National evaluation of the new
community pharmacy contract

June 2007

Alison Blenkinsopp

Professor of the Practice of Pharmacy, Medicines
Management, Keele University

Christine Bond

Chair in General Practice & Primary Care, School of Medicine,
General Practice & Primary Care, University of Aberdeen

Gianpiero Celino

Director, Webstar Health

Jackie Inch

Research Fellow, School of Medicine, General Practice &
Primary Care, University of Aberdeen

Nicola Gray

Research Associate, Webstar Health

National evaluation of the new community pharmacy contract

Published by the Pharmacy Practice Research Trust
1 Lambeth High Street,
London, SE1 7JN
First Published 2009
© Pharmacy Practice Research Trust 2009
Printed in Great Britain by the Pharmacy Practice Research Trust
ISBN 9780955696985
All rights reserved. No part of this publication may be reproduced, stored in a retrieval
system or transmitted in any form or by any means, without prior written permission of the
copyright holder.
The publisher makes no representation, express or limited, with regard to the accuracy of the
information contained in this book and cannot accept any legal responsibility or liability for
any errors or omissions that may be made.
2

National evaluation of the new community pharmacy contract

Contents
Glossary

viii

Executive Summary

ix

1
1.1
1.2
1.3
1.4
1.5
1.6

Introduction
NHS Context
Implementing enhanced and advanced services
Outcomes for staff
Quality issues
Patient and service user perspectives
Overview of the study

1
2
3
5
6
7
8

2
2.1
2.2
2.3
2.4
2.5
2.6
2.7
2.8
2.9
2.10

Methods
Study Design
Survey of Strategic Health Authorities
The survey of Primary Care Organisations
Data analysis
Survey of community pharmacists
Selection of Case Study Sites
Stakeholder workshop
NHS data on service delivery
Ethical approval
Access to additional data

10
11
14
15
16
16
20
23
24
24
24

RESULTS

26

3
3.1
3.2
3.3
3.4
3.5
3.6
3.7
3.8

Demography of the research participants
About our PCO sample
Community Pharmacy survey
Main questionnaire
Pharmacy premises
Case study sites
Stakeholder workshop
Additional data sources
Presentation of qualitative data in the report

27
28
28
30
38
39
44
44
45

4
4.1
4.2
4.3

Overview of Implementation Progress
Progress in implementing CPCF
Barriers and facilitators
Summary

46
47
52
62

5
5.1
5.2
5.3

Workforce and workload
Objectives
Results
Recommendations

63
64
64
82

6
6.1
6.2
6.3
6.4
6.5
6.6

Essential Services
Objectives
Results
Repeat dispensing
Implementing public health campaigns
Support for self care
Clinical governance

83
84
85
88
89
89
90
i

National evaluation of the new community pharmacy contract

6.7
6.8
6.9
6.10

Implementing multi-disciplinary audit
Factors associated with contract implementation & delivery
Summary
Recommendations

94
99
104
105

7
7.1
7.2
7.3
7.4
7.5
7.6
7.7
7.8
7.9
7.10
7.11
7.12
7.13
7.14
7.15
7.16
7.17
7.18
7.19
7.20

Advanced services
Objectives
Results
Provision of MUR
Stakeholder perspectives on implementing MUR
Targeting of MURs
Strategic approach to review of medicines
Understanding the scope of MUR
Patient Recruitment / Targeting
The PCO and GP perspective on recruitment
The MUR – Environment and Process
MUR Documentation
GP perspectives
Assessing Quality of MURs
MUR Outcomes
Prescription Interventions – the Hidden Advanced Service
Facilitators for MUR
PCOs and MUR in the coming year
Discussion
Summary
Recommendations

106
108
108
112
116
117
117
120
124
127
130
130
133
134
135
136
137
137
138
142
143

8
8.1
8.2
8.3

144
145
146

8.4
8.5
8.6
8.7
8.8
8.9
8.10
8.11
8.12
8.13

Enhanced Services
Objectives
Results
Commissioning of new enhanced services following the introduction of the new
contract
Provision of enhanced services by community pharmacists
SHA and PCO perspectives on progress in commissioning of enhanced services
Impact of CPCF on enhanced service development
Drivers to develop enhanced services
Motivation to provide enhanced services
Accreditation and Monitoring
The GP perspective
Discussion
Summary
Recommendations

152
153
157
159
161
162
162
163
164
165
166

9
9.1
9.2
9.3
9.4
9.5
9.6
9.7
9.8
9.9
9.10
9.11

Quality
Objectives
SHA monitoring of implementation by PCOs
Progress of implementation at PCT level against the Strategic Tests
Monitoring by Primary Care Organisations
Approaches to monitoring in the case study sites
Monitoring visits to pharmacies
SHA and PCO perspectives
Other PCT monitoring issues
Recording and flow of information
Summary
Recommendations

167
168
168
171
173
178
180
182
183
184
185
186
ii

National evaluation of the new community pharmacy contract

10
10.1
10.2
10.3
10.4
10.5

Integration and collaboration
Objectives
Results
Integration of pharmacy within the PCO
Summary
Recommendations

187
188
188
202
205
205

11
11.1
11.2
11.3
11.4
11.5
11.6
11.7
11.8
11.9

Relationships with Patients
Patient views on proposed pharmacy services prior to CPCF
Patients’ experience of medicines use review
Patients’ perception of the community pharmacist
Patients’ experience of the MUR
The Extended Role of the Community Pharmacist
Sharing responsibility for patient care
Advocacy for patients – the Eternal Triangle
Summary
Recommendations

207
208
209
210
210
216
217
219
221
221

12
12.1
12.2

222
226

12.7

Stakeholder Workshop
Pharmaceutical Needs Assessment
Improving working relationships between community pharmacists and general
practice
Integration of CPCF and GMS
More information about CPCF for patients
Increasing patient and public involvement in service development
Developing and disseminating the evidence base of community pharmacy
effectiveness
Developing local pharmacy leadership and sharing of good practice

227
227

13
13.1
13.2
13.3
13.4
13.5
13.6
13.7
13.8
13.9

Discussion
Essential service provision
Workforce and Workload
Provision of advanced and enhanced services under the new contract
PCO commissioning and quality assurance approaches
The role of community pharmacy within the provision of primary care services
The role of community pharmacy in contributing to local priorities and targets
Facilitating and impeding factors relating to contract implementation
Have the objectives of the new contract been achieved?
Strengths and limitations of the evaluation

228
229
230
232
236
237
240
243
243
246

14
14.1
14.2
14.3
14.4
14.5

Recommendations
Policy makers
Strategic Health Authorities and Welsh Assembly Group
Primary Care Organisations
GPs and Practice Based Commissioners
Local Pharmaceutical Committees and Community Pharmacy Wales regional
committees
Community Pharmacy
Royal Pharmaceutical Society of Great Britain

248
254
254
254
255
255
255
256

References

257

Acknowledgements

263

12.3
12.4
12.5
12.6

14.6
14.7

226
226
227
227

iii

National evaluation of the new community pharmacy contract

Tables
Table 2.1:
Table 2.2:

Overview of research questions, objectives and data sources
Pilot 2 Latin Square

13
18

Table 3.1:
Table 3.2:
Table 3.3:
Table 3.4:
Table 3.5:
Table 3.6:
Table 3.7:

Pilot 1 response rate
Reasons for non-response
Pilot 2 response rate
Main questionnaire response rates
PCT Response Rates
Response Rates from different pharmacy multiples
Comparison of early, late and telephone responders by selected
characteristics
Multinomial logistic regression of factors predicting response group
Pharmacist Respondents’ Demography
Distribution of pharmacists by pharmacy ownership
Average monthly numbers of prescription items dispensed (community
pharmacy survey respondents)
Association between pharmacy type and pharmacist demography
Pharmacy demography details
Profile of case study PCOs
Methods and execution of recruitment for GPs, community pharmacists
and PCO staff
Characteristics of participants in focus groups and interviews
Response rates and characteristics for patient focus groups
Availability of key PCO documents
LPC documents in the case study PCOs
Stakeholder workshop participants
Patient respondents by age
Presentation of qualitative data

29
29
29
30
31
32

Table 3.8:
Table 3.9:
Table 3.10:
Table 3.11:
Table 3.12:
Table 3.13:
Table 3.14:
Table 3.15:
Table 3.16:
Table 3.17:
Table 3.18:
Table 3.19:
Table 3.20:
Table 3.21:
Table 3.22:
Table 4.1:
Table 4.2:
Table 4.3:
Table 4.4:
Table 4.5:
Table 4.6:
Table 4.7:
Table 4.8:
Table 4.9:
Table 4.10:

