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BEST PRACTICE IN 

PHARMACY MANAGEMENT

This quarter’s journal is rather different to

most as a result of the sad loss of our Editor

for many years, Alex Bower. To make space

for a fitting tribute to this remarkable man

we have suspended some of the usual

features which will return in the New Year.

This issue contains no fewer than five

articles on aspects of best pharmacy

practice. The concept of an in-reach

pharmacist is an interesting one, and

Jasmit Sagoo and Fozia Akhtar will

describe how one was used to accelerate

the uptake of biosimilars. 

Jun Tze Saw offers us quantitative

evidence of the benefit of having a

pharmacist working within an acute

admissions team. A saving of a quarter to

half a million pounds is impressive enough,

but avoiding potential fatalities shows us

why this approach is to be commended.

Colleagues from Cornwall have

investigated the thorny question of

“penicillin allergy”. We know that many

people claim to suffer from this but the

majority do not actually have it. If the

attribution is not challenged, there is

potential to withhold treatment that would

benefit the patient, so what is the current

practice of primary care practitioners? While

this is quite a small survey it suggests that

more substantial efforts may be needed.

Kettering General Hospital NHS Foundation

Trust was the first hospital in the East

Midlands to host a multi-sector pre-

registration pharmacist. Emma Cramp and

her colleagues describe their experience of

this innovation, which they regard as

extremely positive.

Finally, many of us will have been faced with

the challenge of preparing a business case.

Sue Wen Leo takes us through the process

of preparing a successful business case for

an outpatient parenteral antimicrobial

therapy service. Although this is a specific

application, many of the suggestions she

makes have a much wider application.

LEADERSHIP

Those of us who aspire to be leaders

usually have no problem with motivation,

but that may not be true of all those with

whom we come into contact, and many

of our colleagues may need some

additional motivation. This does not mean

that they do not care about the job; a lack

of motivation may be evident in people

who have made a recent error, for

example, or who are finding life stressful.

In our leadership article this issue Stuart

Maddocks gives us some pointers on

motivating others in the pharmacy team. 

A PERSONAL NOTE

Following in Alex Bower’s shoes is quite a

daunting prospect, and I took quite a bit of

persuading before agreeing even to try. He

was a man of many gifts, but one of his

greatest was his willingness, even in later

life, to learn new things. Alex never

believed that “we’ve always done it that

way” was an adequate reason for avoiding

change. There might be a temptation to

leave the journals exactly as Alex left them.

He would have been the first to object to

that. If I occasionally seem to have his voice

in my ear arguing about my use of commas,

equally I hear that encouraging phrase of

his – “Let’s give it a go”. Whatever he did in

life, Alex certainly gave it a go.  

EDITORIAL

READERS’  FEEDBACK 
If the JoPM is to continue to publish material that you would find interesting

and helpful in your practice, it is clearly important that readers feedback their

views. There are various ways in which feedback is currently obtained but a

short SurveyMonkey questionnaire that will take just a couple of minutes to

complete is available for each edition by the hyperlink opposite. 

Your feedback is always welcome. 
Please click here to complete our 

Reader Survey for this issue.
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A Tribute to
Alex Bower (1947 - 2020)
“If your actions inspire others to dream more, learn
more, do more and become more, you are a leader.”
- John Quincy Adams

On the 18 July this year, a light that had shone brightly over pharmacy for
many decades went out.

Alex Bower was the consummate professional wrapped in a cloak of humanity and sensitivity towards the feelings of others.

A CV can only tell so much about a person but in the case of Alex it gives many clues as to why he understood the NHS so
thoroughly and was able to translate that understanding in to meaningful words and actions in the various roles he held.

Alex Bower, Career Summary

Primary Care (14 years)
Former HA (Wakefied), 

SHA (West Yorkshire), 

PCT (Leeds – city and South)

Hospital (19 years)
5 years – RPhO, Yorkshire

8 years – CAPO, West Glamorgan 

and Pembrokeshire

5 years – DPhO, West Birmingham

1 year – Newark

Industry (7 years)
7 years – Industry (R&D, Sales,

Marketing)

Appointed Group Editor-in-Chief 
of PM Journals

2015 - 2020

Appointed Editor of the Journal 
of Pharmacy Management

2002 - 2020

Consultant in Primary Care 
and Medicines Management

1 August 2002 - February 2008

South Leeds PCT
Operating at three organisational levels:

• South Leeds PCT
• Leeds city-wide (5 PCTs, Acute

Trust, Mental Health Trust and 

Leeds Community Health Care)

• West Yorkshire Strategic Health
Authority (15 PCTs, Acute Trusts,

Mental Health Trusts).

NICE implementation
Home Oxygen service across West

Yorkshire

Local Improvement Finance Trust (LIFT)

premise schemes (3)

Disease Modifying Anti-Rheumatic

Drugs (DMARDs).

Pan Leeds Medicines Management

Committee, Clinical Governance/Risk,

Shared Care.

West Yorkshire Strategic 
Health Authority

1 April 2002 – 31 July 2002

National PMS contract facilitator.

Prescribing and Pharmacy Adviser
April 1994 – April 2002

Wakefield Health Authority
GP practices (49) and Community

Pharmacy (57).

‘WORLD’ formulary.

PMS.

Regional Pharmaceutical Officer
1989 – 1994        

Yorkshire Regional Health
Authority
21 hospital pharmacies (600 staff) 
and primary care staff in 16 Health
Authorities

Academic Practice Unit 
(30 pre-registration pharmacy
graduates and 15 Diploma 
training places).
GP indicative prescribing scheme
(£171m) which improved cost control
and quality. Regional drug contract
(£30m spend).

Previous Hospital Pharmacy/
Industry Career

• Chief Administrative
Pharmaceutical Officer: 
1981 - 1989. West Glamorgan
and Pembrokeshire Health
Authorities. Pharmaceutical head
for three acute hospitals, mental
health hospital, Sterile Products
manufacturing/aseptic unit. 

• District Pharmaceutical Officer
1976 – 1981: West Birmingham
Health Authority. Pharmaceutical
head for large acute hospital, large
psychiatric hospital and three
specialist units.

• Staff Pharmacist-in-Charge: 
1975 – 1976. Nottinghamshire
Area Health Authority (Teaching)

• CAPO, Staff Pharmacist,
Nicholas Laboratories Ltd: 
1968 – 1975. Product development,
Product Manager, Marketing
Executive.
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Not many pharmacists have held senior positions in two
different health systems - NHS Wales and NHS England.

But to think of Alex as just an outstanding career pharmacist
and the committed Editor-in-Chief of the Journal of Pharmacy
Management and the Journal of Medicines Optimisation would
not do justice to a man with a kaleidoscope of interests and
talents.

Guitarist in a small group with friends, microlight plane and
motorbike enthusiast, cyclist who once cycled from Lands’ End
to John O’Groats and Six Nations Rugby fan.

Alex was a man for all seasons in every sense of the word.

Perhaps his greatest quality, however, was something that
many people struggle to achieve and very rarely succeed in
attaining - an open mind for any discussion where he

encouraged
debate and
asked key
questions
without being
judgemental of
contributions. That
is probably above all
else why he was so
respected and loved within
Pharmacy Management.

To give a snapshot of a life that had delivered so much to
others is clearly challenging so we thought we would get the
permission of colleagues who worked with and knew Alex to
share the messages they sent upon hearing of his passing.
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I’m so desperately sorry to have just 
read the sad news about Alex. It’s hard
to find the right words at a time like
this. Alex was a knowledgeable
gentleman and an absolute pleasure to
work with. I was personally very fond of
him and he always greeted me at PM
events with such warmth and a smile. 

I know Pharmacy Management have not
just lost a colleague but also their dear
friend. My thoughts are with you all and
also with Alex’s family.

Ruth Miller-Anderson, Principal
Pharmacist - Research & Clinical Trials,
Western Health and Social Care Trust,
Londonderry, Northern Ireland

•   •   •

I knew Alex of course and his daughter
Sally

I lost contact with Sally many years ago.
If you have opportunity please send 
Sally my love and prayers

Alex was a lovely individual whom I
highly respected and liked.

Richard A Jones, Head of Medicines
Optimisation, Luton Clinical
Commissioning Group (LCCG)

•   •   •

I am very saddened to read the very sad
news about the passing of Alex Bower
and I am sending my sincere
condolences to all at Pharman.

It was my absolute pleasure to get to
know Alex and work with him on projects
and without Alex’s input the projects
would not have been as successful as they
were. I personally felt that when Alex
gave opinion it was from a genuine
position of 1st class knowledge and
experience at top level. 

Alex was a true professional but I also
enjoyed my non work conversations with
Alex and there was a good sense of
humour waiting to appear whenever
appropriate.

Paul Walshaw, Local Market Access
Excellence Lead, AstraZeneca UK Ltd

•   •   •

I am so very sad at this news. I knew
Alex well when he was the Yorkshire
Regional Pharmaceutical Officer based 
in Harrogate.

He worked with me for many years
while I was the member of Council on
the RPSGB Yorkshire regional committee.

He was a wonderful person and
achieved much during his important
term of office in Yorkshire. I will always
remember him as kind, considerate and
very professional at all times and he was
highly regarded by all who knew him.

I send my best wishes to his family.

Gill Hawksworth, Visiting Fellow,
University of Huddersfield

•   •   •

Alex was an inspiration and a mentor to
me in the early days when I was a
community pharmacist taking part in his
SHARPE (shared audit of repeat
prescribing in the elderly) pilot in
Wakefield using records in Lloyd George
envelopes in the 1990s! He showed me
how pharmacists could become influential
and well-respected leaders, within and
outside of, their own fields of expertise. 

I was so pleased to be involved with
Pharmacy Management at a later date
and be able to link in with him again. 

He was a lovely man and he’ll be sadly
missed. I am sending my condolences
over to you all.

Joanne Fitzpatrick, Chief Pharmacist/
EPRR Strategic Lead, NHS Wakefield CCG

•   •   •

So sorry to hear the awful news this
morning. He was a real gentleman,
obviously skilled and astute but also kind
and welcoming. I don’t think we’ll ever 
be able to estimate his positive influence
on the direction of pharmacy. I know
you must be feeling his loss hugely.
Condolences to all at Pharmacy
Management and to Alex’s family.

Mike Curson, Senior Primary Care
Pharmacist, Aneurin Bevan University
Health Board

•   •   •

Thank you for letting us know. Alex was
the kindest of people and never missed
an opportunity to engage and chat with
people when he saw them. I knew Alex
from my days of working at the RDTC in
Newcastle from 1996 and since then at
the various PM events that he hosted, it
was always a genuine pleasure to catch
up with him.

Helen Seymour, Senior Medicines
Optimisation Pharmacist, North of
England Commissioning Support Unit

•   •   •

Just wanted to share my deep
condolences to you and your team at
the very sad loss of Alex. Your words 
hit the spot and were an appropriate
testimonial to a very special person. 
I know you were close to Alex and am
sure the rest of the team will also be
feeling his loss.

I am sure you will find a great way to
honour Alex and look forward to
acknowledging that in time. Thinking of
you all.

Darrell Baker FFRPS, Director of
Pharmacy and Medicines Management 
Cardiff and Vale University Health Board

•   •   •

I was so sorry to hear about Alex. He 
was a true gentleman with a kind heart
who sought perfection. I especially
enjoyed the post event ‘coffee’ sessions
(which looked a lot like a nice glass of
wine) while we each waited for our 
trains home. 

I feel richer for having known him and
worked with him, and I’m sure that
feeling is magnified many hundreds of
times for you.

How lovely too, that you are planning to
create a way to remember him at
Pharmacy Management. I’d like to be
involved with that if possible.

Mrs Hilary Shields JP

•   •   •

Responses to an email sent on 20 July 2020 regarding Alex
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Have just picked up on your sad news
about Alex. Your tribute is very
comprehensive, but I can add to the
early part of his career for completion.

Alex worked for Nicholas Laboratories as
his first career post, under the wing of
Eddie Fullerton. Alex’s time there was
curtailed by a sizeable downsizing of the
workforce, leaving both Eddie and Alex
redundant in about 1975 I think.

At the time I was area pharmacist in
North Notts which included responsibility
for the pharmacy services in Newark.
Staffing a small department such as
Newark had never been easy, and I was
advertising for a ‘staff pharmacist-in-
charge’ to run the department at the
time. Alex applied and was the
outstanding and successful candidate
despite his complete lack of hospital
pharmacy experience. This was
something of a gamble, but Alex settled
in to the role very quickly and produced
a plan for an extension to the pharmacy
and for other staffing developments. I
was very sorry to see him go, but it was
clear he was ready for more challenging
opportunities in the NHS. Within two
years Alex had moved on to his post in
the West Midlands where you mention
him in a ‘Senior pharmacist in an acute
Trust’. So the rest is as you describe. 

I take some pleasure that I was part of
Alex’s career progression in those early
days. We kept in touch regularly at
conferences and other NHS gatherings. I
shall miss him.

I hope the above can be incorporated
into his life story.

Bob Timson BPharm FRPharmS

•   •   •

This message must have been so very
difficult for you to write, the passing of 
a dear friend is hard to grasp. I feel
privileged to have had the opportunity 
to work with Alex through my
involvement with PM. The Celtic
Conference was a highlight.

