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EDITORIAL
Best Practice

There is a current focus on avoiding

emergency readmissions and secondary care

providers are not reimbursed for a locally

determined proportion of readmissions

that occur within 30 days of discharge.

Predictive models, such as LACE and PARR-

30, can be used to identify and allocate

resources to patients who are at the

greatest risk of readmission. Once done,

pharmacy has an important role to play in

minimising the risk. This is well illustrated by

the range of seven schemes involving a

pharmacist that have been implemented in

the last couple of years in five NHS Hospital

Trusts in the north of England. This is a rich

resource with a wealth of ideas for hospital

pharmacy managers and those working on

readmission avoidance. 

There has been a considerable

expansion in the homecare market in recent

years. The extent of pharmacy involvement

can, however, vary considerably. This can

result in a lack of oversight and governance

regarding the supply of medicines. An

article in this edition describes the

formation of a pharmacy homecare service

to address the issue. The resultant

improvements in patient safety and

financial control are outlined.  

The education and training year for

pre-registration pharmacy graduates in

both hospital and community pharmacy

settings has been centralised across

Scotland for some years. The progress

since made to improve the processes and

governance arrangements for the main

components, which are a centralised

recruitment process, educational

programme and premises approval/ tutor

support, are described.  

Clarion Call

The Chief Pharmacist role can be a

relatively isolated and lonely one.

Meetings with peers provide an

opportunity to share and learn but this is

not specifically structured to support

individuals. An article describes the

establishment of a peer support scheme

that provides a dedicated and structured

basis for shared learning. This has been

found to be most valuable by those

involved - Chief Pharmacists elsewhere

will no doubt wish to consider its

applicability to their own situation.

Face2Face

What role can a pharmacist fulfil in a

Community Mental Health team? The

recent introduction of such a role and

the resultant benefits are described.

Achieving ‘Parity of Esteem’ and

addressing the physical health associated

with psychotropic medications has been a

key focus.   

Management Conundrum

Those in the profession of pharmacy will

appreciate the benefit to patient care

that can result by having prescribing

pharmacists working in GP practices -

but what about GPs and patients? How

can they be assured that the pharmacist

is appropriately trained and qualified -

having a non-medical prescribing

qualification may not mean much to

them? What about those who fulfil

these roles? Will they be isolated and

cast adrift? How will they network and

what will be their career development

path? Our Management Conundrum

commentaries address the challenge and

set out some helpful views. This is an

issue that will form much debate in the

coming years. 

Leadership

Many readers will have seen the latest

Star Wars epic (The Force Awakens) or at

least know of its release. How many,

though, will have picked up on the

lessons it has for managers! Have a read

of the Leadership section to see the

light-hearted links that can be made to

some extremely valuable management

and leadership tips!
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BEST PRACTICE IN PHARMACY MANAGEMENT

The Contribution Of Hospital Pharmacy To Preventing
Admissions And Reducing Readmissions To Hospitals         
Jill Davison, Neil Gammack, Dr. Julia Blagburn, David Gibson, Steven Barrett, Richard Copeland on behalf of the Clinical Pharmacy

Network: North East and North Cumbria Hospital Trusts.

Correspondence to: richard.copeland@nhct.nhs.uk

Introduction       
The NHS is under increasing pressure to

keep people out of hospital and, for

those admitted, to reduce the likelihood

of them being readmitted. This has

resulted in financial penalties for

secondary care providers who are not

reimbursed for a proportion of emergency

readmissions i.e. readmissions that occur

within 30 days of discharge. This figure is

agreed locally but is usually around 25%

since that is the proportion judged by the

Department of Health to be avoidable.

The emergency readmission rate is

interpreted as a quality metric and

readmissions are estimated to cost the

NHS £1.6 billion each year. This has

encouraged organisations to innovate

and implement quality improvement

programs to reduce their readmission

rates. The NHS Commissioning Board

(now NHS England) also developed an

Enhanced Service Specification to

incentivise GP practices to identify and

manage patients at risk of an emergency

admission using risk profiling and risk

stratification. A number of readmission risk

prediction tools exist. These include LACE

(Length of stay, Acuity of admission,

Comorbidities and Emergency department

visits in the past six months) and PARR-30

(Patients At Risk of Re-hospitalisation). 

Pharmacy has an important role to play

in preventing readmissions, irrespective of

the sector in which staff work. This article

describes work being undertaken by

pharmacy staff employed by NHS Trusts

which relates to at least two domains of

the NHS England Outcomes Framework: 

● Domain 1 – preventing people from

dying prematurely, for example

through medicines optimisation by

clinical pharmacists focussing on the

frail elderly, vulnerable and hard to

reach patients.

● Domain 3 – helping people to recover

from episodes of ill health, for example

by telephone or home visit follow-up

by pharmacists or technicians.

There are great opportunities for

investment in pharmacy services by

Abstract

Title 
The Contribution Of Hospital Pharmacy To Preventing
Admissions And Reducing Readmissions To Hospitals

Author List
Davison J, Gammack N, Blagburn J, Gibson D, Barrett S,
Copeland R

Introduction
Organisations have been encouraged to innovate and
implement quality improvement programs to reduce their
readmission rates. The article describes work being
undertaken by pharmacy staff that contributes to reducing
readmission rates.  

Method
The services provided in five Trusts are each described.

Results
Case examples to illustrate outcomes are provided.  

Conclusion
Narrative about quality or cost-improvement in patient journeys
is a more powerful tool for securing funding than presenting facts
and figures. Process indicators are less valuable but much easier
to measure. Longitudinal interventions around the transfer of
care (such as hospital pharmacists linking with community or
practice pharmacists to transfer care) are a key part of reducing
readmissions.   

Keywords: risk prediction, adverse drug event, PARR, LACE.  

“Pharmacy has an important
role to play in preventing readmissions . . .”
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commissioners seeking high value, bespoke

services for their local communities aligned

with the Better Care Fund (NHS England

Publications Gateway Reference 00940)

and Urgent and Emergency Care Review

(NHS England Publications Gateway

Reference 02132, 19th Aug 2014).

We describe a range of initiatives from

five Trusts in our region: Gateshead

Health NHS Foundation Trust, Sunderland

Teaching Hospitals NHS Foundation Trust,

Northumbria Healthcare NHS Foundation

Trust, County Durham and Darlington NHS

Foundation Trust and Newcastle upon

Tyne Hospitals NHS Foundation Trust.

Each of these Trusts has innovative

medicines optimisation services to prevent

admissions and reduce readmissions. The

services have developed in different ways,

often due to the differences in funding

provided, but there are common themes

in the work and learning points for

colleagues elsewhere who are thinking of

implementing similar services.

Background       

The literature around readmissions is not

robust; the studies that are published are

often in narrow populations and are

sometimes conflicting. Only a small

number of resource-intensive interventions

involving both pre-discharge and post-

discharge components have successfully

reduced 30-day readmissions.1 Perhaps

this should not surprise us since the

reasons an individual is readmitted may

be any combination of medical, social,

psychological or therapeutic factors and

reducing readmissions in a patient cohort

requires an intervention that addresses

most or all of these factors.

Approximately one third of 30 day

readmissions occur within the first week

of discharge.2 Reaching a discharged

patient quickly is often key to a successful

admission prevention.

It is estimated that 6.5% of hospital

admissions are due to adverse drug

events (ADE), mostly adverse drug

reactions.3 These are often seen as a

preventable reason for readmission since

they may be predictable. Older people

admitted to hospital following an ADE

have a higher probability of a future

admission with an ADE.4 The lack of

published interventions achieving a

reduction in ADE after discharge suggests

again that prediction does not lead easily

to prevention.1

There are a number of validated

predictive models which some Trusts use

to allocate resources to patients who are

at greatest risk of readmission to hospital

or identify where a transitional care

intervention such as intermediate care

might be appropriate for patients.5

Prediction tools have been derived

through analysis of retrospective

administrative data and real-time data.

Models such as PARR were developed

using hospital episode statistics (HES)

data together with variables from the

national census.6 The Combined Model

used a combination of primary care Read

Codes and secondary care data, allowing

it to be applied to the majority of the

Readmissions need to be avoided            

iStock.com/Amanda Lewis



population who have not had a recent

hospital admission.7

LACE is one of the commonly used

30 day readmission prediction tools,8

generating a score based on length of

stay, acuity of admission, comorbidities

(using the Charlson comorbidity index9)

and number of emergency room visits.

For example, a patient staying in hospital

for five days (equivalent to 4 points)

following an emergency admission (3

points) who has a history of myocardial

infarction and congestive heart failure

(3 points) with two other visits to hospital

in the six months before admission (2

points) would have a total LACE score of

12. LACE was developed from outpatient

population data in Canada and has been

shown to be a poor predictive tool in

older UK inpatients;10 interestingly it

was a better predictor of mortality than

emergency readmission. 

Pharmacy practice was key to the

transitional bundle of care implemented

at Kaiser Permanente (Northwest Region)

and their emergency readmission rate

was reduced to 10%.11 The care bundle

included low, medium and high-risk

stratification using the LACE tool,

standardised discharge summary to

improve communication to primary care,

medication reconciliation, post-discharge

phone call and timely follow-up from

the patient’s primary care physician.

Phone calls were undertaken 72 hours

after discharge for high LACE scores

(≥11). It has been suggested that because

of integration throughout the system,

efficient management of hospital use

and greater investment in information

technology, the Kaiser model achieved

better performance at roughly the same

running cost as NHS care.12

Service Descriptions       

Readmission Avoidance

Collaborative (RAC) team -

Sunderland

The Clinical Commissioning Groups

(CCGs) in Sunderland have funded a

multidisciplinary readmission avoidance

scheme with a project lead employed by

the local authority. It took around 9

months from inception in December

2013 to service delivery, hampered

initially by the lack of a project lead.

Four pharmacists have been employed to

work on three wards, 7 days per week,

identifying patients at high risk of

readmission (LACE score 8-15), undertaking

clinical medication review before and after

discharge and facilitating transfer of

pharmaceutical care. After the initial

LACE score has been completed, the

patient is then risk stratified to predict

the likelihood of readmission. This risk

stratification determines the level of input

beyond their discharge (this could range

from a same day of discharge home visit

to a phone call after 7 days). As part of

the collaboration, a Community Nurse

Care Co-ordinator (CNCC) co-ordinates

the services that are required for patients

after their discharge. Some of the

pharmacists are prescribers and they find

this invaluable in facilitating prompt action

following their review because there is

limited medical input to the service. A

central record-keeping document for the

service has been a key benefit to

collaboration. Outcome measures include

numbers of patients contacted within 72

hours of discharge, number of home

visits made within this time, medication

interventions per risk stratification in

order to validate risk strategy and service

user feedback. When patients are

readmitted to hospital within 30 days of

discharge, the length of inpatient stay is

monitored, reasons for readmission are

reviewed and ongoing care planning is

optimised.

Readmission prevention

pharmacist (Northumbria)

A pharmacist prescriber is also employed

in Northumbria to focus on reducing

readmissions to hospital, funded via

CCGs. Telephone calls are undertaken

2-3 days following discharge. Patients

are identified by the pharmacy team or

by nurses in the discharge lounge.

