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Background and Introduction 
There are over a thousand diseases causing inflammation of the skin, including eczema, psoriasis and acne and
each year 54% of the UK population are affected by skin disease.1 There are hundreds of skin infections, from life
threatening cellulitis to herpes, to ringworm, to scabies infestations. Psoriasis is a common, chronic and
immune-mediated disease with a highly variable morphology, distribution, severity and course. Prevalence
varies amongst countries with reports between 0.09% and 11.43%.2 In the UK, 1.2 million people are thought to
have psoriasis, with frequent psychological, functional and social morbidity consequences and reduced levels
of employment and income amongst sufferers.3,4

Getting It Right First Time (GIRFT) is an NHS improvement programme delivered in partnership with the Royal
National Orthopaedic Hospital NHS Trust. It is designed to improve the quality of care within the NHS by
reducing unwarranted variations in clinical practice which introduce a postcode lottery that may impact on
patient care. Importantly, GIRFT is led by frontline clinicians who are experts in the areas that they are reviewing.
This means the data that underpin the GIRFT methodology are being reviewed by people who understand those
disciplines and manage those services on a daily basis. The GIRFT team planned to visit every trust carrying out
the specialties they are reviewing, investigating the data with their peers and discussing the individual
challenges they face.

GIRFT’s model of analysing data to uncover best practice means our clinical leads can identify ideal service
pathways and provide case studies for trusts to adapt to their own needs. They are in a strong position to help
specialties refocus within the constraints of COVID, adopting changes that did not seem possible before the
pandemic.5 Specialist areas where obvious variation in practice exist have been selected to undergo the full
GIRFT methodology. Dermatology as a speciality has been one of these and the GIRFT Dermatology chosen
clinicians have managed to successfully complete its roll out. 

The role of the dermatology pharmacist is evolving, with the rise of Independent Prescribers in this area running
clinics and managing their own case load. This small cohort of secondary care pharmacists with varied
additional responsibilities, including high-cost medicines management, prescribing, NHS England and GIRFT
involvement, has recently formed a network to be able to share learning and support one another with
education in this highly specialised role. This group is the National Dermatology Specialist Pharmacy Network
Steering group with an agreed membership and Terms of Reference. There is also representation from Scotland,
Wales and soon to be Northern Ireland.

The aims of GIRFT Agenda and why this is different
The key aim of the GIRFT agenda is to improve medical outcomes for patients by reducing unwarranted
variations in clinical practice. By tackling variations in the way services are delivered across the NHS, and by
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sharing best practice between trusts, GIRFT identifies changes that will help improve care and patient
outcomes, as well as delivering efficiencies such as the reduction of unnecessary procedures and cost savings to
the wider health economy.6 One may ask why this is required when many governing bodies, strategies and
policies exist in the NHS already such as the National Institute for Health and Care Excellence (NICE), the Care
Quality Commission (CQC) and Model Hospital. GIRFT offers a new approach as it is clinically driven by experts
in each speciality who are working in this field every day and who have been chosen as acknowledged leaders
in their field. The information comes from real front-line insight on what actually matters to them as clinicians
and to their patients.

It offers a peer-to-peer review in support of service changes that may be considered at local trust level. It is not
the usual regulated, formal process or a process where negatives are highlighted but more of a professional
review, supported by the professional associations and the Royal Colleges. It provides the clinicians with the
tools with which to regain an influence over their own practice that some may feel that they have lost through
previous styles of policy or decision-making within their respective departments. At its best, it is the clinicians
in each speciality having an in-depth discussion with Trust clinical directors, medical directors, middle
managers and the chief executive reviewing the data at a granular level. This is delivered in a way that reveals
what can be improved and with data that can point to solutions in the way to achieve certain actions.
Ultimately, it offers a common language. The British Association of Dermatologists (BAD) also welcomes the
conducting of this programme.7

Data Capture
There is an initial baseline data capture which has been developed by the leaders and is completed by each
individual Trust and returned to the GIRFT team. This is included within the national report.7 They have selected
metrics that demonstrate key aspects of overall quality of dermatology services and have chosen a broad
collection of metrics that are likely to provide insight into the way the department functions. Some key metric
requests are listed in Table 1 below. The data are then presented back to the clinical teams and wider MDT for
discussion as part of a “deep dive” review. There is an opportunity for all members of the MDT to comment on
the data to provide real insights to some reasons for the outcomes and this is shared as comparisons with other
trusts across the country.

