editorial Board

Eulogy
“It started with a telephone call a few decades ago. I was

pharmacy side of healthcare, particularly hospital care, is huge

working for a medicines manufacturer based near Gatwick

and this was Colin’s responsibility. He held a pretty big job.

airport and had recently taken over responsibility for our
business with hospitals when I took a call from Mr Hitchings,
the Regional Pharmaceutical Officer for South West Thames
Health Authority. We had a polite conversation and he invited
me to a symposium he was organising. Towards the end of our
chat he said that he felt he could detect a bit of a Welsh accent
in my voice. And that was the start of a much longer
conversation and the beginning of a very long friendship. He
ended the call with an invitation to have lunch at his office next
time I was in London.
For those of you like me who are not pharmacists nor worked
for the NHS a couple of points of explanation may help.
Firstly, the SW Thames Health Authority was a big

Secondly, the Health Authority HQ offices where Colin
worked from comprised a large building situated in central
London smack up against Paddington station, which of course is
the gateway to Wales, to my home in Cardiff and beyond to
Milford Haven. In the shadow of both the railway station and
Colin’s offices was a small wine bar, the Gyngleboy. This quaint
building had previously been a bank and, as a quirky internal
feature, it had retained the bank manager’s old glass fronted
office, which could seat about four people around a small table.
I mentioned that I was in a new job. I was on a steep
learning curve but quickly learned a couple of important things
- first that Colin had two offices. One was in the Health
Authority

building

and

this

was

where

the

routine

organisation responsible for delivering healthcare to the densely

administration was done. The second office was the old

populated area south of the river Thames. Of course the

manager’s office in the wine bar and this was where his creative
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work was done. In all the time I knew him I only visited his

He liked opera, particularly light opera, and I’ve enjoyed his

admin office twice, all our business meetings and for that

company at the National opera house and even at the state

matter most of our social interactions were done in his creative

opera house in Vienna.

office at the Gyngleboy – a magical place where the longer you
stayed the more creative you became. This small but welcoming
sanctuary has left a lasting impression with me and will forever
be linked in my mind to Colin.

As the years rolled by and Colin wound down his professional
life, he re-established roots in Milford. For a while he straddled
life in London with ‘downtime’ in Wales and I wondered if he
could ever give up the pace of London life for the tranquillity of

The second thing I learned was Colin’s love of pharmacy. He

West Wales. Well he did and quickly added a new group of

was proud of his profession and it was rarely out of his

friends to his existing ones. Past links were retained as a group

thoughts. Colin got his first degree in Nottingham in 1963, then

of us, mostly now retired, linked with Colin’s’ new friends under

did a Masters in London and, after a pre- registration period in

the name of the BAWDYS - as Colin says it stands for ‘beer and

Cardiff, he spent his career steeped in hospital pharmacy in the

wine drinkers’, and we do. We meet a few times a year, have a

London area.

lunch, some beer, wine and a good catch-up and I’m hopeful

He had pretty ‘full on’ jobs in London but, as they say, if you

that we can continue to do that as a group.

want something done ask a busy man. Colin, during his

I’ve met with Colin a few times recently. Yes, he was weary

developing career, found extra time to give something back to

but I was so impressed with the mature and very practical way

his profession. He served as president of the Guild of Hospital

he handled his illness. He told me that it had been 40 years since

Pharmacists in 1978-80 and as president of the Royal

he survived a critical illness of his pancreas - and I told him in

Pharmaceutical Society of Great Britain in 1983-4. He was also

reply that he had filled those years admirably.

immersed in international pharmacy with the FIP and held the
positions of president and secretary of its hospital sector, as well
as working on national bodies like the BNF. Safe to say his zeal
and enthusiasm for pharmacy knew no bounds.
But how about the man? With the senior roles he held he
could easily have been aloof and distant, but he wasn’t. The
Colin I saw was a modest man, no happier than when seated
somewhere comfortable with a glass in his hand and some
colleagues to relax with. He was a good speaker and a good
listener. Being an astute thinker he was an excellent counsellor

An old friend of his wrote to a few of us last week from
Australia. He said that Colin was one of those people that you
realise have made you have a better journey through life, and
that about sums him up for me.
A final word to his grandchildren who’ve been listening
patiently and through whom Colin’s line will continue - your
granddad was a pretty cool guy and you should be very proud
of him.”
Reproduced with permission from John Sithers.

and a very level-headed business man. He could be sharp and
critical when pushed but his natural instincts were towards the
positives in life - the half full glass, particularly if it was half full
of red wine.
There was also a strong Celtic thread that seemed to weave
its way through Colin’s life. He was very proud of Wales and of
things Welsh. It was noticeable that a large number of his senior
management team hailed from Wales. Over the years I’ve enjoyed
many a good time with Colin, his team and his colleagues.
We’ve celebrated with a Christmas-tide lunch annually at the
‘GB’, which Colin organised for many a year. They were good
times full of comradeship and happiness.
Colin loved sport, particularly rugby and cricket, and was a
regular at Twickenham and Lords where he would proudly wear
that ghastly striped yellow and red MCC members tie. He even
came to watch football with me once, seeing Cardiff city in
action. I’m not sure he fully appreciated the technical nuances of
the game (I know what you are thinking – what, like biting!) but,
to his credit, he kept up-to-date with the progress or not of my
favourite football club.
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BEST PRACTICE IN PHARMACY MANAGEMENT
A Review Of The Literature Describing The
Application Of Lean Principles In Pharmacy
Christopher Green, Director of Pharmacy and Medicines Management,
Countess of Chester Hospital NHS Foundation Trust.
Email: chris.green8@nhs.net
Christopher Green

Summary

their services.2,3 The principles of Lean

with the right staffing levels’. The now

were established in the North American

defunct NHS Institute for Innovation and

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

manufacturing industry but became

Improvement ran a series of programmes

better known through their application to

based on Lean principles, including the

the Japanese automotive industry, where

Productive Ward6 and the Productive

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

the intention was to use a variety of

Operating Theatre.7 While application of

techniques to make the manufacturing

Lean techniques to the delivery of

process as efficient as possible. Although,

pharmacy services does not figure

in healthcare, processes around patient

prominently in the literature, the

care are inherently more complex and

studies that have been described or

● There are a suite of techniques
associated with Lean that can be
applied in varying degrees and
depending on the setting or task
to be completed.

somewhat

than

reported on tend to have been focussed

processing ‘widgets’, the application of

on process around dispensing or sterile

Lean

significant

production, rather than in a patient

contribution to the use of resources, staff,

contact or clinical setting.2,8,9 A previous

patient experience and patient safety. The

paper has described the principles and

● Although the evidence base is very
limited, this paper provides an
overview of case studies and
research papers which illustrate the
application of Lean in pharmacy.

Lean Enterprise Institute defines Lean

techniques associated with Lean featured

production as: ‘A business system for

in this paper.10 Following a comprehensive

organising

valid

and

product

literature search, this paper sets out a

development, operations, suppliers, and

review of the published reports of

customer relations that requires less

the adoption of Lean in pharmacy

human effort, less space, less capital, and

departments in the United Kingdom and

less time to make products with fewer

beyond.

and

managing

desires, compared with the previous

As part of the Quality, Innovation,
and

a

predictable

defects to precise customer (patient)

Introduction
Prevention

has

less

Productivity

system.

Lean studies from the UK

4

(QIPP)

Several

publications

describing

the

challenge, acute hospitals are coming

In a clinical context, key elements of

application of Lean to pharmacy in the

under increasing pressure to reduce

Lean are described as ‘minimising or

UK and Ireland were identified. All of

costs, be more efficient and increase

eliminating delays, repeated encounters,

these took place within the hospital

quality of the care they provide for

errors and inappropriate procedures.5 In

setting. The first, published by Vercaeren

patients. To meet this challenge, many

a clinical Lean system, ‘the primary goal

et al, describes the application of Lean

hospitals are using Lean methodology to

is meeting patient needs, including high

thinking to the patient pathway for non-

improve the efficiency and reliability of

quality and prompt access to care,

elective cardiac surgery.11 The patient

1

“. . . many hospitals are using Lean methodology to improve
the efficiency and reliability of their services.”
Pharmacy Management Volume 30 Issue 4
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Studies on Lean have been focussed on process around dispensing or sterile production,
rather than patient contact or a clinical setting.
journey was process mapped, and

introduced a number of initiatives as a

adding an eighth for ‘injuries’, which

opportunities to remove waste were

result of the application of Lean practice,

relates to harm suffered by patients, and

identified. Perhaps not surprisingly, the

a number of them might be seen as

also 5S, adding in a sixth ‘safety’ which

discharge process was one area that was

common sense. However, the tools and

relates to making the environment safer

prioritised for action and the contribution

techniques used in Lean are designed to

for patients and staff. The article also

of pharmacy was examined in a further

identify these issues in a manner which

reports on the strategy behind the

mapping

ensures they fit into a logical and well

redesign of the pharmacy department and

planned process.

highlights

process.

Opportunities

to

reduce waste were identified as ensuring
that medicines are transferred with the
patient avoiding the need to wait for resupply and ensuring the availability of
medicines at the point of discharge.

The second article relates to the Royal
Bolton Hospital, which is one of the more
prominent Trusts that have implemented a
number of Lean initiatives.2 The article

Solutions to these problems included

gives a good description of a Trust that has

the introduction of the Green Bag

embedded Lean into its culture and

scheme12 and use of a patients' own

highlights that all Trust staff are given

medicines

by

awareness training while some cohorts of

promotional posters, saving several

staff will progress to a three day and then,

thousand pounds. Staff were also made

potentially,

available in relation to ward rounds

programme. This paper focuses on the

where discharge decisions may be made

discharge

and pharmacy-controlled pre-printed

describes a five step process which was

discharge medication packs were used,

applied. The first step is specifying value

reducing the number of discharge

from the patient's perspective, the second

prescriptions that need to be dispensed in

is mapping the value stream, the third step

the main pharmacy. There was also a

is

drive to ensure that items were only

encouraging flow, the fourth around

dispensed once, if possible, and a

providing services when they are needed

reduction

allowed

and the final step is around perfecting the

resources to be used in new work. The

process. The article also gives a good

authors observe that, while they have

description of the seven wastes of Lean,

6

scheme

in

supported

re-dispensing

around

a

two

week

prescription

eliminating

training

journey

waste

and

and

opportunities

to

support

unidirectional flow, arranging dispensing
points around the robotic dispensing
system to avoid transport and the
application of visual management tools.
Interestingly, the author describes the
involvement of staff external to the
department as ‘fresh eyes’ who have the
dissociation

from

the

work

being

undertaken to constructively challenge
what is being done and why. After the
implementation of Lean principles, merger
of stores and dispensary, installation of a
new pharmacy system and dispensary
automation, the Trust saw a reduction in
turnaround times by 30% and dispensary
stock by 50%, reductions in rework and
errors and, as a result, staff time was
released for ward-based activities. The
author also comments on the value of
Lean in engaging staff, encouraging a
team approach and using Lean to design a
calm and organised workspace.
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Two papers have been published

duplication, batching and avoidable

ensure that the improvements in the

based on work at the Taunton and

interruptions. The authors also describe

service are sustained into the future.