Bespoke referral criteria were developed

for the service. In practice, the telephone

calls are made by a number of members

of the pharmacy team, ensuring that the

resource invested does not remain with

one individual alone.  Home visits are also

undertaken for selected patients when

this is deemed necessary, and also for

patients identified by care of the elderly

physicians for patients attending as day

cases. Outcome measures are:

● numbers of patients contacted

● home visits undertaken

● interventions made

● incidents reported

● patient feedback during telephone

conversations.  

The number of patients re-admitted

within 30 days of discharge for whom a

telephone call was attempted, or a

domiciliary visit organised, are recorded. 

30 day readmissions for patients

with a LACE score > 10 were lower in

the patients receiving the telephone

intervention compared to those not

receiving (25% versus 47%). It should

be noted, however, that these figures

may be subject to selection bias and a

range of other confounders. The service

Pharmacy Management Volume 32 Issue 2
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“30 day readmissions for patients with a LACE score > 10 were 

lower in the patients receiving the telephone intervention
compared to those not receiving (25% versus 47%).”
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has overcome a number of barriers.

Information technology infrastructure

was insufficient for prospective

identification of higher risk patients.

There are time limitations for the

availability of patient’s notes, as a result

of targets for coding, and also targets for

delivery of consultant letters to General

Practitioners. If the patient’s notes are not

available there are limited data available

during the telephone call; in many cases,

the pharmacist was referring to the

temporary discharge summary, which

includes a summary of reason for

admission planned following discharge

and record of medicines stopped and

those being taken on discharge.

Northumbria covers a large area

geographically, and home visits have

therefore had to be limited to one part of the

Trust based round a semi-urban population.

Frail elderly services pharmacist

(Northumbria)

A pharmacist prescriber provides this

service for a population of 500,000, with

funding from CCGs. The pharmacist visits

about 60 patients per month in their own

homes following referral from general

practices. The patients may be listed on a

‘high risk’ register or may be referred for

other reasons, even if they do not

feature on this register. As the review is

conducted in the patient’s own home,

then issues of adherence and

understanding of medicines can be

assessed. In addition, access to the full

medical record is available by that

person’s general practice. As the

pharmacist is a qualified prescriber, then

changes can be actioned without the

need to ask a doctor to initiate the

change; in this case, this process will have

been agreed prior to the review with the

person’s general practitioner (GP).

Alternatively, the pharmacist can make

recommendations to the GP for

subsequent action. The former approach

is obviously more efficient, but is

dependent on building the GP’s

confidence in the pharmacist undertaking

the review and the system as a whole. In

both cases, a shared approach to decision

making is adopted with the patient.

Outcome measures for this service are the

same as those for Northumbria’s

readmission prevention pharmacist. 

Intermediate care pharmacist

(Gateshead)

The intermediate care service in

Gateshead developed as an extension of

secondary care older person’s services.

For a number of years, the pharmacist

received referrals from other professionals

in the intermediate care team on a

bespoke referral tool and made

domiciliary visits to patients. The number

and geographical spread of patients

using intermediate care services meant

that it was not possible for one

pharmacist to see every patient, so their

work was targeted by other healthcare

professionals using the referral tool.  

Medicine-related problems were either

resolved directly with patients or by

liaising with other healthcare professionals

e.g. community pharmacists, general

practitioners or hospital consultants.

Unfortunately, patient outcome measures

were not robustly measured and not fed

back to service commissioners. Gateshead

covers quite a large geographical area

and the pharmacist’s travelling costs

from a hospital base were felt to be

disproportionate and not financially

viable, hence the service was terminated.

Potentially, economies of scale and

reduced travelling costs might mean that

pharmacist support for intermediate care

services is more viable from a practice

pharmacist team or a network of

community pharmacies.

Intermediate care pharmacy

technicians (Durham and

Darlington)

Since May 2014, a pharmacy technician

has visited all patients under review by

the intermediate care service and

participates in weekly multi-disciplinary

team (MDT) meetings. The technician

talks with the patient about their

medicines and undertakes medicines

reconciliation before discharge from

hospital. They visit the patient again after

discharge and undertake a medicines

review and assessment of each patient’s

ability to manage their medicines in their

home environment. The technician liaises

with the general practice and the

community pharmacist to organise

support for medicines adherence, an

example might be a multi-compartment

compliance aid.  Funding was provided by

the local authorities. The primary outcome

measure is the number of patients who

have medicines reconciliation; the target

is 90% of patients. Rates of hospital

readmissions are also assessed in order to

reflect the input of the whole MDT. The

major limitation in this service is a lack of

community or hospital pharmacist

support for the pharmacy technician,

who is generally working in isolation. This

will be addressed moving forward.  

Preventing medication-related

readmissions pilot (Newcastle)

A person-centred model of pharmaceutical

care, designed to reduce avoidable

readmissions relating to medicines, was

implemented to an older people’s

medicine ward in February 2013 with

non-recurrent funding from the CCG.

The funding enabled employment of

0.4 WTE pharmacy technician time plus

0.25 WTE administrative support. The

pharmacist and technician received

training in shared decision making and

health coaching so they could practice in

a person-centred way.  The emergency

readmission rate for that ward was

monitored for 12 months and compared

with the emergency readmission rate for

a very similar older people’s medicine

ward with a basic clinical pharmacy

service (medicine reconciliation at

admission, clinical pharmacist medication

review and discharge support). The

hypothesis was that addressing the needs

of each individual for information about

or support with their medicines might be

more effective at reducing emergency

readmissions relating to medicines than

adding medicines risk factors to an

existing readmission prediction tool such

as LACE or PARR-30. The majority of the
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pilot service was provided by a pharmacy

technician with an accredited medicines

management qualification; they required

additional information or support from

a pharmacist for only a small minority

of patients. The pharmacist was always

available by telephone when the

technician was working in domiciliary

settings. The primary outcome measure

was 30 day emergency readmission rate

for the intervention and control wards. At

the start of the project these were not

significantly different but the readmission

rate was significantly lower for the

intervention ward during the 12 months

of the pilot. Three elements of the model

appeared to have the largest impact on

readmission rates; medicine reconciliation

at admission, referral for community

pharmacy advanced services and home

visits by hospital pharmacy staff for

housebound patients who were

otherwise eligible for NMS/MUR.  

Patient satisfaction with post-

discharge follow-up from hospital

pharmacy staff was high.  GPs perceived

the discharge communication for patients

discharged from the intervention ward to

be moderately improved when compared

to the control ward. The delivery of the

project was occasionally impaired by

unplanned staff leave because of the

small resource allocation. It is not yet

known whether the results are

reproducible on a larger scale. The major

barrier to hospital referral for community

pharmacy advanced services was a lack of

a robust referral pathway. Since the pilot

finished, an electronic referral pathway

between hospital and community

pharmacy has been developed using a

commercial web portal and the number

of referrals made has risen dramatically.

Specialist Care Home Support

Pharmacist (Newcastle)

A pharmacist was employed in April 2014

to support a team of specialist nurses

working into local care homes with the

highest numbers of hospital admissions.

The pharmacist undertakes clinical

medication review for patients referred to

them with the link GP and specialist nurse.

Referrals come from the hospital pharmacy

team, the specialist nurses or care home

staff and are taken for any potential

medicine-related problem. The pharmacist’s

interventions are scored for likelihood of

preventing a readmission with the RiO

tool (NHS Croydon’s adapted RiO tool –

available via the NICE NHS Evidence

Search site) and validated by a senior

clinical pharmacist; the pharmacist reviews

between 20 and 25 patients per month

and has prevented between 9 and 13

admissions per month. The pharmacist

also works with the care homes to improve

medication safety culture, using the NHS

Medication Safety Thermometer as the

metric for this. The main barrier to gaining

funding for this post was a lack of

understanding of the value of the

pharmacist by commissioners. The impact

of the pharmacist on patient outcomes,

presented as narrative, was more influential

with commissioners than facts and figures

about medicine-related problems. 

Case Examples       

Sunderland RAC service

Collaborative working has benefitted

patients in allowing them to access

essential services earlier. Examples of this

with the RAC team include: 

● identification of a patient who

presented with opioid toxicity after

inadvertently taking too much opioid

medication and arranging for the

chronic pain team to rationalise

treatment for this patient.

● titrating a patient’s heart failure therapy

recommended by the Heart Failure

team in the community, therefore

preventing a readmission to do this. 

The collaborative approach continues

to result in patients accessing services in a

timely manner which should then result

in a reduction in readmissions.

Northumbria – discharge follow-

up calls

● Patient discharged on new bumetanide

(switched from furosemide) and

Work by pharmacists can help avoid readmissions

iStock.com/TACrafts
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reduced perindopril. Pharmacist

contacted patient to discuss but they

were confused over the telephone so

pharmacist offered to visit at home to

review. Patient had not been taking

new bumetanide or old furosemide

and was still taking the old dose of

perindopril. Pharmacist discussed with

patient and excluded signs of

worsening heart failure that would

require immediate assessment.

Pharmacist discussed with patient and

daughter who visits regularly.

Pharmacist produced a medicines

reminder chart to help patient and

daughter. Pharmacist removed all

discontinued medicines from cupboard.

● Patient was discharged with courses of

rifampicin and doxycycline for six

weeks to treat a joint infection. Patient

had been experiencing diarrhoea and

developed a rash on abdomen but not

informed anyone. The pharmacist

contacted the consultant

microbiologist who recommended the

treatment. Consultant microbiologist

thought best to discuss with the GP

once patient had been seen.

Pharmacist liaised with the practice

and asked patient to attend an

emergency appointment with the GP.

Microbiologist contact number was

given to GP to discuss the change to

treatment after GP assessment.

● Patient discharged with new

amiodarone at a dose of 400mg three

times daily to reduce to 200mg daily in

4 days. Patient had been counselled on

the ward by the pharmacy team.

Pharmacist attempted to contact

throughout the following week

without answer. A week after

discharge patient answered phone.

Pharmacist discussed medicines

changes with wife who had

misunderstood the instructions and

reduced dose to 200mg three times

daily instead of intended once daily.

Reassured by pharmacist that this

would not be harmful and to reduce

to once daily from now. Pharmacist

reinforced counselling on side-effects

of amiodarone to monitor for.

● Patient admitted with infective

exacerbation of COPD was discharged

from hospital to care home but rescue

packs were missed off the summary.

Pharmacist reviewed allergies, previous

treatment and sensitivities (no notes

available) and amended discharge

summary to include appropriate

antibiotic and steroids. As the care

home was distant to hospital the

pharmacist thought it best to contact

the GP receptionist to organise a

prescription to supply to care home.

Patient was new to care home and

staff were concerned with patient’s

breathing and discussed symptoms

with pharmacist who advised it would

be appropriate to start rescue packs.

Care home staff counselled on use of

rescue packs for the future. GP was

unavailable to speak to so pharmacist

relayed situation to GP receptionist who

would ask GP to issue prescriptions

for antibiotics and steroids, with home

visit if they thought necessary.

Northumbria – Frail Elderly

Services home visits

Mr AP, 81 years old, was referred by his

GP for a domiciliary medication review

following complaints by the patient of

unresolved pain, despite his analgesia

being increased significantly over the last

few weeks. The patient was also

complaining of increased SOB despite

being on a few inhalers. The GP noted

that he had not had a medication review

since 2003 due to reduced mobility and

becoming housebound. Mr AP’s past

medical history included osteoarthritis,

COPD, insomnia and a total right hip

replacement.