Christine Gilmour, Director of Pharmacy,
NHS Lanarkshire

•   •   •

So sorry to hear this. I remember
working with Alex when I was on the
PM board and he was always welcoming
and a pleasure to work with.

Thoughts also with you, as well as his
family, given your long association
together.

Peter Mulholland MRPharmS MSc FCPP
Neonatal Intensive Care Unit, Royal
Hospital for Children, Glasgow

•   •   •

I worked with Alex at Leeds PCTs for a
number of years and have seen him at
many events since.

I would attest to what you have said
about Alex in your lovely obituary and I
wonder whether you could pass my
condolences onto his family.

Also if there is any charitable collection in
his memory could you please let me know.

Sarah Hudson BSc(Pharm) MFRPSII
MRPharmS, Deputy Chief Pharmacist 
and Medicines Safety Officer, South 
West Yorkshire Partnership NHS
Foundation Trust

•   •   •

Really sorry to hear of Alex’s death.

Last time I saw him was in the Lord’s
Long Room at Hitching’s departure.

I always thought Alex was a great bloke,
very professional and could socialise
with the best of us. 

A very sad loss personally and to the
Profession.

Hope you are coping well with all the
madness around us.

Professor Jonathan Cooke MPharm,
PhD, FRPharmS, Honorary Professor,
Manchester Pharmacy School, Faculty of
Biology, Medicine and Health, University
of Manchester

•   •   •

This is sad news, indeed. As a young
pharmacist, Alex always provided me with
sage advice – most of all he was a great
listener, and a real “gentle man”. I had
known him, on and off, for more than
30 years, and he was always a pleasure to
be around, or even chat on the phone. He

provided a great contribution to
Pharmacy, with professionalism, humour,
and a warm humanity.

Richard Copeland, Head of Clinical
Pharmacy/Deputy Chief Pharmacist,
Pharmacy Department, Northumbria
Healthcare NHS Foundation Trust

•   •   •

Ted, this is terrible news. I consider
myself privileged to have been able to
get to know Alex a little and have some
fun with him. One of my fondest
memories is our ‘big hug greeting’
which became a bit of a thing when I
met him - it wasn’t his thing at all but
we did it and laughed as we both knew
he was doing it for me and that he
wasn’t really enjoying it at all. But that
was the man, as you’ve indicated below,
selfless and brilliant in a way that
everyone who met him could only
admire and learn from.

Please pass on my deepest condolences
to his family.

Alan Kane, Head of UK and 
Ireland Market Access, Vertex
Pharmaceuticals Ltd

•   •   •

Thank you Ted. We all loved him and
want to celebrate his life with you. Your
tribute to him in PM this week was very
moving indeed. Darrell and I will do our
all to ensure those that worked with 
Alex are able to share in this. 

Cofion/Kind regards.

Berwyn Owen, Chief Pharmacist and
Controlled Drugs Accountable Officer
Betsi Cadwaladr University Health Board

•   •   •

I am so sorry for the loss of Alex. I never
had the fortune to meet him personally,
but I know that he was held in such high
regard and will be sorely missed by all.

Please accept the condolences  from
myself and the medicines homecare
team here in Morriston Hospital,
Swansea Bay University Health Board.

Reuben Morgan, Medicines Homecare
Manager, Morriston Hospital/Swansea
Bay University Health Board 

•   •   •
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Throughout his long association with
PM (1985 - 2020), Alex Bower was
exactly the same as he was
throughout his successful NHS career
– conscientious, loyal, hard working,
creative and people-orientated.

One of the major moments for us all
was the launching of the Celtic
Conference in Edinburgh in 2019 and
Alex was in charge of that project -
400+ people in the Edinburgh
Conference Centre.

A flawless display and an abiding memory
of “Mr Bower“ ferrying the Pipe Band to
different parts of the venue to gain
maximum atmosphere - just wonderful.

A personal note and reflection

“As we all go through life we usually
meet somebody who leaves a significant
imprint on our thoughts and helps to

shape our thinking.
Alex was one such person for me.

We first met in a room in Birmingham in
1985 when the Journal of Pharmacy
Management was born.

Little did either of us realise that would
be the start of a 35-year adventure and
friendship.

He and I are different personalities but
over the years we found each other
good value for many and varied
conversations - the chemistry was 
exactly right.

Alex was always the person you wanted
to talk with on a Monday morning if
something was “bugging” you and he
never failed to listen attentively and
promote a conversation point that I had
not considered.

Perhaps the best Monday mornings,
however, was after the 6 Nations rugby
had taken place over the weekend and
we could debate the outcomes -
although Alex was always challenged 
for his affections when England played
Wales due to the tremendous
professional time he had experienced 
in West Wales.

Throughout his short illness he never 
lost his caring for others - asking me on
phone calls how my family was and
remembering details of my offspring 
and their life journey . . . he was
simply one of the best.

A piece of my life has gone but it will 
not be forgotten.”

Ted Butler, Chairman, 
Pharmacy Management

Pharmacy Management is planning two actions to remember Alex:-

• A Celebration of Alex’s life in LEEDS on 21 April 2021  (more details to follow)

• The launch of the ALEX BOWER GOLD MEDAL - MANAGEMENT ESSAY AWARD 

(Judged by a Panel of Senior Pharmacists)

http://www.pharman.co.uk
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Background and

introduction        

Latest figures estimate that the cost of

medicines to the NHS in 2018/19 was

£18.9 billion1 – a 45% increase since

2010/11 - with hospitals accounting for

53.7% of spend. Six of the top ten

prescribed medicines in hospitals are

biological drugs, used to treat a range of

complex and chronic conditions including

respiratory illness, cancer, arthritis and

inflammatory bowel disease. Due to the

complexity of the drugs and the research

required to develop them, the initial

patented drugs are expensive. Prescribing

data indicates that the average price of a

biologic agent varies from circa £5,000 to

£10,000 per patient per year. However,

many of these biological drugs have

recently come ‘off-patent’, allowing for

biosimilar drugs to be developed at a

much lower cost to the NHS – typically

40-50% lower.2 Biosimilars are described

by NHS England and NHS Improvement

as ‘a biological medicine which has

been shown not to have any clinically

meaningful differences from the

reference medicine in terms of quality,

biological activity, safety, efficacy and

immunogenicity’.3 The first biosimilar

drug was approved in 2006, and since

then, a number of biosimilars have been

licensed for use in the NHS. This

development is crucial in enabling the NHS

to prescribe these medicines at a much

more affordable rate, improving access to

specialist medication for more patients.

In September 2017, NHS England

issued a new commissioning framework

for biological medicines4 which set

ambitious targets for moving patients onto

biosimilar drugs, where available. The

objective was to realise potential savings

of £200-300m per year by 2020/21, while

maintaining safe and efficient services for

patients. To achieve this, where new

patients met the NICE guidelines for

biological drugs, commissioners were

tasked with initiating 90% of new patients

onto the biosimilar agent within three

months of a suitable biosimilar drug

becoming available. In addition, they were

tasked with switching 80% of existing

patients using patented biological drugs

onto a biosimilar within 12 months.

Historically, take-up of biosimilars had

taken longer, with infliximab biosimilar

take-up at 44% after 14 months of new

drugs becoming available, and the same

percentage uptake of etanercept biosimilars

within 10 months of launch.3

Abstract
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in-reach pharmacist.  
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To help tackle the growing spend on medicines in hospitals, NHS

England set ambitious targets to encourage hospitals to switch

eligible patients from high cost biologic drugs to more affordable

biosimilar drugs, with the same efficacy. The objective was to

realise potential savings of £200-300m per year by 2020/21.

However, the switching process was resource-hungry, requiring

extensive engagement with clinicians and patients to encourage

take-up of biosimilars, as well as careful monitoring of those

agreeing to switch. To reduce the burden on hospital staff and 
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accelerate the uptake of biosimilars, NHS Arden & GEM CSU

developed an innovative in-reach pharmacist model which

saw a CSU pharmacist based onsite at a hospital trust,

dedicated solely to delivering the biosimilar switch

programme, focusing initially on adalimumab – the most

commonly used biologic medicine. Working in partnership

with the Trust’s rheumatology and pharmacy teams, this in-

reach approach delivered cost savings of £775,000 within six

months, against a total budget of £7.5 million, and saw the

Trust exceed its target in switching patients from the branded

adalimumab drug to the biosimilar agent. 
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Adalimumab is the most commonly

prescribed biologic drug in the NHS, and

therefore the highest spend drug used in

our hospitals. As such, when biosimilar

agents for adalimumab became available,

at the end of 2018, the priority was to

accelerate the uptake of the adalimumab

biosimilar drugs in new and existing

patients. NHS England and NHS

Improvement undertook a national

procurement to achieve the best value

product for the NHS and ensure the

market would be able to meet demand.

To help accelerate uptake, both Clinical

Commissioning Groups (CCGs) and Trusts

were incentivised through savings to

support the switching programme. 

Understanding the

challenges        

Switching patients to biosimilars presents

a number of challenges, including:

• effective engagement with clinicians to

secure confidence in biosimilars and

encourage specialists to switch patients

• detailed discussions with patients to

enlist support and confidence in

switching to biosimilars

• additional resources to enable

switches to take place safely and

effectively

• capacity to enable monitoring,

particularly in relation to biosimilars

administered intravenously.

NHS England and NHS Improvement

set out clear guidance for how biosimilar

switching should be undertaken. The five

Commissioning Support Units were

commissioned to develop a toolkit5 to

guide commissioners and Trusts through

the steps they needed to take, which was

supported with a series of webinars. The

toolkit places significant emphasis on

engagement – not just with patients, but

also with clinicians, finance leads and

other stakeholders, including homecare

providers that deliver adalimumab

injections to patients at home. Although

the cost benefits of biosimilars are clear,

the engagement required represents a

significant additional pressure on time.

This is particularly evident when

considering the time and specialist

resource required to encourage patients

to accept a change to their medication

and then support them through the

switch. In some cases, patients may have

taken some time to find and adapt to the

best medication for their needs. With no

direct benefit to the patient of switching,

and some requiring careful monitoring if

a new drug is introduced, switching

patients safely requires consultants and

specialist nurses to provide a high level of

engagement and support on top of their

existing workload. 

Support was provided in the form of

implementation tools, but nursing staff

were still being relied on heavily to

support medicine switches. Many Trusts

simply have not had the capacity within

their clinical teams to fully support the

biosimilar switching programme. As a

result, some hospital trusts were falling

behind on their targets and opportunities

to realise savings for the NHS were being

missed. 

A new approach in 

South Warwickshire        

Uptake of biosimilars is reported

nationally within the Medicines

Optimisation Dashboard provided by NHS

England and NHS Improvement.6 In

autumn 2018 the dashboard indicated

that the West Midlands region, as a

whole, was behind other regions in

switching from branded adalimumab to

the available biosimilar agent. This

prompted discussions between NHS

Arden & GEM Commissioning Support

Unit (Arden & GEM) and its CCG clients

in the region, to identify options to

address the shortfall, prioritising the

switch to adalimumab biosimilar drugs

across rheumatology, gastroenterology

Figure 1: ‘Toolkit for implementing best-value adalimumab’, NHS Commissioning Support.

Key facts about biological and biosimilar medicines in the NHS:

• The first biosimilar was approved in 2006. Since then many biosimilars have been licensed and are used in the NHS.

• Biosimilar infliximab, licenced in March 2015, is used to treat rheumatology conditions and inflammatory bowel disease. As

of May 2018, it was used to treat 93% of patients prescribed infliximab.

• Biosimilar etanercept, licenced in April 2016, is used to treat rheumatology conditions. It is now used to treat 88% of patients

prescribed etanercept.

• Biosimilar rituximab, licenced in April 2017, is used to treat cancer and rheumatoid arthritis. It is now used to treat 63% of

patients prescribed rituximab.

• Use of biosimilars saved the NHS £210 million in 2017/18. 

• NHS England’s ambition is to achieve a recurrent annual saving of £200-300 million by 2021 through the increased use of

the best value biological medicines in a proactive, systematic and safe way.

• These savings will support the treatment of an increasing number of patients and the uptake of new and innovative medicines

within the NHS.
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and dermatology as this had the greatest

cost saving opportunity.

Arden & GEM developed an

innovative ‘in-reach pharmacist’ model –

an approach that would involve basing a

CSU pharmacy resource onsite within a

Trust, dedicated to delivering the majority

of the work associated with switching

patients to biosimilars. This model was

the first of its kind and was designed to

support local CCGs and Trusts to meet

the switching target set for adalimumab

and other biosimilars. 

South Warwickshire Clinical

Commissioning Group (SWCCG) agreed

to a pilot project using the in-reach

approach, in October 2018. At that time,

less than 10% of the potential Quality,

Innovation, Productivity and Prevention

(QIPP) savings attributed to biosimilars

had been achieved for the CCG and there

was scope to deliver significant additional

savings before the financial year end with

suitably resourced support.  

The pilot project focused specifically

on working with the rheumatology team

at South Warwickshire NHS Foundation

Trust (SWFT) to switch patients from

adalimumab to a biosimilar, with the aim

of meeting the NHS England and NHS

Improvement targets. This specialty

presented the greatest opportunity for

savings but had been unable to progress

the switching programme due to

staffing constraints. It was estimated

that approximately £500,000 could be

achieved in cost savings, against a total

prescribing budget of circa £7.5 million.