Dermatology
To date, the GIRFT team have visited the majority of Trusts in England and have developed a national report with
associated recommendations.7 132 Trusts were identified as providing substantial dermatology services and 123
Trusts have subsequently been reviewed either face to face prior to the pandemic, and more recently virtually.
These reviews have identified areas of wide variation in clinical practice in dermatology. The baseline
questionnaire includes multiple areas from a general dermatology service such as Trust activity, if the hospital
has access to dermatology beds and percentage of workload that is done in community clinics or primary care.
The key datasets are listed in Table 1.  Actions are then agreed and an implementation plan is shared with all
members of the Multi-disciplinary-team (MDT). This work has culminated in the publication of a report which
includes a set of national recommendations, aimed at improving quality of care and reducing expenditure on
areas such as complications, litigation, procurement and treatments which lack an appropriate evidence base.

Barriers
There are certain elements of challenge with this methodology despite its successful outcomes and
improvements to service already demonstrated in other specialities such as Orthopaedic Surgery.8 Firstly, there
needs to be universal buy-in from the Trust clinical teams. There are some examples of all members and senior
management being involved in the process through the full cycle, to others where the participation has included



Journal of Medicines Optimisation •  Volume 7 •  Issue 2 •  June 202156

the clinical team and possibly junior management. It is important to stress, however, that it is difficult to have
all key stakeholders available at the same time. Without cross-functional senior management engagement it is
likely that there will be a limit to what can be achieved. An example of this would be creating an easily accessible
psychiatric support service outside of the hospital setting, which could support dermatology patients with mild
to moderate disease (and the associated demand on the specialist departments). This will depend upon both
primary and community services that the local clinical commissioning groups support, as well as medical
director board involvement to raise this high on the Trust’s agenda. 

There are also challenges with accuracy of data which may impact on the quality of the final service analysis.
Trusts who implement service changes/updates, including changes in staffing, in the period immediately
following collection of baseline data may result in the deep dive analysis lacking a good representation of the
new service provision. The deep dive does allow for commentary around the results which can alleviate this;
however, the national graphs are therefore not a true reflection. When it comes to medicines usage, there are
also factors that are not taken into consideration on the baseline capture. For example, specialist tertiary
referral centres will invariably use more high cost medicines as they would treat more complex or
severe/refractory patients. In respect to medicines usage, there are issues with the accuracy of data that are
held on Rx-Info Define (the NHS Drugs database) and not all trusts are registered to the British Association of
Dermatologists Biologic and Immunomodulators Register (BADBIR) registry, which makes it difficult to gain a
full picture of biological prescribing patterns and usage. This leads to inaccuracy of the medicines usage data
review if the data is captured from Rx-Info Define and not checked by pharmacy or the clinicians. 

Pharmacist involvement in Medicines Pathways, Introduction of new
medicines and Service redesign
Most patients with a dermatological concern will first go to their GP or a pharmacist in primary care for a
diagnosis or advice and associated treatment. With little or no formal training available to either HCPs, patients
may be managed sub-optimally. A lack in confidence in managing psoriasis compared with other conditions in

Catchment population for general dermatology

Medical consultant numbers and locum staff

Number of specialist nurses

Types of consultant clinics (surgical list/cancer 2 week clinics/psychodermatology clinics)

Are there paediatric clinics and a specialist paediatric trained nurse?

Are there biological drug follow up clinics?

Nurses helping with the management of skin problems for inpatients in your hospital under other specialities?

Do you have access to a psychiatrist to help with psychodermatology patients?