Mr AP was taking oxycodone m/r

100mg BD, which had been increased

from oxycodone m/r 10mg BD in gradual

increments over the last 6 weeks, but he

was not getting any pain relief. On review

of his medication it was apparent that he

had not been taking any oxycodone due

to fear of becoming addicted to it. This

patient was counselled regarding pain

control and we left with a plan to reduce

his dose of oxycodone m/r 10mg BD and

oxycodone i/r 5mg QDS PRN for

breakthrough pain. His excess stock was

removed and he had two boxes of the

10mg m/r tablets and i/r 5mg tablets,

which were both in date so, to prevent

waste, they were left to be used. The

patient was also advised to take regular

paracetamol 1g QDS for a synergistic

effect. After two weeks, a follow-up visit

was made and the patient had been

taking his medication as discussed and

was feeling the benefit. He stated that he

was able to mobilise more and had even

walked to see his friend next door, which

despite only being a 25m walk, made him

feel better in himself.

Mr AP was also on lansoprazole 30mg

daily, which had been commenced when

he was started on diclofenac in 1995. This

was initially prescribed as an acute course

following inflammation in his knee, but

there were no longer pains in his knee,

despite not being on it for over 20years.

There was no evidence of any gastric

history so his lansoprazole dose was

reduced to 15mg daily for 1 month and

once confirmed that he was asymptomatic,

the medication was discontinued.

Mr AP was currently taking citalopram

20mg at night, this having commenced

following a family bereavement in 2007.

He stated that no-one had ever asked him

about his mood since starting this

medication and there was no

documentation on the GP records of a

review; he did not feel low in mood

anymore and was starting to feel better

since he could at least get to see his friend

next door and go into the garden now. He

was keen to come off this medication, so

a dose reduction to 10mg at night for 1

month was agreed. Subsequently, he

stopped this with no problems.

The final issue to resolve was Mr AP’s

SOB. From a prescription review it looked

like he was ordering his salbutamol

100microg/puff Evohaler on a monthly

basis along with his tiotropium 18microg

handihaler and Seretide ‘500’ Accuhaler.

There was significant stockpiling with 5

tiotropium handihalers and over 10

months worth of capsules and also 12
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Seretide Accuhalers. Mr AP was not using

his Seretide Accuhaler because he

thought he thought he’d been told to

stop using it. He also explained that he

had never been shown how to use his

tiotropium inhaler, so was not putting

any capsules into it. Mr AP was

counselled appropriately on the use of his

inhalers and a note was also put on the

system indicating that he was still on

these medications but did not require any

new supplies at present.

The benefits of seeing Mr AP, a

previously housebound patient, within his

own home can be seen. It provides the

opportunity to assess how a patient is

managing their medication at home and

equally, allows the patient the chance to

voice any concerns they have.

Learning points       

With the exception of the service which had

been in place in Gateshead, the services we

describe have all been introduced within

the last two years; this may reflect the

recent rise of medicines optimisation in the

NHS Productivity agenda.

Whilst it would seem desirable to

relate the work undertaken to avoidance

of admission or reduction in readmissions,

the reasons for these are usually

multifactorial. It would be wise to seek

support from your local university or

service improvement team on using

readmissions as an outcome measure,

especially if your team lacks research

design and analysis expertise. Other

outcome indicators, such as patient

satisfaction or surrogate markers like the

RiO score, are valuable to commissioners

considering funding a new service and

easier to measure truly.  

Narrative about quality or cost-

improvement in patient journeys is a more

powerful tool for securing funding than

presenting facts and figures. Process

indicators are less valuable but much easier

to measure and the key performance

indicators set by commissioners for new

services like these are often quantitative

targets such as ‘review x patients per month’.

Longitudinal interventions around the

transfer of care (such as hospital

pharmacists linking with community or

practice pharmacists to transfer care) are a

key part of reducing readmissions. Person-

centred pharmaceutical care involves

patients in treatment decisions, respects

patient autonomy and values and

empowers people to take responsibility

for achieving their own health outcomes

where possible. However you choose to

identify your target population to work with,

for example by referral or predictive models,

practice person-centred pharmaceutical

care with each individual in that

population for optimum results.
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Introduction

A homecare medicine delivery and service

can be described as being one that

delivers on-going medicine supplies and,

where necessary, associated care initiated

by the hospital prescriber direct to the

patient’s home with their consent.1 These

medications are generally used for

treating chronic, long-term conditions.

They can be subcutaneous or intravenous

infusions and therefore require ancillary

supplies such as sharps bins, swabs and

infusion pumps. The consultant will

decide to initiate a particular treatment

with a patient in clinic, consent the

patient for a homecare service and

complete a prescription. The patient can

return to their home and the prescription

is sent to the hospital pharmacy

department for processing. The pharmacy

department will then post the

prescription to the designated homecare

provider who will then dispense and

deliver the medication and any required

ancillaries. Specialist nurse training can

also be provided to patients at their

home. This may be provided in the

service from the homecare provider or by

the pharmaceutical industry which

manufactures the product being

delivered. This, in turn, can lead to

improved adherence to treatment
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Objective 
To evaluate the impact of the addition of a Pharmacy
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of homecare management including prescription requests
(prescription management), prescription clinical screening,
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prescription matching with proof of delivery and processing
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Results
Data for a 3 month period were collected. The addition of
prescription screening associated with the safe use of medicines
showed that an intervention was made on 15.4% of all
prescriptions received from clinics. 8.5% of all deliveries made
in this period had a discrepancy either due to incorrect delivery
schedules made against prescription requirements, expired
prescriptions in pharmacy or incorrect patient details on
payment documentation. £74,207 worth of financial impact has
been identified due to implementation of new financial processes
for payment of homecare invoices, which can be extrapolated to
£296,829 per annum. The key performance indicator position of
KGH with regard to the Royal Pharmaceutical Society Homecare
Standards demonstrates our overall impact from 22% prior to
the team being in place to 70%.  

Conclusion
Evaluating the impact of a Pharmacy Homecare Team has
demonstrated that homecare services are open to many
opportunities for improvement with the addition of a specialist
team. Experience at KGH authenticates the value added by
implementation of the team and that strengthened governance
in place will allow for increased homecare activity for a Trust.   
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“The purpose of the homecare medicines service is to improve
patient care and choice of their clinical treatment.”
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through regular contact with a healthcare

professional available 24 hours a day via

a dedicated telephone number. The

purpose of the homecare medicines

service is to improve patient care and

choice of their clinical treatment. There

are potential cost benefits to the National

Health Service (NHS) through reduced

demand on hospital services and VAT

savings on drugs distributed in this

manner, which is particularly important

due to the increased financial pressures

on the NHS today. In addition to this, the

additional treatment capacity of clinical

homecare means faster access to

treatment; the release of hospital beds

reduces the risk of hospital acquired

infections and, as a result, homecare

can be seen as increasingly offering

opportunities to redesign the patient

pathway, with the medicine playing the

key enabler for change. In 2011, the

Department of Health commissioned the

report ‘Homecare Medicines – Towards a

Vision for the Future’.2 The report made

a list of recommendations to improve

the financial and clinical governance

arrangements and highlighted the need

for stringent arrangements in place to

allow for NHS Trusts to be able to

manage medicines. Following this

publication, the Department of Health

established a Homecare Medicines

Strategy Board to oversee national

implementation of these recommendations,

resulting in the establishment of the Royal

Pharmaceutical Society (RPS) Professional

Standards for Homecare Services.1 These

standards have been grouped into three

domains, as illustrated in Figure 1, and a

key performance indicator (KPI) audit tool

has been developed by the National

Homecare Medicines Committee (NHMC)

to allow for NHS Trusts to self-assess how

complaint they to meeting the RPS

standards.3

A regional collaborative homecare

group has also been set-up within the

East-Midlands region to aid contracting,

procurement and share best practice.

DOMAIN 1
THE PATIENT EXPERIENCE

STANDARD 1: Patient engagement
STANDARD 2: Episode of care
STANDARD 3: Integrated care

DOMAIN 2
IMPLEMENTATION AND
DELIVERY OF SAFE AND
EFFECTIVE HOMECARE

SERVICES

STANDARD 4: Effective use of
homecare medicines
STANDARD 5: Homecare 
medicines expertise
STANDARD 6: Safe use of
homecare medicines
STANDARD 7: Supply and use of
homecare medicines

DOMAIN 3
GOVERNANCE OF

HOMECARE SERVICES

STANDARD 8: Leadership
STANDARD 9: Governance and
financial management
STANDARD 10: Workforce

Figure 1: The Royal Pharmaceutical Society of Great Britain
Standards for Homecare Services

iStock.com/michaeljung
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The scale of the problem    

The expansion of the homecare market

over the last 10 years has been unexpected

and has significantly influenced the

position of the medicines market today.

Despite attempts to understand the

dynamics, there is as yet no accurate data

on its existing size. However, the number

of patients on homecare services is

estimated to be as large as 230,000, with

sales expenditure of around £1.5 billion.4

Although the numbers of patients treated

through homecare schemes is relatively

small in comparison to the total numbers

of patients treated within the NHS every

year, the medicines used are often

expensive. Hence the total costs of

homecare associated medicines is high –

estimated in ‘Homecare Medicines -

Towards a Vision for the Future’ as

£800m out of a total expenditure of

£3.9bn, or more than 20% of total costs.2

Moreover, the field is developing rapidly,

with increasing numbers of hospitals

implementing homecare services.

Background to the service
evaluation 

Historically, the practice at Kettering

General Hospital (KGH) had been for

homecare providers to approach clinics

directly to set-up new services. This led to

clinics sending prescriptions directly to

providers, with pharmacy only receiving

an invoice for payment. Pharmacy

involvement had been minimal with no

input into the agreed service level, no

accuracy checking of prescriptions and

most importantly no safety provisions for

patients on the medication that they

were being delivered. 

KGH pharmacy department had

significant concerns regarding the lack of

oversight, governance and the subsequent

risks to their patients therefore submitted

a business case for funding for a new

Homecare Team, which was successful.

The establishment of a Pharmacy

Homecare team in September 2014

consisted of an invoicing administrator

(0.8 WTE), a Homecare Technician (1.0

WTE) and a Homecare Pharmacist (1.0

WTE) - see Box 1 for definitions of these

and other aspects associated with the

project. The aim of the evaluation

reported here was to gather data

regarding the impact of the homecare

team on meeting the national RPS

Standards for Homecare Services.

Currently, KGH have approximately 600

patients on homecare; with an annual

spend of over £3.5 million (2014).

Objectives 

The objectives of the project were to:  

● promote the improvement in safety

provided to our patients on current

homecare services 

● provide assurance of governance

improvements at KGH for homecare

to demonstrate for any future Trust

increase in homecare activity

● improve systems, efficiency and the

patient experience for homecare

services

● share learning and promote best

practice to enable the continual

improvement of homecare services 

● quantify any financial impact arising

from implementation of new

financial management processes

● demonstrate the value added to our

homecare service users. 