Somerset Hospital. The first relates to

a lack of co-ordination between pre-

improving chemotherapy services in

assessment

response to a number of problems

production and administration and how a

around missing drugs, confusion over

complex and inefficient system was

medicines prepared in anticipation of

simplified and made more efficient. The

treatment and dissatisfaction with the

report attributes this, in part, to the

service.13 Within pharmacy, the over-

addition of steps to the production

application of FMEA to some elements

running of chemotherapy production in

process

a

of the process and then the use of the

the morning had a knock-on effect on

corresponding consideration of the

PDSA cycle as above. Again, in terms of

services scheduled to run during the

removal of redundant parts of the

outcomes,

afternoon including preparation for the

process that did not add value. Where

significant, if not dramatic, fall in

following day. The project began with a

processes like this develop over time, staff

dispensing times and completion of work

baseline assessment of the service and a

can accept them as something that has

before scheduled closing times. The

process mapping exercise of the journey

always been performed that way, rather

authors also report a completion of 65%

of a chemotherapy prescription and then

than question if it is the best way to

of the day’s work before 1pm, which

a value mapping exercise to identify

achieve the desired end point. The

suggests an avoidance of the end of day

waste. The authors also describe the

authors describe a detailed review of the

rush or the capacity to deal with it when

application of Failure Modes and Effects

process map including the role of the

it comes. These achievements were

Analysis (FMEA) to elements of the

’intelligent idiot’, akin to the ’fresh eyes’

delivered despite a 17% increase in

process map in order to identify stages in

described above, in questioning the

workload. As in the previous paper, the

the process at which it could fail. The

purpose and intended value of each step.

authors make a number of interesting

‘Plan, Do, Study, Act’ cycle14 is also

In terms of outcomes, the authors report

observations about the process and,

described as well as its use in a series of

a

delays,

amongst these, are comments on the

rapid tests of varying size.

production run times, savings in staff

behaviour and attitudes of staff during

time and a reduction in the number of

the process. Similar to their previous

steps on the chemotherapy production

article, the authors describe a checklist of

including

line from 18 to 9. Finally, the authors

measurable activities or performance

process complexity, irrational prioritisation,

describe a checklist of simple measures to

indicators that occur during the day to

As a result, a number of waste
activities

were

identified

clinics,

over

reduction

time

in

chemotherapy

without

treatment

The second paper relates to the
improvements made in the inpatient
dispensary at the same Trust.9 Again, the
authors describe a process mapping
exercise, followed by value mapping, the

the

authors

describe
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15:00-16:00

500

14:00-15:00

a

13:00-14:00

400

12:00-13:00

300

11:00-12:00

200

10:00-11:00
100
09:00-10:00
0
2

3

4

7

8

9 10 11 14 15 16 17 18 21 22 23 24 25 28 29 30 31
Day of month (weekends excluded)

08:00-09:00
00:00-08:00

Figure 1: Diurnal prescriptions dispensing statistics
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month, barring two or three data points,
there is a degree of consistency in the
number

of

items

dispensed

in

corresponding time slots. The data
suggest

that

on

a

‘normal’

day,

approximately 650-700 items will be
required. Without any Lean intervention,
the diurnal dispensing pattern for the
same month is shown in Figure 2.
There is clear variation in the number
of items dispensed in each hour long
session, ranging from virtually no items
being dispensed between 8am and 9am
to almost 2500 items being dispensed
between 2pm-3pm and 4pm-5pm at the
end of the day. Dips in throughput at 1011am, 12-2pm and 3-4pm coincide with
the time at which lunch and tea breaks
are taken and suggest a probable drop in
demand or a fall in production because
staff are elsewhere. In an ideal Lean
situation, approximately 75 items should
be dispensed per hour per day to smooth
the workflow throughout the working
ensure that the new processes run

and this is a challenge faced by many

smoothly and illustrate the importance of

hospital pharmacy dispensaries in the UK.

the application of discipline to embed

Using dispensing figures from the

new process and avoid falling back into

Countess of Chester district general

old practices.

hospital, Figure 1 shows the cumulative

Some of the strategies used in this
report aimed to move the bulk of the
dispensing work to the morning sessions

number of items dispensed throughout a
working day over a period of one month.
Although there is variation across the

day. This has a number of benefits. It
allows staff to be rostered with reference
to an expected workload. For example, if
75 items are required to be dispensed per
hour and it takes one member of staff to
dispense 25 items per hour, then three
members of staff are required to dispense
per hour throughout the day. This has the
benefit

of

smoothing

workload

Number of items dispensed

3000
08:00-09:00
09:00-10:00

2500

10:00-11:00
2000

11:00-12:00
12:00-13:00

1500

13:00-14:00
14:00-15:00

1000

15:00-16:00
16:00-17:00

500

17:00-18:00
0
Time slots per day
Figure 2: Prescriptions dispensed per hour
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throughout the day, ensuring that work is

activities of a clinical pharmacist.15 The

Again, a combination of methods were

consistently

the

key findings of the study were that

used by a multi-disciplinary team including

department and the department has a

approximately 25% of the activity carried

process mapping, audit and root cause

calmer environment. It also allows

out by clinical pharmacists could be

analysis. The authors report significant

department managers the ability to plan

described as waste because it involved

improvements in attainment of serum level

work break and lunchtime cover without

either activities that do not add value or

sampling in the required time window and

having to make significant adjustments to

correcting errors made by medical and

accuracy of dosing, while ‘unnecessary

the roster. Furthermore, at times of the

nursing staff. Although it could be

missed doses while awaiting laboratory

day where urgent items are required, for

argued that some of the activities

results’ were eliminated.

example towards the end of the working

described in the paper add value to

day, adding in extra staff generates

patient care during the hospital stay, from

capacity

of

a Lean perspective correcting prescribing

throughput within the system. To break

errors is waste if those errors could have

A number of papers describing the

the cycle of work ‘drifting’ into the

been avoided by writing the prescription

application of Lean outside the UK and

department in mid-morning as illustrated

correctly in the first instance. Some of the

Ireland were identified, however most

above, the authors describe strategies to

issues identified for four of the seven

lacked enough detail or methodology to

encourage work to appear earlier in the

wastes in the study are reported in Table

be of practical use.17,18 Hintzen et al

day, particularly by setting a target

1; there were no identified examples of

reported work from a 'Sterile Products

around dispensing 65% of the workload

waste for the remaining three, which

Area' which was set challenging targets

by 1pm. Again, this reduces pressure on

were ‘overproduction’, ‘transport of

of 30% reductions in missing doses

staff working in the department in the

products and materials’ or ‘unnecessary

and patient-specific waste and a 50%

afternoon by avoiding the late rush for

inventory’.

reduction in errors and the resulting

to

flowing

increase

through

the

rate

large volumes of work.

Other studies

reallocation of staff to other duties.19

Six sigma

The initial work focussed on the 5S

The fifth paper describes the application

ensure that the effort was sustained, for

A study reports on the application of a

of six-sigma to pharmacy with reference

example the introduction of clearly

waste-walk technique to the daily

to the use of gentamicin prescribing.16

labelled work and storage areas. Value

Waste walk

technique followed by weekly audit to

Type of waste

Most common examples of waste

Defect

Correcting errors e.g. dose, formulation, dosage regimen
Adding instructions to drugs chart
Adding review dates for antibiotics
Stopping doses
Documenting allergies

Unnecessary Motion

Walking to or from the ward
Looking for notes/drug charts
Moving to a computer
Moving to retrieve stationery

Unnecessary Processing

Repeating work - writing the same information in patients’ notes and on the computer
Writing in the doctor’s job book
Looking for documentation of allergies and medical history
Documenting in patients’ notes to say what was added/missed
Repeating errors spotted earlier on and still not been dealt with

Unnecessary waiting

For computer to load/log on/log off
Waiting to talk to other members of staff
Waiting for computer access
Table 1: Waste categories observed during the clinical pharmacy ‘waste-walk’
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stream mapping was performed including

between the team. Duties of staff were

walk patterns, direct observation and

redefined including standard work, job

process mapping as well as the collection

titles and break times. From a safety

The published accounts of the application

of data around errors.

perspective, the implementation of the

of Lean principles to a variety of

service improvements also resulted in an

pharmacy activities indicate that the use

83% reduction in errors. Finally, the

of a variety of tools and techniques can

project generated significant savings in

identify opportunities to improve the

terms of staff resources and finance

efficiency of services or processes and, in

which could be reallocated elsewhere.

some

For the pharmacy stores element of the

improvements in service delivery and

project, the store was split into areas

working

depending on the how the products were

admittedly,

to be used and how frequently. As a

publication bias, that is those Lean

result of this work, a substantial

projects

reduction in stock holding and a 20%

improvements will be consigned to the

reduction in out-of-date medicines

filing cabinet. However, those carrying

waste was achieved. While this project

out projects with either positive or

achieved significant cost savings, the

negative outcomes should consider

authors noted a significant investment up

publication as a means of expanding the

front, both in terms of finance and staff

evidence base. As the combination of

time

NHS

A number of techniques were used
to improve workflow including, for
example, the creation of standard work
and combining separate processes into
one. Standard workstations were designed
to allow technicians immediate access to
fast-moving medicines and associated
paraphernalia to reduce the need for
travel time to retrieve them from
elsewhere. Stock movement was analysed
to reset stock levels and the storage area
was reviewed to ensure it was fit for
purpose and this included the creation of
visual cues to trigger orders. Batches
were run several times a day instead of
twice a day only and this resulted in a
significant reduction in wasted and
missing doses as the service became more

in

training

staff

in

methodology and consultancy fees.