Arden & GEM’s in-reach pharmacist

would work alongside the Trust’s

medicines optimisation pharmacist and

rheumatology team and would be

responsible for:

• liaising with patients and Trust staff to

identify eligible patients for switching

• managing all communications, including

telephone support, for patients with

queries before and during the switch

• reporting on the progress of the

switching programme. 

Recruiting the right mix of skills

Employing an independent pharmacist

prescriber based at the Trust would

ensure that there was less demand and

reliance on the in-house pharmacy team,

leaving them able to continue with the

core functions of the pharmacy service.

Recruiting the right person for the in-

reach role meant looking at more than

just the clinical requirements. Skills were

specifically sought in the following areas:

• communication and engagement

experience to support patient and

clinical discussions

• negotiation and persuasion to help

encourage clinicians and patients to

embrace change

• teamworking, specifically in

multidisciplinary teams

• willingness to upskill in specialist areas

such as rheumatology.

The successful recruitment process led

to the appointment of an independent

pharmacist prescriber with a strong clinical

background – an ideal combination given

the complexity of the role.

Governance arrangements 

Prior to patient contact, the pharmacist

completed all the mandatory information

governance training both for Arden &

GEM and for the Trust, including detailed

arrangements for access to patient

records and confidentiality. This gave the

iStock.com/monkeybusinessimages

Liaising with patients and Trust staff to identify eligible patients for switching.
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Trust full confidence that the pharmacist

understood their procedures and would

be fully compliant when operating on

their behalf.

With appropriate governance in place,

the in-reach pharmacist was able to work

with the Trust to identify and contact

eligible patients with rheumatoid arthritis

who would be suitable for adalimumab

biosimilars.

Engaging stakeholders

As identified in the NHS Commissioners

Toolkit,4 switching patients to biosimilars

requires extensive engagement. Effective

liaison with stakeholders within the Trust

was essential to build trust between the

clinicians and the in-reach pharmacist,

and to build support for the programme,

which was actively supported by SWFT.

The programme had to be viewed from

the clinicians’ perspective. With a busy

workload, this project was asking them to

take on additional work, despite much of

the implementation being handled by the

in-reach pharmacist. Specialists would

need to work with the pharmacist to

identify suitable candidates and be

prepared to support some patients

through the switch.

To navigate these challenges, a

stakeholder meeting was held before the

project began. This brought the lead

rheumatology consultant and medicines

optimisation pharmacist from the Trust

together with Arden & GEM’s in-reach and

medicines optimisation lead pharmacists.

The collaborative meeting allowed those

directly involved in the care of affected

patients to collectively agree the approach

and next steps. This included agreeing

the upskilling of the in-reach pharmacist

in the rheumatology specialism, which

was welcomed by the rheumatology

team and enabled further confidence to

be established between the specialist

team and the pharmacist. Clinic

shadowing was arranged to improve

competency and arrangements made for

referral of complex queries once the

project was in place.

Appropriate positioning with the Trust

was needed to ensure that this approach

was supportive of the team’s efforts to

date rather than seen as critical of

delivery of the switching programme.

Focusing on the unique opportunities

presented by providing a dedicated

resource specifically to deliver the

switching allowed the in-house pharmacy

team to continue to support other patient

priorities and alleviated the pressure on

the already stretched rheumatology

resources.

Patient communication

All patients received a comprehensive

letter to introduce the opportunity to

switch. These were sent out at different

intervals to coincide with medication

supplies and deliveries from the

homecare provider. The letters clearly set

out the patient’s current medication,

information about biosimilars and why

they were being asked to switch. This

included reassurance that the Trust was

completely confident that the new

medicine would be as effective as the

branded product. Every letter included

the offer of a telephone call and was

signed off by the in-reach pharmacist and

the rheumatology consultants, with

further detail about biosimilars enclosed

from an independent source. 

A dedicated email address and patient

information line were set up and

managed by the in-reach pharmacist to

enable patients to discuss any concerns

and understand the switching process in

more detail. Where required, patients

were given the opportunity to have a

follow up conversation with their

consultant before the switch took place.

In the majority of cases, patients were

willing to switch to the biosimilar to save

the NHS money. 

Phase one impact        

The in-reach pharmacist was based on

site in the rheumatology team at SWFT

for four days each week from mid-

February until the end of March 2019

(0.8 working time equivalent), providing

concentrated support over a five-week

period. 

There were 151 patients under the

care of rheumatology who were being

prescribed adalimumab. All of these

patients were reviewed by the in-reach

pharmacist and 131 patients agreed to

switch to the biosimilar agent, resulting in

savings of £681,000 in 2019/20. 

The switch rate was 87%, which was

higher than the baseline target of 80%.

Of those that declined to switch, the

main reasons were reluctance to accept

treatment success compared to the

biological drug, risk of relapsing, or

wanting to have a consultation with a

specialist rheumatologist. 

The dedicated email account and

patient helpline allowed patients to have

access to a healthcare professional to

raise their concerns. Both means of

communication ensured meaningful

patient consultations were an integral

part of the programme.

The in-reach pharmacist also

supported the clinical team in prescribing

biosimilars to new patients as

appropriate.

“Appropriate positioning with the Trust was needed to ensure that 
this approach was supportive of the team’s efforts to date 

rather than seen as critical of delivery of the switching programme.”
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Phase two - rituximab        

Following the success of adalimumab

switching in phase one, SWCCG funded

a second phase of the project focusing

on switching patients from another

biological drug, rituximab, to a biosimilar.

This required more intensive management

than phase one due to the complexity of

the drug. Rituximab is administered via

intravenous (IV) infusion in hospital.

This presented a number of additional

challenges, and both patient and clinical

engagement needed to be more detailed. 

Many patients established on rituximab

were previously used to attending their

local hospital in Stratford upon Avon for

the IV infusion, which normally takes four

hours to administer. Switching to a

biosimilar meant all patients had to be

treated at the main hospital site in

Warwick under the close supervision of a

healthcare professional experienced in IV

infusions, in an environment where full

resuscitation facilities were immediately

available should any infusion-related

reactions occur. The first infusion of the

new drug also needed to be administered

at a slower rate, with patients being

monitored before and after the treatment,

requiring them to spend up to eight hours

in the unit. 

This presented logistical challenges

for the Trust as the day unit suitable

for infusions was already at capacity

delivering chemotherapy and existing

biological medicines. The in-reach

pharmacist met with the day unit’s nurse

manager to discuss the requirements and

negotiate some capacity. As these were

non-urgent cases, the patients could be

booked in advance around the day unit’s

schedule. Rheumatology was allocated

Mondays for patient infusions, and longer

time slots were given to allow for the

increased infusion time for those who

switched over to the biosimilar. The unit’s

nursing manager and administrative staff

were briefed to ensure those patients

that had agreed to switch were booked in

and that all the associated requirements

were properly documented, including

consent and next steps. Day unit staff

were already skilled in administering

chemotherapy and biological agents,

and were given pre-printed prescription

sheets to follow, with the in-reach

pharmacist on hand to check calculations

for the biosimilars where required. 

As with phase one, the in-reach

pharmacist began by compiling a patient

list and writing to all patients taking

rituximab, in consultation with the clinical

team. Each letter was followed up with a

telephone consultation with the

pharmacist to explain the proposed

change, answer any queries and ensure

patients were happy with the switch. The

outcome of each telephone consultation

was logged in the patient notes and day

unit booking-in system so that all

consultants and nursing staff were aware

of any change.

This collaborative approach, working

in partnership with the day unit and

patients, led to 73% of patients

contacted agreeing to the switch.

Figure 2: Spend on patented versus biosimilar adalimumab in South Warwickshire 
(including new patients), South Warwickshire Clinical Commissioning Group
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Rituximab is typically given every six to

nine months when there is a flare up in a

patient’s condition. By switching to the

rituximab biosimilar, the CCG was able to

realise savings of £94,000 in 2019/20,

based on each patient receiving two

doses per year. 

Outcomes and next steps       

Using the in-reach model, annual savings

of £775,000 have been realised (see

Table 1). SWFT has exceeded the national

target in prescribing biosimilars for

adalimumab and is close to target for the

more complex rituximab. This was

achieved in just six months. Moreover,

this approach allowed the Trust to deliver

the savings with minimal impact on day-

to-day patient care as the vast majority of

the work was delivered by the in-reach

pharmacist. 

Following the success of the in-reach

model for rheumatology, the approach has

been commissioned for a further six

months to work alongside endocrinology,

dermatology and gastroenterology

departments, with a focus on biosimilar

switches, prescribing practices and

treatment pathways. Although some of

this activity has been paused due to

COVID-19 and other pressures.

The project has also been presented as an

exemplar at a Sustainability and

Transformation Partnership integration

workshop. As a result, other local CCGs

are keen to adopt and extend the model

and approach used. 

Lessons learned         

The success of the project and high

switch rate, during a short period of time,

Adalimumab

Rituximab

Eligible patients

151

52

Total savings to date

No. patients switched

131

38

Percentage uptake

87%

73%

Cost saving 2019/20

£681,000

£94,000

£775,000

iStock.com/Diy13

Table 1: Biosimilar uptake achieved in South Warwickshire through Arden & GEM in-reach pharmacist model
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was down to the in-reach pharmacist

focusing specifically on the adalimumab

and rituximab switches and engaging

directly with patients. This improved

productivity and the quality of care

offered without impacting the workload

for consultants in a very busy speciality.  

Effective relationships have been

crucial throughout this project and

ensured the agreed aims and objectives

were met. Recruiting an independent

pharmacist prescriber with a strong

clinical background and the right

communications skills enabled Arden &

GEM to build trust with specialist

consultants, the SWFT medicines

optimisation pharmacist, and wider

pharmacy and rheumatology teams from

the outset. This approach allowed

stakeholders to engage collaboratively to

discuss deliverables, progress, risks,

challenges and achievements, benefiting

both patients and the Trust.

Robust governance and administrative

procedures have also been key to

ensuring clinicians and their patients are

well informed about changes and that

switching is managed safely and

effectively.  
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Date: September/October 2021
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PM National Forum for Northern Ireland   
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Introduction        

Medication errors are avoidable events due

to the inappropriate use of medications. In

England, around 237 million medication

errors occur in England annually and nearly

28% of these have the potential to cause

harm.1 Such medication errors can prolong

hospital stay and lead to significant patient

morbidity and even death.2-4 The estimated

NHS costs of definitely avoidable ADRs

(adverse drug reactions) are £98.5 million

per year, which consumed 181,626 bed-

days and caused 712 deaths (88% in

primary care).5

Medication errors occur at all stages

of medicine use process including

prescribing, dispensing, storing, preparation,

administration and monitoring.  It presents

a major public health burden both

clinically and economically. This is because

it can result in adverse drug reactions

(ADRs), drug-drug interactions, lack of

efficacy, suboptimal patient adherence

and poor patient experience. A recent

review demonstrated that the majority of

errors were potentially significant (53%)

or potentially minor (40%), with less

common potentially serious errors (5%)

and potentially lethal errors at 2%.5

A study showed that significant

errors were more likely to occur at the

point of admission, and failure to

prescribe pre-admission medication was

the most common error.5 The unintended

medications errors rates within hospital

prescriptions on admission are between

30-70% and these can include omission

of usual medicines and incorrect dosage.6-7

Evidence suggests that conducting MR

as soon as possible after admission will

reduce omission of long-term medicines.8

Pharmacists are acknowledged as key

to preventing these medication errors

reaching the patient by clinical

interventions.

Although there is significant evidence

to support pharmacy interventions from

a safety perspective, few attempted to

quantify the economic benefit of this

service provides. This study aims to

estimate the cost avoidance generated by

pharmacist interventions due to the

prevention of adverse drug events (ADE).
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harm. Such errors can prolong hospital stay and lead to

significant patient morbidity and mortality. The estimated NHS

costs of definitely avoidable Adverse Drug Events (ADEs) are

£98.5 million per year. The aim of this study is to quantify the

type of clinical interventions; and identify the potential clinical

significance and associated cost avoidance of preventable

Adverse Drug Events (pADEs) averted by pharmacy

interventions on admission to hospital. 

Method

Retrospective data collection of pharmacy interventions in

acute admission unit from April 2018 to March 2019 which

involved random samples of 10 interventions per month

(n=120). Economic analysis of pADEs was performed using

University of Sheffield School of Health and Related Research

(ScHARR) cost model. 
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Results

The majority of medications errors were prescribing errors

(82%). Approximately 80% of interventions were made at the

point of admission medicine reconciliation (MR) with 60% of all

interventions related to high risk drugs. The potential

medication errors may have led to significant (63%), serious

(21%) and fatal (3%) ADEs. The economic analysis showed

potential cost avoidance of pADEs at around £237k-£499k

per year based on one pharmacist input.  

Discussion

The results showed that pharmacy interventions during

medicine reconciliation (MR) process reduced unintended

medication discrepancies and prevent ADEs on acute

admission. High risk drugs are important targets for future

pharmacy interventions and ongoing monitoring. Significant

cost avoidance could be achieved by pharmacy interventions. 
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Pharmacy intervention on admission has significant clinical, as

well as economic benefits. A range of clinical interventions are

made to ensure safe and effective use of medicines. 
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Aim        

Qualitative

• To describe and quantify the range of

pharmacy interventions conducted on

Emergency Admission Unit (EAU) per

year based on one pharmacist input.  

Quantitative 

• To measure the activity and cost

benefits of clinical interventions on

EAU.