Phototherapy activity volume and number of patients

Total outpatient activity (attendances and procedures)

% referred by GP Hospital Episode Statistics (HES) and % referred by consultant (including from other providers)

Follow up attendances: non face-to-face activity as a % of total

Biologics spend per unit of dermatology activity

Table 1 – Key dataset requirements
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primary care remains9 which may eventually lead to the referral of these patients to secondary care when the
conditions are not treated.

Having been involved in two deep dives for GIRFT, I felt great satisfaction being present to be able to discuss
service redesign and data relating to medicines usage and spend, particularly with the high cost medicines use,
IV versus SC usage, timely access to NICE approved medicines and promoting timely adoption of biosimilar
medicines. The programme looks at access to treatment, innovation and efficient use of NHS resources. A good
place to start for a pharmacist would be to support teams to develop or shape prescribing pathways/guidelines.
As a significant proportion of the total medicines spend in dermatology treatment within secondary care is on
high cost biological medicines, funded by Clinical Commissioning Groups (CCGs), this approach will help the
CCG managers and clinicians work more closely together and on a common agenda. A lot of the dermatology
pharmacists are also biologics pharmacists in other specialities and were recruited on a secondment to support
the biosimilar transition. The benefits of their roles were realised and these pharmacists are now having to write
business cases to secure their roles as the savings from biosimilars were non-recurrent. Dermatology
departments have seen the clear benefits of this role and therefore have funded their post within the
Dermatology divisional budget; others are funded by pharmacy. Additionally, there is still a real opportunity for
savings to be made by pharmacists supporting the development of prescribing guidelines. We as pharmacists
help drive evidence based and cost-effective prescribing underpinned by the principles of Medicines
Optimisation10 however it is felt amongst peers that there is still the pressure to use the cheapest available
biological agent first. This is not always the most appropriate for certain patient cohorts and subsequently
increases costs associated with lack of efficacy in the longer term therefore guidelines should take this into
consideration. 

Systemic treatment options for psoriasis are increasing and currently consist of tumour necrosis factor (TNF)
inhibitors, PDE-4 inhibitors, IL-12/23 inhibitors, IL-23 inhibitors, IL-17 inhibitors and IL-17 receptor antagonists.
More molecules are also in the pipeline over the coming years. With so many options for prescribers to select, it
is a great opportunity for the pharmacist in combination with the team to review the evidence base, safety,
efficacy and costs to develop a prescribing pathway that is not restrictive but flexible enough to ensure patients
can access a clinically appropriate range of treatment options offering the right medicines at the right time in
their personal treatment journey. Guidelines are generally needed when treatment options are many, there is
no clear direction around practice and where resources are limited. Logical key considerations to the
development of a guideline are: 

• Efficacy looking at speed of onset, length of treatment effects, achievement of PASI 75/90 and more
recently 100 and relation to DLQI improvement

• Safety profile for each type of class

• Dosing frequency and familiarity if patients change therapy so that they don’t get confused. Dose
escalation with some classes which will impact cost effectiveness.

• Patients’ pre-existing co-morbidities

• Joint disease involvement

• Real World Evidence (RWE) to review how long patients are maintained on therapy and how quickly do
they fail given the need to reduce demand on NHS services and patient initiated follow up protocols (PIFU)
coming into play

• Service solutions and Patient Support Programmes, especially where these link to the GIRFT agenda;
for example services which can help to reduce follow up variation as well as cognitive support services.
There is evidence yet to be published on the benefits of these types of programmes, however certainly over
the pandemic the uptake of these has risen massively to support keeping patients at home i.e. phlebotomy
and PASI assessments in homes, Access to Psychodermatology
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• Overall cost-effectiveness reviewing all of the above with respect to having full awareness of the
confidential discounts and Patient access scheme (PAS) pricing