Lean

Summary

cases,

lead

to

dramatic

environments.
the
that

reforms

There

potential
failed

and

the

to

issue

is,
of

deliver

economic

challenges facing the NHS put more
pressure on an already pressured system,

responsive and up-to-date. Work flow

Lean techniques may be an underused

was reviewed such that the process

resource that more pharmacy managers

flowed in one direction rather than across

should consider deploying.

itself and the physical layout of the space
was redesigned to allow the supervising

Declaration of interests

pharmacist greater oversight of the
process and improved communication
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The Use Of The ‘Seven S’ Model In Improving
Antimicrobial Use In Older People
Mohamed Sadak, Pharmacist Advanced - Microbiology and Infectious Diseases Department of Pharmacy,
Kettering General Hospital NHS Foundation Trust
Email: moriz14@aol.com

Summary

Mohamed Sadak

and November. This is the first time

rather than symptoms.4 It was decided to

AMU was measured nationally and

use this model to effect change.

provided a baseline for future monitoring.

2

This article:
● describes how the Seven S model
was used to improve antimicrobial
stewardship
● reports a reduction in antimicrobial
use (AMU) for older people from
992.3 to 433.5 DDD per 1000
bed days
● indicates that a higher than national
average rate was achieved for
documenting the indication for
antimicrobial use on the prescription
chart and in medical notes.

The Department of Health Advisory
Committee on Antimicrobial Resistance

Objectives

and Healthcare Associated Infections

The objectives were to:

(ARHAI)

● use the Seven S model as a change

highlighted

the

value

in

performing local/national PPS periodically,

management model to improve

with the aim of providing a focus on

antibiotic documentation, prevalence

identification of gaps within current

and consumption in older people

incidence surveillance systems.3

● benchmark antimicrobial use to the
of

HPA point prevalence survey and

antimicrobial use (AMU) was 34.7%,

show an improvement in AMU in

which equated to 1.4 antimicrobials per

older people1

The

national

prevalence

patient prescribed antimicrobials with

● show an improvement in total

85% having had the reason for their

antibiotic consumption measured

use recorded in their medical notes.2

using daily defined dose (DDD) and

The overall AMU for Kettering General

DDD per 1000 bed days as per WHO

Antimicrobial resistance poses a threat to

Hospital NHS Foundation Trust was

standards by comparing previous

the future of modern medicine and

33.70% but older people showed the

usage from April 2011–March 2012

prudent use remains a cornerstone in

largest prevalence of 44.1%.

to April 2012–March 2013

Background

conserving future treatment options.
The control of antibiotic prescribing
has resulted in reduced mortality and
morbidity from Health Care Associated
Infections (HCAIs) over the last two
decades, with marked falls in the
incidence of two bacteria responsible for
many HCAIs: C. difficile and MRSA.1

To understand how interventions

● monitor the use of broad-spectrum

could be made to effectively improve

antibiotics that have been strongly

organisational antimicrobial stewardship

associated with Clostridium difficile

and achieve excellence of care in older

infection in the elderly, especially

people in a complex, interdependent and

third-generation cephalosporins,

fragmented process, various change

clindamycin and prolonged use of

management models were considered.

aminopenicillins.5

The Seven S change management

In 2011, the Health Protection

model, with its rigorous, perceptive and

Agency (HPA) coordinated the first

comprehensive basis, has been shown to

national point prevalence survey (PPS) on

provide valuable insights into what an

The first step involved using the Seven S

antimicrobial use (AMU) in England.

organisation is trying to achieve. The

model as the basis to initiate change and

Data was collected and analysed from

model supports change management

provide insight into various elements of

103 organisations between September

programmes with a focus on causes

the process that could be utilised to

Methodology

“The Seven S change management model . . . has been
shown to provide valuable insights into what an
organisation is trying to achieve.”
12
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Strategy

Weekly ward rounds reviewing appropriateness of antibiotic prescriptions, intervening and
educating staff as appropriate. Measuring success and impact by benchmarking antimicrobial use
to the HPA point prevalence survey and show an improvement in AMU in older people.2
Monitoring total antibiotic consumption measured using DDD and DDD per 1000 bed days and
use of third-generation cephalosporins, clindamycin and prolonged use of aminopenicillins that
predispose the elderly to CDI and benchmark to previous years usage.6

Structure

Utilise the Antimicrobial Stewardship Management Team (AMT) and Committee to implement
the organisation’s Antimicrobial Stewardship Programme using a multidisciplinary approach to
improve engagement across the organisation and report to the organisation’s Director of Infection
Prevention and Control (DIPC)/Infection Control Committee (ICC) and the Drugs and Therapeutic
Committee (DTC).5 Therefore, as a member of the AMT, the antimicrobial pharmacist would raise
awareness via the organisational reporting structures in place, influencing key stakeholders and
subsequently ensuring buy-in and support for change at ’ground-level’.

Systems

The antimicrobial pharmacist, in conjunction with the consultant microbiologist, reviewed
prescriptions at ward level, giving feedback to ward doctors and consultants, and reporting to the
Management Team/Committee (multi-disciplinary antimicrobial stewardship ward rounds).5,6
The AMT audited prescribing against evidence-based local antimicrobial guidelines; addressing
non-compliance with local guidelines, general antimicrobial stewardship issues and other
prescribing issues and reporting retrospective antibiotic consumption data to the ICC and DTC.5

Staff

The AMT role was to ensure that:
1) Consultants review antibiotic prescribing on all their ward rounds, stopping unnecessary
prescriptions and changing those that do not comply with guidelines, as should their juniors
on their own ward rounds6
2) Ward pharmacists review drug charts on a daily basis checking compliance with antibiotic
guidelines and liaise with the ward doctor6
3) Nurses question and highlight the duration of treatment and the prescription of medications
where these do not meet with established antimicrobial guidelines.5

Style

Variation between autocratic and collaborative on the system, structure and staff, which will be
critical in improving measurable outcomes.

Shared Values

Antimicrobial stewardship forms part of the quality improvement strategy for patient safety,
which is an important central driver within the organisation, by reducing inappropriate
prescribing and HCAIs, optimising antibiotic use and slowing the development of antimicrobial
resistance.5

Skills

Knowledge and skills of staff on antimicrobial stewardship varies, hence the need for robust
antimicrobial education and training for doctors, pharmacists and nurses which can be enacted
face-to-face by the AMT when reviewing prescriptions at ward level.5

Table 1: Summary of Seven S methodology
Pharmacy Management Volume 30 Issue 4
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Results
Results are summarised in Table 2.
A reduction in AMU for older people
from 44.1% to 28.4%, DDD from 5809.8
to 2694.5 and DDD per 1000 bed days
from 992.3 to 433.5 was observed.
The indication for antimicrobial use
was documented on the prescription
chart for 99.3% of cases and was in the
medical notes in 99.8% of cases, in
comparison to the national average of
85%.2
A reduction in the DDD for Clindamycin
from 112.3 to 36, Cefuroxime from 28 to
18.5 and Aminopenicillins from 1,129.75
to 465.2 was also observed following the
AMT ward rounds.

An aim was to monitor the use of broad-spectrum antibiotics
that have been strongly associated with Clostridium difficile
infection in the elderly.
support the objectives. Key national

was supplemented by antimicrobial

documents and organisational experience

stewardship ward rounds that were

were used to support this strategy to

conducted every week for a 12 month

provide valuable baseline information

period on two geriatric wards from April

around core antimicrobial stewardship

2012–March 2013.

Discussion
As

antimicrobial

stewardship

ward

rounds coincided with the Consultantled ward rounds, it was possible to
provide feedback on any prescribing
issues to the multidisciplinary team
e.g. non-compliance to the policy,
inappropriate choice, failure to document

activities.5,6 This was then used in practice

durations and indications and prescribing

and the outcome monitored. The process

“A reduction in . . . DDD per 1000 bed days
from 992.3 to 433.5 was observed.”
Measure

2011 - 2012

2012 – 2013

Antimicrobial Use (AMU)

44.1%

28.4%

Antimicrobial use per patient

1.2

1.2

Daily Defined Dose (DDD)

5809.8

2694.5

DDD per 1000 bed days

992.3

433.5

Indication in the notes

85%

99.8%

Cefuroxime DDD

28

18.5

Clindamycin DDD

112.3

36

Aminopenicillins

1,129.75

465.2
Table 2: Results

14

Pharmacy Management Volume 30 Issue 4

www.pharman.co.uk

“As antimicrobial stewardship ward rounds coincided with the
Consultant-led ward rounds, it was possible to provide feedback on
any prescribing issues to the multidisciplinary team . . .”
of high risk antibiotics in the elderly.
Junior doctors were educated on the
importance of antimicrobial stewardship
in the elderly and the importance of
appropriate antimicrobial use. The
ward pharmacist was also involved in
the process, which enabled clinical
supervision and education at ward level
and resulted in an increasing in their
confidence

in

intervening

and

questioning inappropriate prescribing as
part of the multidisciplinary team. Nurses
were also educated on the importance of
questioning prescriptions if they did not
comply with the antibiotic policy.
DDD
conducted

monitoring,
from

April

which
to

was
March,

supplemented the process.

Conclusion
This work showed the positive impact of

Antimicrobial resistance poses a threat to
the future of modern medicine.

using the Seven S model as a quality
improvement tool to provide clarity and
insight into systems and process that can

antibiotic

be influenced to improve outcomes.

outcomes and length of stay within

Further work will need to focus on

older people.

consumption

on

clinical
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People With Learning Disabilities:
Medicines Optimisation Opportunities
Carolyn Nelson, Head of Medicines Management, Leeds Community Healthcare NHS Trust, Leeds
Email: carolyn.nelson@nhs.net
Carolyn Nelson

Summary

attitudes to learning disability over the

Meanwood Park Estate four miles from

last three centuries has been one of

the centre of Leeds (including a Hall and

intolerance and lack of understanding.