• To identify the potential clinical

significance and associated cost

avoidance of pADEs averted by

pharmacy interventions, according to

the ScHARR (University of Sheffield

School of Health and Related

Research) cost model.9-10

Methods        

Standardised data collection form was

used to collect the number of pharmacy

interventions retrospectively. Random

samples of 10 interventions per month

from April 2018 to March 2019 were

obtained from Ascribe (Trust pharmacy

dispensing system data). 

The clinical significance of pADEs

averted due to pharmacy intervention

and associated cost avoidance were

assessed using the ScHARR model (see

Table 1).9-10 One-year extrapolation of the

cost avoidance was estimated, based on

the assumption that all the unintentional

discrepancies would have led to a pADE if

no intervention was made.  

Result and Discussion        

The retrospective audit identified 1050

interventions were recorded for the 12

months period from April 2018-March

2019. The majority of interventions were

categorised as prescribing error (82%)

(see Figure 1) which was consistent with

the EQUIP study.11 The EQUIP Study

showed that nearly 9% of prescriptions in

a selection of UK hospitals contained an

error when written.11 Errors in dose

selection occur most commonly and

represent 25.8% of all prescribing errors.

This is followed by omitted drugs/dose

(18.3%), wrong drug/choice (17.5%),

wrong frequency/time of administration

(9.2%), duplication of therapy (7.5%)

and drug interactions (5%) (See Figure 2). 

Cost

£0– £6

£65– £150

£713– £1484

£1085– £2120

Event

Minor, no harm medication errors 

Significant pADEs (non-increased length of stay)

Serious pADEs

Severe, life-threatening or fatal pADEs

Table 1 Modelled costs of preventable adverse drug events (pADEs)

iStock.com/Zolak
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Any steps in the prescribing process

could potentially generate errors. Slips

(action-based errors e.g. prescribing error

due to similarities in drug brand name

and pharmaceutical name), lapses

(memory-based errors e.g. prescribing

penicillin knowing that patient is allergic

but forgetting), or mistakes are sources of

errors, as in unintended omissions in the

transcription of drugs.12 Examples for

different types of errors from this study is

described in Table 2. 

Approximately 80% of interventions

were made at the point of admission with

the rest made during patient’s stay and

at the point of discharge. This may be

because EAU is an acute admission ward

with high patient turnover. Therefore,

most of the pharmacy related clinical

activities focuses on MR to optimise

patient care. This is in line with NICE

Guidelines NG5 which recommends that

patients should receive a MR within 24

hours of admission or sooner if clinically

necessary.13 Pharmacists also ensure the

rational and cost-effective use of

medicines and improve clinical outcomes

by actively engaging in direct patient care

and collaborating with many healthcare

disciplines.

Around 60% of all interventions were

made on known high risk drugs with 17%

on antibiotics, followed by analgesics,

which are mainly opioids and non-steroidal

anti-inflammatory drugs (NSAIDs) at 12%,

anticoagulant and antihypertensives at

Figure 1 Error Stage

ERROR STAGE

Figure 2 Types of Error 

TYPES OF ERROR 

“Approximately 80% of interventions were made at the 
point of admission with the rest made during 
patient’s stay and at the point of discharge.”

http://www.pharman.co.uk
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Examples

Levetiracetam 1500mg BD but prescribed incorrectly as 500mg TDS

IV Aciclovir not prescribed based on Ideal Body Weight (IBW) 

Pabrinex prescribed as 1 pair TDS (should be 2 pairs TDS for hepatic encephalopathy)

Tinzaparin dose prescribed as 10,500 units- changed to 11,000 units

IV Co-Amoxiclav prescribed as 1.2 g TDS in renal impairment (recommended dose is 600mg
BD as patient's eGFR-20ml/min)

Levothyroxine dose is 100micrograms but prescribed as 10micrograms daily

Sodium Valproate 400mg TDS (patient’s preadmission dose) but prescribed as 200mg TDS

Patient takes Zomorph (Morphine sulphate)130mg BD but only 30mg BD prescribed

Patient takes Finasteride and NOT Tamsulosin, but both were prescribed

Nitrofurantoin prescribed for a patient with eGFR-10ml/min (avoid if <45ml/min as per BNF)

A Patient with CKD Stage 4 prescribed with prophylactic Tinzaparin- changed to Enoxaparin
20mg daily

Trust guidelines recommends Amoxicillin 500-1000mg TDS for Community Acquired Pneumonia
(CAP) CURB-1 but patient prescribed with Amoxicillin 1g TDS and Clarithromycin 500mg BD.

IV Co-amoxiclav and Metronidazole prescribed for anaerobic infection (duplication of
treatment as both drugs covers anaerobes)

Oramorph not recommended in nursing mother - risk of respiratory depression in infant

Rivastigmine prescribed instead of Rotigotine patch for Parkinson Disease

Changed Amitriptyline time of administration from morning to night

Amend time of administration of Co-beneldopa to 7am, 1pm, 5pm and 9pm (as per
preadmission dosing time and frequency)

Morphine sulphate MR BD dosing prescribed as morning and evening (changed to morning
and night as MR dosing is every 12 hours)

Isosorbide mononitrate 10mg BD annotated as morning and evening on the chart
(recommend 8am and 2pm-irregular dosing to avoid nitrate tolerance). 

Latanoprost eye drops prescribed as mane –  changed to nighttime dose 

Cyclizine 50mg SC prescribed hourly as anticipatory meds (max 150mg/day)

Paracetamol prescribed as both IV and PO on the chart (risk of overdose)

Penicillin V 250mg BD (for asplenia) and Co-amoxiclav 625mg TDS prescribed concurrently

Query use of both MST (Morphine sulphate) 100mg BD and Fentanyl patch?

Query Omeprazole and Ranitidine prescribed together (no clear indication)

Tolterodine 4mg Xl and Tolterodine 2mg BD prescribed concurrently

Thiamine not withheld whilst patient on Pabrinex infusion

Metoclopramide and Cyclizine prescribed concurrently (counteracts the effects of each other)

Tiotropium inhaler not withheld whilst patient on nebulised Ipratropium (increased risk of
side effects)

Interaction between Ciprofloxacin and Duloxetine (ciprofloxacin increases the exposure to
duloxetine- avoid using concomitantly). 

Tramadol and Citalopram-increased risk of serotonin syndrome

Simvastatin not withheld whilst patient on Clarithromycin (increase the blood level of
simvastatin and hence risk of rhabdomyolysis)

Lansoprazole interacts with antibiotics (increase the risk of C. Difficile infection)

Types of errors

Wrong Dose

Wrong Drug or Choice

Wrong Frequency or Time

Duplication of Therapy 

Drug Interactions

Table 2 Types of Errors and Examples 
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9% respectively, antiepileptics at 8% and

both Anti-Parkinson’s medications and

insulin at 3% (see Figure 3).

The finding is consistent with the

national review of reported medication

related harms where anticoagulant and

NSAIDs were identified as the medicines

most commonly involved in hospital

admissions as a result of medicines harm.14

This audit showed that interventions that

were classified as serious and major often

involved high risk drugs that are known

to be associated with increased harm and

some of these drugs have already been

highlighted in the National Patient Safety

Alerts (NPSA).15-17

These findings present important

targets for future interventions and

highlight the importance of review of

high-risk drugs as a continuous process

that requires monitoring and follow up. It

also indicated that robust guidelines and

procedures need to be in place to reduce

the risk associated with these drugs.

Where access to a pharmacist is limited,

consideration should be given to targeting

those patients on high risk medications. 

The audit showed that safety (67%) is

the most important reason for pharmacy

intervention. Efficacy (23%), cost-effectiveness

(6%), concordance (3%) and reduced

length of stay (LOS) (1%) accounted for the

remainder (see Figure 4). 

Patient safety is the utmost priority for

pharmacy interventions. The importance

of the medicine safety in the wider context

of patient safety was confirmed in the

‘NHS Long Term Plan’, which committed

to ‘improving patient safety will reduce

Figure 4 Reasons for Interventions

REASONS FOR INTERVENTION

Figure 3 Intervention by drug class

INTERVENTION BY DRUG CLASS

Table 3. Clinical significance of pADEs averted due to pharmacy intervention and associated cost avoidance

Events

Potentially fatal

Potentially serious

Potentially
significant

Minor

Sheffield
(value £)

1,085

2,120

713

1,484

65

150

0

6

Intervention no
(n=120 in total)

4

4

25

25

76

76

15

15

Lower value

Upper value

Value £

£4,340

£8,480

£17,825

£37,100

£4,940

£11,400

0

£90

£27,105

£57,070

Extrapolation 
(per annum)

£37,975

£74,200

£156,147

£324,996

£43,225

£99,750

0

£786

£237,347

£499,732

http://www.pharman.co.uk
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patient harm and the substantial costs

associated with it through a new ten-year

national strategy’.18

Efficacy interventions in this study

aimed at reducing or rectifying sub

therapeutic dose of medications especially

narrow therapeutic index drugs such

as antiepileptics and antibiotics like

Gentamicin. It also includes ensuring

appropriate choice of treatment in

accordance with the national guidelines.

As for cost effectiveness intervention, it

encompassed recommending cost-

effective inhaler (e.g. Symbicort or Fostair

inhaler instead of Seretide inhaler) or

avoid unnecessary duplication of therapy

e.g. withhold thiamine whilst on Pabrinex. 

It is essential to ensure compliance or

patient adherence to treatment. Appropriate

patient assessment, patient counselling and

changing the timing of medications as per

preadmission all help to improve patient

adherence. 

Table 3 showed the clinical significance

of pADEs averted due to pharmacy

intervention and associated cost avoidance.

Cost avoidance refers to an intervention

that reduces potential future spending that

may have occurred without the

intervention. The audit showed that if

medication errors were left undetected,

will have led to potentially significant

(63%), serious (21%) and fatal (3%) ADEs. 

The cost avoidance value was initially

calculated using the random samples of

120 interventions. The value was then

extrapolated based on the 1050

interventions carried out from April 2018

–  March 2019. The economic analysis by

using ScHARR model showed that the

potential cost avoidance of pADEs ranged

from £237k - £499k per annum (based on

one pharmacist input). This would suggest

that pharmacy interventions on EAU has

the potential to prevent significant costs

that may be incurred if the medication

risks remained undetected. 

Medicines reconciliation on

admission also leads to avoidance of

adverse drug reactions (ADRs). Dodds

estimated preventable error rate of

2.8/1000 at a cost of £1461 per ADR.19

A hospital study demonstrated that for

every £1 spent on pharmacy staff

conducting MR, approximately £12 is

saved through preventing medication

related ADE.20 Pharmacist interventions

in the care of patients in acute hospital

not only reduce the risk associated with

medicines but the cost benefits of this

service provides can also be quantified

by contribution to cost-avoidance of

ADEs.

Recommendations         

• There are significant gaps in safe and

effective use of medicines amongst

clinicians and adequate training and

continuing professional development

should be provided.

iStock.com/demaerre

“Patient safety is the utmost priority for pharmacy interventions.
The importance of the medicine safety in the wider context of 
patient safety was confirmed in the ‘NHS Long Term Plan’. . .”

Patient safety is the utmost priority for pharmacy interventions.
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• Embed adequate training in safe and

effective use medicines use in

undergraduate training.

• Robust guidelines and procedures to

reduce the potential harm associated

with high risk medications.

• Increasing pharmacy staffing level on

hospital admission unit focusing on

MR may further reduce medication

errors which in turn offers significant

cost savings

• Further research should focus on

economic analysis of pharmacy

intervention models on high risk drugs

Conclusion         

Pharmacist interventions on admission

have significant clinical as well as

economic benefits. A range of clinical

interventions are made to ensure safe

and effective use of medicines.

Pharmacist also contributes significantly

to the safe use of medicines by

developing and implementing medicines

related guidelines, addressing medicines

management issues, educating

prescribers, and playing an important role

in promoting patient safety. 
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A regular webinar programme from PM to share skills 
and learnings to enhance the future for pharmacy.

35 years of heritage within pharmacy

Date and Time Speakers and Topics

PM Academy Webinars taking place in 2021 - Speakers and Topics will be finalised in the New Year

Wednesday 27 January – 10am

Wednesday 10 February – 2pm

Wednesday 24 February – 10am

Wednesday 10 March – 2pm

Wednesday 24 March – 10am

Wednesday 21 April – 2pm

Wednesday 5 May – 10am

Wednesday 19 May – 2pm

Wednesday 9 June – 10am

Wednesday 23 June – 2pm

Wednesday 7 July – 10am

Wednesday 15 September – 2pm

Wednesday 29 September – 10am

Wednesday 13 October – 2pm

Wednesday 3 November – 10am

Wednesday 17 November – 2pm
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Introduction        

About 10% of the general population

claim to have a penicillin allergy,1 though

a recent study found that  approximately

six percent of the general population are

recorded as having a penicillin allergy in

their NHS general practice electronic

health records.2 Penicillin antibiotics are

first-line treatment for many common

infections, but patients with such

penicillin allergy records are usually

prescribed second line antibiotics. Hence,

antibiotic prescribing decisions may

become more complicated for general

practitioners (GPs) because it removes a

large group of antibiotics available to

prescribe. This may be complicated

further by antibiotic resistance carriage in

individual patients and patient

comorbidities that preclude use of certain

antibiotic classes. Moreover, patients

with penicillin allergy records are

associated with negative patient and

healthcare system outcomes which

include treatment failure,2,3,4 increased

risks of side effects,4  infections with

resistant bacteria and Clostridioides

(Clostridium) difficile-associated diarrhoea,2,5

increased mortality,2 increased antibiotic

treatment costs,6,7,8,9 and increased length

of hospital stay.9,10

These associated risks may be

avoidable in 95% of patients with a

reported penicillin allergy as studies show

that, despite the allergy record, they are

able to tolerate penicillin after allergy

assessment.11 Removing a penicillin

allergy record from a patient’ s medical

record following allergy assessment and

confirmation that they are able to

tolerate penicillin is known as de-

labelling. Current allergy services in the

UK and worldwide are insufficient to

undertake the necessary testing to

identify all patients with penicillin allergy

records who are not allergic and able to

safely take penicillin.11 Some researchers

have conducted hospital inpatient de-

Abstract

Title 

What does primary care know of penicillin allergy de-labelling?