Delivery of essential services Pre and Post contract
Delivery of enhanced services Pre - and Post - contract
Enhanced service commissioning by PCO and by providing pharmacies
Positive aspects of contract implementation (SHA and PCO respondents)
Negative aspects of contract implementation (SHA and PCO
respondents)
Barriers to delivering the new pharmacy contract (n=423)
Good things about the new contract (n=316)
Bad things about the new pharmacy contract (n=333)
Support mechanisms provided by the PCO (n=352)
Suggestions for future development of the contractual framework (SHA
and PCO respondents)

33
34
36
37
37
38
39
40
41
42
43
43
44
44
45
45
48
49
50
51
51
52
56
57
58
61

iv

National evaluation of the new community pharmacy contract

Table 5.1:
Table 5.2:
Table 5.3:
Table 5.4:
Table 5.5:
Table 5.6:
Table 5.7:
Table 5.8:
Table 5.9:
Table 5.10:
Table 5.11:
Table 5.12:
Table 5.13:
Table 5.14:
Table 6.1:
Table 6.2:
Table 6.3:
Table 6.4:
Table 6.5:
Table 6.6:
Table 6.7:
Table 6.8:
Table 6.9:
Table 6.10:
Table 6.11:
Table 6.12:
Table 6.13:
Table 6.14:
Table 6.15:
Table 6.16:
Table 7.1:
Table 7.2:
Table 7.3:
Table 7.4:
Table 7.5:
Table 7.6:
Table 7.7:

Number of hours worked per week
Percentage of time spent on different types of work
Work in Medical Practices/PCO Activities
Workforce changes since the new contract
Current Job Satisfaction
Pressure at work
Overall satisfaction
Financial implications of ‘new contract’
Pharmacists’ suggested solutions to “bad things” in the new contract
(n=258)
Other support services received (n=298)
Community pharmacists’ postgraduate qualifications (n=543)
Respondents’ perceived training needs
Barriers to obtaining training
Pharmacists’ clinical decision making since the new contract

65
65
66
66
68
70
73
74

Essential service provision
Provision of support for people with disabilities before and after CPCF
Support for people with disabilities
Repeat dispensing items in case study PCOs
Essential service provision: Self care support
Essential service provision: Clinical governance
Essential service provision: Clinical governance (Risk Management)
Essential service provision: Clinical governance (Clinical Audit)
Essential service provision: Clinical governance (Staffing and staff
management)
Essential service provision: Clinical governance (Education, training,
CPD and personal development)
Essential service provision: Clinical governance (Use of information)
Monitoring visits by PCT or LHB
% of pharmacies providing essential services
Association between type of pharmacy and Essential service provision
Association between Age group of pharmacists and Essential service
provision
Association between pharmacist gender and Essential service provision

86
87
87
88
90
91
93
94

Medicines Use Reviews in the sample of 31 PCOs in England and Wales
2005-6
Medicines Use Reviews in the sample PCTs 2005-6 ranked by numbers
individual pharmacy
110
Advanced service provision
Advanced service provision: consultation facilities
Association between type of pharmacy & pharmacy premises
Number of Essential services provided by Medicines Use Review service
provision
Communication with patients and GPs

74
75
75
76
76
77

96
97
98
99
99
100
100
101

109
per
113
114
114
115
116
v

National evaluation of the new community pharmacy contract

Table 7.8:
Table 7.9:
Table 7.10:
Table 7.11:

Table 8.1:

Patient groups to be targeted for MURs in the sample PCOs (n=29)
What did the PCO do to encourage the roll-out of MUR among
community pharmacies and GP practices? (n=29)
National provision of MURs (England)
Numbers of MURs per claiming pharmacy and per pharmacy during
2006-7

117
119
140
140

Table 8.11:

Enhanced services included in DH directions and for which a service
specification has been issued
146
Commissioning of enhanced services by sample PCOs
147
Extent of commissioning of enhanced services within PCOs
148
Minimum, maximum and median numbers of enhanced services
commissioned by sample PCOs prior to and after the new contract
149
Numbers of sample PCOs commissioning enhanced services prior to and
after the new contract
150
Changes in enhanced services since 2003
152
Enhanced service provision
154
Delivery of enhanced services Pre and Post contract
156
% of pharmacies providing enhanced services
157
Commissioning of enhanced services prior to and since CPCF in case
study sites (Source: NHS IC 2006)
159
Commissioning of enhanced services by sample PCOs
164

Table 9.1:

SHA activities in monitoring of the CPCF

169

Table 9.2:

Mean score values against the strategic tests

172

Table 9.3:

Monitoring and visits to pharmacies

178

Table 10.1:
Table 10.2:
Table 10.3

Extent and nature of contact between community pharmacists and GPs
Contact between LPCs and LMCs
Feeling Part of the PCT/LHB

189
191
201

Table 11.1:

Respondents propensity to use medicines management services

209

Table 11.2:

Progress against strategic tests for community pharmacy

209

Table 13.1:

Priorities for the NHS in 2006-7 and 2007-8

241

Table 13.2:

Progress against DH objectives for CPCF

244

Table 13.3:

Progress against strategic tests for community pharmacy services
development

245

Key recommendations and actions for lead stakeholders

249

Table 8.2:
Table 8.3:
Table 8.4:
Table 8.5:
Table 8.6:
Table 8.7:
Table 8.8:
Table 8.9:
Table 8.10:

Table 14.1:

vi

National evaluation of the new community pharmacy contract

Figures
Figure 2.1
Figure 2.2

Overview of the evaluation
Evaluation timeline

12
12

Figure 7.1:
Figure 7.2:

Professional groups included in the PCO medication review strategy
Inclusion/Exclusion of community pharmacists and MURs in the PCO
Medicines Review Strategy (n=16)
Pharmacies claiming MUR payments (England)

118
118
139

Changes in the commissioning of enhanced services since the
introduction of the new contract

151

Figure 9.1:

Composition of PCO contract monitoring groups

174

Figure 9.2:

PCO departments represented on PCO contract monitoring groups

175

Figure 9.3:

Methods used by PCOs to prepare community pharmacists for contract
monitoring

176

Composition of PCO teams for monitoring visits

177

Figure 7.3
Figure 8.1:

Figure 9.4:

vii

National evaluation of the new community pharmacy contract

Glossary
List of Abbreviations
AIMP

Association of Independent Multiples

BME

Black and Minority Ethnic

CCA

Chemist Contractors Association

CPCF

Community Pharmacy Contractual
Framework

CPD

Continuing Professional Development

DDA

Disability Discrimination Act

DRUM

Dispensing Review of Use of Medicines

EAD

External Advisory Board

GP

General Practitioner

ISO

Independent Single Outlet

KPI

Key Progress Indicator

LHB

Local Health Board (Primary Care
Organisation in Wales – see PCO below)

LPC

Local Pharmaceutical Committee

MDS

Monitored Dosage System

MREC

Multi-Centre Research Ethics Committees

MUR

Medicines Use Review and Prescription
Intervention Service. The first advanced
service under CPCF

NHS

National Health Service

NPSA

National Patient Safety Agency

PBC

Practice Based Commissioning

PCC

Primary Care Contracting

PCO/PCT

Primary Care Organisation (general term
covering England and Wales) / Primary Care
Trust (specific to England).

PEC

Professional Executive Committee of the
PCO

PGD

Patient Group Direction for the supply and/or
administration of medicine/s

PHCT

Primary Health Care Team

PNA

Pharmaceutical Negotiating Association

PPD

Prescription Pricing Division

PSNC

Pharmaceutical Services Negotiating
Committee

QA

Quality Assurance

RPSGB

Royal Pharmaceutical Society of Great
Britain

SHA

Strategic Health Authority

WAG

Welsh Assembly Group

viii

National evaluation of the new community pharmacy contract

Executive Summary
Background
The community pharmacy contractual framework (CPCF) for England and Wales was
introduced in April 2005. In mid-2005 the Pharmacy Practice Research Trust (PPRT) invited
applications through a competitive process and subsequently commissioned a national
evaluation study to begin in January 2006. The CPCF initiated ‘Essential’, ‘Advanced’ and
‘Enhanced’ service tiers, with the last of which locally commissioned by Primary Care
Organisations (PCOs).

Scope of the evaluation
The key areas for the evaluation specified by PPRT were:
i)
ii)
iii)

Advanced/Enhanced services (extent of implementation, barriers and facilitators,
addressing local health needs);
outcomes for staff (role satisfaction, skill mix, inter-professional working); and
quality issues: monitoring and clinical governance.

To these specified areas we added progress in implementing Essential services and
feedback from patients. The study thus addressed the following research questions:
•
•
•
•
•
•
•
•

What progress has been made in implementing the community pharmacy contractual
framework in England and Wales?
To what extent has the infrastructure and workload of community pharmacy
changed?
What are the views of patients and service users on community pharmacy services?
What quality assurance measures have been introduced?
What factors have facilitated and acted as barriers to implementation?
To what extent are the strategic objectives for the new community pharmacy contract
being met?
How can the implementation process of the new contract be improved?
Have local working relationships with and within PCOs changed?