Box 1: Definitions

Homecare Provider

Any organisation providing a homecare service.

Homecare Pharmacist

A hospital pharmacist whose duties are to oversee the provision and

administration of homecare services.

Homecare Technician

A qualified pharmacy technician who supports the Homecare Pharmacist

in the management of homecare services.

Invoice administrator

A qualified pharmacy assistant who processes invoices and reviews proof

of deliveries for payment and supports the homecare technician in the

day-to-day management of homecare services.

Responsible Officer

The Trust’s Chief Pharmacist who is responsible for all homecare

medicines and is accountable for them through the Medicines

Committee to the Trust Chief Executive Officer.

Prescription screening

A pharmacist or suitably qualified technician performing a clinical check

of the prescription. This is a new requirement of the RPS Professional

Standard for Homecare Services which should be implemented for all

homecare services at the earliest opportunity.

Key Performance Indicators

Quantifiable measurements, agreed beforehand, that reflect the critical

success factors of the service/organisation.



Methods                           

Intervention recording began in December

2014 for all homecare therapy areas.

Contributions made by the team were

recorded on data collection forms

separated into the grade of staff making

the contribution. All contributions were

recorded in all aspects of homecare

management from prescription requests

(prescription management), prescription

clinical screening, prescription transfer,

clinic enquiries, patient enquiries,

prescription matching with proof of

delivery and passing invoices for payment.

In addition to the above, any activity

which would improve quality or add value

to the homecare service was recorded.   

Results                              

Results of the interventions/contributions

made have been categorised according to

the domain detailed in the RPS Homecare

standards that it may address.

Domain 1: The Patient Experience

Patient Engagement, Episode of Care

and Integrated Care

The additions made to homecare

services at KGH which fall into the patient

experience domain are as follows:

● The Pharmacy Homecare team

reviewing and improving the

information (e.g. information leaflets,

contact telephone numbers) provided

to patients being initiated on a new

Homecare Service.

● The Pharmacy Homecare team

contact details provided to patients

include a direct telephone line.

● Involvement of the Homecare

Pharmacist for assessing suitability of

patient cohorts for set-up of new

homecare services.

● New communication systems in place

to allow all the pharmacy homecare

team, homecare provider and clinic

to be informed of any change in

patient treatment, condition or

circumstance to ensure continuity of

care and maintain patient safety.

Domain 2: Implementation and
delivery of safe and effective
homecare services

Effective use of homecare medicines

● A ratified Homecare Policy has been

disseminated to all homecare

stakeholders at KGH ensuring a

multidisciplinary approach to

homecare services.

● Attendance at a monthly regional

homecare collaborative group has

assisted the Homecare Pharmacist to

ensure KGH homecare prescribing has

patient safety at its heart, is evidence-

based, consistent with commissioning

policies and in line with regional

contract awards, whilst utilising this

opportunity to collaborate and share

best practice. This has allowed

homecare procurement to take into

account national, regional or locally

negotiated contracts and the quality

and safety of the products. 

Safe use of homecare medicines

The addition of homecare prescription

clinical screening was assessed in the

three month period between December

2014 and February 2015. The team kept

a log of all incidents encountered with

regard to KGH’s invoice, proof of delivery

and the prescription reconciliation process. 

Table 1 shows the breakdown of 85

interventions made from a total of 552

prescriptions during this period. An

intervention was made on 15.4% of all

prescriptions processed during this time

period (n=85/552). 
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Intervention Total

Strength of medication not stated 4

Incorrect/incomplete registration  form 6

Delivery schedule not specified 11

Device not specified when multiple available 56

Duplicate prescription received by pharmacy 8

TOTAL 85

Table 1: Categories of interventions made during prescription 
screening of homecare prescriptions

44%

22%

34%

Quantity delivered not
matching prescription
delivery instructions

Incorrect patient details
on POD or invoice against
hospital prescription

Current prescription
held in pharmacy
out of date

Figure 4: Breakdown of the 74 invoice interventions 
between December and February
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From December to February a total of

74 incidents were collected by the

Homecare Technician from of a total of

867 deliveries made. Figure 4 shows the

breakdown of these interventions.

8.5% of total deliveries made had

some form of a discrepancy (n=74/867).

44% of patients’ delivery schedules

were incorrect (n=45/74), 5.2% of the

total number of deliveries for the three

month period.

34% of prescriptions held in

pharmacy were out of date (n=35/74),

4% of the total.

22% of patients had incorrect details

on their proof of delivery or invoice

(n=22/74), 2.5% of the total.

Domain 3: Governance of
homecare services

Effectiveness of new financial process

The processes for payment of homecare

deliveries before and after implementation

of the service are shown in Figures 2 and

3 respectively.  .

Financial Governance

Contributions by our homecare

payment processing demonstrate a

financial impact of £74,207 over a three

month period as shown in Table 2. This

can be extrapolated to financial savings

of £296,829 per annum in relation to an

annual spend of £3,500,000. 

Discussion

Results demonstrate the vast amount of

added value a homecare team can bring

to the homecare service. This value can

be demonstrated by KGH’s improvement

in KPI position from 24% in September

2014 to 70% using the NHMC self-

assessment audit tool.3

The addition of clinical screening of all

homecare prescriptions demonstrated the

variety of interventions that can be made.

Although none of the interventions led to

a change in the prescribed medication,

they would all prevent delays for delivery

of the medication to the patient. This

would be as the homecare provider

would then need to refer back to the

clinician or the pharmacy homecare team

at the Trust to obtain all the required

information. The failure to state the

strength of the medication is critical if

more than one strength exists for the

product. However, this was not recorded

at the time of collecting the data so the

four interventions made in this category

cannot be classified in terms of

significance. Future work could be to

address and identify the pharmacy

If all correct, payment is
passed to finance for payment
If discrepancy, invoice query

added to spread-sheet
maintained by Homecare team

and resolution attempted

Precription written by clinic
and sent to Homecare

Pharmacy Team

Precription is clinically
screened by Homecare
Pharmacist/Technician

and signed
Pharmacy patient database is

updated with prescription
details

A patient specific order (PSO)
is created on a pharmacy
system and this purchase 

order number is added to the
prescription. Copy of 

prescription is retained by
pharmacy

Invoice and proof of delivery
is sent to the Pharmacy
Homecare Team quoting
purchase order number
and quantity delivered

Prescription is dispensed and
delivered to patient

Medication is received and
signed for

Original prescription is sent
to Homecare Provider

Homecare Provider receives
prescription and

acknowledges receipt

Invoice martched with proof
of delivery and current

prescription held in
pharmacy

Price of medication checked
against cost database

maintained by Homecare
Pharmacist

patient details are checked for
accuracy and location

Figure 3:  Flow diagram showing the process for payment of
homecare delivery after the new service

Clinician writes a
prescription and
sends directly to

homecare 
provider 

Prescription is
dispensed and

delivered to
patient at home

Pharmacy at Trust
receive an invoice

and proof of
delivery to be 

paid

Figure 2:  Flow diagram showing the process for payment of
homecare delivery before the new service

Incident category Credit/Saving

Duplicate invoice £49,838.45

Inappropriate invoice £1,629.98

Incorrect invoice £22,034.52

Reclaim of credit £704.28

Total Savings £74,207.23

Table 2: Quantification of financial impact arising from 
new financial management processes
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homecare team’s potential impact directly

on clinical care. 

The contributions made by our

homecare payment processing cannot be

underestimated. Over £74,000 was

identified for intervention action due to

the proper scrutiny of invoices received.

Without this role, this value would not

have been realised due to the high

workload of the pharmacy invoicing

clerk who deals with all other invoices as

there simply would not have been

enough resource to carry out the newly

implemented reconciliation process. 

A key intervention that was consistently

identified was delivery of incorrect quantities

of medication against the prescription

instructions, for example 4 weekly deliveries

made against an 8 weekly prescription. This

has an impact on the patient experience as

the patient has to wait at home for the

delivery more often than required, although

it could be argued that longer delivery

schedules add to the wastage of medication

if changes are made.5 On investigation with

the homecare provider, it was identified that

this was because patients were set up on

their database using their registration form

and first prescription which is 4 weekly to

monitor patient response and reduce

wastage of high cost medication. The

change in frequency on the next

prescription was

then overlooked by the homecare provider.

All 45 patients (44% of interventions made

due to prescription management) were then

followed up by our homecare team and

were offered to be changed to 8 weekly

deliveries when they were next contacted by

the homecare provider as requested by the

Pharmacy Homecare team.

It was not possible to assess the value

of discarded medication due to

discontinuation/change of patient

medication linked to the frequency of

delivery or quantity of medication

delivered. Additional work is required to

capture the extent of homecare

medicines and the value of wastage. The

Pharmacy Homecare team have begun

working on this, and have developed

guidance on how the data may be

captured to record the value of wastage,

which would then lead to recommending

ways in which it could be reduced.

Regional collation of homecare

incidents across the East Midlands has

allowed for NHS Trusts to monitor trends

more meaningfully and the Pharmacy

Homecare team at KGH have identified

that under-reporting of errors is an issue.

The team are developing working

relationships with the clinics to attempt

to increase Datix reporting for homecare

incidents. A standard operating procedure

for reporting homecare incidents is

currently in development directed

specifically to all stakeholders involved in

homecare medicines use to encourage

reporting. Succession of this will allow for

patients’ outcomes from and experiences

of treatment with homecare services

being documented, monitored and

reviewed with a process for handling

complaints, covering another standard

from the RPS Homecare Standards. 

The key strength of this report is its

broad range of interventions recorded

and reported on, highlighting the varied

role the pharmacy team plays in an

NHS hospital setting. The results are

also mapped to the RPS standards

for Homecare which make them

transferable. 

Additional assurance work has taken

place at KGH primarily to remove

homecare from the Trust’s risk register.

Quarterly reports are sent to the

Responsible officer (Box 1) and are

then discussed within the medicine

governance structures in

Additional work is required to capture . . . the value of wastage



KGH as well as being submitted to

commissioners. This report details

governance and financial arrangements,

financial position, capacity and RPS

homecare standard position. These

fundamental arrangements should

provide confidence in developing new

therapies for homecare services. 

Further action

The Pharmacy Homecare team have

discussed findings with their clinical

teams to highlight the pharmacy role in

homecare medicines. The teams are

currently working very closely to further

improve the prescription processes,

management and communication

pathways between clinics, pharmacy,

homecare providers and patients. Areas

which have been identified for

action/improvement from this report are:

● Continue clinically assessing all

homecare prescriptions.

● Continue attendance to the regional

homecare meeting.

● Improve Datix reporting for homecare

incidents.

● Improve communication between the

clinics and pharmacy on the patients

prescription requirements. 

● Better education for prescribers on

the use of the homecare prescriptions

to ensure they are completed fully

and accurate.

● Identification of new opportunities.

Conclusion       

This report of evaluating the impact of a

Pharmacy Homecare team demonstrates

that homecare services are open to many

opportunities for improvement with the

addition of a specialist team. Although

these findings are very broad and specific

to KGH, they can represent the issues

across the region due to the expansion of

this market and limited resources within

pharmacy departments.      