178 acres) for £14,000.

2

This paper:
● outlines how a new medicines
optimisation service improved
care for patients with learning
disabilities

The industrial revolution of the late

The first patient, a ten year old boy,

eighteenth and early nineteenth centuries

was admitted on 25 August 1919 and

led to mass migration of people from

lived there until his death aged 60 in

rural communities to cities. Living

1979. Originally, 87 patients (35 male

● describes the history of services
for people with learning disabilities
in Leeds

conditions were often squalid; many

and 52 female) were accommodated in

people endured enforced labour. People

the Hall and, over the following years, the

unable to work because of infirmity or

institution was extended as villas were

● explains why patients with
learning disabilities require
additional medicines optimisation
support

disability often ended up at the mercy of

built in the grounds. By 1941, beds were

the workhouses.

provided for 841 patients, making

● summarises the benefits of clinical
medication reviews undertaken

introduced throughout the nineteenth

● highlights some patient stories.

Introduction
Learning Disability (LD) is a spectrum of
reduced intellectual impairment. The

A series of legislative reforms were

During the Second World War,

1834, The Idiots Act 1886 and The

Meanwood Park was part of the

Mental Deficiency Act 1913 led to the

emergency medical service and residents

building of asylums (later renamed

were crowded into certain villas. Some

colonies) – purpose built institutions to

were moved temporarily off site to

house people described as ‘mad’, ‘feeble

allow the treatment of wounded soldiers.

minded’ or ‘moral defectives’ and
separate them from society.

core criteria are:
● significant impairment of intellectual

The

diagnosis and classification.1 The three

functioning
● significant impairment of adaptive/
social functioning
● age of onset before adulthood.
The history of public and private

Mental

for
Park.

the

running

Overnight,

of
the

institution became a hospital with a new
emphasis

on

caring

for

‘mentally

handicapped’ patients, using a medical
model of disability.
At the height of operation of the

empowered Leeds City Council (and

Mental Deficiency Act, 65,000 people

other

make

with learning disabilities across the UK

residential provision for the institutional

were placed in institutional settings. The

treatment of people with learning

act remained in effect until it was

disabilities. For this purpose, the Council

repealed by the Mental Health Act 1959.

authorities)

Act

Meanwood

1913

local

Deficiency

In 1948 the new NHS assumed
responsibility

History of support for
people with learning
disabilities in Leeds

have gained acceptance in terms of

mental handicap in Yorkshire.

century: The Poor Law Amendment Act

British Psychological Society outlines
the features of Learning Disability which

Meanwood Park the largest institution for

to

first rented, and then purchased the

“Overnight, the institution became a hospital with a
new emphasis on caring for ‘mentally handicapped’
patients, using a medical model of disability.”
16
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A specialist clinical pharmacist visited the Home and completed a medication review, which included
discussing any medication issues with the Home manager, carers, patients and relatives as appropriate.
The National Health Service and

likely to receive poor levels of health

disabilities have schizophrenia

Community Care Act 1990 recognised

treatment as a result of ‘diagnostic

compared to 1% of the population.

the right of disabled people to be an

overshadowing’, where people’s health

equal part of society, with necessary

needs are overlooked due to focusing on

Down’s Syndrome are more likely to

support, and this set in motion a process

their learning disability.

have thyroid problems, especially

of rehousing Meanwood Park residents in
smaller group homes (usually four or
five

bedded

units)

across

Leeds.

Meanwood Park Hospital finally closed

There are some conditions that
disproportionately affect people with
learning disabilities.6 These include:
● Respiratory disease – the leading

at the end of May 1997.

Learning disability and
co-morbidity
poorer health than their non-disabled
peers, are more than twice as likely to

pneumonia and aspiration.

than the general population. By age

leading cause of death for people
with learning disabilities, largely due
to congenital heart defects.

with a learning disability are obese,

with

learning disabilities are 58 times more
likely to die before the age of 50 than the

Syndrome are at particular risk of
average age 30-40 years younger

● Obesity – around one in three people

People

● Dementia – people with Down’s

learning disabilities, largely due to

and four times as many people die of
diseases.3

with age.

developing dementia and at an

have health problems than other people
preventable

hypothyroidism; this risk increases

cause of death for people with

● Coronary heart disease – the second

People with learning disabilities have

● Thyroid dysfunction – people with

compared to one in five of the
general population.
● Epilepsy – an estimated third of

50, over a third of people with
Down’s Syndrome will have dementia
and over half will have dementia over
the age of 60 (compared to 5% of
the population over the age of 65).
● People with learning disabilities are
less likely to be vaccinated for polio,
tetanus and influenza.7
The Leeds Adult Learning Disability

average population. They are more likely

people with a learning disability also

Needs Assessment undertaken in 2009

to have a long-term illness or another

have epilepsy compared to 1% of the

estimated

general population.

moderate or severe learning disabilities

disability than other people.4 Early death
is significantly associated with cerebral
palsy,

incontinence,

problems

with

mobility and residence in hospital.

5

People

with

learning

disabilities

● Psychiatric disorders (schizophrenia,
depression, anxiety and pre-senile
dementia) are more common in
people with learning disabilities than

experience higher rates of ill-health than

the general population. Three per

the general population. They are more

cent of people with learning

Pharmacy Management Volume 30 Issue 4

that

3,080

adults

with

were living in Leeds. An additional 2,459
school children under the age of 16 were
identified as having moderate, severe or
profound learning disabilities.
Recommendations from the Needs
Assessment to the Leeds Learning

17

Disability Partnership Board included

provision of residential learning disability

use review for customers receiving

continuing to improve the physical and

services to Local Authority control.

daily assistance from either Local

mental health of the Learning Disability

Hospital based pharmacy services for

Authority Adult Social Care or

population through use of health checks,

Leeds

Independent Sector Home Care

health

services were replaced with Community

actions

plans,

monitoring

screening and immunisation uptake and

residential

learning

disability

Pharmacy services from April 2002.

Within the Care Home workstream,

actively targeting this population.
In spring 2011, the Leeds Health
In February 2009, the Department of

and Social Care Transformation Board

Health required Primary Care Trusts (PCTs)

challenged

to provide annual health checks for

teams across the city to work with each

people with learning disabilities to

other and social care to improve the

increase

cost-effectiveness

the

diagnosis

of

unmet,

medicines

unrecognised and potentially treatable

medicines

health needs.

patient outcomes.

Like many hospital pharmacy services,
until the mid 1960s, the pharmacy

people with learning disabilities were
prioritised to receive a review.

management

and

quality

thereby

of

improving

Medication review
methodology
Figure 1 outlines the process followed
for undertaking the medication reviews.

in

A standard approach to medication

autumn 2011 under the Clinical Values

review was employed, using the skills and

in Prescribing portfolio – Enhanced Care

experience of two pharmacists with

in Care Homes; Shared Management of

considerable experience of undertaking

Medicines; Dressings and Appliances

level three clinical medication reviews in

Pathway Redesign and the Cross Sector

domiciliary and care home settings.

Four

Medicines Management
support for people with
learning disabilities in
Leeds

used,

Services in taking their medication.

projects

were

initiated

Project.
The Cross Sector Project brought

Results and findings from
medication reviews

service for residents of Meanwood Park

together

Hospital focussed on the traditional

technicians,

pharmaceutical aspect of dispensing

representing every health sector in the

Between February and July 2012, sixty-

medication. Throughout the 1970s and

city with social care colleagues. The

nine people with learning disabilities

1980s, a shift from product orientation

project had three separate workstreams:

living in either a Care Home or a

towards patient orientation saw the
introduction

of

‘clinical

pharmacy’

services, with pharmacists and doctors
carrying out regular joint reviews of
patients’ medication.

transfer

of

nurses

pharmacy

and

doctors

● Care Home workstream: clinical
pharmacist-led level 3 medication
review for care home residents with
learning disabilities, dementia or
mental health needs.

With the opening of the group homes
and

pharmacists,

residents

out

of

● Community Matron workstream:
specialist pharmacist-led clinical

Supported Living environment were
reviewed following the process outlined
in Figure 1. Eighteen also received a
follow up review to assess the impact of
any changes made. From these 87
reviews, a total of 196 recommendations
were made to GPs of which 163 (83%)
were acted upon.

Meanwood Park Hospital, the pharmacy

medication review and clinical advice

service of the 1990s evolved to become

for patients under the care of a

an outreach clinical pharmacy service in

Community Matron with multiple

documented evidence that they had

community settings.

co-morbidities and long term

received an annual health check in the

conditions identified as having

previous twelve months.

The introduction of the Health Act
1999 created Primary Care Trusts (PCTs)

difficulties with their prescribed

and enabled the transfer of community

medication regimen.

services from community and mental
health Trusts to PCTs. It also moved the

● Home Care workstream: pharmacy
technician-led domiciliary medicines

Only

24

people

(35%)

had

Forty-eight monitoring tests were
carried out at the request of the
pharmacist.

This

included

checking

thyroid function tests and cholesterol

“. . . the Leeds Health and Social Care Transformation Board challenged
medicines management teams across the city to work with each other and
social care to improve the cost-effectiveness and quality of medicines used . . .”
18
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Process followed for medication reviews for patients with learning disabilities
Step 1
Postcode search for patients living in learning disability residential care homes and supported living
facilities registered with GP practice

Step 2
Patient name(s) cross checked against practice learning disability register

Step 3
Medication Review initiated by specialist clinical pharmacist utilising:
• GP notes

• past medical history

• investigations undertaken

• communication from specialists

• current medication • drug history

Step 4
List of clinical queries collated by specialist clinical pharmacist

Step 5
Appointment made with Home manager to visit home, patient and their carers to discuss medication

Step 6
Specialist clinical pharmacist visits Home and completes medication review by:
• reconciling medicines administration record (MAR) chart against GP prescribing record
• reviewing Home medication records (including monitoring of effectiveness or side effects)
• discussing any medication issues with Home manager, carers, patient and relatives if appropriate

Step 7
Specialist clinical pharmacist generates medication review medicines optimisation report for GP
outlining recommendations for changes to prescribing and/or monitoring of therapy

Step 8
Specialist clinical pharmacist and GP discuss action required following medication review and who
will implement and communicate any changes to the medication regimen

Step 9
Specialist clinical pharmacist writes letter to Home manager detailing changes to be made to
prescribed medication regimen

Step 10
Copy of letter faxed to Community Pharmacist detailing changes to be made to prescribed medication
regimen to enable reconciliation check when new prescription is dispensed

Figure 1: Process for undertaking medication reviews
Pharmacy Management Volume 30 Issue 4
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levels. An additional 13 monitoring

after the intervention of the pharmacist,

required, equivalent to 2.0 WTE staff.

checks were requested, including weight

with eleven medicines being stopped.