Methods
The evaluation used a multi-method approach to yield data at macro and micro levels using
quantitative and qualitative methods. Its design elicited data from all of the key stakeholders:
community pharmacists, patients, GPs, and the NHS (at PCO and SHA levels). The study
focused on a stratified random 10% sample of PCOs in England and Wales at May 2006. It
comprised surveys (the 31 PCOs; all 1080 community pharmacies in these PCOs, SHAs and
the Welsh Assembly Government), analysis of routine NHS data on Medicines Use Reviews
(MURs) for 2005-6 and 2006-7 and on repeat dispensing, focus groups and interviews in five
case study PCO sites with community pharmacists, GPs, patients and PCO staff together
with documentary analysis of key public documents in the case study sites, and a multistakeholder workshop at the end of the study. The evaluation was also able to draw on
specific data from the 3rd annual Keele University/Webstar Health national survey (2007) of
community pharmacy development in Primary Care Organisations, and on previous Webstar
Health patient surveys.

ix
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Overview
Substantial changes have occurred since the introduction of CPCF. Implementation of
essential services is well advanced or complete in most pharmacies. The majority (three
quarters) of pharmacies now have a private consultation area. Sixty per cent of pharmacies
are providing the Medicines Use Review service and over 80% of those who are not, plan to
do so in the future. Enhanced services are being provided by 87% of pharmacies, with over
40% providing three or more services.
A substantial minority of pharmacists report that they are less satisfied with their job and less
likely to stay in community pharmacy than they were prior to CPCF. Perceived positive
aspects of the contract for community pharmacists included increased patient contact and
improved relationships with patients. Negative aspects included additional workload arising
from the contract, particularly the new requirements for recording data. Facilitators and
barriers to implementation have been identified.

Workforce and Workload
One third of the community pharmacists in the sample were self-employed and two thirds
were employees. One in five responding ‘pharmacists in charge’ were locums. Only 4% of
community pharmacists reported doing sessional work in local medical practices. Two thirds
of pharmacists reported having delegated more work to non pharmacist staff since the CPCF
was introduced and one quarter to other pharmacist staff. One in three said they planned to
make more staff changes in the next year as a result of CPCF
Community pharmacists report increased workload since the introduction of CPCF, some of
which is attributable to new services, particularly MUR. Pharmacists also report that the
essential services component of CPCF has contributed substantial increased workload,
especially from the increased requirements of recording and paperwork.
For many pharmacists CPCF appears to have had little effect on job satisfaction but twice as
many reported decreased than increased satisfaction. Highest satisfaction was related to
colleagues and fellow workers. Lowest satisfaction was related to their role since the
introduction of CPCF, remuneration and with respect received from GPs. Many community
pharmacists report feeling stressed in relation to their daily work. The three most commonly
cited training needs were “clinical”, “research and audit” and “clinical governance”.

Essential Services
Most community pharmacies are delivering most of the essential services. Provision of
repeat dispensing (60%) and prescription linked healthy lifestyle interventions (67%) are the
least widely provided. For repeat dispensing, 84% of providing pharmacies were dispensing
fewer than 50 items a week. Over three quarters of pharmacists reported recording “clinically
significant referrals” and 60% said they recorded “clinically significant OTC purchases”.
The majority (85%) of pharmacies have a clinical governance lead. Standard Operating
Procedures are in place in 92% of pharmacies and the same percentage keep a log of safety
incidents. Only half of pharmacies send error reports to the National Patient Safety Agency.
An in-pharmacy audit was completed by 67% and a PCT-determined multi-disciplinary audit
by 55% of pharmacies. Around half of PCOs reported having specified a topic for multidisciplinary audit. Almost 45% of pharmacists reported having access to the NHS Net and
staff in 60% of pharmacies have access to the internet during the working day. One in three
pharmacists reported using the internet to obtain information to advise patients and the
public.
x
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Most (83%) pharmacists reported that they now record their CPD activities. While 83%
reported having an induction programme for pharmacy staff only 51% did so for their locum
pharmacists.

Advanced Services
MUR uptake is steadily increasing and was 25% of capacity at April 2007. The percentage of
pharmacies providing MUR in our sample PCOs rose from 38% in 2005-6 to 64% in 2006-7.
Almost three quarters of those not yet providing MURs are independents. The mean number
of MURs conducted per pharmacy increased three-fold from 36 in 2005-6 to 115 in 2006-7.
Most MURs are currently incorporated into the daily work of the pharmacy without additional
pharmacist cover, with only one in four of these pharmacists reporting employing locum
cover. There is some emerging evidence of more effective use of skill mix with pharmacy
staff assisting with planning and preparatory paperwork for MUR. As the numbers of MURs
increase, pressures on pharmacist time are likely to increase, and effective use of skill mix
will become more important. Issues in relation to integration with general practice continue to
be a key barrier to achieving the potential of MUR and need to be addressed. GPs perceive
MUR would be more valuable with a stronger focus on compliance and the reduction of
waste. Information flow is almost exclusively from pharmacist to GP and in hard copy, with
only one in four pharmacists reporting receiving feedback from GPs. Over 80% of
pharmacists providing MUR say it has had no effect on their relationship with local GPs.
Almost all PCOs identified target patient groups for MUR, the most frequently reported being
patients with respiratory disease (asthma and/or COPD), followed by patients on multiple
medication. Just over half of the PCOs reported having a strategy for medicines review and
just under half of these had a strategy that included both community pharmacy and MUR.
Monitoring of the MUR service currently focuses on process rather than content or outcomes
and PCOs want the service to be subject to audit to provide evidence of value for money.
The Prescription Intervention element of MUR is currently an invisible service with no data on
its incidence or outcomes.

Enhanced Services
More than 40% of pharmacies are providing three or more enhanced services and only 13%
are not providing any. Despite a high workload community pharmacists remain keen for more
enhanced services to be commissioned. The majority of enhanced services were being
commissioned prior to the new contract with around 20% being commissioned after it. Newly
commissioned enhanced services were mainly concentrated in minor ailment schemes,
emergency hormonal contraception supply and smoking cessation. The introduction of the
new contract is associated so far with the spread of previously developed enhanced services
for which specifications were available, with very little innovation. The main barrier to
commissioning enhanced services was reported by PCOs to be financial constraints. The
need for PCTs in England to negotiate payment for enhanced services individually with Local
Pharmaceutical Committees (LPCs) was also reported as a potential barrier to
commissioning.
All of the PCOs in our sample commissioned enhanced services with a median of seven
(range 3-11) services compared with five (range 1-10) prior to the new contract. Almost half
of the PCOs reported that the new contract had prompted the commissioning of one or more
new enhanced services. Just under half of the PCOs reported that the commissioning of
existing enhanced services had been extended since the new contract. Around a quarter
reported that they had reduced the commissioning of enhanced services since the new
contract. PCOs’ Pharmaceutical Needs Assessment had identified an unmet need for
services to support long term conditions, access to primary care services and access out of
hours. However, service commissioning in response to these identified needs was low. In the
xi
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case study sites the methods used for the PNAs varied considerably, as did integration with
the wider PCO health needs and work programmes. A key issue is whether and how the
PNA relates to the PCO wider strategy. In part this is linked to how integrated the pharmacy
workstream is across the PCT. However if the findings of the PNA do not chime with the
wider PCO strategy they may be seen as less relevant. Since MUR was introduced after the
original PNAs were conducted it was difficult to determine how PCO priority patient groups
for the service had been identified.

Quality
Almost all PCOs established a group to manage the monitoring of CPCF and all intended to
visit their pharmacies as part of the monitoring process. Towards the end of the second year
of the contract three quarters of pharmacies reported having had a monitoring visit. Some
PCOs reported using the monitoring framework developed by Primary Care Contracting
although there seems to be considerable local variation. Benchmarking may be difficult
across PCOs without greater consistency in monitoring frameworks. There was little
involvement of patients and the public in PCO monitoring processes.
For PCOs with larger numbers of pharmacies, monitoring visits represent investment of a
large amount of resource in people and time. Some are visiting all and some a sub-sample of
their pharmacies. Almost all PCOs asked pharmacists to complete a self-assessment form
and just under half of the PCOs asked pharmacists to complete a workbook or file of
supporting evidence. The value which visits added to the paperwork completed by
pharmacists was not always clearly articulated by PCOs. Involvement of PCO primary care
and clinical governance staff in the visit team offers the opportunity to build mutual
understanding and relationships. Patients and the public were rarely involved in PCO visit
teams.
Individual pharmacists accepted that visits were necessary. They were generally perceived
to be non-confrontational but some pharmacists reported feeling under pressure to complete
necessary paperwork. PCO staff felt that there is little meaningful data for them to review in
relation to advanced and enhanced services within CPCF. They contrasted this with GMS
where extensive data is available electronically and is perceived to be both more robust and
meaningful.
By the end of the first year of the new contract two thirds of SHAs had done some
assessment of progress with CPCF implementation at PCO level. SHAs used different
monitoring frameworks with around three quarters using the CPCF strategic tests. Most
SHAs (three quarters) had established some type of forum for PCTs to meet and share
experience of implementation of CPCF. The extent of SHA monitoring was related to the
amount of time the pharmacy lead had available for pharmacy work. Variation in the
monitoring frameworks used by PCOs made it more difficult for SHAs to benchmark across
their area.