Experience of KGH authenticates the

value added by implementation of the

specialist team approach. Strengthened

governance allows for increased homecare

activity for a Trust. An increase in

homecare activity should allow for greater

productivity from existing homecare

services, allow improvement of the

new:follow-up ratio and reduce waiting

times for new appointments. This is

because patient care is moved closer to

home with less need to attend hospitals

for follow-up clinics for ongoing

treatment. The Trust is ultimately

responsible for this cohort of patients and

therefore has a duty to improve the

patient safety profile by reducing risks

associated with omitted doses of life

saving medication, improve the patient

experience and improve the medication

pathway. This will allow for an increase in

therapy areas moving onto the homecare

medication pathway at KGH with

strengthened governance and overall

increased patient safety.
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“. . . homecare services are open to many opportunities for

improvement with the addition of a specialist team.”
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Background

The Scottish NHS Pre-registration

Pharmacist Scheme (PRPS) is rooted in

‘The Right Medicine’1 – the strategy for

pharmaceutical care in Scotland - and a

report on pre-registration training from

2004 by the National Pharmaceutical

Forum (NPF).  

The scheme was launched in 2006 to

address the highlighted inconsistency in

the quality of training provision in the

pre-registration year and gave NHS

Education for Scotland (NES) responsibility

for the development and management of

an educational infrastructure for all pre-

registration pharmacists and their tutors

in Scotland. 

Since 2006, the PRPS has made much

progress towards achievement of its main

objectives through successfully managing

the overall centralisation of the pre-

registration education and training year

for pre-registration trainees in both

hospital and community pharmacy

settings across Scotland. 

The PRPS has three main components.

A centralised recruitment process has

been developed in conjunction with NES

Human Resources (HR) and works

effectively. An educational programme

framework has been established with

each trainee required to complete the

same core elements and formal processes

have been established for premises

approval and tutor support, including

appraisal and training. 

There are strong working relationships

between NES and the many employer

organisations involved in the scheme.

More recently, NES has established a

formal working relationship with the

General Pharmaceutical Council (GPhC)

to strengthen the quality management

processes supporting the scheme and is

building closer working with the Royal

Pharmaceutical Society (RPS). 

All of the funding made available by

the Scottish Government has gone into

funding places in the scheme - a total

number of 170 pre-registration trainees

in Scotland. Each year, there are also a

small number of trainees in Scotland who

are not funded by NES.

Stephen Peddie
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Outline
The Scottish Pre-registration Pharmacist Scheme (PRPS) was
launched in 2006 to centralise the pre-registration education
and training year for pre-registration trainees in both hospital
and community pharmacy settings across Scotland. The three
main components (centralised recruitment process,
educational programme and formal processes for premises
approval and tutor support) are described. 

The working relationships between NHS Education for
Scotland (NES), employer organisations, General
Pharmaceutical Council (GPhC) and the Royal Pharmaceutical
Society (RPS) are outlined.

Conclusion
The centralised, quality-managed pre-registration training
programme is better organised, transparent and responsive to
developing needs. Opportunities for multidisciplinary learning
are enhanced because pre-registration pharmacist training is
now embedded in an organisation that also delivers training
for medical, dental and nursing trainees. 
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“. . . the PRPS has made much progress towards . . . 

managing the overall centralisation of 

the preregistration education and training year”
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PRPS Governance Processes

Key points

Quality management processes and a

governance group are key components of

the scheme (Table 1). 

Educational Agreement

The quality management processes are

the key educational component of the

PRPS, and the obligation to participate in

these is detailed in an Educational

Agreement between NES Pharmacy and

the approved training provider (Table 2). 

The Educational Agreement states the

funding to be provided in respect of the

placements and specifies the NES and

GPhC requirements for the training

placement. Some aspects of employment

terms and conditions – for example

salary, weekly hours of work, holidays

and study time – are included in the

educational agreement to ensure

consistency between training providers.

NES provides a training grant for each

trainee, paid in instalments to the

employer, which fully covers the salary

and employers costs.

The governance procedures have

evolved over the years towards a

comprehensive process of premises

approval to better support the

establishment of ‘Training Practices’ for

the PRPS and also as sites for other

streams of pharmacy education and

training. The management and

responsiveness of the approval process

has continually improved.

Memorandum of Understanding

To respond to published GPhC standards,

NES Pharmacy has established new

working relationships with the GPhC to

support the quality management of

pre-registration pharmacist training

placements and, in 2014, a Memorandum

of Understanding (MoU) was agreed to

promote joint working and collaboration

between the two organisations. 

The MoU has three main streams

covering fitness to practice collaboration,

The quality management processes - premises approval, tutor training and tutor

appraisal - are the key educational component of the PRPS and the obligation to

participate in these is detailed in an Educational Agreement between NES

Pharmacy and the approved training provider.

A Pharmacy Governance Group has been established within NES to consider the

approval of each training site (and all other quality management matters).

The Pharmacy Governance Group meets monthly.

Table1: PRPS Governance - key points

There is an agreed Memorandum of Understanding (MoU) between NES

Pharmacy and the GPhC to promote joint working and collaboration between the

two organisations.

The MoU aims to avoid of duplication and work is progressing to identify and set

up systems to simplify application and quality management processes.

Training – whether NES funded or not – can only take place at premises that have

been approved by NES as the GPhC will base registration as a training site on this. 

GPhC have approved the NES training programme as an overarching programme.

This will facilitate movement of trainees to a different training site should this

become necessary.

The training site approval process is a cyclical exercise conducted for each training

year with approval – and so registration with the GPhC - for that training period only. 

All new training practices must be visited and the PRPS approval visitation

procedure followed. This includes any training practice that has not been active in

pre-registration training for more than three training years.

Table 2: GPhC/NES Joint Working

The premises visitation procedure involves discussion with 

the pharmacy manager, tutor and staff

iStock.com.Wavebreakmedia
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premises and programme approval.

Progress has been made in implementing

the MoU and a current focus is the

avoidance of duplication and setting up

systems to simplify application and

quality management processes.

Premises

The collaboration between NES Pharmacy

and the GPhC with regard to training

premises approval provides for

registration of a pharmacy as a training

site by the GPhC – a necessity if training

is to be provided - to be founded on

those premises first being approved as a

training site by NES Pharmacy. 

The approval process is a cyclical

exercise conducted for each training year

with approval – and so registration with

the GPhC - for that training period only.

The process is the same whether the post

is funded by NES or not and whether the

training practice is a community multiple,

independent or a hospital department

i.e. the process applies to any pharmacy

in Scotland wishing to be involved in pre-

registration pharmacist training.

The process is based on a premises visit

procedure and/or recorded experience of

that pharmacy as a training site e.g.

information gleaned by NES from

previous quality management processes

such as trainee questionnaires and tutor

appraisal. Information from other sources,

for example the GPhC, will also be

included in the process (Table 3).

Tutors

The approval process ensures that tutors

meet the criteria set by the GPhC. New

tutors must also complete core training

and participate in the tutor appraisal

processes described in the Educational

Agreement (Tables 4 and 5). 

Pharmacy Governance Group

A Pharmacy Governance Group has been

established within NES to consider the

approval of each training site (and all

other quality management matters).  

The NES Pharmacy Governance Group

meets monthly and its deliberations and

decisions are formally minuted. Issues,

problems or concerns reported to NES are

recorded in a database or on the

documentation pertaining to the

The PRPS premises visitation procedure involves discussion with the pharmacy manager, tutor and also the pharmacy staff to

ensure that the pharmacy as a whole is committed to supporting status as a training practice. Support for the tutor in taking

on the role of tutor is a key element. It is the aim of the visitation process to ensure that the premises provide a suitable

environment for training. With regard to the tutor, this includes verification that:

• There is a willing, named, on-site tutor who meets the GPhC tutor criteria and who has completed NES-approved tutor training

• The tutor demonstrates commitment to an Educational Agreement, and agrees to meet the requirements of the scheme

detailed in the document. In particular, this includes participation in the tutor appraisal process.

For training practices with previous experience (i.e. currently active or hosting a trainee within the previous three training years)

the assessment process is determined by recorded data pertaining to that pharmacy, intelligence from other sources, and

verification that essential criteria continue to be met.

The NES sources of information used to determine on-going approval of a current or recently active training site include:

• reference to the PRPS problem logs (these list any trainee, tutor or practice issues that have arisen during the training year,

together with the actions taken to address and/or resolve the problems)

• comment from the tutor appraisal process (the information gathered from the tutor as part of the appraisal process that

relates to the support for pre-registration training. This will include the assessment of the tutor’s achievement of the standards

described in the Council’s tutor guidance document)

• data from the Exit Questionnaire (a review questionnaire completed by each trainee on completion of their training)

• the PRPS training practice rating scale ( a compilation of the feedback from trainees that illustrates the consistency of

training experience)

• ad hoc information (observation from ad hoc visits, comments from trainees at tutorials, etc)

• the GPhC will be asked if they have any relevant information to include in the assessment.

The outcome of the NES assessments will be notified to the GPhC with a view to the process of registration of these

pharmacies being completed within the required timescale.

Whilst issues will preferably have been addressed as they arise, this check represents an opportunity to ensure that training

providers/practices are committed to meeting the requirements of NES and the GPhC for pre-registration training.

Table 3: PRPS Premises Approval
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procedures for reporting of poorly

performing trainees or tutors; these

forms are presented to the Governance

Group for its consideration and decision

on any further action required.

With regard to pre-registration

training programmes, the purpose of the

MoU is that the GPhC will approve and

recognise the NES national PRPS

programme for all pre-registration

trainees based in Scotland. To support

this, NES will ensure that the training

programme to be followed by trainees in

the PRPS meets the GPhC Standards and

Procedures for the initial education and

training for pharmacists.

Direct learning

The NHS Education for Scotland

(Pharmacy) training programme framework

specifies the core elements of direct

learning that each pre-registration trainee

must attend throughout the training

period. Beyond this, the framework

provides guidance on the activities to be

undertaken and timetable to be followed

in the workplace training programme to

ensure that opportunities are provided for

the trainee to achieve the required

learning outcomes. 

Conclusion   

The Scottish NHS Pre-registration

Pharmacist Scheme and the governance

processes that underpin its delivery have

achieved the set objectives of a

centralised, quality-managed pre-

registration training programme that is

better organised, transparent and

responsive to developing needs. These

governance processes could be used by

others setting up a similar scheme.

Pre-registration pharmacist training in

Scotland is now embedded in a

multidisciplinary organisation (i.e. NES)

that also delivers training for medical,

dental and nursing trainees. The

opportunities for multidisciplinary

learning are enhanced and enable the

PRPS to fully support the Prescription for

Excellence strategy and vision for primary

care for the next 10 years. 
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An Educational Agreement describes the criteria for approval of a tutor in the

PRPS including those elements specified by the GPhC and by NES. 

The criteria to be applied for approval as a tutor in the PRPS are as per the

Regulator, together with a recorded assessment of the tutor against eligibility

criteria (the Declaration). New tutors are also required to complete core training

before the start of the training year, and to participate in the tutor appraisal

processes described in the Educational Agreement. 

There are two types of tutor training offered as part of the PRPS: 

• core tutor training, which is aimed at new PRPS pre-registration tutors. Core

tutor training is mandatory and provides an overview of the requirements of

the GPhC and NES programmes.