This could be off-set against the savings

measurement

Annual savings of £6,300 were identified

identified from optimising medicines

for Primary Care prescribing budgets.

which, in our study, meant the service

and

blood

pressure

measurement.
A number of common themes were

The cost of undertaking the reviews

identified:

was £5,546, and the cost of tests

● requesting a change to the

undertaken was £250, making this

formulation prescribed to improve
patient adherence to therapy

service cost neutral.
We worked our financial plans on the

● initiation of preventative medication
to minimise cardiovascular risk

was cost neutral. Scaling this up
nationally, a 2011 report estimated that
there are 905,000 adults with learning
disabilities living in England, of which
only 189,000 are known to learning
disabilities services.8

basis of £80 cost per review (to cover
staff salaries), with an average of 3.5

Patient stories

hours of time required to prepare for,

● review of prescribing for thyroid
problems.
Thirty-five new medicines were started

undertake and follow up the patient.

The following presents some examples of

Therefore, to review 1,000 patients a

patient stories:

year, an investment of £80,000 would be

53 year old patient
• noted in GP records as a heavy smoker
• raised cholesterol recorded in 2009 (6.9mmol/L); not checked again until clinical
medication review in June 2012
• no recent record of blood pressure – found to be elevated
• 10 year cardiovascular risk calculated to be over 20%
• preventative measures implemented – statin and antihypertensives prescribed
• food intake and physical activity discussed with carers.

64 year patient
• prescribed co-codamol in 2011 for pain relief from fractured finger
• remained on full dose (two 8/500 tablets four times a day) without review until May 2012
• patient confirmed that no pain being experienced
• following clinical medication review, withdrawal initiated.

63 year old patient
• notes document fine motor tremor, believed to be drug induced parkinsons from
zuclopenthixol
• recommended zuclopenthixol dose reduction - not actioned a year earlier
• discussion with patient and relative revealed debilitating effect of tremor on ability to
undertake activities of daily living
• trial dose reduction commenced
• care home staff reported one month later that the patient’s ‘shakes’ were much improved
with no apparent impact on mood.

88 year old patient
• had been taking phenobarbitone 30mg TDS since 1968 for treatment of epilepsy
• patient very lethargic, suffers with low mood and drowsiness, and has had several hospital
admissions following falls
• epilepsy reviews in 2008 and 2010 both noted that had been ‘fit free’ for at least 12
months
• patient reports ‘fit free’ for at least 10 years
• trial of dose reduction, with a view to stopping phenobarbitone commenced.

20
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Conclusion
People with learning disabilities have
poorer health than their non-disabled
peers, are more than twice as likely to

Medicines
supply to
home

have health problems than other people
and four times as many people die of
preventable diseases.
Annual 'health checks' for people
with learning disabilities were introduced
in 2009. However, there is no requirement
for this review to focus on medicines

General
medicines
advice to
carers

optimisation, and comprehensive coverage
of the reviews has not yet been achieved.
Level 3 clinical medication reviews
can be implemented successfully within

Clinical
medication
review for
patient

learning disability domiciliary settings,
and have a positive outcome in terms of
patient experience and the quality of
care delivered.
Figure 2: Proposed medicines optimisation service for people with learning disabilities

Proposed model for
medicines optimisation
for people with
learning disabilities

learning disabilities living in a care home

was part of the steering group overseeing

or supported living environment would

the project. There was a lot of discussion

include three key elements. These are:

around the working of the model and

9

1) The supply of medicines (dispensing
service) and:

it was agreed that the skills and
competencies

required

were

more

important than the role held. Therefore, a

2) Medicines management advice

suitably trained Community Pharmacist

the

from a pharmacist and/or pharmacy

could undertake all three elements or it

professional expertise provided by an

technician relating to the general

could be a shared service.

appropriately trained and competent

use and management of medicines

pharmacy

and:

Throughout this paper, the term ‘medicines
optimisation

service’

team

with

refers

to

expertise

in

dispensing, medicines management and
clinical pharmacy.

Declaration of interests

3) Clinical medication review – advice

• None.

and patient specific recommendations
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Pharmacy Management
Forthcoming Events
Diary Dates for 2014

National Forum
London - Tuesday 18 November
www.pharmannationalforum.co.uk

Academy Workshop Programme
Wednesday 5 November

Newbury

Thursday 6 November

Taunton

Wednesday 12 November

Birmingham

Tuesday 25 November

Manchester

Tuesday 2 December

South London

Thursday 4 December

Newcastle

Thursday 11 December

Wyboston Lakes

Further information will be made available in due course.
Please make a note of these dates in your diary.
Pharmaceutical companies and others who wish to sponsor any
of these events should contact jgriffiths@pmmarketaccess.com.
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SPONSORED ARTICLE
This article was written and produced by Pharmacy Management with the entire cost met by an
unconditional educational grant from Spirit Healthcare Ltd. The pharmacists who were involved in giving
their views were selected by Pharmacy Management and did so on a voluntary basis.

How important is blood glucose testing?
It is axiomatic that long term conditions are best managed in

It seems logical that a more accurate blood glucose meter

the community, perhaps with some specialist oversight. It is

would give better ability to control an individual’s diabetes.

also a key feature of medicines optimisation that, wherever

This is the reason that international standards for blood

possible, the informed and competent patient should have a

glucose meters have recently been updated resulting in the

central role in the management of their condition. In some

new ISO 15197:2013 standard.

cases, this extends to adjusting their treatment in response to
The new ISO 15197:2013 differs from the previous 2003

fluctuations in their signs and symptoms.

version on the following points:
Nowhere is this seen more clearly than in diabetes mellitus. A
person with diabetes has to manage their life, of which their

• Increased levels of accuracy are required for glucose values
greater than 5.55 mmol/l.

treatment is one part. A significant number of patients in the
UK use a blood glucose meter to help them manage their
diabetes. This can be both good and bad – whilst expensive
for prescribers/payers, patients who do it properly can improve
their daily lives and their prospects for good longer-term

• The 2013 version requires 95% of results to be within
±15% of the reference method, whereas the 2003
standards only required 95% to be within ±20% of the true
value. In the 2013 standard this must be demonstrated in
3 lots of strips.

outcomes.

• The 2013 version requires 99% of results to be within
The total cost of blood glucose monitoring in the UK in

Clarke Error Grid Zones A & B - which means there is no

the year to May 2014 exceeded £180 million. However

significant risk to patient care.

complications of diabetes are estimated to exceed £10 billion.
Reducing the prescribing budget is necessary wherever
possible, but not at the expense of long-term impact as there
is potential to increase (even by a small percentage) the bill for
longer-term complications by looking for short-term savings.

• For the first time, the standard provides formal acceptance
criteria for accuracy of testing by patients and assessment
of interferents that may decrease meter accuracy (including
haematocrit).2

These longer-term complications include retinopathy,

How are these changes being reflected in the way in which

nephropathy and neuropathy as well as compromised

meters are approved and scrutinised by the NHS? We asked

circulation leading to amputations but there are also shorter-

some NHS advisers to describe the selection process in their

term

areas.

problems

facing

diabetes

patients

including

hypoglycaemia and ketosis. It is estimated that ambulance
calls related to hypoglycaemia cost the NHS in England
around £13.6m annually.1 There are few data for what
precipitates these call outs – more research is needed – but
clearly reducing workload and costs of the ambulance and
emergency admissions services is a step forward for both the
patient and the NHS.
To make the most of blood glucose testing, we need to
ensure that the:
•

testing frequency is appropriate

• the patient has good testing technique

What triggers evaluation of a
new device?
“A request from a patient or clinician.”
“We wouldn’t get involved in this unless we thought there was
a significant financial saving to be made by the use of a
cheaper blood glucose testing strip, and the device was as
accurate and user-friendly as the other main blood glucose
meter in the market.”
“If a new product came on the market that fell into the below

• the meter used is accurate

£10 category, it would be allowed and we would actively add

• results received are reviewed regularly and acted

to our approved list. We may not know about a new product

upon.
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What authorities’ approval is
important to you?
“Most of the authorities that we look to – NICE, SMC, UKMi,
etc - only get involved with drugs and clinical treatment, not
testing devices. After that it would be local authorities such
as secondary care clinicians, diabetes specialist nurses, and
local patient groups - although a group such as Diabetes UK
is perceived as somewhat of a lobbying group and not
necessarily clinically unbiased.”
It looks, therefore, as if this tightening of the standards would
not automatically result in a review of existing choices. The
European Association for the Study of Diabetes (EASD)
questions the robustness of the current system by which
meters are approved, pointing to deficiencies in the CE
marking process which is the key measure scrutinised by the
NHS.3 A 2012 publication4 highlighted that a number of meters
used in the UK do not even meet the older standards, yet these
meters are still used by patients. What might the implications
be for their welfare?
A competent user of blood glucose monitoring equipment will
be using this meter to change insulin doses. Whilst significant
effort has been put into reducing expenditure on blood

There are therefore some key
questions to answer in considering
blood glucose monitoring:
• How do we reduce expenditure on blood glucose strips,
without compromising patient care?
• How is the accuracy of the blood glucose monitoring
system assured and monitored?
• How should we assess the accuracy of meters when
evaluating blood glucose meters for formularies?
• Who should ideally be involved in the decision making
process for formularies?
• What authorities’ approval is important to you?
• What patient and healthcare professional training and
education do you consider when looking at blood glucose
meter formularies?
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accurate as we need for our patients? If there are doubts about

4. Freckmann, G et al System Accuracy Evaluation of Three Systems for SelfMonitoring of Blood Glucose with Three Different Test Strip Lots Following ISO
15197. Journal of Diabetes Science and Technology 2012 6(5) 1060-75.

meter accuracy, then the patient cannot self-manage their
condition effectively.
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Prison Pharmacist Role
Roberta Contino, Head of Pharmacy/Principal Pharmacist, HMP & YOI Holloway, London
Email: roberta.contino@nhs.net

Roberta Contino

Question:

high level of security that must be

medicines reconciliation on admission.

maintained at all times
What is your job title?