• High Impact Site areas and the efficacy data for these hard to treat areas

Using a combination of the above factors, these can be used to create a flexible pathway that allows prescribers
and patients access to the most suitable NICE approved biological agent based on the principles of GIRFT. A
table can be developed within a pathway to guide clinicians when to use one product over another, which also
reassures commissioners that prescribing is based on clinical and cost decisions for the benefit of the patient.
For example, one biological agent may have better evidence and efficacy to treat high impact sites such as
genital or scalp psoriasis and therefore this would be chosen over a biosimilar at first instance or 2nd following
1st line failure. There is now even more emphasis focused in making savings on NHS medicines spend.
Estimated NHS spending on medicines has grown from £13bn in 2010/2011 to £17.4bn in 2016/2017, an average
growth of around 5% annually, a report from The King’s Fund has revealed. 11

According to that report, ‘The rising cost of medicines to the NHS – what’s the story?’, published on 26 April 2018,
medicines spending has increased at a substantially faster rate than for the entire NHS budget during the same
period, which grew by about 1% annually.12 The cost of biologics is relatively high at anywhere between
approximately £3,000 and £10,000 plus per patient, per year. According to the GIRFT data review, the spend on
biologics use in psoriasis is thought to be around £90 million per year in England and NICE guidance shows that
this is cost-effective as they reduce the need for hundreds of dermatology inpatient beds and improve the
quality of life and economic productivity of many people living with these diseases.7 As we develop into statutory
Integrated care systems (ICSs) and the budget managed by the ICS NHS Body, we will begin to see the true
picture on having patients treated sooner (preventative health) and in remission. The Payment by Results (PbR)
excluded medicines budget would sit separately to the activity and other costs related to a hospital spell. This
includes biological medicines used to treat psoriasis. As we move towards one budget, the medicines cost will
be more visible and potentially link to the reduction in costs offset by having a patient treated optimally. This
may be demonstrated by a reduction in hospital visits as an example.  This would then move us away from the
standard drug acquisition cost argument. 

The GIRFT report showed wide variation in the uptake of biologics for the treatment of psoriasis specifically.7
Many reasons can explain this such as differences in the interpretation by NICE not only by the CCG, but HCPs
within departments, readiness to use newer classes or innovative medicines, lack of experience with the newer
agents, and restrictive pathways capping the number of treatments or using sequential medicines solely looking
at costs. Some clinicians do not feel the need to spend hours on completing formulary applications to pharmacy
when they already have a similar mechanism of action medicine available to them, or do not see any particular
strong advantages of one therapy over another. Again, this is where the pharmacist is key to be able to
streamline this process and support the formulary application process at a timely manner pre NICE approval to
ensure medicines are available post 30, 60 or 90 days according to individual Trust and CCG agreed timelines.
They recommend Trusts to consistently implement NICE guidance to address variation in uptake and use of
biological medicines and ensure patients have equitable access to appropriate therapies. The development of
this type of flexible pathway would certainly support this recommendation and the pharmacist is key to this. 

The Future and Potential Solutions
The National Specialist Dermatology Pharmacist Network Steering Group is currently seeking accreditation by
the Royal Pharmaceutical Society of Great Britain (RPS) and will be raising the profile of this highly specialist
group of HCPs. The pharmacist can play a lead role in developing a pathway that suits the requirements of
clinicians, commissioners and most importantly patients and should be utilised to achieve this. There are
currently no consultant pharmacists in dermatology, who do exist in many other inflammatory conditions such
as Rheumatology and Gastroenterology and therefore the next steps would be to work with the RPS on the
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development of an educational programme to support this. The Steering Group is currently working on not only
raising the presence of our role, but to also develop this educational programme with the RPS.

The pandemic has been the driver to progress to virtual consultations and also accelerated  the transition of
patient groups to Homecare services. This has also come with an accelerated use of pharma-funded patient
support programme offerings that wrap around the homecare service such as phlebotomy at home and
PASI/DLQI assessments. These have been beneficial and work should continue to evidence the benefits of these
added value services to our patients and to the NHS. This work is also underway by the National Homecare
Medicines Committee (NHMC).
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