• tutor development event. Such events are targeted at pre-registration tutors

as they gain experience in the role, and the content is based on needs

identified from the PRPS tutor appraisal process.

Table 4: PRPS Tutor Approval

The appraisal process has been developed to provide for an assessment of each

tutor against the GPhC tutor guidance statements and is an essential component of

the scheme. The appraisal process will facilitate the development of tutors involved

in the scheme and, thereby, raise the standards and consistency of the training.  

Tutors are invited to complete an on-line self-assessment form that allows the

tutor to describe the evidence they maintain that supports their achievement of

the Council’s obligations and guidance.

This reflective exercise includes specific feedback from previous trainees, written evidence

of engagement with the trainee (e.g. weekly meeting reports, progress reports, review

of evidence etc) and review of the tutor’s CPD (in the role of pre-registration tutor). 

The outcome of the Appraisal process should be a list of agreed development

needs – in the role of pre-registration tutor - that can be incorporated into the

tutor’s overall Personal Development Plan.

Table 5: PRPS Tutor Appraisal Process

“Pre-registration pharmacist training
in Scotland is now embedded

in a multidisciplinary organisation . . .”

http://www.gov.scot/Resource/Doc/158742/0043086.pdf
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Introduction 

In the wake of a critical incident involving

the pharmacy service in one of the Trusts

in East of England, there was discussion

at a regional meeting about what had

happened and what lessons could be

drawn from it. There was recognition that

the role of Chief Pharmacist was often a

largely lonely and potentially isolated

one, with limited opportunities for peer

networking and the potential risk of not

recognising service weaknesses. The

value of regular, regional meetings was

acknowledged in the discussion but it

was felt that there was a need for

something more, something that would

provide a degree of practical support and

service appraisal. Out of this discussion

was born the proposal for a peer review

process that would primarily focus on

reviewing medicines management

processes to support each other and

hopefully reduce the risk of other Trusts

experiencing similar difficulties.  

Process 

Four Chief Pharmacists (the authors of

this paper) volunteered their sites to pilot

and develop a system. It was agreed that

all four hospitals should be visited in turn

by the four members of the group. The

structure of the visits was an initial topic

for resolution. As an informal process

without an official remit, it was decided

that it should be conducted purely within

the pharmacy – essentially a table-top

exercise involving the Chief Pharmacist of

the Trust being visited and senior

members of the team. The aim was to

gain an overview of the pharmacy service,

its systems and structures, and how it

linked in and contributed to the wider

management of medicines within the

Trust. This was supplemented by visits

and discussions with other members of

the pharmacy team without the Chief

Pharmacist being present in order to

triangulate initial impressions and to

gather more in-depth information on the

medicines management/optimisation and

clinical pharmacy processes. The core

framework of the review was initially

based around the themes raised at the

risk summit at one of the Trusts.

However, that was not felt to be

sufficiently broad in its scope due to its

specific focus. As a consequence, both

the Royal Pharmaceutical Society’s

Standards for Hospital Pharmacy and the

Medicines Optimisation self-assessment

tool developed by Richard Seal in his role

as Chief Pharmacist at the Trust

Development Authority (TDA) were

looked at as possible frameworks. To

date, the TDA document has been found

to be the most useful framework on

which to build the visits due to its broad

range of measures across the

management of medicines across the

Trust and its applicability as a comparative

tool, even though this was not what it

was originally designed for. This framework

is already familiar to all the non-

Foundation Trusts in East of England, and

the Foundation Trust Chief Pharmacists

who have completed it as part of this

project have all found it to be a useful

exercise. Although the tool is intended to

be completed jointly with the Medical

Director and Director of Nursing for the

Trust, this is not something that has been

insisted on as part of this project.

However, the self-assessed scores were

peer reviewed during the visits and

adjusted as a result of the discussions

which took place.

The project was originally badged as a

peer review process but, after the first

couple of visits, it became apparent that

this was not an accurate description as all

four participants were finding that they

were benefitting from the discussions that

took place. It became apparent that a

better title for the project was peer

support. Initiatives were shared and have

now been adopted by other Trusts, such as

quick user guides to the medicines policy.

Outcome 

Though informal, the visits rapidly settled

into a pattern of initial discussions using

the TDA tool as a basis and the viewing of

key documentation, much of which was

shared by email after the visit. This was
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followed by visits to clinical areas with

pharmacy team members from various

specialities and then round-table

discussions with some of the senior

specialists in the department, such as the

antibiotic and medication safety leads. A

wrap-up session with the host Chief

Pharmacist allowed visitors the

opportunity to share back the key

positives that they had found during the

day plus, invariably, a few points that they

felt would benefit from review and

possibly remedial action, such as policies

or protocols that needed revision or

communication systems that needed

updating. A brief written report was then

produced and shared, which some Chief

Pharmacists were able to use in

subsequent discussions with Trust senior

management.

All four participants found that they

gained from every visit, and not just when

they were the host.  All found that they

were taking away ideas that they could

look at implementing in their own Trust,

and all appreciated the focussed

opportunity the sessions provided for

discussing issues, problems and solutions

with peers. 

Some examples of the shared learning are:

● Colchester has developed a cartoon

character called MITCH, who is well

recognised across the Trust and is

used in mailings and posters

regarding medicine use and safety.

The Norfolk and Norwich hospital has

adapted this idea to create the

medication OWL (organisation-wide

learning) to promote their medication

safety messages.

● Colchester has made use of the

medicines optimisation strategies

from the other Trusts to develop their

own strategy.

● Basildon has developed quick

reference guides about key elements

of their medicines policy, which have

been adapted and adopted at both

Norwich and Colchester.

● Luton and Dunstable hospital have

adapted the Care Quality

Commission (CQC) compliant

medicines management ward audit

forms from Norwich for their use.

Updates on the progress of this pilot

project were provided at the East of

England secondary care Chief

Pharmacists’ regional meetings, and the

feedback from the four participants was

universally positive. There was a keenness

from the other Trusts in the regional

group to join the process so, once the

initial round of four visits was completed,

the four pilot Chief Pharmacists became

conveners of four further groups of four

Trusts including, this time, mental health

Trusts as well as acute Trusts. This phase

is still continuing and the feedback from

all concerned is as positive as before.

Conclusions                      

The role of Chief Pharmacist is potentially

an isolated and lonely one. Regional

network meetings provide some

opportunity to share and learn from and

with peers, but this is generally of an

opportunistic nature. This peer support

project has provided all the participants

with a dedicated and structured

opportunity for shared learning, which

has been universally acknowledged by all

involved as a valuable and positive

experience. The authors of this paper have

no hesitation in recommending to Chief

Pharmacist groups elsewhere in the

country that they adopt something similar.  
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Question:

What is your job title?

Answer:

I am a Senior Clinical Pharmacist (Non-

Medical Prescriber) working into a newly

designed Community Mental Health

team.

The newly formed team was designed

under a new and novel way of practice

which Northumberland Tyne and Wear

(NTW) NHS Foundation Trust is rolling out

across its community services. It is called

the Principal Community Pathways (PCP).

The model, which was designed using

‘Lean Thinking’, aims to increase clinical

time, upskill staff and optimise the use of

a varied skill mix within a team, ultimately

allowing for service users’ care to be

recovery focused. 

What are your main

responsibilities/duties?

When I began working in the team, my

responsibilities were two-fold. The first

was to review and see those service users

referred into the medicines pathway - this

pathway is open to those service users

within the community team prescribed

clozapine, depot medication, high dose

antipsychotic therapy (HDAT), lithium or

complex medication regimes. When

seeing the service users I conduct

medicines reconciliation and update all

our electronic records with these details,

review concordance, side effects and

physical health monitoring, ensure that

Shared Care agreements are in place

where necessary and then convey this

information to the GP service as

appropriate.

My second role is to attend meetings

within the team to review the role for

pharmacy within this new setting and to

contribute to the development of

standardised ways of practice within this

pathway and the physical health

monitoring service. 

Further to these two noted

responsibilities, I also provide a day-to

day-pharmacist presence by providing

input to the team by way of answering

queries about medications such as

interactions or choices in treatment,

obtaining and reviewing medication

summaries from GPs and liaising with

community pharmacies in the area

regarding compliance devices or

medication supplies e.g. anticipated

shortages.  

To whom do you report and where

does the post fit in the management

structure?

Within the pharmacy team I report to the

Lead Clinical Pharmacist, Community

Services but within the community team I

discuss all referrals directly with the

Consultant Psychiatrist. 

How is the post funded? 

Currently, the post is non-funded – the

pharmacy department provides a ‘proof of

concept’ clinical service model to the team

via an allocation of time, which is one day

of clinical allocation, one day of team

meetings and then a day to review and do

administrative work relating to the role.

The plan is to see if my input can

demonstrate a clear need for a

pharmacist/pharmacist non-medical

prescriber (NMP) into this service and

then to embed this type of post in future

pathways throughout the organisation.

When was the post first established?  

This was a proof of concept post,

commencing formally in May 2015.

The community team is working

under the new PCP model of working.

The PCP community team was ‘launched’

in November 2014.

FACE2FACE
Senior Clinical Pharmacist (Non-Medical
Prescriber): Community Mental Health Team 
Chris Fyfe, Senior Clinical Pharmacist, Northumberland Tyne and Wear NHS Foundation Trust,

Newcastle Upon Tyne 

Correspondence to: christine.fyfe@ntw.nhs.uk
Chris Fyfe

“The plan is to . . . demonstrate a clear need for a

pharmacist/pharmacist non-medical 

prescriber (NMP) . . . in future pathways . . .”
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Are you the first post holder? 

Yes, I was the first pharmacist to work in

the PCPs as a NMP but a group of

pharmacists within our service had ‘paved

the way’ by setting up a service within a

physical health monitoring team in 2014.

The pharmacists within this team worked

specifically looking at clozapine titrations

and lithium titration, monitoring and

prescribing. One pharmacist worked as a

NMP. 

What were the main drivers for the

establishment of the post and how

did it come about?

There are a number of national and local

drivers for the establishment of this post.

There was a need to locally review the

current community services to make the

best use of the time of a Consultant

Psychiatrist and all other staff by utilising

the pharmacists with specialist training in

medicines to review medications. This is

seen to be reinforced nationally by

National Institute for Health and Care

Excellence (NICE) recommending in the

document ‘Medicines Optimisation NG5’

that organisations look to have medicines

reconciliations and reviews conducted by

staff trained and competent to these

roles. The guidance uses a pharmacist as

an example of suitable staff.

‘Parity of Esteem’ is a

term used to raise

awareness of the

disparity between care

within physical and

mental health - this

was highlighted in the Health and Social

Care Act of 2012, which drew the

attention of the Secretary of State to the

inequalities that exist. This, in turn, lead

on to the Royal College of Psychiatry

being called upon to produce guidance

on how to achieve this parity. The

working group wrote the report ‘Whole-

person care: from rhetoric to reality

(achieving parity between mental and

physical health)’, which draws attention

to how to achieve this equality in all

aspects of care and provides some advice

on establishing physical health services.

This, combined with a Commissioning for

Equality and Innovation (CQUIN) target

that addresses physical health within

various sectors of mental health, have

further focussed on the need to address

physical health within a mental health

setting and, essentially, looks to focus

attention on physical health associated

with psychotropic medications. These

issues have been some of the strong

drivers for looking at establishing new

roles for members of the pharmacy team

within community services.        