● managing the cost effective ordering

Answer:
I am the Principal Pharmacist, Head of
Pharmacy and Medicine Management at
HMP & YOI Holloway, Europe’s largest

of medicines and medical

I report directly to the Chief Pharmacist

consumables as well as pharmacy

and Accountable Officer for Controlled

staff resources

Drugs at Central and North West London
(CNWL) NHS Foundation Trust and to

● ensuring service compliance with

the prison Head of Healthcare.

medicines legislation in particular

women’s prison.

controlled drugs legislation
I started here as a locum Clinical

What were the main drivers for the

● providing data for Key Performance

establishment of the post and how

Pharmacist 8 years ago and then I

Indicators set by the commissioner

became a permanent member of staff in

and the CQC ‘Provider Compliance

2008. I was promoted to the Principal

Assessments’ in relation to medicines

Pharmacist role in July 2009.

management

What are your main responsibilities/

did it come about?

I am responsible for the development
and implementation of pharmacy services
and medicines management strategy
throughout

the

establishment

and

provide expert advice to staff at all
levels, including Senior Managers.
This involves:

Working as a pharmacist in such an
environment provides many challenges
and experiences unique to a prison.

● audit and research projects.
The main outcomes to be achieved
I am currently leading a new project on

duties?

To whom do you report?

the

implementation

of

the

from

implemented

developmental

new

strategies are to deliver standards of care

prescribing and administration module

equivalent to the NHS, to maximise the

(SystmOne) within the prison. The aim of

use

this project is to implement the Electronic

resources/expertise and to ensure more

Prescribing and Medicines Administration

patient-focused services and improved

(EPMA) System to improve patient safety,

continuity of care.

and

effectiveness

of

available

enhance operational effectiveness and
facilitate good governance. The new

I was lucky enough to be offered a

module will proactively reduce prescribing

full-time job in Holloway as I saw a great

errors and administration errors by

opportunity to make changes to update

eradicating the mismatch between the

the pharmacy services and improve the

electronic record and prescription charts;

clinical care of prisoners. This involved

it will create a paperless environment for

developing the profile of the pharmacy

EPMA, eradicate unnecessary delays,

team within the prison and working with

that reflects national and local policy

speed up workflow and deliver a

other healthcare and security staff to

and priorities taking into account the

significant

implement improved services.

● leading and delivering a
comprehensive medicines
management service to patients and
to the multidisciplinary treatment
teams responsible for their care
● providing a pharmaceutical service

quality

improvement

in

“Working as a pharmacist in such an environment provides
many challenges and experiences unique to a prison.”
26
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What have been the main difficulties

skills to manage.

pharmacy staff.

in establishing/developing the post
to its current level?

What have been the main

I have been very impressed by the way
the pharmacy team have so readily

It is a very challenging environment.

achievements/successes of the post?

There are 560 women and young

I work with a clinical pharmacist, four

offenders. Approximately 12,000 women

medicine management services within

pharmacy technicians and two pharmacy

pass through HMP & YOI Holloway

the prison service.

assistants. Since starting here, I have

per annum.

developed a pharmacy service that is

As well as the general Primary Care
needs, about 75 per cent of the women
here have Substance Misuse, Mental
Health issues and learning disabilities
issues.

The healthcare needs of this

prison population are generally more
complex than those of the general
population. Frequently, women have had
little, if any, access to medical care before
admission due to their lifestyles. There’s
a lot of self-harming and distressing
situations and we have to be able to help.

embraced innovative ways of delivering

Successful

completion

of

the

more accessible to the patient and which

‘Accreditation in Medicine Management’

enables direct contact between patients

scheme for the pharmacy technicians

and pharmacy staff.

together with the Clinical Diploma for the
clinical pharmacist have helped me to

At HMP & YOI Holloway we have

implement new pharmacy services.

developed risk assessment criteria that
focus on the ability of a patient to

The Medicine Management Pharmacy

manage responsibly the administration of

Technicians (MMTs) now have responsibility

her medicines and related devices. We

to administer medications directly to

understand the high risk of medicines

patients and to provide them appropriate

abuse within the prison setting, which

medicines counselling. This role was

occurs to a high level even with

originally conducted by nursing staff.

supervised administration.

Often, this behaviour is a reaction to the

The direct patient contact is highly

stress or anxiety resulting from their

In addition to the ‘In Possession’

motivating factor for the MMTs, makes

imprisonment and the loss of autonomy.

medication service, I integrated the

the patient more compliant with the

The women can often be abusive to

pharmacy services into the overall

medication regime and promotes the

staff or exhibit challenging behaviour,

delivery of health care services to utilise

safe and effective use of medicines. At

requiring well-developed interpersonal

the full range of skills and expertise of

the end of the administration session,
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MMTs will refer a patient to other

pharmacist to concentrate more on

What messages would you give to

healthcare

drug

clinical issues, extended roles and other

others who might be establishing/

interactions, drug refusal or DNA (‘Did

professionals

if

patient-focused activities. The clinical

developing a similar post?

Not Attend’) have occurred during the

pharmacist has been able to be more

There’s a perception that going into

medicine administration and when there

involved in multidisciplinary meetings and

prison pharmacy is a career dead-end but

are concerns about non-compliant patients.

in the mental health ward rounds, which

I have been exposed to a lot more

ultimately implies pharmacist taking part

responsibility

to patient treatment plans. As result, I

expand my skills than I would working in

helped

community or hospital pharmacy.

I wanted to focus on the strategic
aspects of my role and develop the
services to improve patient care and
tackle some of the issue we had with
patients’

admission

and

discharge.

Therefore, I developed the medicine
reconciliation process to minimise, if not
eradicate, medication errors that occur
primarily when a patient is transferred
between organisations and to maintain
continuity of care. After obtaining the
patient’s

consent,

MMTs

collect

information from all healthcare sources in
the community to receive an accurate

the

clinical

pharmacist

to

It is also important to establish a link

to utilise the skills and knowledge of the

with other pharmacists delivering and

GP team along with those of the clinical

developing similar pharmacy services. I

pharmacist in providing client focused

am very lucky to be part of the Offender

interventions

outcomes

Care Management team and the Secure

associated with medicines use and

Environment Pharmacist Group with

maintain a cost–effective prescribing.

whom I can discuss ideas and share

to

improve

pieces of work for the development of
How do you think the post might be

new services which will allow us to

developed in the future?

influence change in prison pharmacy

noted, MMTs will communicate them to

to make local improvements.

allow me to develop more the role of
pharmacy assistants and technicians and

check the patient discharges list from our

to implement new clinics. I would like to

prison IT system one week in advance to

develop a phlebotomy clinic run by

ensure that the patients’ medication

pharmacy assistants to monitor patients

supplies are ordered accurately and that

on anticoagulants, antipsychotics and

TTAs (‘To Take Aways’) are organised in a

mood stabilisers. I would also like to

timely manner for continued use, before

develop a pharmacy technician-led

patient discharge.

clinic for asthmatic patients to make
improvements

pharmacy services helped the clinical

services at a much higher level.

Additional pharmacy resources will

With regard to the discharge, MMTs

The implementation of these new

to

The aim of this Medicine Review Clinic is

Ideally, I plan to link in with national work

changes.

opportunities

implement a weekly pharmacist-led clinic.

medication history. If discrepancies are
our prison GP to make appropriate

and

in

patient

inhaler

technique and in some area that lead to
medicine waste and cost inefficiencies.

“There’s a perception that going into prison pharmacy is a career
dead-end but I have been exposed to a lot more responsibility
and opportunities to expand my skills . . .”
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Visit www.pharmannationalforum.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 katie.fraser@pharman.co.uk
or, for sponsorship,
jgriffiths@pmmarketaccess.com.

Medicines Management to Medicines
Optimisation – Are We There Yet?
www.pharmannationalforum.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

• 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.
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CLARION CALL
A section for passionate calls for action to further develop the role of pharmacists

Recycling Towards Best Practice Is The Way Forward For
Hospital Pharmacy In The NHS (UK)
Liz Breen, Senior Lecturer in Operations Management, University of Bradford School
of Management; Ying Xie, Senior Head of Department in Economics, International
Business and Operations Management, Lord Ashcroft International Business School,
Anglia Ruskin University
Email: l.breen@bradford.ac.uk

Liz Breen

Medicines management is only one part

Why recycle?

of NHS procurement and management,

Ying Xie

and continued consumer loyalty. Going
‘green’ in relation to supply chain

but essentially a very expensive part. In

There are numerous drivers in business

management based activities has proven

December 2012 the Department of

which provide the impetus for action or

to be important in moulding the

Health (DH) issued an action plan to

change. Three main drivers that motivate

reputation of a company as contributing

improve the use of medicines and reduce

companies to adopt recycling practices

in a corporate and socially responsible

waste. There is an onus, therefore, on the

are identified as economic, corporate

manner to the environment and society.