Integration and collaboration
Most participants in the evaluation thought that CPCF had the potential to increase the
integration of community pharmacy into primary care. However in practice CPCF has had
little effect on inter-professional working between community pharmacists and GPs so far.
Over 80% of pharmacists said that there had been no change in their contact with GPs since
the new contract and this was the case for a similar percentage of pharmacists providing
MURs. Only one in three PCOs were aware of any regular contact occurring between the
local pharmaceutical and medical committees.
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GPs identified some areas where they saw opportunities for closer working with community
pharmacists, particularly in pharmacists enquiring about compliance and making changes to
make repeat prescription supplies more efficient and less wasteful. GPs also expressed
concern about the potential for increased workload if pharmacists did not assume greater
responsibility for completing episodes of care. However it was unclear how this could be
translated into practice.
In the majority of cases the pharmacist communicates with the GP about MUR
recommendations through the documentation rather than personal contact. While this is
perhaps inevitable it provides no opportunity for inter-professional discussion about patient
needs. Pharmacists’ lack of access to patient records diminishes the potential value of some
interventions and means there is no shared understanding with the GP of the relevant patient
history.
Forty per cent of community pharmacists now feel more a part of their PCO. In at least some
PCOs the CPCF and PNA have led to closer working between members of the pharmacy
team and those in other parts of the PCO, particularly in public health. Pharmacy’s visibility in
PCO documents for internal and external audiences is variable between PCOs and may be
an indicator of integration

Relationships with patients
Prior to the CPCF there was strong support among pharmacy customers for community
pharmacists helping to order their medicines (69%) and helping them to understand what
their medicines were for (66%). When asked how likely they would be to use a service
involving an appointment with the pharmacist to discuss their medicines, support was less
strong, at 41%. More people said they would be likely to use the pharmacy for treatment of
minor illnesses (85%) than for advice on healthy lifestyle (62%) or advice about diet and/or
exercise (55%).
Patients, in our relatively small sample recruited in the case study sites, were generally fairly
positive about their experience of having a MUR. Many had been invited to have the MUR by
their pharmacist, with few requesting one and none referred by other clinicians. Our data
indicate that some pharmacists might unintentionally undervalue the MUR by the language
they use to introduce it to patients. Prior to the MUR few patients had heard of it and thus
awareness of the purpose of the service was low. There was some concern among patients
that in conducting MURs pharmacists were straying into the doctor’s territory. Use of the term
“review” in MUR creates confusion for some patients because it is also used on patients’
repeat prescriptions to denote the periodic review of repeat medicines. Patients want
different clinicians to communicate with each other and work together for the patient’s
benefit. Our data suggest that the concept of an annual MUR might not fit with patients’
perceived needs.

Progress against CPCF objectives
In order to set our findings in context the table on the following page shows the original DH
objectives for CPCF with a brief summary of our findings and traffic light colours of green
where our data suggest the objective has been achieved, amber where there has been some
progress and red little or no progress.
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Table 1: Progress against DH objectives for CPCF
Essential

Advanced

Enhanced

Improved patient choice and
convenience in accessing
medicines, for example
through repeat dispensing and
electronic prescription service.

Around 1% of
prescription items
dispensed under RD.

Minor ailments
service widely
commissioned prior to
CPCF and more
commissioned since
CPCF.

Sustained achievement of
24/48 hour access in primary
care, for example through
support for self-care and minor
ailment schemes.

Not possible to
determine how any
changes in provision
of support for self care
might have impacted.
A minority of
pharmacies have
changed their opening
hours since CPCF.

Minor ailment
services contribute to
achieving primary
care access targets.

Reducing demand on GPs and
other primary care staff, for
example through repeat
dispensing, supplementary
prescribing and pharmacist led
clinics, for example for people
with diabetes.

Around 1% of
prescription items
dispensed under RD.

Supplementary
prescribing and
Disease specific
medicines
management services
rarely commissioned.

Care for people with long-term
conditions, for example
through pharmacists
undertaking medicine use
reviews, supplementary
prescribing, monitoring
treatment through near patient
testing, supporting self-care
and signposting to other
sources of help.

MUR provided by
60% of
pharmacies; value
and acceptability
to patients and
GPs yet to be
established.

Supporting the delivery of
nGMS, for example by helping
GPs meet their quality targets
for prescribing and medicines
management, supporting
access to medicines out of
hours and as alternative
providers of local, enhanced
services (eg anticoagulation
monitoring).
Reducing health inequalities
and improving health for
example through services for
drug misusers, stop smoking
advice and generally
promoting healthy lifestyles.

Little innovation in
these areas and no
enhanced service
templates for care of
people with long term
conditions.

No evidence of
pharmacies as
alternative providers
of LES.
Anticoagulation
monitoring
commissioned from
3% of pharmacies.

Prescription linked
healthy lifestyle advice
provided by two thirds
of pharmacies.
Participation in public
health campaigns
almost universal.

Commissioning of
EHC on PGD, and
smoking cessation
services have
increased since
CPCF.
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Essential
Improved patient safety for
example through advice to
patients and other health
professionals, safe systems for
handling medicines, including
disposal of unwanted
medicines, and learning from
patient incidents.

Advanced

Enhanced

MUR is an
opportunity to
improve patients’
knowledge and
reduce wastage
but effectiveness
unknown.

Prescription
intervention as
enhanced service
commissioned by
some PCOs as
transitional service
until spread of MUR
wider.

Disposal of unwanted
medicines and SOPs
for dispensing almost
universally provided.

Better value for money by
reducing the wastage of
medicines, ensuring patients
still need their medicines
before they are dispensed,
know what they are for and
how to take them for best
effect.

Key Recommendations
Participants in the multi-stakeholder workshop prioritised the following recommendations:
•
•
•
•

Robust Pharmaceutical Needs Assessment (PNA) by PCOs in the wider context of
local health and social care needs
Integration of CPCF and GMS
Improving working relationships between community pharmacists and general
practice
More information for patients about what CPCF means for them

Stakeholders also identified that additional recommendations were needed in relation to:
•
•
•

Increasing patient and public involvement
Developing and disseminating the evidence base on effectiveness and costeffectiveness of pharmaceutical interventions
Developing local pharmacy leadership in the context of primary care

The table on the following page brings together the key recommendations and actions
needed. Implementing the recommendations will require the involvement of several
stakeholders and a lead stakeholder has been identified for each action.
To make the contents legible we have divided the table over two parts, Part A describes
actions that are relevant to the Department of Health / CPCF negotiating team, SHAs and
Welsh Assembly Group, PCOs and GPs and PBCs. Part B describes actions that are
relevant to LPCs and CPW regional committees, individual community pharmacists,
community pharmacy organisations and the RPSGB.
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Table 2: Part A - Key recommendations and actions for lead stakeholders
DH / CPCF team
Robust
Pharmaceutical
Needs
Assessment

Integration of
CPCF and GMS

SHA and Welsh Assembly
Group
Make active use of the new
strategic tests for community
pharmacy development in
monitoring PCO progress.

Create better integration of CPCF
and GMS through use of MM
QOF points.

Introduce participation in multidisciplinary audit into QOF.

Use available levers including
QOF Medicines Management
actions and prescribing incentive
schemes to promote local
meetings of practices and
pharmacists.

Invest in evidence based local
support mechanisms for change
management, based on peer
influence and role models, eg
MUR champions.

Set local targets for repeat
dispensing once Release 2 is
rolled out.

GPs and PBCs

Ensure the Pharmaceutical
Needs Assessment is updated by
including in the Joint Strategic
Needs Assessment.

Identify and implement mutual
incentivisation within CPCF and
GMS.

Identify and implement mutual
incentivisation within CPCF and
GMS.

Improving
working
relationships
between
community
pharmacists
and general
practice.

PCO

Highlight reduction of waste
medicines as a key part of MUR
and encourage pharmacists to
build on this in discussions on
compliance with GPs.
Use MDA as a tool to engage
community pharmacy with other
primary care clinicians.

Share priorities, plans and data
with local pharmacy
stakeholders.
Discuss local progress with
essential and advanced
pharmacy services with
pharmacy leaders.

Facilitate regular meetings of
LPC and LMC.
Highlight reduction of waste
medicines as a key part of MUR
and encourage pharmacists to
build on this in discussions on
compliance with GPs.
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DH / CPCF team

PCO

GPs and PBCs

Include pharmacy in local PBC
discussions and development
Include pharmacy in local PBC
discussions and development.