– A small survey.  

Author List

Wilcock M, Motta M, Powel N.

Introduction

Though up to 10% of the population claim to have an

allergy to penicillin, studies indicate that such an allergy

could potentially be excluded in 95% of cases. Patients with

penicillin allergy records are usually prescribed second line

antibiotics; a practice associated with negative patient and

healthcare system outcomes. Reassessing and removing

penicillin allergy labels where safe to do so is likely to become

an element of the antimicrobial stewardship agenda, hence it

is useful to understand the views of primary care towards de-

labelling of unwarranted penicillin allergy records. 

Method

A survey was undertaken using a questionnaire delivered to a

convenience sample of GPs and practice based pharmacists

identified as having a lead role within their practice on

prescribing and medicines optimisation. 

Abstract

Results

Across two CCG-organised medicines optimisation meetings,

25 (89%) of 28 practitioners completed the survey. We were

unable to determine fully respondents’ knowledge about

unintended consequences of penicillin allergy labels.

Approximately one-third of respondents suggested all

penicillin allergy label patients should have their allergy history

checked, which would not be practical due to the large

number of patients and limited allergy services. 21 of 25 (84%)

and 20 of 25 (80%) respondents suggested they would

amend the patients primary care allergy record if that advice

came from an allergy testing service or a local hospital

consultant /  local antimicrobial consultant respectively.  

Conclusion

This small survey shows an overall limited understanding of

the penicillin allergy problem in the primary care setting. These

findings may indicate a need for more penicillin allergy

education in primary care. 

Keywords: allergy, antimicrobial stewardship, penicillin.
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labelling studies, delivered without direct

allergy specialist input. Instead, a

pharmacist or a hospital doctor was able

to successfully de-label low risk patients

which resulted in an increase in first line

penicillin antibiotic prescribing.12,13,14,15,16

However, the majority of healthcare

encounters and antibiotic prescribing

occurs in primary care. Therefore,

identifying patients in primary care, either

for de-labelling or referral to de-labelling

services, would likely result in a greater

number of people de-labelled and able to

have first line antibiotics prescribed. This

would realise the potential benefits to

patients and healthcare systems of using

first line penicillin antibiotics. As this de-

labelling of incorrect penicillin allergy

records is expected to become an

important strand of an antimicrobial

stewardship approach, this study sets out

to evaluate the views of primary care

practitioners in one Clinical Commissioning

Group towards penicillin allergy and the

clinical approach to those patients.

Method        

Across Cornwall, locality-based

prescribing meetings are held in the

north, central and west locality areas of

the CCG four times a year. These twelve

meetings a year, organised by NHS

Kernow CCG Medicines Optimisation

Team, are intended to have a focus on

clinical prescribing and medicines

optimisation. A GP prescribing lead from

each primary care practice is invited to

attend these meetings and disseminate

the learning within their own practice.  

At the meetings held early in 2020 GPs

were asked to complete a questionnaire

constructed by the authors based on a

review of the literature, and piloted with

a small number of GPs. No demographic

details were asked for and the survey

was anonymous. The survey contained

questions assessing perceptions about

harm associated with having a penicillin

allergy label and how having such a label

could be managed. This small survey

consisted of six questions, three of which

had multiple choice predetermined

answers, plus an opportunity for free

text comments. Analysis of data was

performed using Microsoft Excel.

Descriptive statistics were used to describe

and summarise the data highlighting the

main elements of the study.  

Ethics        

No ethical permission was required as this

was a survey to evaluate knowledge and

attitudes. Further it was to a group of

medical practitioners where consent was

implicit by returning the survey form. All

participants were advised at the start of

the survey that participation was voluntary

and their replies i.e. data would be

anonymised and analysed. We also used

the NHS Health research authority tool

(http://www.hra-decisiontools.org.uk/

research/index.html) which helped confirm

that no ethics approval was needed. 

Results        

There are 60 GP surgeries within NHS

Kernow CCG. Two meetings were held in

early 2020 with 28 attendees in total,

mainly GPs plus seven GP practice based

pharmacists. Completed questionnaires

were returned from 25 (89%). No other

attendee characteristics were recorded.

The third meeting was cancelled due to

Covid-19.

The first question stated that up to

10% of patients are allergic to penicillin

according to their medical records, and

then asked what proportion of these

patients may actually NOT have a genuine

allergy. The overall mean response was

55% (range 8 to 99). Four respondents

gave values between 4 to 8%; eight gave

values between 40-50%, 12 between

60 to 90%; and one answered 99%.

Following a statement that it is well

iStock.com/melpomenem
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n (%)

17 (25%)

17 (25%)

13 (19%)

12 (18%)

6 (9%)

2 (3%)

1 (1%)

Rash or urticaria

Diarrhoea or GI side effects

Side effects/interactions (no details)

Anaphylaxis or angioedema

Failure of treatment

Death

Other

Table 1. Harms by frequency of response n = 68

documented that patients with a

penicillin allergy label can have

unintended adverse consequences if

given a non-beta lactam antibiotic,

respondents were asked to list the top

three harms arising from such a scenario.

One replied they did not know, and not

all respondents named three harms.  The

24 respondents gave a range of

consequences (n = 68) and these are

shown in Table 1.

Subsequent to this listing of harms,

respondents were asked which harm in

particular is most relevant in a primary

care setting. Twenty-three respondents

provided a nomination (Table 2). 

As regards which groups of patients

would be chosen to be referred to an

allergy testing service to help identify those

with a true allergy, where respondents

could tick all that apply, replies are

shown in Table 3.

When asked if they had ever initiated a

patient referral to an allergy testing service

to clarify whether there is a true beta-

lactam allergy, 7 (28%) answered yes. 

When asked to think about patients

with a penicillin allergy label on the GP

system, and what would it take (ticking

all that apply) to remove that label from

their system if it was felt to be incorrect,

replies are shown in Table 4.

Four respondents provided free text

comments at the end of the survey, with

two of these identifying the need for a

local service, especially to confirm serious

cases and rule out allergy rash from

childhood; one requesting clear local

guidelines for delabelling; and one

pointing out that, based on anecdotal

experience, it is easy to remove 20-50%

of incorrect allergy labels from a primary

care notes review. 

Discussion         

This small study looked to understand a

number of related issues, from a primary

care perspective, on the management of

patients who have a label of penicillin

allergy. A wide range of responses were

provided to the question about the

proportion of penicillin allergy labels that

are expected to be incorrect, with only

2 above the 90% value often quoted as

incorrect.1 This may reflect a lack of

understanding of the scale of the

problem or alternatively a difficulty with

providing an answer to a question about

a proportion of a percentage value.

Exploring the unintended harms of

incorrect penicillin allergy labels revealed

responses that described consequences of

giving patients with a genuine penicillin

allergy a penicillin antibiotic. The question

aimed to determine whether primary care

practitioners were knowledgeable about

n (%)

5 (22%)

5 (22%)

4 (17%)

4 (17%)

2 (9%)

1 (4%)

2 (9%)

Anaphylaxis/angioedema

Side effects/interactions (no details)

Diarrhoea or GI side effects

Failure of treatment

Rash

Death

Other

Table 2.  Most relevant harm n = 23
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the unintended consequences of penicillin

allergy labels which include higher rates

of Closteroides difficile and increased

treatment failure amongst others. It may

be that these consequences are invisible to

our primary care audience. Alternatively,

respondents may have miss-interpreted

the question. As such we were not able to

determine fully practitioners’ knowledge

about unintended consequences of

penicillin allergy labels.

Just over one-quarter (7/25) of

respondents has referred patients to an

allergy testing service for clarification on a

suspected beta-lactam allergy. It has been

reported that referral rates for penicillin

allergy testing as reported by healthcare

professionals were generally low.17 In this

rapid review by Wanat, clinicians reported

a number of barriers to referral which

were related to occupational pressures,

difficulties around taking allergy history,

and their lack of knowledge about

referral criteria as well as concerns about

patient safety.17

Thirty-two percent of respondents

suggested all penicillin allergy label

patients should have their allergy history

checked. Although it is desirable to

confirm all penicillin allergy labels

through formal testing, this is not

practical due to the large number of

patients and limited allergy services. NICE

have recommended certain patient

groups with a penicillin allergy be referred

for formal allergy testing, balancing the

likely benefit with the allergy service

demand and these are shown in Table 3.

Although some of the respondents

recognised these groups as those that

“This small study looked to understand a number of related issues, 

from a primary care perspective, on the management of 

patients who have a label of penicillin allergy.”

n (%)

21 (84%)

20 (80%)

12 (48%)

11 (44%)

Confirmation letter from a recognised allergy service, such as at the local
specialist centre, that testing has shown no allergy.

Communication letter from a relevant local hospital consultant /  local
antimicrobial consultant pharmacist that testing has shown no allergy.

My recognition in the surgery that though the patient has such an allergy label, they
have in fact received a course of penicillin type antibiotics and come to no harm.

My own clinical judgement when, on reviewing the patient and the allergy
history, I believe the reaction / side effect was not an allergy after all.

Table 4.  Process of removing incorrect allergy label n = 25

n (%)

18 (72%)

15 (60%)

14 (56%)

4 (16%)

9 (36%)

8 (32%)

People who require frequent antibacterial treatment (eg, people with cystic
fibrosis, diabetes, immunodeficiencies) 

People with multiple allergies (from NICE)

A personal history of hypersensitivity to beta lactam in people who require
treatment with a specific beta lactam (from NICE)

Individuals with a history of anaphylaxis, urticaria, or rash immediately after
penicillin administration 

Individuals with a severe non immediate cutaneous reaction (for example, drug
reaction with eosinophilia and systemic symptoms [DRESS], Stevens–Johnson
Syndrome, toxic epidermal necrolysis) 

All people with a record of penicillin allergy 

Table 3.  Groups of patients to be referred n = 25
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warranted referral to allergy services,

many did not, demonstrating that

practitioners are not fully aware of the

referral criteria for penicillin allergy

testing. This may explain the low number

of respondents reporting they had

referred a patient for formal allergy

testing. Given the burden of penicillin

allergy in the patient groups recognised

by NICE as warranting formal allergy

testing this likely represents an under

utilisation of local allergy services. 

21 of 25 (84%) and 20 of 25 (80%)

respondents suggested they would amend

the patients primary care allergy record if

that advice came from an allergy testing

service or a local hospital consultant/

local antimicrobial consultant pharmacist

respectively. The importance of the

message about allergy removal coming

from a trusted source has been shown by

others. Wanat and colleagues interviewed

19 primary care clinicians and found they

were reluctant to change patient records

on the basis of their clinical judgment

alone, though they felt allergy testing

could be beneficial.18 In our small study

11/25 (44%) of our respondents reported

confidence with determining allergy status

themselves and 12/25 (48%) reported

they felt confident removing an allergy

label if they knew the patient had

previously tolerated the antibiotic. 

As well as clinicians’ views and

attitudes towards de-labelling, it is critical

to understand the views of patients.  A

UK study in elective surgical patients

found that 60% would accept penicillin

allergy testing if offered.19 One American

study with a select group of patients

accessing care at a tertiary medical

centre, noted that although they

expressed interest in formal allergy

assessment, they were rarely referred.20

We note one free text comment

suggesting it is easy to remove up to half

of incorrect allergy labels from a primary

care notes review. This is in line with the

advice in one review which uses the

example of a patient who describes

“penicillin allergy” in infancy, but has

had repeated treatment with different

penicillins as an adult, and hence is at low

risk.21 Similar advice for primary care de-

labelling has been provided in other

countries.21 One other free text comment

in our study recognised the need for a

local de-labelling service and also clear safe

de-labelling guidelines for primary care to

follow. Sandoe has described barriers such

as GPs often not referring patients for

testing because they are uncertain about

the processes involved and how they

would interpret the results.23

Others have noted that there is a

paucity of studies exploring the views and

engagement of patients and healthcare

professionals, and a gap in the evidence

for prerequisites to safely deliver, sustain

and spread the implementation of such

services across health systems.24 It is

claimed that it is clinicians and healthcare

workers who might provide the biggest

barriers to labelling.23

The survey results indicate a need for

increased penicillin allergy education for

primary care practitioners especially if

penicillin allergy de-labelling becomes an

essential component of AMS. It is vital to

ensure that patients with a record of

penicillin allergy should undergo an

antibiotic allergy assessment, the results

of which could enable those patients

who don’t have a true immune-mediated

reaction to have this label removed. This

assessment based on the severity, timing

and tolerance of the allergy reaction can

improve clinical outcomes, reduce

healthcare costs and contribute to the

reduction of drug resistant bacteria.