NHS to ensure that it is as efficient as

citizenship and legislation. Economic

Legislation refers to the laws and policies

possible in all aspects of the medicines

drivers indicate that activities such

imposed by any jurisdiction which dictate

supply chain to ensure excellence in

as reducing waste, reuse of materials,

the legal obligations of a company to

resource utilisation and practice. To do

remanufacturing, recycling and product

take back returned products.

this, consideration must be given to

refurbishing have the potential to

medicines optimisation from procurement

minimise economic cost and improve

through to storage, dispensing, compliance

profitability. Corporate citizenship, which

and, finally, waste prevention, reduction

could also be interpreted as corporate

and retrieval. As part of the larger

social responsibility, defines the business’s

Practice

NHS, hospital pharmacy places strong

engagement from an ethical perspective

indicates a predominance of economic

emphasis

the

that tries to bring greater good to society.

drivers in stimulating and supporting

efficiency targets through reductions in

From a supply chain management

recycling practices.1 A recent study

waste, drug spending and best practice.

perspective, it means companies that

involving 45 NHS hospitals within 5

Recycling, as used in this discussion, can

promote sustainable development and

Regional hospital pharmacy operational

contribute to such targets. It can be

handle the recycling of materials from

groups reviewed key aspects of recycling

described as the return of stock from

an environmental and social point of

practice

internal hospital locations into hospital

view efficiently and effectively. Recycling/

systems/practice,

pharmacy followed by product analysis to

Green policies and practice are viewed

allocation, governance and the use of

determine end of use/life (disposal/

positively by these companies, which

technology

incineration) or re-use (booked as stock

could inspire consumer confidence in an

systems.

back into stores).

organisation that performs such activities

underpinned recycling activity was to

and generate higher profits through new

reduce waste. This was closely followed

on

contributing

to

Recycling within
hospital pharmacy
within

hospital

including

2

in
The

pharmacy

current

recycling

strategy,

resource

pharmacy
reason

recycling

which

most

“Practice within hospital pharmacy indicates a predominance of
economic drivers in stimulating and supporting recycling practices.”
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by saving money for the NHS and the

regular waste audits, analysis of stock

banded grade. If this is the case, one

hospital/Trust. Popular reasons following

for fitness for re-use and return to

may question the involvement of a

this were, in order of priority as

stock and visibility/joined up

procurement manager in medicines

determined by the total respondent

knowledge in primary and secondary

recycling. From an economic perspective,

group: to be more efficient generally;

care dispensing (hospital and

if such an activity can capably be

it’s the right thing to do; because it is

community).

performed by a lower banding then this

better for the environment. The least

● ‘New medicines, Better medicines,

will cost the NHS less and may be a

popular reason for conducting recycling

Better use of medicines.’ RPS 2014.4

better use of their resources. This data

activities was directives from the DH.

This proposed recommendations for

can be used effectively in determining

However, as stated earlier, guidance for

actions to support and deliver the

best practice regarding recycling team

medicines optimisation (including recycling)

challenges facing pharmacy.

composition, the quantity and grades of

was launched in late 2012. This guidance
asserted best practice in a number of key

staff that should be utilised to deliver an

Areas for consideration

effective output i.e. good recycling

and use. The results of this recent study

Senior professionals may wish to consider

recovery and re-use.

indicated, however, that the practice

the following aspects when reviewing

exhibited in participant pharmacies was

their current recycling practices in

in line with best practice as subsequently

pharmacy.

areas relating to medicines procurement

advised by the DH.

practice, accurate processing of stock for

Technology. The main source of
technology adopted to support medicines
recycling was the standard pharmacy

Staff Resources. When reviewing the

system with only three respondents

resources used to support recycling

stating that plans were underway to alter

teams/activity the most common staff

their recycling systems, but whether

grade involved was Grade 2. However,

these were technological changes or not

the range of grades was incredibly

was not captured in this study. The

broad, from Grade 1 through to the

findings of this study demonstrated that

Procurement Manager, Grade 7/8. This

innovative technologies such as bar code

therefore

possible

scanning and smart phone applications

better outcomes and reduced waste.’

disparity in the emphasis placed on this

were not commonly widespread in their

DH 2012. In comparing the study’s

activity (if importance is to be judged

use according to respondents but had

findings with the DH action plan,

by resource allocation) or it can mean

the potential for great use if the

there is still room for improvement in

that this activity can be handled in a

infrastructure was in place. These

adopting best practice such as

more than capable manner by a lower

technologies (smart phones, iPads, etc)

Key guidance documents
Two guidance documents that support
the case of focussing on the medicines
recycling agenda have been identified:
● ‘Improving the use of medicines for
3

indicates

some
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are being used in other business

advise and guide on practice at ward level

● Is the issue overrated and, in the

sectors to facilitate immediate data

(e.g. reports on stock returns and waste

grand scheme of things, wastage

access and retrieval, scanning goods/

levels). Pharmacy staff involved in stock

associated with medicines within

product

training,

procurement, logistics and general stock

primary and secondary care and in

document storage and retrieval and

processing,

staff

management are in a pivotal position to

domestic environments is not of a

many more functions. Are these worth

work with staff at ward level to educate

high enough volume to warrant

considering in pharmacy practice?

and inform on stock management (to

attention?

Consistency of practice. The outputs
of this study indicate that at least 45
hospitals in the UK already have good
practice in place in managing medicines
recycling but the means by which this is
delivered, and why, varies between
hospitals. Does there need to be a
defined way of undertaking recycling

optimise its storage and use) or provide
this service to them. This relationship
between both departments can nurture
both economic and green consciousness
on stock management, stock reduction
and associated waste reduction, saving
money for the NHS and doing their bit for
environmental sustainability.

activity or does the end justify the means

area. This will be dependent on the
extent to which the topic is already
saturated with activity locally. Those
who practice in this area will know the
answer to the questions above and
whether the debate is still on the NHS
agenda or whether the door is firmly

Conclusions

even if the means are different?

This article opens the debate for
further discussion for action within this

closed.

Outcomes of practice and education.

The issue of medicines recycling is one

Elements of good practice were clearly in

that has been on the improvement

place as demonstrated by participants in

agenda for a long time in pharmacy. This

this study but what was not explored was

is not to say that this issue has not been

the volume and nature of waste returns.

tackled, but there has to be a reason why

Regular audits of returns were mentioned

it still is a focus for intervention. So,

by some respondents in monitoring the

further questions that can be asked are:

It is wished to thank the Regional

scale of waste and thus making the case

● Does this mean that medicines

Pharmacy

for

interventions

to

avoid

stock

Declaration of interests
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Operational

Groups

that

recycling has not been given the

participated in the study referenced

obsolescence. What also can be utilised

priority it deserves so is never truly

above and helped develop thinking about

is the detailed reports that can be

addressed?

how recycling can be further progressed

generated from pharmacy systems to

within hospital pharmacy.

“This article opens the debate for further
discussion for action within this area.”
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MANAGEMENT CONUNDRUM
Community Pharmacy Can Be Frustrating!
Carey Whitecoat, Head of Medicines Management at

being taken to tap in to the full potential of Community

Riverdale PCO, leant forward in her chair, pushed her

Pharmacy! I do recognise the achievements but there is

coffee cup away and grasped the edge of the table with

so much more that can be done. We need to make sure

both hands palm down. “This is really frustrating”, said

that patients with long term conditions get the

Carey between clenched teeth whilst shaking her head in

medication they need and take it properly.”

small sideway motions. This was, for her, a rare moment of
exasperation but she had come to the edge of her tether.

Mr Silver put his hands on the table, palm up, and
widened his eyes. “I agree with you,” he said. “We’re of

Mr Silver, the representative for Community Pharmacists

a like mind but there’s only so much that can be done.

in the PCO, was taken aback to say the least but Carey

Community Pharmacy is fragmented with the national

continued. “We’ve had funds for project work and some of

contract, Public Health and PCO all being involved.”

our pharmacists are now Independent Prescribers. I saw
Peter Pill the other day and he is chomping at the bit to use
his prescribing skills. I’ve engaged a number of Community
Pharmacists to undertake medicines optimisation work

“It doesn’t make things easy”, conceded Carey, “ but we
need to find a way. What about the Local Professional
Network? Could that help?”

within practices, there has been support to develop a range

“Mmmm,” pondered Mr Silver. “Maybe, but I’m not sure

of health promotion to a Healthy Living Pharmacy standard

how my Committee can play in to that.”

in many cases. Despite that we are just scratching at the
“Pharmacists should be seeing patients in GP practices as

surface of what could be done.”

well as in pharmacies and homes”, said Carey. “They need
“That all sounds very good to me”, said Mr Silver in a

to be seen by patients and other health professionals as

conciliatory tone. “Rome was not built in a day.”

clinicians in their own right. I can’t see that happening in

“Rome might not have been built in a day,” said Carey,

my lifetime if we keep going at this rate! “

“but it sure would have been built quicker than the time

Carey Whitecoat and Mr Silver both wish to see the potential in Community
Pharmacy being tapped - but the pace of change is too slow for Carey and
she cannot see how things can be driven forward in a co-ordinated manner.
What advice would you give her?

Commentaries
Graham Brack,

easy to achieve. There is no future in

that there are two kinds of problem –

Pharmaceutical Adviser,

hankering for the old way of working in

those you can do something about and

NHS Kernow Clinical

which a PCO Head of Medicines

those you can’t. If you can, get on and do

Commissioning Group

Management had all the commissioning

it; if you can’t, stop worrying about it.

Email: graham.brack1@

tools at his/her disposal. As Carey

Change what you can change, and let

nhs.net

correctly identifies, the fragmentation of

someone else worry about the rest.

Carey will always be frustrated if she has
too ambitious a view because the coordination necessary to bring about the
changes she wants is not going to be
Pharmacy Management Volume 30 Issue 4

responsibility for community pharmacy
services makes that level of integration
almost impossible to achieve.
This situation cries out for recognising

In this case, Carey does not have the
option of changing the NHS community
pharmacy contract, nor can she tap into
the public health element. She will, of
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● MEANS: “Pharmacists should be
seeing patients in GP practices as
well as in pharmacies and homes”
There are two reasons for this. First, if
she tries to lay down the means,
discussion will centre on those and the
importance of the goal may be lost. Her
idea may simply be impractical. In this
case, it may founder on whether GP
practices

are

prepared

to

accept

pharmacists working there and whether
they want to work only with one local
pharmacist. Such barriers may derail the
whole project. If, instead, she asks the
LPC and LPN to suggest how patients

Change what you can change.

could see a pharmacist outside the
pharmacy, she is looking for possible

course, keep colleagues in both areas

is deliverable. The Local Professional

informed and if they see the advantages

Network (LPN) should be providing

of her proposals they will want to be

advice on commissioning plans, and

Second, none of us is a repository of

involved, but she must not allow them to

the LPC should be a stakeholder in that,

all knowledge. By leaving the means

slow her down. Waiting for consensus

but whatever is to be proposed has a

open she may find that truly radical and

takes time and risks losing control.

much better chance of adoption if the

innovative

PCO and LPC come to the LPN with a

forward. Consider the fax machine: the

well-formed and achievable plan. It may

desirability of being able to type on one

be more limited in scope than Carey

machine and have the output appear

wanted, but it can often be widened

elsewhere was obvious, but so long as

1) What exactly do we want to deliver?

later. The key is to get something under

developers tried to think of a way of

2) What are the means of achieving it?

way as soon as possible.

sending text, progress was slow. It took

She has a natural ally in Mr Silver, so
she should sit down with him to thrash
out the answers to two key questions:

From these will flow the incidentals

Mr Silver’s doubts about the LPN

such as training needs. Frequently our

may be based on his local experience.

plans stumble because we concentrate

Carey can provide reassurance that,

on the barriers (like whether the service

together, they can canvass LPN support

needs to be available from all pharmacies

to a degree that would be difficult for

at all times regardless of staffing issues)

either working alone.

and fail to keep the outcome in view.