Improving
working
relationships
between
community
pharmacists
and general
practice.
(cont.)

More
information for
patients about
CPCF

SHA and Welsh Assembly
Group

Ensure that locally the
representatives of general
practice and practice based
commissioning share priorities,
plans and data with local
pharmacy stakeholders.
Commission national publicity
campaigns on key services in
CPCF, with strong patient and
service user involvement in their
design.

Set up local campaigns to raise
public and clinician awareness of
CPCF.

Provide resources for PCOs to
use in local awareness
campaigns for community
pharmacy services, with strong
patient and service user
involvement in their design.

Increasing
patient and
public
involvement

Involve patients more at national
and local level in the future
development of CPCF and its
implementation.

Involve patients and the public in
PNA.
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DH / CPCF team
Develop and
disseminate
evidence base
for pharmacy
services

Gather and disseminate evidence
of effectiveness and value for
money of pharmacy services.

Develop local
pharmacy
leadership

Support development work for
“market shaping” in primary care
to improve market capacity and
response in community
pharmacy.

SHA and Welsh Assembly
Group

PCO

GPs and PBCs
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Table 2: Part B - Key recommendations and actions for lead stakeholders

Robust
Pharmaceutical
Needs
Assessment

LPCs and CPW regional
committees
Develop proposals for enhanced
services based on local health /
social needs data.

Individual community
pharmacists

RPSGB

Work with other organisations to
identify specific areas where
CPCF and GMS integration could
lead to more effective working
and improved patient care.

Integration of
CPCF and GMS

Improving
working
relationships
between
community
pharmacists and
general practice.

Community pharmacy
organisations
Provide tools and resources to
increase community pharmacists’
understanding of, and
involvement in, the
commissioning process.

At PCO level participate in
meetings with the LMC.
At individual pharmacy level,
facilitate and support meetings
with local practices.

Engage more proactively with
local GPs, thinking collectively
and working in groups where that
best reflects how a practice’s
patients are served.

Commission audit templates for
MUR and road test them with
pharmacists, GPs and PCOs.

These discussions should initially
be used to find out from local
GPs which patients they wish to
be prioritised for MUR and to
make arrangements for GPs to
refer patients into the service.
Subsequent periodic meetings
could be used to discuss trends
in MUR data and other issues of
shared interest.
Agree key messages and actions
with local GPs.
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LPCs and CPW regional
committees

Individual community
pharmacists

Community pharmacy
organisations

RPSGB

Involve patients and the public in
service development work.

Involve patients and the public in
policy work relating to community
pharmacy practice.

More information
for patients about
CPCF

Increasing patient
and public
involvement

Involve patients and the public in
service development work.

Participate in data collection in
studies of effectiveness and
value for money of pharmacy
services.

Develop and
disseminate
evidence base for
pharmacy
services

Develop local
pharmacy
leadership

Increase LPC capacity for
community pharmacy
development in the light of
changing role of PCTs.

Develop abilities to present and
discuss new services and roles:
features, benefits, anticipate and
deal with objections.

Work with other organisations to
gather and disseminate evidence
of effectiveness and value for
money of pharmacy services.

Invest, with other organisations,
in local leadership development
for community pharmacy.

Invest in leadership programme
expansion to develop a local
community pharmacy leader for
each PCO area.
Secure, with other pharmacy
stakeholders, a practice
development programme for
community pharmacy.
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1

Introduction

This is the final report from the national evaluation of the community pharmacy contractual
framework (CPCF) in England and Wales commissioned by the Pharmacy Practice
Research Trust. The CPCF was introduced in April 2005 and the evaluation was conducted
between January 2006 and May 2007.

1.1

NHS Context

Revised NHS contracts for primary care contractors are part of the wider modernisation of
the NHS. A new General Medical Services contract (nGMS) was implemented in April 2004
and the new community pharmacy contractual framework was introduced one year later in
April 2005. It was the first major overhaul of the contractual arrangements in several
decades. The intention was that CPCF would signal a move towards reward for quality rather
than simply volume of service provided. In its guidance on implementing the new contract the
DH told Primary Care Trusts (PCTs) in England:
“Through the new contractual framework, community pharmacy helps address a
number of health priorities bringing new benefits for patients. These include:
• Improved patient choice and convenience in accessing medicines, for example
through repeat dispensing and electronic prescription service
• Sustained achievement of 24/48 hour access in primary care, for example through
support for self-care and minor ailment schemes
• Reducing demand on GPs and other primary care staff, for example through
repeat dispensing, supplementary prescribing and pharmacist led clinics, for
example for people with diabetes
• Care for people with long-term conditions, for example through pharmacists
undertaking medicine use reviews, supplementary prescribing, monitoring treatment
through near patient testing, supporting self-care and signposting to other sources of
help
• Supporting the delivery of nGMS, for example by helping GPs meet their quality
targets for prescribing and medicines management, supporting access to medicines
out of hours and as alternative providers of local, enhanced services (e.g.
anticoagulation monitoring)
• Reducing health inequalities and improving health for example through services for
drug misusers, stop smoking advice and generally promoting healthy lifestyles
• Improved patient safety for example through advice to patients and other health
professionals, safe systems for handling medicines, including disposal of unwanted
medicines, and learning from patient incidents
• Better value for money by reducing the wastage of medicines, ensuring patients
still need their medicines before they are dispensed, know what they are for and
how to take them for best effect.”
(DH 2005 Implementing the new community pharmacy contractual framework: Information
for Primary Care Trusts)
A set of seven strategic tests of community pharmacy development were issued with the
intention that SHAs in England would use these in their monitoring of PCTs’ implementation
of CPCF in England1 (NatPaCT 2005). The tests were in the format of a set of questions
posed to the PCT and explored whether and to what extent PCTs were:
1

The strategic tests applied to England and not to Wales.
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1.
2.
3.
4.

Maximising the contribution of community pharmacy to meeting NHS targets
Using CPCF to integrate community pharmacy into the NHS
Improving access, patient choice and patient experience
Using ETP and other IT reforms to underpin the contribution of community pharmacy
to patient focused service provision, including patient choice
5. Involving patients in needs assessment and implementation and monitoring of the
CPCF
6. Working with the community pharmacy workforce to develop skill mix, better utilising
and developing their skills, to improve the recruitment and retention of pharmacists
7. Encouraging greater plurality of providers, supporting a diversity of provider type and
allowing innovative, extended services
The potential gap between policy intent and implementation outcomes has long been
recognised and the extent to which these strategic and operational objectives of CPCF are
being met is so far unknown. The intention for CPCF is that the framework will be refined and
developed over time. A formative (process) evaluation was therefore timely to provide both a
stock take of progress in implementation as well as insights into the facilitating and impeding
factors.
The Pharmacy Practice Research Trust (PPRT) invited proposals in 2005 for research to
evaluate CPCF in England and Wales. The specific goals were:
•
•

“to inform continued development . . . rather than provide generalisable and
representative evaluation, and for a
“scoping study exploring early implementation”

The key areas of interest for the evaluation were specified by PPRT as:
•
•
•

Advanced/enhanced services (extent of implementation, barriers and facilitators,
addressing local health needs)
Outcomes for staff (role satisfaction, skill mix, inter-professional working)
Quality issues: monitoring and clinical governance

In this background section we focus on the three areas highlighted in the brief for the
evaluation: Implementing enhanced and advanced services; Outcomes for staff; and Quality
issues.

1.2

Implementing enhanced and advanced services

1.2.1

Advanced services

These are nationally specified services, the first of which was Medicines Use Review and
Prescription Intervention (which we will refer to as MUR). In the MUR service community
pharmacists are remunerated by the NHS to provide a consultation to a patient specifically to
discuss their medicines either as part of planned consultation (medicines use review) or
where a significant issue suggests that a review would be useful (prescription intervention).
Lack of remuneration has been cited in the past as a key barrier to the implementation of
new community pharmacy services (Bond et al 2004) the funding allocated for MUR
addressed this. Furthermore the service specification requires the pharmacist to send a copy
of their report to the patient’s general practitioner, including any recommendations about
potential changes needed to the patients’ prescribed medicines. This is the first time such
formal communication has been a requirement within a national community pharmacy
service specification. MUR thus provides an opportunity for community pharmacy to develop
a service providing direct care to patients which makes better use of skills and knowledge
and to develop relationships with GPs.
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There are specified mandatory entry requirements for provision of MURs, including
accreditation of the pharmacist through Higher Education Institutions, and of the pharmacy
premises by PCOs2. More specifically, the pharmacy has to have a consultation area which
is “a clearly designated area for confidential consultations which is distinct from the general
public areas of the pharmacy; and must be an area where both the person receiving MUR
services and the registered pharmacist providing MUR services can sit down together and
talk at normal speaking volumes without being overheard by other visitors to the pharmacy or
by any other person including, pharmacy staff” (DH 2005. The Pharmaceutical Services
[Advanced and Enhanced Services] [England] Directions 2005). In the first year of the
service an accredited pharmacy could claim remuneration for providing up to 200 MURs (this
was increased to 250 late in 2005) and to 400 in 2006. The service specification for MUR
permits PCOs to agree locally with contractors which priority groups should be targeted for
MURs by local community pharmacists.