We recognise the limitations with this

small study undertaken in just one CCG

with a self-selected group of primary care

practitioners. Despite piloting the survey

on a small number of GPs beforehand, it

is possible that two of the questions were

iStock.com/shironosov
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misinterpreted (or alternatively practitioners

did not have the knowledge to answer

the question). We also used a survey

which could have introduced biases such

as recall bias and answering tendencies. 

Conclusion         

Results of this small survey show an

overall limited understanding of penicillin

allergy problem in the primary care

setting. These findings may indicate a

need for more penicillin allergy education.

Advice from an allergy testing service or

a local hospital consultant/consultant

antimicrobial pharmacist in the management

of patients with primary care allergy record

have been highlighted as the best options

which could optimise antimicrobial

prescribing. Clear guidelines for primary

care on their role in safe de-labelling of

spurious penicillin allergy should be

developed.   
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Introduction        

The rising need of pharmacists in GP

practices with relevant clinical knowledge,

has begged the question –  how do we

prepare pharmacists for a GP practice

based role? The answer –  During the pre-

registration training period. There are

currently 114 trainees across the country

in total involved in a split placement post

between GP practice and another

pharmacy sector, which equated to a

90% fill rate.1

In 2018, Kettering General Hospital

NHS Foundation Trust (KGH), 3Sixty Care

Partnership and Health Education England

(HEE), embarked upon a journey to

become the first in the Midlands and

East Region to prepare a GP/Hospital

split pre-registration placement. This pre-

registration post was part of the Health

Education England (HEE) pre-registration

training pilot scheme to host a trainee

split between two or more sectors. 

Organisation of training        

The primary challenge was to find a

suitable GP practice with an experienced

practice based pharmacist with the

capacity to prepare and supervise a

pre-registration pharmacist. Queensway

Medical practice was identified and we

developed an excellent relationship with

the GP practice pharmacist. Building and

combining our experiences in both

sectors, we were able to highlight the key

objectives and outcomes expected of the

pre-registration training pharmacist. We

took into account clinical competencies

we would expect a newly qualified

pharmacist to be able to carry out and

created a timetable together which suited

the journey of the student. Between the

Hospital and the GP practice we

developed a service level agreement.  

The GP block was for a total of 12

weeks comprising of three blocks of four

weeks spread out throughout the year

(see figure 1). The reason was to enable

the pre-registration pharmacist to see the

transfer of care for patients between

different settings and use this experience

to enhance their job role once qualified as

a pharmacist. The 3 blocks were placed

strategically at the beginning, middle and

end of the year to allow the student to

experience the patient journey, where

they would start off in GP practice and

how this translates in to the hospital

setting and then back in to the

community setting. This would allow the

student to be best placed to understand

Abstract

Title 

Our experience of the GP/Hospital split pre-registration
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of having a pre-registration pharmacist working between a 

Abstract

hospital and a GP practice and the key attributes to making

the year successful for all interested parties. Increasing the
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the challenges in the transfer of patients

between care settings and improve the

relationship between primary and

secondary care.

In order to fit these 12 weeks into the

pre-registration year, it was decided to

minimise some of the clinical hospital

placements for the student, reducing by

1-2 weeks. These were surgery and

orthopaedics, paediatrics, cardiology and

surgical admissions. The community

pharmacy, cross sector placement was

removed as the student would gain some

of the knowledge regarding over the

counter counselling and handling of FP10

prescriptions in both the GP practice and

hospital dispensary.

The pre-registration trainee was

provided with two pre-registration tutors

(one at both organisations, with one

having prior tutor experience) whilst also

having access to the regional hospital

training days and in-house KGH pre-

registration training. The taught skills

across both sectors can be adapted to

support services in both organisations

such as medicine reviews, deprescribing,

medicines optimisation and NHS

healthchecks. This integrated training

plan supports the NHS long term plan to

support pharmacists to be able to work

independently in GP practices.

Both pre-registration tutors had

undertaken the CPPE tutor training

programme and had discussed the

approaches to tutor/tutee meetings.

Whilst in hospital, the reviews would be

undertaken on a two weekly basis by the

hospital tutor and any evidence would be

assessed by them. The same was mirrored

in GP practice. The key appraisals at the

13, 26, 39 and 49 weeks would be

undertaken by both tutors. Evidences

would be reviewed 2 weeks prior and a

discussion one week before the appraisal

to agree which of the 72 standards to

sign off. In our experience, the clinical

and practical input in GP practice has

meant that some of the standards were

signed off earlier (examples are standards

focusing around clinical decision making).

A GP placement booklet was

developed from a booklet provided by

the east of England. We had modified it

to suit the practice and this formed a

useful tool to guide the processes within

GP practice. The booklet highlighted the

objectives and perceived outcomes within

GP practice to aid the student. 

Figure 1: Example of pre-registration student timetable

http://www.pharman.co.uk
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What we have noticed is the practical

experience is greater in GP practice than

in hospital as the student is able to

undertake NHS health checks on patients

and this increases their practical skills. The

ability to apply these skills within hospital

is limited unless the pharmacist has a clinic

of their own, otherwise opportunities to

maintain these skills within hospital is not

currently feasible under the current pre-

registration programme. 

Views of the pre-reg        

Pre-registration Pharmacist Experience

of GP/Hospital Split post 

”I have really enjoyed completing my

pre-registration year in two different

clinical settings. It afforded me the

opportunity to gain a greater

understanding about the vast role of a

pharmacist across health-care. I was able

to undertake tasks that I otherwise

wouldn’t have been exposed had I been

in a hospital-only based pre-registration

year. An example of this is that I was able

to complete NHS health checks at the GP

practice. I was able to have direct patient

contact in a one-on-one consultation and

demonstrate practical skills such as taking

blood pressure, testing for cholesterol,

weight and height. Within the health

check, I was able to provide health

promotion advice to patients which I had

not had the opportunity to do when on

wards. As well as this, I was able to have

my own medication review clinics.

Although this is something I was able to

do in hospital, GP allowed me to have

more time to speak to individual patients.

By being in GP practice and hospital, I

was able to see the continuity of care in

the NHS and how different they both

contribute to the patient’s experience.

During the earlier weeks of my GP

rotation, I had the opportunity to shadow

and work with many healthcare

professionals that I haven’t had the

opportunity to work with in hospital. I

was able to participate in clinics run by

GPs, nurses, healthcare assistant and a

physician associate. I was able to attend a

care home ward round with the physicians

associate. The split post allowed me to

gain a greater appreciation for other

healthcare professionals and their role in

primary care.”  

Discussion        

Comparing the amount of GPhC

performance standards signed off for the

multi-sector pre-registration pharmacist

at the 26 week appraisal to our other

hospital pre-registration pharmacists, the

number of standards signed off was very

similar. The type of standards signed off,

differed however, as the multi-sector pre-

registration pharmacist was able to

collate more evidence regarding decision

making in clinical scenarios.  

Our plans for our next multi-sector

pre-reg are to increase the amount of

time they spend in the GP practice to 13

weeks as per the HEE guidance. We have

also made plans for their timetable to be

split into two longer rotations instead of

three shorter placements. This will enable

the pre-registration pharmacist to

consolidate their learning over a longer

period of time and help them to adjust to

different sectors quicker. 

The lack of cross sector community

pharmacy placement did not impact on the

multi-sector pre-registration pharmacists

learning since additional study days were

provided regionally. However, this may

only be apparent towards the end of the

pre-registration year.

Reducing the length of some of the

rotations in hospital to accommodate the

GP placement weeks hasn’t impacted

on the multi-sector pre-registration

pharmacists learning. This ensured that

the pre-registration pharmacist was able

to gain the same exposure to various

rotations compared to the other pre-

registration students. 

Conclusion         

Over the last 6 months, we have learnt

that having a good working relationship

with the other provider enables a more

effective placement for the student and

more time spent planning the pre-

registration year, the less problems that

are encountered.   

HEE will shortly be seeking expressions

of interest for GP pre-registration training

schemes starting in July 2021, by which

time KGH and 3Sixty will have successfully

supported two pre-registration students.

In 2021/2022, we plan to double our

cohort of trainees.     
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What was the business
case?        

Outpatient parenteral antimicrobial

therapy (OPAT) service enables patients

who are medically fit for discharge from

an inpatient setting or do not require

hospital admissions to receive intravenous

antimicrobial therapy at home or in an

outpatient setting. In the United

Kingdom (UK), various models of OPAT

service have been adopted to suit the

level of resources and clinical demand at

local health system.   

During the early years of OPAT in the

UK, many OPAT services were led by the

infectious diseases or acute medicines

physicians, delivered through an ‘infusion

centre’ model, where patients attend an

outpatient setting daily, such as the

ambulatory care unit or OPAT infusion

unit.1 As the National Health Service

(NHS) and the private industry develop

more infrastructure to support homecare

therapy nationally, many OPAT centres

begin to offer therapy at patient’s home

or own care setting using the ‘visiting

nurse’ model, where district nurses,

hospital based OPAT nurses or private

homecare nurses visit the patient to

administer antimicrobial therapy daily.1 In

recent years, the ‘self-administration’

model, where the patient or a carer is

trained to administer antimicrobial

therapy with regular supervision from the

OPAT team, has become increasingly

popular to many OPAT centres as an

alternative option to a carefully selected

cohort of patients.1 OPAT service model

continues to evolve, with community

based OPAT services emerging as

reported by Nazarko.2

Despite the wide adoption and

increasing diversity of OPAT service, there

is no specific coding strategy or national

tariff to fund the service in the UK.3

Given the fragmented approach in

reimbursement mechanism, the funding

arrangement of an OPAT service,

specifically on the three core aspects:

staffing, activities and pharmaceutical

formulations, is usually negotiated and

agreed between the care providers and

the local clinical commissioning groups

(CCGs).3 This scenario necessitates a

business case to demonstrate quality

improvement and financial efficiencies of

an OPAT service to the local CCGs and

key decision makers. 

An OPAT business case is a document

that provides an overview of the proposed

service structure and evaluates its benefits

and risks to the patients, organisation and

commissioners. If utilised effectively, an

OPAT business case presents an

opportunity for the care provider to

design a service model that improves

patient care and delivers cost efficiency

by repurposing local health resources.

One of the key principles that underpins

a successful OPAT business case is

demonstrating clinical, operational and

financial viability of the proposed service

structure, meeting specific demand in

patient care, organisational goals and

public health strategies. A good starting

point is to conduct an option appraisal of

various OPAT service models available and

identify the strengths and weaknesses of

each option. This exercise helps to set

the scene for the proposed OPAT pathway

in the business case. 

At United Lincolnshire Hospitals NHS

Trust (ULHT), the OPAT initiative began

when an opportunity to utilise the East

Midlands OPAT homecare contract arose

in 2018. Following a stringent option

appraisal, a ‘visiting nurse’ model was

proposed in the business case, utilising

private homecare nurses to reconstitute

and administer intravenous antimicrobial

therapy at patient’s home or care setting

daily. This OPAT model was selected as

the proposed service structure in the

ULHT OPAT business case because of

three important reasons:

• Patient demographics –  Lincolnshire

has an increasing ageing population

and this will result in increasing

demand for nursing support on OPAT.

• Healthcare accessibility –  ULHT covers a

large geographical area at Lincolnshire

Sue Wen Leo

“Despite the wide adoption and increasing diversity of OPAT service, 
there is no specific coding strategy or national tariff

to fund the service in the UK.”
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and therefore a home based therapy

will improve patient experience and

accessibility to the OPAT service.

• Contracting –  Utilising a regional

contract offers the advantage of

competitive pricing framework and

service specifications that will

strengthen the business case and will

negate the requirement to undertake

a full local tender on every aspect of

the service, hence improving the

celerity to implementation of OPAT.

The business case successfully received

support and approval from various

stakeholders, including the local CCGs

and Trust Board. Utilising winter pressure

funding, the ULHT OPAT team initiated a

pilot service amongst adult patients within

one month and subsequently developed

OPAT into a substantive service in the new

financial year.  

Where was evidence
obtained?        

An effective OPAT business case should

be supported by evidence on the benefits

and risks of the service and justification

on the resources requested. The benefits,

risks and resource allocation outlined in

the case should consider a multi-

stakeholder perspective and this can be

achieved through engaging with key

clinical, operational and financial

stakeholders throughout the development

of the business case. Being resourceful

and demonstrating values to key

stakeholders underpin the success of an

OPAT business case.  

Improving patient’s care and quality

of life is one of the key drivers for

implementing an OPAT service. OPAT

service has been shown to be a safe and

effective pathway change for patients to

receive intravenous antimicrobial therapy

after being discharged from an inpatient

setting, with low rates of complications

and re-admissions and high level of

patient satisfaction.4 Whilst clinical

benefits delivered by OPAT are often

challenging to be captured through

qualitative measures, the ULHT OPAT

team presented several patient case

studies alongside the business case to

demonstrate the positive impacts an

OPAT service could bring to a patient’s

care and quality of life.

One of the cases involves a single

mother who requires six weeks of

intravenous ertapenem for the treatment

of infected hidradenitis suppurativa, a

rare and chronic skin condition. Having

three children under her care, this patient

could have benefited from an OPAT

service that allows her to be treated at

home, thus minimising impact on her

caring responsibility for her children. 