One final thought for Carey – she

In this case, the PCO will need to

must set the goal but allow providers to

persuade the local Area Team to

suggest the means of achieving it. At

commission a service. Depending on

the moment she seems to be muddling

Carey’s local setup, a Commissioning

the two:

Support Unit may or may not be involved.

● GOAL: “We need to make sure that

We may trust that Carey knows how to

patients with long term conditions

handle that, so the key will be finding a

get the medication they need and

proposal that meets her PCO’s needs and

take it properly.”

answers rather than likely obstructions.

approaches

are

brought

someone to have the idea that text could
be sent as a photograph of a page –
which copiers were already making – for
fax technology to become ubiquitous and
affordable. Focussing on the goal rather
than the means made that possible.
Given the evident goodwill from the
LPC, there is every reason for Carey to be
optimistic, but she must concentrate on
what lies within her control. It may not be
all she wants, but it is what she can
achieve and concentrating on that will be
good for those clenched teeth.

“. . . there are two kinds of problem – those you can do something
about and those you can’t. If you can, get on and do it;
if you can’t, stop worrying about it.”
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David Thomson,
Lead Pharmacist Community Pharmacy
Development &
Governance
Email: david.thomson@
ggc.scot.nhs.uk
This is not an uncommon scenario from a
while back when concerns were more
likely to have been raised by community
pharmacy representatives, traditionally
seen as being more business orientated,
than their equivalent colleagues in the
managed sector. But times have changed,
and the perceived barriers between
pharmacy

practice

in

primary

and

secondary care are, thankfully, very much

An experienced project manager, dedicated to the project,
is essential to secure a successful outcome.

more blurred. Community pharmacists
are now able to utilise their clinical skills
in this setting and the dynamics of a

pharmacist skills, professional recognition,

enterprise at risk of failing. Funding to

modern NHS require hospital colleagues

service

support

to be more commercially aware and

remuneration. These are all centred

experienced project manager, dedicated

active in seeking new opportunities.

around

to the project, is essential in securing a

development
enhancing

and
the

adequate
quality

of

pharmaceutical care.
a case in point. Considerable opportunities

Community pharmacists may be more

exist in nurturing the development of

likely to sign up to this type of initiative

independent prescribing for:

following participation in a short test run.

a highly skilled clinician with an expert
knowledge on medicines, the most
common intervention in clinical care
● the NHS in accessing a considerably

● Professional Adviser to Pharmacy

an opportunity to become familiar with
new procedures and working practices.
Communication on the programme would
be incorporated into this period so all

track record in delivering cost

respective

effective and safer prescribing

alongside

and

reporting

responsibilities
and

referral

● the pharmacist in gaining formal

mechanisms. This type of development

recognition in contributing to an

provides a valuable opportunity to work

improved standard of pharmaceutical

more collaboratively with pharmacy

care for the patient.

colleagues across the sector. Peer review
meetings, perhaps as part of the Royal

common ground for the project to move
forward. Focussing on patient care is an
unchallengeable base line to which all
parties would agree. Key areas from both

Declaration of interests

is well established elsewhere – but more

roles

Pharmaceutical
Practice

Forum

Society

an

piece of work.

Graham Brack

participants would be fully aware of

In realising the full potential of this

of

Not a formal pilot as such – the concept

under-utilised resource with a strong

type of activity, both parties need to find

recruitment

successful outcome to this important

The scenario described ably illustrates

● the patient in gaining ready access to

the

(RPS)

programme,

Local
would

particularly support the community

Management
● Member of the Editorial Board for
the Pharmacy Management Journal
● Managing Director of Michael
Meagher Ltd.
● Director, TMS Pharmacy Ltd.

David Thomson
● Member of the Editorial Board for
the Pharmacy Management Journal
● Member of the Scottish Pharmacy
Board, Royal Pharmaceutical Society
● Member of the Royal Pharmaceutical
Society Assembly

pharmacist to counter the level of
isolation felt with the current practice
model.

perspectives would be embedded in the
project plan – cost effective prescribing,

Above all, the success of any project

polypharmacy, medicines optimisation,

will depend on how well it is managed.

safer drug regime, tailored drug profile

All too often the management of a

minimising interaction and side effect

project is tagged on to someone’s already

risk, greater patient confidence in the

burgeoning

Pharmacy Management Volume 30 Issue 4

portfolio,

placing

the
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LEADERSHIP
Hospital Pharmacy Leaders And The Potential
Impact Of NHS Competition – Are You Ready?
Dr Darren Leech is Director, NHS Elect and a researcher at Lord Ashcroft International Business School, ARU,
Cambridge. He initially trained and worked as a hospital pharmacy technician before moving into general
management. Darren has since been a Chief Operating Officer and a Director at a number of NHS hospitals,
with his most recent previous role being Deputy Chief Executive at Milton Keynes Hospital NHS Foundation
Dr Darren Leech

Trust. Email: darren@nhselect.org.uk

Recent governments have incrementally

these new expectations if they are to

introduced and increased competition

thrive.8

between providers of health care, in

competitive organisations used to a

order to drive down costs and enhance

commercial

quality. The theoretical and practical

requirements for new skills and different

arguments, both for and against, a

attributes,

universal state-delivered system and

essential by traditional NHS leadership.9

provision via a market-based system,

Leaders may be expected to utilise

were long rehearsed in the latter half

far more rigorous performance and

of the 1900s and those polarised

reward schemes to ensure the delivery of

standpoints

key objectives, or have the necessary

remain

the

basis

for

technical

continued discussion today.1,2,3,4
As the debate rumbles on, by stealth
or otherwise, competition is gradually

Further,

new

and

environment
not

skills

may

previously

to

have

deemed

develop

more

commercially focussed plans for service
developments, for example.

for leaders in the hospital sector and this
includes those managing and leading in
hospital pharmacy. There are many
potential implications for leaders to
consider, some of which might include
the issues indicated below.

Given that models of contracting for
hospital services in the new ‘market’
have tended, thus far, to run for fixed
durations of time, strategic developments
for long-term benefit could become
to

progress.

It

is

likely

that

the

organisational focus will become more
contract centric, limiting scope outside

cultural ethos

of the commercial terms and duration

Pharmacy leaders will likely encounter

of the contractual engagement. In turn,

new organisations taking responsibility

whilst pressure to find financial savings

for hospital care.6 Whether the model

or improve quality through re-modelling

is a contracted franchise arrangement7

service provision could act as a very

or

new

positive trigger for innovation, it could

organisations will enter the market and

also lead to greater emphasis upon

bring with them both new ideas, but also

contractual savings, drug spend and in

a new ethos in terms of the values and

turn, enhanced levels of pressure on

principles by which they expect the

pharmacy leaders to deliver.

some

other

mechanism,

Competition with an emphasis on
improving quality and patient access
will drive organisations toward offering
7-day, 24-hour clinical services. This
could extend to hospital pharmacy, as it
is not difficult to contend that if hospital
pharmacy is truly a vital patient facing
clinical service10 providing not just a
supply function, but real assurance on
the efficacy and safety of treatment,
a bit days a week in many wards and

Strategic decision making

more challenging for pharmacy leaders

New organisations; new

working patterns

why should that be rationed to five and

increasing in the NHS.5 This emerging
environment is creating many challenges

Service models and

more

clinical areas of the hospital? This
argument is gathers further traction,
given the increasing rate of acute hospital
admissions11 and the significant proportion
of problems related to medicines.12 On
balance, hospital pharmacy has certainly
developed and changed over the years,
but clinical pharmacy services are far
from uniform across the 7 day period.
Hospital pharmacy will need to continue
raising its game, if there is a wish by
the profession to play an even greater
role in the overall clinical care of patients.
A competitive drive to deliver the best will
demand further step-changes that will
test many pharmacy leaders and key
clinical pharmacy staff - both in terms of
their future role and their working
patterns.

organisation and its leaders live by.
Pharmacy leaders, like all in the NHS will
need to figure out and adapt to meet
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Sharing innovation and
information
A system driven by competition ultimately
means that organisations in the market
will seek to develop and preserve a
competitive advantage over others. The
long held tradition of hospital pharmacy
leaders and the profession overall to
share information and data across
organisations for the ‘greater good’ may
be indeed challenged as the market
develops. In a truly market based
environment data is often protected to
create and preserve an advantage, or to
simply deny information for use by
competitors. Whilst of course there are
likely to be professional and regulatory
aspects here, it could hold back the
spread of better clinical practice in the
NHS more widely, not just in pharmacy.13

Employment and
organisational transactions

it seems that a further round of
organisational change related to the
effects

of

likely.

The implications for

15

the

market,

are

pharmacy leaders are mixed.
Competition for senior roles
across a larger organisation
for

example,

can

be

viewed as an opportunity
or

as

a

threat

by

individuals. Ultimately, the
prospect of greater travel,
service rationalisation and
more personal responsibilities
can all be linked to local
employment terms, which are
often in need of alignment post
merger. These are some of the
practical, people related, challenges for
pharmacy leaders as organisations collide
through merger or acquisition. Combined
with the softer - but no less challenging -

As the market for health service

task of aligning the cultures of two, or

provision continues to evolve, the key

more, sets of people into a new, shared

question is whether hospital pharmacy

‘way of doing things’, this can often

leaders can stay one step ahead of the

present

competition?

a

considerable

leadership

Merger and acquisition are increasingly

challenge in any organisational or

common terms in the health press14 and

business context.16

“The long held tradition of hospital pharmacy leaders and the profession
overall to share information and data across organisations for the
‘greater good’ may be indeed challenged as the market develops.”
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