1.2.2

Enhanced Services

Data on the extent of commissioning of local additional services prior to CPCF was available
from national audits of community pharmacy development in PCTs in England in 2003 and
2004 (Celino et al Survey of PCOs 2003, 2004). These surveys achieved response rates of
68% and 64% respectively and were shown to be representative of the total population of
PCTs. The data included local commissioning of community pharmacy services, resources
(people) allocated to community pharmacy development and perceived facilitators and
barriers to local progress. In addition the 2004 survey included questions on preparation for
contract implementation and detailed information on medication review services. The surveys
provided context and proxy baseline data for the component of the evaluation relating to
enhanced services.
By 2004 98% of PCTs were already commissioning one or more services that now feature
within the menu of enhanced services (range 0-14) (Celino et al 2003; 2004). Services
relating to increased access (e.g. minor ailment schemes) and public health (e.g. services for
drug misusers) predominated, with very low levels of services related to medicines review or
managing long term conditions. The menu of enhanced services in CPCF is based on locally
developed services for which there was substantial experience and evidence of contribution
to health gain (see, for example, Anderson et al 2006). The intention was that innovative new
services would be added to the menu once sufficient experience was gained.
All PCOs in England were required to conduct a Pharmaceutical Needs Assessment (PNA)
prior to the introduction of CPCF in 2005. The PNA was intended to inform the
commissioning of enhanced services as well as to underpin the procedures for decisions on
applications for new pharmacy openings. One factor which might influence the
commissioning of enhanced services is the extent of integration of pharmacy input within the
PCO and in its high level decision making structure. Indeed guidance on conducting the PNA
issued in late 2004 recommended the involvement of public health, primary care and
commissioning staff within the PCO for this reason (Celino et al 2004. Pharmaceutical Needs
Assessment Toolkit). However at the time of the evaluation nothing was known about how
PNAs had been conducted or who was involved.
The presence or absence of a pharmacist on the Professional Executive Committee (PEC) of
the PCO might have been expected to be another indicator of integration. The proportion of
PCTs in England with a pharmacist member of the PEC increased from 61% in 2003 to
74.5% in 2004 (Celino et al 2003; 2004, NHS Confederation 2004). In Wales it was
mandatory for Local Health Boards (LHBs) in Wales to have a pharmacist member. The
nature and extent of the relationship between the PCO and local community pharmacists
2

The term Primary Care Organisation, PCO, includes both Primary Care Trusts (PCTs) in England
and Local Health Boards (PCOs) in Wales.
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may also be an indicator of integration. Between 2003 and 2004, the percentage of PCTs
reporting their relationship with local community pharmacists as a strength increased from
49% to 59%, indicating that local relationships were being strengthened (Celino et al 2003;
2004).

1.3

Outcomes for staff

1.3.1

Workload, roles and skill mix

NHS prescription numbers continue to increase annually and the GMS contract was
predicted to produce further increases as practices strove to meet QOF targets. In Wales the
planned abolition of prescription charges was also predicted to result in further increases in
prescription numbers. These greater numbers of prescriptions, juxtaposed against
aspirations for pharmacists to spend more time with patients, pose a major challenge.
Responses to this challenge have included wide ranging discussions on workforce and skill
mix, the development of extended roles for dispensing staff (including accredited checking
technicians or ACTs) and experiments with automated dispensing systems. Research has
shown that a range of models exists including the role of ‘dispensary manager’ undertaken
by technicians with differing qualifications (Mullen 2004). It might be expected that these
changes would be accelerated by CPCF.
The findings of a major study of the locum workforce raise questions about the impact of
CPFC with potential pull and push effects on community pharmacy capacity (Shann 2004).
The capacity and availability of the locum workforce would be an important factor where
pharmacists wish to employ a locum either to provide services or provide cover while the
pharmacist does so.
The published evidence indicates considerable job dissatisfaction among community
pharmacists prior to the introduction of the CPCF (Boardman et al 2001; Shann and Hassell
2004). Surveys of community pharmacists conducted as part of the Community Pharmacy
Medicines Management Evaluation project (CPMMEP) showed that pharmacists were more
satisfied with their role after introduction of the service, and the focus groups of pharmacists
provided evidence that increased job satisfaction was a motivating factor for participation
(Bond et al 2004 CPMMEP final report). Question sets on job satisfaction were developed
and validated in the above surveys, and also in a recent national Scottish survey of
community pharmacist attitudes to and experience of delivering enhanced and advanced
services (Inch et al 2005). These offer the potential for data comparison and a historical
perspective.

1.3.2

Interprofessional working and the primary health care team

Surveys of general practitioners and their staff, conducted as part of the Community
Pharmacy Medicines Management Evaluation Project (CPMMEP) showed that the majority
already had contact with their local pharmacist (91%) before the project. However the
number having regular contact increased from 41% to 61%, between baseline and follow up,
and there was an equivalent increase in their satisfaction with the level of contact over time
(from 56% to 62%). The majority saw community pharmacists as professional colleagues
(83%) but not members of the Primary Health Care Team (46%), and these percentages did
not change as a result of participation in the project (Bond et al 2004 CPMMEP final report).
Hughes et al, in their study with GPs and community pharmacists found the “shopkeeper”
image of pharmacists and the perception of conflict between pharmacists’ roles in business
and healthcare was a theme throughout the GPs’ accounts. GPs cited this concern as a
reason for opposition to extended roles for pharmacists. The GPs said they knew little about
pharmacists’ training or about what community pharmacists did in their daily work and in turn
the pharmacists felt that GPs had little understanding of their potential contribution to patient
5
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care (Hughes at al 2003). Researchers in a study of GP attitudes towards community
pharmacists concluded that “Although many GPs are accommodating some changes in
community pharmacy, they also perceive some of the initiatives as a threat to their autonomy
and control” (Edmunds et al 2001). Furthermore the same authors reported that there was
also evidence that “pharmacists themselves contribute to this situation because many of
them also attribute ultimate authority to doctors, and that moreover, they are held back by
internal occupational divisions”. These findings imply that finding ways forward for interprofessional working between community pharmacists and GPs will require change on the
part of pharmacists as well as doctors.
The Keele University/Webstar Health PCO survey showed that in 2003 23% of respondents
felt that support from GPs was a barrier rather than a driver to community pharmacy
development, and this figure increased to 50% of respondents in 2004, perhaps reflecting
priorities in implementing the General Medical Services contract (nGMS). Research has
identified factors which might be expected to build inter-professional relationships (see, for
example, Blenkinsopp et al 2001; Tann and Blenkinsopp 2004; Morecroft et al 2005). Within
CPCF it might be expected that repeat dispensing, MUR and multi-disciplinary audit may
affect inter-professional relations.
The nGMS, introduced in April 2004, restructured the financial arrangements for family
doctors, with a particular emphasis on clinical care of people with long term conditions.
Government policy statements have also identified pharmacists as providers of services for
such patients and PCOs have been encouraged to develop integrated working. At the time
the evaluation was commissioned there were no data on the extent to which this policy
objective had been met.

1.3.3

Clinical decision making

To date the opportunity for community pharmacists to make independent clinical decisions
has been largely limited to their important role in the provision of OTC advice and the sale,
where appropriate, of an appropriate product. This has changed relatively recently with the
introduction of Patient Group Directions (PGDs) and Supplementary prescribing, but at the
time the evaluation was commissioned it was limited to those pharmacists particularly
associated with these specific initiatives.
The new contract had the potential to involve many more community pharmacists in clinical
decision making, for example, associated with the enhanced service of Clinical Medication
Review and, to a lesser extent, the advanced service of Medicines Use Review and
Prescription Interventions. The CPMMEP project, which required clinical decision making by
the participant pharmacists, showed that pharmacists were unsure of taking on the new role
at the start of the project, but their confidence and knowledge increased after delivery of the
service (Bond et al 2004).
Community pharmacists are required, under Essential Services, to make a record of
‘clinically relevant’ interventions, including OTC sales, where the customer is known to the
pharmacy. This together with the clinical governance requirements of CPCF might make
clinical decision making in relation to OTC products more explicitly evidence based.

1.4

Quality issues

1.4.1

Monitoring by PCOs

From October 2005 PCOs became responsible for monitoring services provided under the
CPCF based on guidance from Primary Care Contracting and the contract team. The Keele /
Webstar PCO survey showed that in 2004 28% of PCTs (compared with 19% in 2003) were
already actively encouraging a systematic approach to the quality of pharmacy services
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through local accreditation schemes and that 59% had a community pharmacy facilitator post
within their organisation. (Celino et al 2003; 2004). Our previous work on local
pharmaceutical needs assessment (Celino et al 2004 PNA Toolkit) demonstrated the
different approaches taken by PCOs, with some visiting community pharmacies and others
using paper-based methods. At the time the evaluation was commissioned no data were
available on how the PCOs were approaching their monitoring role and the extent of
commonality or divergence.