The benefits of OPAT has been

increasingly recognised as playing an

important role in antimicrobial stewardship.

OPAT has been recommended as one of

the five antimicrobial decision options in

the Department of Health ‘Start Smart-

Then Focus’ stewardship programme

when reviewing antimicrobial therapy

after an initial empirical approach.5

Patients who are referred to OPAT

receive input and review from a group

of infection specialists on infection

management and optimisation of

antimicrobial therapy, thus reducing the

risk of antimicrobial resistance secondary

to ineffective or inappropriate use of

antimicrobial. In addition, OPAT reduces

the risk of patients acquiring healthcare

associated infections by avoiding hospital

admission or reducing their length of stay

in the hospital.6

The ULHT OPAT team presented a case

study where an elderly patient developed

hospital acquired pneumonia in her third

week of hospital stay whilst she remained

to complete intravenous antibiotic for

iStock.com/Ekaterina Panteley
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the treatment of severe cellulitis, further

extending her hospital stay and increasing

her risks of developing secondary infections.

The most commonly known

healthcare associated infections, for

which mandatory reporting is currently

required within the NHS Standard

Contract, include those caused by

meticillin-resistant Staphylococcus aureus

(MRSA), meticillin-sensitive Staphylococcus

aureus (MSSA), Clostridium difficile (C

difficile) and Escherichia coli (E coli).6 Since

the NHS Trusts are being monitored on

the incidence of these infections against

trajectories, an OPAT business case could

be further supported by demonstrating

how an OPAT service helps to tackle the

infection control challenges faced by the

local health and social care system

through reducing length of stay and

exposure to a healthcare setting. 

When assessing financial impact of a

proposed OPAT service, it is important to

consider the system-wide impact, in

terms of costs of running the service and

projected savings, and what it means to

the Trust and the commissioners. Common

OPAT indications, such as skin and soft

tissue infections, infective endocarditis

and bone and joint infections,7 were used

as worked examples in the case to form

the basis of costing analysis and saving

projection. 

The costs of running an OPAT service

varies considerably according to the

service structure, team composition,

pharmaceutical formulations, governance

structure, technology resources and the

presence of local or regional contract.

Pharmacy homecare and procurement

colleagues are valuable contacts to

gain access to details about pricing

frameworks and regional contracts.

When developing the ULHT OPAT

business case, the antimicrobial

pharmacists, who led the development of

the case, calculated the costing of

pharmaceutical formulations, ancillaries

and private nursing visit fees per patient

using the rates agreed with selective

private homecare providers in the East

Midlands OPAT contract. Where a

regional contract for OPAT antimicrobial

formulations and activities is absent, the

local OPAT team should consider running

a local tender to negotiate a viable pricing

framework with third party providers.

Considerations should also be given to

the projected usage of the English

NHS Payment-by-Results (PbR) excluded

antimicrobials and their reimbursement

mechanisms in OPAT service, especially

when these therapies are sourced from

third party providers in compounded

formulations that come in additional

costs. Some examples of PbR excluded

antimicrobials at the time of writing this

article include liposomal amphotericin,

caspofungin and anidulafungin. 

Staffing resources within the OPAT

team form another aspect of OPAT

service costs. The British Society of

Antimicrobial Chemotherapy (BSAC)

good practice recommendations made a

recommendation about multi-disciplinary

composition of the OPAT team.8 Abiding

to this recommendation, the ULHT OPAT

team consists of a lead OPAT physician

specialising in acute medicines, lead OPAT

surgeon specialising in vascular and

colorectal surgeries, clinical microbiologist,

OPAT nurses specialising in vascular

devices, antimicrobial pharmacists and

OPAT administrators. BSAC describes the

key evidence gap relates to the

appropriate time commitment for OPAT

team members based on the service

structure.8 Therefore, the ULHT OPAT

team sought advice from other OPAT

centres with the ‘visiting nurse’ pathway

to understand the staff-to-patient ratio.

Before proposing the OPAT team structure

in the business case, communication

should take place between team

members and their respective business

units to ensure protected time for OPAT is

achievable following funding approval to

meet the projected service demand and

governance structure. The OPAT team

should also consider leveraging existing

staffing resources at the whole health

economy level, identifying opportunities

to collaborate within the sustainability

and transformation partnerships (STP).

Once the skill mix and time commitment

are agreed between the team members,

finance department should be consulted

to project the staffing costs in the

business case.

Other costing aspects to consider

within an OPAT clinical pathway include

the resources and logistics required for

insertion, removal and management of

vascular devices, phlebotomy, drug

administration and patient monitoring

during OPAT. In addition to direct

treatment costs, an OPAT business case

should also consider the resources

required to collect and manage patient

data, activity data and OPAT interventions,

using an electronic database or online

outcome registry as recommended by

BSAC,1 to allow regular reviews of the

service and benchmarking against national

guidelines and other OPAT centres.

OPAT has been shown to reduce the

number and duration of hospital

admissions.9-12 Commissioners benefit

from the lower overall costs because of

reduction in excess bed day payments for

a hospital stay that would have exceeded

the trim point with a given healthcare

resource group (HRG) code in the

absence of OPAT. Providers benefit from

better efficiency in utilising hospital beds

“When assessing financial impact of a proposed OPAT service, it is
important to consider the system-wide impact, in terms
of costs of running the service and projected savings . . .”
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in addition to improvement in infection

prevention and control. To quantify these

benefits in the business case, the ULHT

OPAT team adopted a three-step

approach. The first step is to consult an

established OPAT centres with a ‘visiting

nurse’ model and of similar bed numbers

to estimate the number of OPAT

treatment days per annum for six

common OPAT indications (cellulitis,

osteomyelitis, infective endocarditis,

bronchiectasis, diabetic foot ulcer and

prosthetic joint infections). The second

step is to consult the coding department

to establish the number of hospital

admissions for the six indications and

their average length of stay in the past

financial year. The final step is to estimate

the numbers of OPAT patients and bed

day savings per annum using pro-rata

sampling of the figures obtained from the

first and second steps, adjusted to stages

of three years to ramp up towards a fully

established service. 

Once all aspects of costings and

savings are understood, the OPAT

business case should clearly outline the

overall financial impact to the provider

and commissioners based on the

projected patient number to encourage a

transparent approach in agreeing a

payment mechanism. Two important

principles when agreeing a local

contracting approach for an OPAT service

are to maintain scalability of the service to

benefit more patients as the service

expands and to ensure sustainability of

the payment mechanism through

incentivising both the provider and

commissioners. 

Some OPAT centres may consider any

activities that can be coded to a HRG

code to fall within PbR reimbursement,

and therefore a separate payment

mechanism for these activities are not

pursued locally. These activities include

undertaking phlebotomy, inserting,

removing and managing devices in a

hospital setting and running a weekly

face-to-face outpatient clinic. Other OPAT

centres may consider negotiating an

OPAT ‘bundle’ tariff to cover all the

standard OPAT activities or specific tariffs

to cover pharmaceutical formulations and

nursing visits.

In the absence of a national OPAT

reimbursement mechanism, Jones et al.3

highlights the variable financial impact on

the English NHS providers calculated

using the PbR payment mechanism,

ranging from net loss, cost-neutral to net

gain, based on a patient receiving

cellulitis treatment via inpatient and

different OPAT clinical pathways. Cost-

effectiveness analysis of an OPAT service

is further skewed by the consistency and

quality of coding a patient episode.

Providers and commissioners should take

a pragmatic approach at the outset of the

discussion to agree on metrics for

outcome measures at patient and service

levels and commit to regular review of

the payment mechanism. OPAT team

should also identify the ceiling of capacity

based on the initial resources requested

in the business case and set a threshold

to review for additional resources.

Finally, an OPAT business case should

outline evidence of how OPAT could

benefit the local health and social care

system outside the conventional OPAT

patient cohorts and demonstrate the

benefits in specific metrics. For example,

the ULHT OPAT team identified a

challenge faced by the organisation, that

is high cancellation rate of elective

surgeries due to limited availability of

hospital beds. If OPAT could deliver the

projected bed day saving in the first year,

fewer operations will be cancelled and

in turn the Trust’s performance will

improve. To identify local challenges,

organisational communications and care

quality commission (CQC) reports are

good reference points.

Who had to be

convinced?         

An OPAT business case should consider

the collective views of patients and key

clinical, financial and operational

stakeholders. Communication and

engagement with these stakeholders

should take place at the outset of writing

the business case, outlining clear

responsibilities and milestones for each

member and jointly as a group.   

At ULHT, the antimicrobial pharmacists

first sought support from the Chief

Pharmacist and homecare team about

the proposed service structure. Next,

discussion with the private homecare

providers was initiated to identify

opportunities for collaboration and to

understand service specifications. Regular

communications were essential to ensure

the private providers move in tandem

with the Trust’s OPAT working group to

achieve key milestones within the project

and ultimately lead to fruition, i.e. service

implementation.

Pharmacy governance and drug and

therapeutic committee were involved in

assessing the risks and mitigation plans

from a pharmaceutical formulation and

prescription management perspective to

ensure the proposed service structure

meets the Trust’s medicines management

policy, relevant standards and legislations.

Additional considerations should be given

to product quality assessment when

elastomeric devices or compounded

formulations are proposed in the service

pathway. This can be achieved through

completing a stability assessment for each

product with the local pharmaceutical

quality assurance lead in accordance to the

NHS yellow cover documents on stability

assessment of aseptically prepared small

molecules13 and pharmaceutical issues

concerning OPAT,14 if a regional quality

assurance endorsement is not in place

already.

Having the service structure in mind,

the antimicrobial pharmacists approached

the key members of the proposed OPAT

team to discuss time commitment and

agree on active participation in building

the business case. Each member was

tasked to liaise with their respective

business units to agree on job planning

and backfilling of role. Vascular specialists

were approached at early stage of the

discussion to ensure the business case

clearly highlights the importance of
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managing vascular devices in the OPAT

clinical pathway. 

Trust infection specialists, including

clinical microbiologists and infection

prevention and control team, were

consulted at the Trust wide antimicrobial

stewardship strategy group to assess the

impact of OPAT on antimicrobial

stewardship. The group agreed that OPAT

will offer an alternative clinical pathway

for patients who no longer require any

interventions in the hospitals and in turn

will support the local infection prevention

and control initiatives.

The Deputy Director of Urgent Care

has been instrumental in embedding the

OPAT initiative into the wider Trust’s work

stream. Keeping OPAT on the Trust’s high

level agenda is pivotal to initiate the

discussion with key decision makers at

the earliest opportunity. 

One of the rate-limiting steps was to

obtain the costing figures and activity

data to convince the financial

stakeholders. Early engagement with the

finance, contracting and coding

departments, as well as other OPAT

centres, will improve the overall celerity

of completing the business case. The

Trust’s finance department required any

costing aspects that were not reimbursed

through the PbR payment mechanism, as

well as any proposed savings and

financial efficiencies to both the

commissioners and the Trust, to be clearly

outlined in the business case to facilitate

discussion on payment and income with

the commissioners. 

ULHT and the local CCGs adopted a

collaborative and transparent approach

when discussing the payment mechanism

and finance modelling of OPAT service.

The Head of Commissioning and Urgent

Care Project Manager from the local CCG

were supportive of the OPAT initiative

and their contribution has been pivotal in

appraising different contracting options

in the business case. 

Once the OPAT team has achieved

common understanding with clinical,

operational and financial stakeholders,

the business case was expedited to the

capital, resources and investment group

and then to Trust’s executive team for

final approval. 

What arguments “won

the day”?         

The ULHT OPAT team has taken a system-

wide approach in constructing the

business case and this approach

underpinned the success of the business

case. Through demonstrating careful

consideration on patient experience,

Trust’s priorities and commissioners’

interest, the proposed service structure

was expected to achieve a system-wide

improvement that is mutually beneficial

at the STP level. OPAT bridges the gap

between primary and secondary care.

Fostering new care model is especially

important at rural areas, where resources

are conventionally fragmented and

patients have limited access to healthcare

setting.    