What have been the main difficulties

in establishing/developing the post

to its current level?

There were a number of issues I found

difficult:

● Maintaining boundaries for referrals.

It is difficult not to agree to

supporting staff by reviewing

medications, answering questions

and updating records outwith the

medication pathway in an effort to

support the team.

● Caseload management was

something I was not experienced in

managing. Regular correspondence

with GPs and negotiating a clinical

diary of appointments all took some

time to get used to.

● Adjusting to being a prescriber. The

switch in responsibility from

supporting prescribers to prescribing

medication was difficult. I found that,

in making a prescribing decision, I

would be checking myself and

rechecking references and the BNF

several times before putting pen to

paper; I appreciate, though, that this

changes with confidence.

● Clinical supervision appropriate to my

needs. Finding someone who could

listen and with whom I could relate

my concerns is an important issue.

What have been the main

achievements/successes of the post?

To date I have reviewed 47 patients; this is

equally divided into categories of service

users prescribed lithium, clozapine, HDAT,

depot injections and complex medication

regimes.

30% of the staff within the

Community team responded to an

anonymous survey, which I circulated in

January 2016, reviewing my consultations

with their clients who came from a

mixture of disciplines - Community

Psychiatrist, Community Psychiatric Nurse,

Psychologist and Occupational Therapist.

100% reported that the service users and

staff were satisfied with the appointment

and interventions provided by myself as a

pharmacist. The following comment

was noted, which serves as a positive

achievement for me:

“I have found this service very useful. I

have been able to liaise quickly with the

pharmacist enabling prompt treatment

planning. Consultations were very person

centred and supportive of individual

needs and experiences. Information was

given in a manner that was clear and

understandable. I felt I also developed a

greater understanding. Overall I believeThere needs to be parity between mental and physical health  
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this provided an improved patient

experience, improving safe practice,

enabling patients to make informed

decisions and reduce anxieties.“

What are the main challenges/

priorities for future development

within the post which you currently

face?

Funding is a critical challenge to the

continuation of this service – the service

evaluation I am completing for the time I

have been in post will look at the value

added to the team and ascertain how my

role as pharmacist and NMP adds value

to the team. This will inform future

business cases.

Now that we (as pharmacists) are

aware of how the new model works, the

challenge  will be looking at setting an

agenda as to areas to focus the time and

energy of the pharmacist/NMP.

It will be important to take into

account any issue that may affect the

sustainability of providing this service,

such as the training program for new

NMPs. 

What are the key competencies

required to do the post and what

options are available for training?

In order to do the role, the key

competencies are a working knowledge

of mental health and its management. I

do not believe you need to be an expert

to do this but to understand the

medicines and practises in mental health

and issues around the Mental Health Act

are vital to being able to discuss a service

users treatment with the individual.

My experience as a hospital

pharmacist and my post graduate

qualifications and clinical skills training

are invaluable.* I would go so far as to

say essential; a large part of my role was

ordering and interpreting clinical

investigations such as lithium levels and

the associated physical investigations and

being confident to refer to the medical

staff and specialists to review any

anomalies is a requirement. 

An understanding of community

pharmacy and primary care is valuable

when ensuring that there are shared care

agreements in place where needed.

Further to the qualifications and skills

mentioned, I have benefited from the

Centre for Pharmacy Postgraduate

Education (CPPE) consultation skills

training; good communication skills are

essential to the role. Being able to

empathise and appreciate what people

are experiencing when you meet them in

a consultation is important. It is also a

valuable tool to achieve a shared goal

when working in a team.

*I have completed the Aston Postgraduate

Diploma in Psychiatric Pharmacy, the Practice

Certificate in Independent Prescribing for

pharmacists and am registered with the

General Pharmaceutical Council (GPhC) as an

independent prescriber.

How does the post fit with general

career development opportunities

within the profession? 

Community-focused pharmacy and the

interface between primary and secondary

care are massive areas, for pharmacists, for

development. I believe this role is at the

interface of primary and secondary care

engagement. It is a role that suits a

pharmacist with some postgraduate

experience in difference sectors and who

wishes to incorporate community, primary

care and secondary care experience into

their role.

The role has also provided me with an

excellent opportunity to work into the

role of NMP.

How do you think the post might be

developed in the future?  

The pharmacist could look to be more

involved in medicines optimisation clinics

at GP practices by working in conjunction

with the GPs and practice pharmacists

to rationalise prescribed psychotropic

treatments, ensure shared care

agreements are in place and actioned and

implementing agreed treatment plans.

I believe the expertise of a pharmacist

within this team could be outsourced to

the GP practices serviced by the PCP to

look at similar issues I address when

patients are referred into the medicines

pathway and those people discharged

from services where medicines need

review or discontinuation.

What messages would you give to

others who might be establishing/

developing a similar post? 

Gain as much experience within each

clinical area you work, develop

confidence in that area and try to spend

as much time discussing with patients/

service users their medications.

Learn to look at how your knowledge

and skills can best serve the patient and

the organisation.

Establish clearly defined referral criteria

for the area that you plan to work into, if

possible and feasible for your service,

select only one clinical area to work into at

a time as an NMP (such as lithium or

clozapine) and develop your expertise in

that area before broadening out.

Finally, the support of others is

invaluable. A dedicated mentor (who is

themselves an experienced clinician) and

clinical supervision with a fellow

pharmacist NMP was found to be

valuable.
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COMING TO A TOWN NEAR YOU IN 2016 - A
PHARMACY MANAGEMENT EVENT FOR MEDICINES

Details from katie.fraser@pharman.co.uk 
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MANAGEMENT CONUNDRUM

What Makes You Think A Pharmacist 
Is Suitable To Work In A GP Practice?

“OK”, said Dr Carey Whitecoat, Head of Medicines

Optimisation at Riverdale Primary Care Organisation

(PCO) as others in the room shuffled their feet in the

wake of a rather heated debate. “Let’s look at this

professionally and dispassionately. You may know what

your staff can do but look at it from the GP point of view.”

This had all started because Dr Harry Healer, a GP and

real ‘mover/shaker’ in the area, had been thinking about

employing a pharmacist to run some therapy clinics in

his practice. “Look”, he had said to Carey, “I’m

supportive of this in principle but what do I tell my

partners and, as importantly, how can patients be

reassured that the pharmacist will have been trained

and have the rights skills? Saying you are a prescriber

but a ‘non-medical’ one hardly fills anyone with

confidence and the qualification doesn’t mean a lot to

those who aren’t in the know.”

Carey had reflected on this and called her colleagues

together to discuss it. In the room were Peter Pill (a

community pharmacist) and Mohammed Mixture (a

hospital specialist pharmacist), both of whom were

Independent Prescribers. Also present were Janet Donit,

Chief Pharmacist at Metropolis NHS Trust and Simon Silver,

who represents Community Pharmacists in the area.

The ‘heated’ bit had been about whether it would be

best for pharmacists who work in GP practices to have a

community pharmacy or hospital pharmacy background.

Simon had intervened to say, “This isn’t really getting us

anywhere. What is important is addressing Dr Healer’s

point and getting across which pharmacists will be well

suited to the role, irrespective of their background.”

“Yes,” chipped in Mohammed. “I’m up for it but would

like to know where it will take me. What will my

support network be? I don’t want to end up in a practice

and disappear from the profession generally.”    

“That’s right”, interjected Peter. “I’ve got here through

my own personal interest and endeavours – but what’s

the career path for me and those who follow? It all

seems very fragmented and unconnected to me.”

“Right,” said Carey, putting on her best assertive voice.

“I hear what you are saying and don’t disagree but there

is a great opportunity here and the best people to seize

it are those of us in this room now. So what do we want

the future to look like and what are we going to do

about it?”

Ami Scott,

Commissioning

Pharmacist, NHS

Berkshire West Clinical

Commissioning Groups

Correspondence to:

amaka.scott@nhs.net

GP practices where pharmacists are part

of the team have found that their

patients describe a more approachable,

patient-focused communication style,

including more time and greater

knowledge of the medicines and devices.  

As primary care faces a crisis with less

GPs and demand for services rising,

pharmacists in practices offer an

opportunity to increase the capacity for

high quality care for patients. Seamless

care can be achieved by liaising better

with hospitals, community pharmacies

and care homes - leading to a reduction

in medication errors. The pharmacists

also work with community pharmacists

to review the medicines of patients,

particularly those who have more

complex needs. When patients move in

and out of hospital their medicines often

change and these pharmacists will ensure

that GPs are kept abreast of changes

made when patients return home. 

Wow! A real ‘bag of worms’ has been opened up here e.g. confidence about the

pharmacist role, networks, career development. What do you think needs to be done?

Commentaries
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The practice pharmacist role will

fundamentally improve the safety of

medicines, ensuring excellent

communication and collaboration

between pharmacist colleagues working

in both community pharmacies and

hospitals.  The whole primary healthcare

team can benefit from the expert

knowledge of the pharmacist and so

reduce medicines waste, improve the

management of medicines and rationalise

costs at a time when there are higher

demands upon NHS funds.

NHS England is currently supporting

73 pilot sites covering 698 GP practices

and employing 403 clinical pharmacists.

This will mean that over 7 million patients

will have access to a clinical pharmacist.

The budget for this is £31 million.

To be eligible for these roles, it is

essential to have an independent

prescribing qualification as well as

extensive experience working with

patients and the multidisciplinary teams

in general practice. The  pilot site posts

have funding guaranteed for 3 years and,

over this time, a more defined training

program and career progression may start

to emerge. Some Clinical Commissioning

Groups (CCGs) are employing a senior

pharmacist to supervise and support the

practice based pharmacists within the

practices. Training and support similar to

that seen in hospitals will be essential to

gain the most benefit from these roles.

Practices outside of this pilot will need

their GP leaders to be clear and specific

about the requirements of the role. This

needs to be communicated to patients,

receptionists, practice nurses and other

GPs. An induction into the use of clinical

systems (e.g. EMIS, Visions) and an

understanding of Quality and Outcomes

Framework (QoF) coding should be

included within the basic induction

training. Support networks with other

practices should be established and

outcomes from the pilot sites will be

eagerly awaited.

Further background material available:

● City and Hackney Clinical

Commissioning Group. Clinical

Pharmacists: Job description and

personal specification.

● Royal College of General Practitioners

(RCGP) and Royal Pharmaceutical

Society (RPS) Policy Statement on 

GP Practice Based Pharmacists,

February 2015. 

● Pharmacists and general practice: A

practical and timely part of solving

the primary care workload and

workforce crisis. NHS Alliance/Royal

Pharmaceutical Society, October 2014.

● NHS England: Clinical Pharmacist in

General Practice Pilot. Available at:

https://www.england.nhs.uk/comm

issioning/primary-care-comm/gp-

action-plan/cp-gp-pilot/ .

“The practice pharmacist role will fundamentally improve the safety of medicines,

ensuring excellent communication and collaboration between

pharmacist colleagues working in both community pharmacies and hospitals.”