1.4.2

Clinical governance in community pharmacy

The Essential services component of CPCF requires all community pharmacies to have in
place Clinical Governance systems and to undertake defined activities including Clinical
Audit, Standard Operating Procedures and Patient and Public Involvement. There are also
strands of Clinical Governance embedded in other elements of the contract, for example the
record keeping requirements in relation to interventions made and advice given. The Keele/
Webstar Health survey of PCOs in England showed that PCTs have been active in
supporting community pharmacy contractors with Clinical Governance. In 2004 55% of PCTs
had put in place a Clinical Governance action plan (compared with 27% in 2003) and 83%
had a Clinical Governance facilitator post within their organisation.

1.4.3

Accreditation for enhanced services

Enhanced services are commissioned locally supported by nationally-developed templates
which PCOs can adapt. In commissioning local services prior to CPCF PCOs developed their
own service specifications and entry criteria for provision. An obvious potential drawback of
local accreditation is that as pharmacists move from one area to another, accreditation might
not be transferable. Some PCOs were, at the time CPCF was introduced collaborating to
harmonise accreditation requirements (Celino G, personal communication).

1.5

Patient and service user perspectives

Although not specifically included in the PPRT specification for the evaluation, we also
proposed to include an element of patient and service user perspectives in our study. Prior to
CPCF a national population based survey conducted in Scotland explored attitudes towards
new pharmacy services, (Grant et al 2005). The findings indicated that the public were
positive about an enhanced role for community pharmacy, and there was good support for a
range of enhanced services, particularly from younger age groups. Webstar Health have
previously conducted and analysed pharmacy user surveys from some 8,000 respondents.
The findings showed that patients were positive about the potential role for the pharmacist as
a trusted source of advice and information about medicines, patients valued the accessible
and flexible nature of the pharmacists advice, a strength which has been highlighted and
acknowledged by policy makers. However patients also sent a clear signal that the
pharmacist would have to convince patients of the need for more formal, planned and
structured consultations with their pharmacist. This was also reflected to some extent in
patient feedback on the CPMMEP. Patients appreciated the service provided by the
pharmacists, but given a choice the majority indicated they would still prefer to see their GP
(Bond et al 2004 CPMMEP final report). We wanted to explore patient experience of the new
MUR service and to consider its perceived usefulness and acceptability.
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1.6

Overview of the study

The detailed questions set out by PPRT in the commissioning specification were:
i.

Implementing enhanced and advanced services
•
•
•
•

ii.

To what extent are community pharmacies delivering advanced and enhanced
services?
What types of services are being offered?
What are the barriers and supporting mechanisms for these developments from
the perspective of pharmacists and primary care organisations?
To what degree are pharmacists working with PCOs to address local health
needs?
Outcomes for staff

•
•
•
•
iii.

What is the impact of the new contractual framework on pharmacists and
pharmacy staff in relation to workload, work role and role satisfaction?
What is the impact on skill mix?
What is the impact on inter-professional working and relationships with the
primary health care team?
What is the impact on clinical decision making?
Quality issues

•
•
•

How are PCOs tackling their monitoring arrangements?
How are community pharmacists dealing with the clinical governance and patient
safety agendas?
How are pharmacists being accredited to undertake wider roles?

Based on these questions the objectives and research questions we developed for the
evaluation and agreed with PPRT were:
Key research questions:
•
•
•
•
•
•
•

What progress has been made in implementing the community pharmacy contractual
framework in England and Wales?
To what extent has the infrastructure and workload of community pharmacy
changed?
What are the views of patients and service users on community pharmacy services?
What quality assurance measures have been introduced?
What factors have facilitated and acted as barriers to implementation?
To what extent are the strategic objectives for the new community pharmacy contract
being met?
How can the implementation process of the new contract be improved?

Research objectives
The objectives were to:
1. Describe and quantify the provision of advanced and enhanced services under the
new contractual framework.
2. Determine the infrastructure and workload changes which have occurred in
community pharmacies as a result of the introduction of the new contract.
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3. Describe the effects of the new contract on the pharmacy workforce (e.g. skill mix,
role satisfaction, clinical decision making and inter-professional working).
4. Describe feedback from service users on general community pharmacy services and
on the advanced service of MUR.
5. Describe PCO commissioning and quality assurance approaches.
6. Identify whether and how the role of community pharmacy has changed within the
provision of primary care services.
7. Describe the role of community pharmacy in contributing to local priorities and
targets.
8. Identify and explore the effects of facilitating and impeding factors relating to contract
implementation.
9. Identify examples of good practice in implementation for wider dissemination.
10. Make recommendations regarding the future development of CPFC.
In the next chapter we set out the study design and methods for the evaluation.
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Chapter Two
Methods
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2

Methods

The evaluation used a multi-method approach to yield data at macro and micro levels using
quantitative and qualitative methods. Its design elicited data from all of the key stakeholders:
community pharmacists, patients, GPs, and the NHS (at PCO and SHA levels).

2.1

Study Design

The evaluation focused on a stratified random sample of 31 primary care organisations
(PCOs) in England and Wales. The study design included:
•
•
•
•
•
•
•

a survey of the 31 PCOs (10% of the total in England and Wales at May 2006)
a survey of all 1080 community pharmacies in the 31 PCOs
a survey of SHAs and the Welsh Assembly Government
routine data on Medicines Use Reviews (MURs) from the Prescription Pricing
Authority (PPA) in England for Years 1 and 2 of the service (2005-6 and 2006-7)
focus groups and interviews in five case study PCO sites with community
pharmacists, GPs, patients and PCO staff
documentary analysis of key public documents in the case study sites (e.g.
Pharmaceutical Needs Assessment)
specific data from the 3rd annual Keele University/Webstar Health national survey
of community pharmacy development in Primary Care Organisations

An overview of the components of the evaluation is given in Figure 2.1 and a timeline in
Figure 2.2. on the following page.
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Figure 2.1: Overview of the evaluation

Overview of the evaluation

Survey of Strategic Health
Authorities + Welsh Assembly Group
Survey of Primary Care
Organisations (n=31; stratified by
SHA and Welsh region)

Community pharmacy survey

PPD MUR data for the
1080 pharmacies

(All 1080 pharmacies in the 31 PCOs)

CP work
log

PCO Case study sites (5)
PCO staff

Document
analysis

CPs

GPs

Patients

Multi-Stakeholder workshop

Figure 2.2: Evaluation timeline

SHA telephone
survey (28 +
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Final report to
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Figures in brackets show sample size, for PPD MUR data figures in brackets show for which year (April - March) data was obtained
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Table 2.1 shows the research questions and research objectives with the data sources
designed to address them.
Table 2.1: Overview of research questions, objectives and data sources
Abbreviated research
question

Abbreviated research objective

Data source

Progress in implementing
the community pharmacy
contractual framework

To describe and quantify the provision of
advanced and enhanced services

Community pharmacy
survey

Change in infrastructure
and workload of
community pharmacy

To determine the infrastructural and
workload changes

Community pharmacy
survey/community
pharmacy focus groups

To describe the effects of the new contract
on the pharmacy workforce (e.g. skill mix,
role satisfaction, clinical decision making,
inter-professional working)

Community pharmacy
survey/ community
pharmacy focus groups

Views of patients and
service users on
community pharmacy
services

To describe feedback from service users on
general community pharmacy services and
on the advanced service of Medicines Use
Review (MUR)

Patient focus groups

Quality assurance
measures introduced

To describe PCO commissioning and quality
assurance approaches

PCO Survey

Facilitators and barriers
to implementation

To identify examples of good practice in
implementation for wider dissemination

Community pharmacy and
GP Focus Groups

Case studies/community
pharmacy focus groups

Previous patient surveys

Community pharmacy
survey

PCO Survey
SHA interviews
Stakeholder Event
To identify and explore the effects of
facilitating and impeding factors relating to
contract implementation

Community pharmacy and
GP Focus Groups
PCO Survey
SHA interviews
Stakeholder Event

Whether strategic
objectives for the new
community pharmacy
contract been met

Recommendations for
improvement of the
implementation process

To identify whether and how the role of
community pharmacy has changed within
the provision of primary care services
To describe the role of community pharmacy
in contributing to local and national primary
care priorities and targets e.g. integrating
with the NHS, supporting patients,
responding to diverse needs, innovating,
delivering the NSF, tackling health
inequalities
To make recommendations regarding the
future development of CPFC