The ULHT OPAT team has the

aspiration to maintain agility, plurality

and scalability of the service, moving in

tandem with advances in pharmaceutical

formulations and devices, antibiotic

choices, vascular devices, digital

technology and model of care. The ability

to leverage expertise from private

homecare industry to meet organisational

goals and the dynamic of the NHS is

demonstrated through the diverse

composition of the OPAT working group

and the multi-perspective content of the

business case. 

iStock.com/anamejla18
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Examples on how to achieve this

• Undertake audit projects
• Present patient case studies
• Identify local infection control priorities
• Identify local challenges on bed flow management (e.g. Red2Green performance)15 and

operational performance 

• Engage with:
- local infectious diseases specialists
- leads of service of specialities for which common OPAT indications fall under
- local and regional experts on homecare, pharmaceutical formulations and stability 
- local experts on vascular devices and phlebotomy
- local leaders and working groups responsible for management of bed flow
- local and regional finance and contracting teams 

• Leverage experience from homecare team and other OPAT centres
• Engage with private providers to understand service specifications
• Engage with a contracting expert to scrutinise service specifications
• Identify opportunities within the local STP
• Outline the pros and cons of each option
• Tailor the service structure to tackle challenges in the local health and social care system

• Consider how suitable patients will be identified or referred
• Outline inclusion and exclusion criteria
• Emphasise role of OPAT MDT when screening suitability from a clinical, social,

pharmaceutical and vascular perspective 
• Governance tools to support training patient/carer 
• Outline care transition between the referring team and OPAT
• Monitoring on OPAT e.g. face-to-face clinics or telemedicine
• Identify a clear escalation pathway 
• Outcome measures and end-of-treatment review

• Refer to BSAC good practice recommendations8

• Establish staff-to-patient ratio by consulting established OPAT centres with similar service structure
• Outline key responsibilities of each member
• Discuss job planning with respective business units and secure time commitment for OPAT

• Include patient benefits from clinical and social perspectives 
• Include impact on antimicrobial stewardship and infection prevention and control
• Include impact on bed flow and organisational priorities
• Provide forecast bed day savings 
• Outline benefits to the commissioner in terms of reduction in excess bed days payment

and improvement in elective spells 

• Assess patient safety risks on OPAT e.g. clinical deterioration, sepsis, drug allergies,
blockage and displacement of vascular devices 

• Assess operational risks e.g. ceiling of capacity, staff absences, access to technology resources
• Assess financial risks e.g. costs that are not reimbursed through PbR system, loss of

excess bed days income
• Assess contractual risks e.g. ease of implementing a contract, requirement to undertake

a local tender
• Propose risk mitigation plans and governance tools e.g. policies, guidelines, training 

• Consider staff and non-staff resources and their associated costs
• Consider resources required for surveillance and audit trail

• Identify one-off and recurrent costs
• Translate activity impact (e.g. bed day savings) into monetary value
• Summarise income impact on the Trust
• Summarise expenditure impact on the commissioners

• Identify key performance indicators at patient and service levels
• Outline forecast efficiencies in terms of patient numbers and bed days
• Agree on frequency of budget and service review

• Identify ceiling of capacity based on initial staffing resources

• Specify the actions required from key decision makers
• Specify the steps to be taken following approval/rejection of the case

Objectives

Identify demand for OPAT
and outline the purpose of
case

Identify key stakeholders
on clinical, financial and
operational aspects and
form a project team or OPAT
working group

Undertake options
appraisal and decide on
initial OPAT service model(s)

Outline patient pathway
as per the proposed service
model, maintaining quality,
safety and efficacy of care
on OPAT

Outline OPAT team
composition

Demonstrate benefits of
OPAT from a system-wide
perspective

Risk assessment and
mitigations

Outline resources required
from the Trust and commissioners

Summarise overall financial
impact on the Trust and
commissioners

Identify outcome measures

Outline assumptions and
key dependencies

Set milestones in SMART
format

• Checklist for success for anybody else considering this?
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Learnings - was there

anything, in the light of

experience, you might do

differently?         

Following service implementation, one

of the key learning points the ULHT

OPAT team has identified is the

improvement required in coordinating

the discharge process between the

referring team, discharge planning team

and OPAT, especially for OPAT patients

who require social care referral. There

were occasions where social care

package has not been secured to

facilitate timely discharge of OPAT

patients and therefore opportunities were

lost. Poor coordination also resulted in

high transaction costs and suboptimal

flow during the transition of care from

inpatient to OPAT. Better coordination

between the discharge planning team

and OPAT team can be fostered through

better understanding in processes on

both ends and early engagement with a

social care representative during the

service development phase. 
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As a Pharmacy leader or manager one of

the most common questions we get

asked is how do I motivate people as part

of my role? 

The answer is both complex and

simple all at once. The nature of how

people are motivated is unique, individual

and highly personal, meaning that there

are many different considerations to take

into account for each person and a

multitude of answers to the same

question for a team of people.

Yet there are commonalities and

general principles that are shared between

many of us as humans in respect of ways

that we prefer to be treated and feel in

reference to our work, our healthcare

colleagues and our managers. Being

treated with respect, professionalism,

empathy, understanding and being valued

are examples of a baseline approach that

we should all be able to expect.

So what if we dig a little deeper into

how as Pharmacy leaders and managers

we should start to think about levels of

motivation and energy within our people?

The easiest place to start is to think

about yourself, after all it’s the one mind

that we have instant access to without

having to go and have a physical

conversation with someone else.

So let’s start by asking ourselves what

matters most to us within our job and

our work environment, but let’s frame

this against a background context of

what we bring to the workplace. As

John Stacey Adams observed; we all

unconsciously make a list of what we

bring to that party and we store that

list in our minds as our “inputs” in his

Equity Theory, a model examining job

motivation and a person’s relationship

with their employer, colleagues and their

work.

What do you do and bring that is

worthwhile and earns your right to be a

part of that team and business?

Typically people will think about

things such as; effort, loyalty,

Qualification, hard work, commitment,

skill, ability, adaptability, flexibility,

tolerance, determination, heart and soul,

enthusiasm, trust in our boss and

superiors, support of colleagues and

subordinates, personal sacrifice, as well

as things like job specific skills, relevant

experience, Qualifications, prior training

and development as well as knowledge.

So when we are giving all of those

things, what do we hope to get back – or

rather as Adams describes it; what
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questions we get asked is how do I motivate

people as part of my role?”
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outcomes do we expect in return from

our employer and our manager?

Our outputs are typically any financial

rewards - salary, benefits, pension

arrangements, - plus other intangibles -

recognition, reputation, praise and thanks,

interest, responsibility, training, career

development, sense of achievement and

advancement, promotion, etc.

So if we are to understand first

ourselves and then others, we must look

into what outcomes we truly value?

What would be our priority order on

what makes us content, happy, fulfilled

and motivated within our work?

It is important to note that we arrive at

our measure of fairness - Equity - by

comparing our balance of effort and

reward, and other factors of give and take

- the ratio of input and output - with the

balance or ratio enjoyed by other people,

whom we deem to be relevant reference

points or examples in our immediate place

of work or who do similar work within the

overall healthcare environment.

Critically this therefore means that

Equity does not depend on our input-to-

output ratio in isolation – but that it

depends on our comparison between

our ratio and the ratio of others that we

refer to.

In reality, and in most places of work,

this helps to explain why people are so

strongly affected by the situations (and

views and gossip) of colleagues, patients,

other healthcare professionals, friends,

partners etc., in establishing their own

personal sense of fairness or equity in

their own work and life situations.

If we are to know this about our own

mind, then the next obvious question to

you as a Pharmacy leader and manager

is a reasonably straight forward one. Do

you know what the outcomes list looks

like for each of your colleagues and team

members as well as your own boss?

If you don’t – and let’s face it, many

managers don’t, why is this the case? 

If it’s something that you have never

sought to fully understand, this particular

aspect about others, then what is the

simplest way to uncover the information? 

Now, this is where the topic of

motivating other becomes simpler; ask

them, genuinely and truly ask them. Be

inquisitive, with authenticity - actually

ask because you care. 

Will they answer honestly? Well that

depends on the strength of your

relationship with them, as barriers will

play a significant part. 

Status, for example in the NHS stifles

communication and restricts open

feedback and understanding. It is the

preparedness of individuals at all levels

in the NHS generally to both seek and

give open feedback that would have a

positive impact around motivation. 

It is also worth assessing an

individual’s personality and adapting your

approach accordingly. Someone who is

more introverted by nature may find

disclosure difficult based on what might

happen, and wanting to avoid any

potential conflict, making it easier for

them to say nothing.

Trust is a key component, and

knowing your team and their interests is

iStock.com/fizkes
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important. The trust that has been built

up by two-way conversations over the

months and perhaps years – sharing

info about yourself and exposing your

thoughts and feelings about how things

impact and affect you. Trust will only exist

if you share as well as asking others to

share with you?

Once you can understand each other

you will be better placed to make sure

that each team member has their inputs

and outcomes reasonably balanced –

allowing them to feel satisfied – or put

more simply, to feel that there is equity in

the give and take aspects of work and

reward.

If this falls out of balance and they

perceive that they are giving more than

they are getting then they won’t feel as

happy, valued or motivated in the

workplace. More damaging is that

potentially if this remains unaddressed

then this will affect work quality,

commitment, attitude, standards and

ultimately the likelihood of people staying

in their role or within Pharmacy generally.

This means that leaders and managers

need to be good observer’s, taking

temperature checks amongst their teams,

remaining vigilant and tuned in to how

people are being impacted by this

invisible equation. 

If we can help people feel like their

needs are being catered for (within

reason and what is fair within the context

of their performance) then they are more

likely to give more. Which is the battle

many leaders strive for – committed hard

working individuals, focussed on

collectively helping to achieve difficult

and challenging objectives.

So how will you now seek to better

understand the motivation landscape for

yourself and your teams?

There is a lot more to Equity theory

than discussed in this extract so we

encourage you to do some further

research and reading. 

We would then suggest you make a

plan, with clearly defined actions and

behavioural adaptations you will make

with others, and then measure regularly,

the observable differences in behaviour,

feedback and overall motivation.

“Once you can understand each other you will be better
placed to make sure that each team member has their
inputs and outcomes reasonably balanced . . .”

iStock.com/IvelinRadkov



Journal of Pharmacy Management • Volume 36 • Issue 4 • October 2020

www.pharman.co.uk

EDITORIAL BOARD FOR THE JOURNAL OF PHARMACY MANAGEMENT (JoPM)

Luke Groves 
Chief Pharmacist, Solent NHS Trust
(Community & Mental Health) 
luke.groves@solent.nhs.uk

Gurpreet Virdi 
Pharmacy Lead South East (Kent
Surrey & Sussex), Specialised
Commissioning,
NHS England- South (South East) 
g.virdi@nhs.net

Jas Khambh 
Clinical Director and Chief Pharmacist
at NHS London Procurement
Partnership (LPP)
jas.khambh@lpp.nhs.uk

David Mehdizadeh 
Practice Pharmacist, The Mayflower
Medical Practice, Doncaster
david.mehdizadeh@nhs.net

Darshan Negandhi 
Pharmacist Proprietor/Teacher
Practitioner/Preregistration Trainer/
CPPE Tutor, London
darshan.negandhi1@nhs.net

Anthony Young 
Lead Pharmacist – Research and
Workforce Development,
Northumberland Tyne and Wear NHS
Foundation Trust 
anthony.young@ntw.nhs.uk 

SCOTLAND
Christine Gilmour 
Director of Pharmacy, 
NHS Lanarkshire
christinegilmour746@ btinternet.com

Sharon Pfleger 
Consultant in Pharmaceutical Public
Health, NHS Highland
sharon.pfleger@nhs.net

Campbell Shimmins 
Community Pharmacist, Owner,
Practitioner 
campbell.shimmins@me.com

Editor
Graham Brack 
Head of Communications and
Integration, Pharmacy Management
graham.brack@pharman.co.uk

ENGLAND
Rena Amin 
Joint Assistant Director Medicine
Management, NHS Greenwich Clinical
Commissioning Group, London
rena.amin@nhs.net

Sarah Crotty 
Head of Pharmacy & Medicines
Optimisation, Herts Valleys Clinical
Commissioning Group
sarah.crotty@hertsvalleysccg.nhs.uk

David Thomson 
Lead Pharmacist, Community
Pharmacy Development &
Governance, NHS Greater Glasgow
and Clyde
david.thomson@ggc.scot.nhs.uk 

NORTHERN IRELAND
Dr Ruth Miller 
Principal Research Pharmacist at
Western Health and Social Care Trust
ruth.miller@westerntrust.hscni.net

Professor Michael Scott
Head of Pharmacy and 
Medicines Management,
Northern Health and Social Care Trust
drmichael.scott@northerntrust.hscni.net 

WALES
John Terry 
Head of Pharmacy,
Neath Port Talbot Hospital
john.terry@wales.nhs.uk

Judith Vincent
Clinical Director, Pharmacy and
Medicines Management, Abertawe
Bro Morgannwg University Health
Board. judith.vincent@wales.nhs.uk

Roger Williams
Head of Pharmacy Acute Services,
Abertawe Bro Morgannwg University
Health Board
roger.williams@btopenworld.com

Membership of the Editorial Board is an honorary appointment but a personal fee is offered for writing a Management Conundrum commentary,
which is then declared in the journal, or for conducting peer review.

http://www.pharman.co.uk
mailto:luke.groves@solent.nhs.uk
mailto:g.virdi@nhs.net
mailto:jas.khambh@lpp.nhs.uk
mailto:david.mehdizadeh@nhs.net
mailto:darshan.negandhi1@nhs.net
mailto:anthony.young@ntw.nhs.uk
mailto:sharon.pfleger@nhs.net
mailto:campbell.shimmins@me.com
mailto:graham.brack@pharman.co.uk
mailto:rena.amin@nhs.net
mailto:sarah.crotty@hertsvalleysccg.nhs.uk
mailto:david.thomson@ggc.scot.nhs.uk
mailto:lindsaygracey@googlemail.com
mailto:ruth.miller@westerntrust.hscni.net
mailto:drmichael.scott@northerntrust.hscni.net
mailto:john.terry@wales.nhs.uk
mailto:judith.vincent@wales.nhs.uk
mailto:roger.williams@btopenworld.com


Published by Pharman Limited

PO Box 2378, 39 Ridgeway Road, Salisbury, SP2 2PH

Tel: 01371 874478 Homepage: www.pharman.co.uk Email: pharm@pharman.co.uk

Oct 20

http://www.pharman.co.uk
mailto:pharm@pharman.co.uk