It is essential for pharmacists in practices to have an independent prescribing qualification. 
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Chris Howland-Harris,

Medicines Optimisation

Pharmacist &

Independent Prescriber,

in association with

Bristol Clinical

Commissioning Group

Correspondence to: 

chris.howland-harris@nhs.net

It is understandable that, with the

expansion of the relatively new position

of GP Practice Pharmacist, there will be

some confusion and uncertainty around

the role and responsibilities; but the

important thing here, as always, is

communication. To begin this, Dr Healer

should have the pharmacist attend a

meeting of his surgery’s clinical staff

and, if possible, should have another

pharmacist and GP attend from a surgery

where this role is established. There’s

nothing like shared experience to give

reassurance during a time of change!

After that, the surgery patients should

be introduced to this new pharmacist

role, maybe with an article in the patient

newsletter, on the surgery website and

posters in the waiting room. Part of this

communication should explain that the

pharmacist will have a minimum of seven

years combined training and experience

and emphasise that the role has been

created because the pharmacist is a

specialist in medicines.

Unfortunately, the terms ‘Non-

Medical Prescriber’ or ‘Independent

Prescriber’ are as unhelpful as the term

‘Repeat Dispensing’; all are confusing to

patients and prescribers because they are

not clearly differentiated from other,

similar terms. Instead, the surgery may

find it more effective to use the

description ‘Prescribing Pharmacist’,

which  helps to clarify the role and the

medical speciality. As for area of

responsibility, this will change over time

as the pharmacist develops confidence

and new skills. It will also vary from one

surgery to another.

We all recognise the inexplicable wall

that often exists between GP surgeries

and community pharmacies or between

GP surgeries and the acute Trusts, but a

key strength of a Prescribing Pharmacist is

that they will usually have ready-formed

relationships with their colleagues in

primary and secondary care. Many areas

have used this relationship to improve

medicines optimisation and drug

reconciliation for patients discharged

from hospital, or to support CCG

Medicines Management formulary

changes that are actioned in the surgery

and then supported through advanced

services of MUR or NMS in the

community pharmacy .

Mohammed and Peter are right to

identify the risks of professional isolation

and lack of a clear development path, but

these are changing times with developing

roles. There’s currently a plethora of

organisations vying with each other to be

the support organisation for Prescribing

Pharmacists and other surgery-based

pharmacists, but it will be quite some

time before everyone’s questions are

answered.
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personal fees from Pharmacy
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personal fees from NHS Bristol and
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“. . . . the surgery may find it more effective to use the 

description ‘Prescribing Pharmacist’ . . .”

A Prescribing Pharmacist will have formed relationships 
across the primary /secondary care interface
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10TH PHARMACY MANAGEMENT

ACADEMY  PROGRAMME

“EXPERIENCE AND EXPERTISE”
INFLUENCING SKILLS - learn and test your understanding of 

the skills necessary to help shape the future direction 
for pharmacy in the modern NHS

(A whole day of practical and interactive training to equip pharmacists to
confidently input to the shaping of the NHS direction of travel)

Pharmacy’s interaction with a multitude of other stakeholders in the NHS is probably higher
than most other professional groups. Whether it be patients, carers, physicians, nurses or
managers in primary or secondary care, the desired outcome will be almost certainly to deliver
professional services and advice to a high standard.

• How can conversations and meetings be managed in an acceptable way to achieve
desired outcomes?

• What key actions can be taken to increase the chances of success and agreement to
move forward positively together?

• Is there a way through influencing skills to remove tension and create a positive
environment for discussion and agreement?

• How can the ability to influence be learnt in a simple to understand template that will
enhance professional job satisfaction and contribution to the strategic goals of the
NHS organisation?

• Learn how to harness the power of influencing skills.

This programme is suitable for pharmacists involved in discussions with either patients or
commissioners and clinicians which impact on organisational development in either primary or
secondary care.

JOIN THE PHARMACY MANAGEMENT SPRING ACADEMY 2016 
TO LEARN THE SKILL OF INFLUENCING FOR PROFESSIONAL DEVELOPMENT

Locations and dates for the Spring 2016 Programme are:-

This series of educational meetings is funded, in its entirety, by AbbVie Ltd (all meetings),
Amdipharm Mercury Company Ltd (10 meetings in England only) and Novartis Pharmaceuticals UK Ltd

(all meetings). These companies have had no  input into the design or content of the meetings.
These companies will have attendance at the meetings.

To book your place, please visit www.pharman.co.uk/events.  For further
information, please contact Katie Fraser (Senior Executive Assistant) 

at katie.fraser@pharman.co.uk.

• London – Tuesday 12 April 2016

• Leeds – Wednesday 27 April 2016

• Taunton – Tuesday 10 May 2016 

• Reading – Wednesday 11 May 2016

• Bedford – Tuesday 24 May 2016

• Stirling – Thursday 26 May 2016

• Birmingham – Tuesday 7 June 2016

• Runcorn – Wednesday 8 June 2016

• Gatwick – Tuesday 14 June 2016

• Belfast – Wednesday 29 June 2016

• Gateshead – Tuesday 5 July 2016

• Leicester – Wednesday 13 July 2016 

• Cardiff – Thursday 14 July 2016 
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In December 2015, it was almost

impossible to avoid the thundering

juggernaut of movie history that is Star

Wars, episode VII: The Force Awakens. It

was one of the most anticipated movie

events in cinematic history and has

smashed all previous box office records

set by the likes of Titanic and Avatar.    

Personally, I am a huge Star Wars fan

- I was practically weaned on the

adventures of Luke Skywalker, Darth

Vader, Han Solo et al! As a 7 year old I

queued excitedly at the Odeon in

Liverpool and was ‘blown away’ by the

movie experience that followed. By the

time this article goes to print, I will have

no doubt seen all seven films numerous

times.

The events that took place long ago in

that galaxy far away can have a lot of

relevance to leaders and managers in the

NHS. Here are just a few of the key

learning points that stand out for me.

Everyone needs a coach/

mentor       

A strong theme running through all of

the Star Wars movies is the relationship

between a wiser, older coach/mentor and

their younger, less experienced trainee or

learner. Luke and Anakin Skywalker have

Obi Wan Kenobi. When Anakin turns to

The Dark Side, he comes under the

tutelage of the Emperor. In the Force

Awakens, Kylo Ren has Supreme Leader

Snoke …….. and it looks like Rey is about

to be taken under the wing of Luke

Skywalker. A good coach/mentor will

challenge you whilst still leaving you

feeling supported. They will encourage

you to find your own answers and

ultimately help you to fulfill your

potential. 

Learn from your mistakes

and don’t keep repeating

them!       

In the new film, the evil Empire of the old

films has become the First Order. Despite

the new name and some natty looking

upgrades to their Stormtroopers’

uniforms, they are just as guilty as their

predecessors of making the same school

boy errors! In the original Star Wars, the

Empire’s ultimate battle station, the

Death Star, has one fatal flaw. An exhaust

tube that is just big enough to fire a

torpedo into, thus bringing about its

untimely destruction! Oops! In Revenge

of the Sith, there’s a newer, bigger Death

Star - and guess what! Yep, it has a fatal

flaw. Only this time the Rebel Alliance is

able to fly an entire ship into the Death

Star’s superstructure, fire a few well-

aimed lasers, blow up the new improved

Death Star and get home in time for tea!

I mean seriously! You would think the

designers would have learned from their

previous mistakes. In The Force Awakens,

the First Order has converted an entire

planet into a floating battle station that

will rule the universe (queue maniacal

laughter)! Surely they will have

safeguarded against a band of motivated

rebels, entering said battle station via

what is basically another exhaust port,

placing bombs and …. oh well, if you are

one of the two people on the planet who

haven’t seen the new movie by the time

this goes to print, I won’t spoil it for you.

The Force Has Clearly Awoken: What Has Star Wars
Taught Us About Leadership And Management?   
By Tom Phillips, Managing Director, TLP who has enjoyed 20 years of working with both the private and public
sector, during which time he has gained extensive experience and demonstrated considerable success in
management, sales, marketing and training. Tom is an excellent communicator and motivator and has designed/
delivered training at all levels from trainees to directors at both a national and international level. Such is Tom’s
love of training and development that, in his personal life, he is also a qualified fitness and diving instructor.

Tom Phillips

LEADERSHIP

“The events that took place long ago in that galaxy far away 

can have a lot of relevance to leaders and managers in the NHS.”
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Great leaders aren’t averse to making

mistakes, but they do learn from them

and they certainly don’t repeat them.

Control your emotions       

If there’s one thing we learn from the

Jedis, it’s that controlling your emotions is

definitely a good thing. The Dark Side of

the Force preys on negative emotions and

consumes those that display them. Great

leaders suffer negative emotions, but

they don’t wallow in them. Whenever

you find yourself feeling sorry for

yourself, feeling angry or frustrated

…..STOP:

S: Stop wallowing in the negative

emotion.

T: Think about what has caused these

feelings.

O: Options. What can you do to

remove or reduce the cause of the

emotions?

P: Plan. What will you do next time

the causative event (or person)

happens? Think about learning

from your mistakes (see above).

Don’t repeat your mistakes. What

options have you got that will allow

you to act and feel differently the

next time? One of the options may

be to talk things through with your

coach/mentor.

Leaders take risks, but
don’t gamble       

I have this discussion many times during

the various leadership and management

programmes that I run. That discussion

focuses on the difference between taking

a risk and gambling. For me gambling

means that you know there may be

negative consequences to your actions

but you can’t control them. Taking a risk

means that you take every precaution to

eliminate the negative outcomes and also

put into place contingencies that

minimise the impact of any negative

outcomes, should they arise.

Obi Wan Kenobi takes a massive

gamble that Anakin Skywalker is ready to

become a Jedi. It’s a gamble that goes

horribly wrong and thus Darth Vader is

born.

George Lucas took a massive risk in

making Star Wars. Science fiction films

weren’t exactly in vogue in the 70s and,

despite the film’s title, the only

recognisable stars involved were two

ageing British actors in the form of Sir

Alec Guinness and Peter Cushing. Neither

of these were very well known outside of

the UK and certainly wouldn’t guarantee

the worldwide audience that Lucas

hoped for. Lucas took a risk that an old

fashioned tale of good versus evil would

resonate with a worldwide audience and

that solid, albeit relatively unknown,

actors would create characters that

audiences everywhere would warm too.

In a final stroke of genius that was also a

massive risk, Lucas negotiated a

distribution deal for the film that saw him

keeping all of the merchandising rights to

the movie and its subsequent sequels. He

is a very wealthy man as a result!

Remember . . .       

. . .  the force will be with you, always!
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“Taking a risk means that you take every precaution to eliminate the

negative outcomes and also put into place contingencies . . .”
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WOULD YOU LIKE TO PUBLISH
YOUR WORK IN THE JoPM?

The JoPM aims to disseminate good practice about service developments and
processes involved in the management of medicines to senior pharmacists

in primary and secondary care.

Guidance for Authors is available at http:
http://www.pharman.co.uk/imagelib/pdfs/PM_Journals_Guidance_for_Authors_V10.pdf .

All material should be sent electronically to 
the Editor-in-Chief (alex.bower@pharman.co.uk).

http://www.pharman.co.uk/imagelib/pdfs/PM_Journals_Guidance_for_Authors_V10.pdf
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