Community pharmacy
survey
PCO survey
SHA interviews
Patient Focus Groups

Synthesis of all above
data, supported by the
stakeholder event and the
advisory board
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A survey of pharmacy leads in the English Strategic Health Authorities and the Welsh
Assembly Government gathered data on the extent to which PCOs were perceived to have
met the seven strategic tests for CPCF. Surveys at PCO and individual pharmacy level were
used to quantify service provision and commissioning, and to describe the changes that had
taken place since the contract was introduced. A survey of the 31 sample PCOs determined
the commissioning of enhanced services, implementation of advanced services and provided
information on the extent of integration of community pharmacy into primary care, and on
how monitoring was being conducted. The community pharmacy survey investigated what
was being done differently at individual pharmacy level, and the effect of these changes on
workload, roles and job satisfaction; also how the clinical governance requirements of the
new contract were being put into practice.
The research study team in conjunction with the External Advisory Board developed a set of
Key Progress Indicators (KPIs), focused on the five domains specified by PPRT for the
evaluation, to assess progress in implementation of the new contract (Appendix 1).
•
•
•
•
•

Advanced services
Integration
Enhanced services
Workforce
Quality

In developing the KPIs the team took the DH objectives for CPCF and produced a list of
items that could contribute to quantifying and measuring progress towards them.
Based on the findings of the quantitative work a purposive sample of five case study sites
(PCTs and LHBs) were selected for more detailed study. Qualitative methods were used
including focus groups and interviews with community pharmacists, GPs, PCO staff and
patients. Documentary analysis of key local papers was undertaken.
Finally feedback was obtained at a national multi-stakeholder workshop with key
stakeholders from relevant NHS professional and patient organisations on our emerging
findings and preliminary recommendations, and the actions they thought were now needed.

2.2

Survey of Strategic Health Authorities

The main aims of this part of the research were to:
•
•
•

Audit within each SHA the relative progress in implementation of the CPCF across
PCOs based on the SHA’s monitoring.
Obtain SHA perspectives on aspects of CPCF that have gone relatively more or less
well.
Contribute to the identification of potential case study sites.

The objectives were to:
•
•
•
•
•

Obtain information on how SHAs are monitoring PCO implementation of the CPCF.
In relation to the strategic tests for implementation at PCO level, obtain SHA
assessment of each PCO’s progress.
Identify any outlier PCOs in terms of particularly high or low implementation progress.
Identify SHA support activities undertaken in relation to PCO implementation.
Obtain the SHA perspective on what has gone well/less well so far and any changes
they would suggest to CPCF for the future.
14
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A structured interview was carried out with the person within each SHA identified as having
lead responsibility for monitoring the implementation of the CPCF. The process for
identifying the relevant individual at the SHA was firstly to email the person included in the
list of CPCF SHA pharmacy leads in the 2005 NatPaCT document on implementation.
Where this did not lead to a specific individual, the SHA was contacted and asked to identify
the lead. A potential respondent was identified for 26 of the 28 SHAs. In two cases, there
was no member of staff with the relevant information because of staff changes and these
SHAs were not able to participate. In the case of implementation of CPCF in Wales we
sought advice from the Welsh representative on our External Advisory Board and also from
the Royal Pharmaceutical Society of Great Britain’s Welsh Executive. The three Welsh
Regional Offices were not involved in implementation of the contract but instead were
involved in monitoring. One Service and Financial Framework (SAFF) target in Wales directly
concerned community pharmacy (numbers of MURs conducted). As a result of the advice
received, we approached the pharmacy lead in the Welsh Assembly Government for a
strategic overview.
The interview schedule was designed by the CPCF evaluation team and piloted with one
SHA pharmacy lead. A copy of the interview schedule is at Appendix 2.. Respondents were
sent the list of questions in advance. SHAs were asked whether and how they had monitored
implementation of CPCF and whether they had used the CPCF strategic tests in their
monitoring (NatPaCT 2005).
We asked SHAs whether and how they had used the strategic tests in monitoring CPCF, and
asked them to score PCOs’ progress against each test. The rating scores used were:
1 = Yes, definitely meets the strategic test
2 = Has made significant progress towards meeting this test
3 = Has made little progress towards meeting this test
4 = No, definitely does not meet the test
We used a 4-point scale to avoid the tendency to ‘mid-scale’ scores. SHAs were also asked
which of their PCOs had made relatively more progress with implementation, and which had
made less progress. Respondents were asked if they could suggest a possible PCO case
study site where implementation had gone well, with reasons for their choice. They were
assured that named PCOs would not be identified in the survey or evaluation reports.
Respondents were also asked which specific aspects of CPCF had, in their view, gone
better, and those that had gone less well. Finally, they were asked for suggestions for areas
where they thought CPCF could be improved.
Interviews were conducted by telephone and detailed field notes were taken, including
verbatim comments. Up to four appointments were made if respondents were unable to
complete the interview at the time they arranged. Interviews lasted between 15 and 40
minutes and were conducted in April and May 2006.

2.3

The survey of Primary Care Organisations

The questionnaire used for the survey was developed from that used in previous national
surveys of PCTs in England conducted by Keele with Webstar Health in 2003 and 2004. The
survey comprised a mix of closed and open questions. PCO respondents were asked for
their written comments on positive and negative aspects of the new contract, barriers to
implementation and their suggestions for future changes to CPCF. A copy of the
questionnaire issued to PCTs in England is at Appendix 3 and a copy of the questionnaire
issued to LHBs in Wales is at Appendix 4.
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2.4

Data analysis

Questionnaire and interview data were subjected to both quantitative and qualitative
analysis. Data from the PCO survey was entered into SPSS 14.0 for Windows and then
subjected to analysis which included simple frequencies, cross tabulation and tests for
association (chi-square). Data from the SHA telephone interviews were analysed manually.
Data from PCOs on commissioning of enhanced services were cross-tabulated with the
needs identified in their Pharmaceutical Needs Assessment, with their Index of Multiple
Deprivation scores and also with commissioning data from the Keele/Webstar Health 2003
and 2004 surveys of PCOs in England.
Qualitative data from SHA and PCO respondents were analysed thematically using the
framework method. Illustrative quotations are presented in the Results section, anonymised
for each SHA (including the Welsh Assembly Group) and PCO and using a numerical code.
The extent to which SHAs had undertaken monitoring was compared by allocating an
arbitrary score for the presence or absence of several data items which were identified by us
as indicators (see 1-4 below). This was not intended to provide a quantitative assessment,
rather to demonstrate the spectrum of activity undertaken by SHAs.
In the interview each respondent was asked to indicate if:
1. Their SHA had actively monitored contract implementation (and the process
involved);
2. Their SHA had asked PCOs to self report on progress with implementation;
3. Their SHA had established a forum or meeting where PCOs could discuss progress;
4. In their view, it was too early to assess progress with contract implementation.
Respondents were also asked to score each of their constituent PCOs based upon the
strategic tests if they had sufficient data to do so. If they were not able to do so they were
asked to give a score for relative progress towards each of the strategic tests across the
SHA. Where the respondent was able to score individual PCOs these scores were totalled
and a mean calculated. These data are presented with each SHA anonymised by a
numerical code.

2.5

Survey of community pharmacists

2.5.1

Sample

In considering the sampling frame for the survey we weighed the advantages and drawbacks
of different sampling methods. We initially considered a random sample of pharmacies drawn
from the RPSGB register, but this would not have allowed us to understand the full picture
within individual PCOs and to be able to triangulate community pharmacy derived data with
other data.
Therefore a random sample of 31 (10%) PCOs in England and Wales was identified with
stratification to ensure representation from all SHAs in England and Regions in Wales. This
sample included 1080 community pharmacies. As the evaluation was formative rather than
definitive it was not possible to use a power calculation but our statistical advice is that the
sample size is appropriate.

2.5.2

Questionnaire development

The questionnaire used in a recent national survey of community pharmacy in Scotland (Inch
et al 2005) was used as the basis for the survey, with additional questions added to
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represent the detailed content of the CPCF in England and Wales and other specific
requirements of our evaluation.
The questionnaire content included: (1) pharmacy and pharmacist demography, (2) level of
participation in the new contract, including the delivery of essential3, enhanced and advanced
services (3) reasons for level of participation (4) expectations, experiences and attitudes to
individual components of the new contract, (5) job satisfaction, (6) satisfaction with incentives
and rewards (7) changes in facilities, staffing and roles since the new contract, (8)
relationship with GPs, other PHCT members and PCOs; (9) training (including clinical
knowledge and communication skills) and accreditation; (10) attitudes to QA and patient
safety. A mixture of closed and open questions and Likert Scales were used. Job satisfaction
was assessed using questions developed and validated in earlier surveys (Inch et al 2005).
Pharmacists were asked to identify the following in open questions: 1. Barriers to delivering
the new contract; 2. Support mechanisms provided by PCT/LHB; 3. Other support services
received; 4. Good things about the new pharmacy contract; 5. Bad things about the new
pharmacy contract; 6. Solutions to bad things in the new pharmacy contract. A copy of the
questionnaire is at Appendix 5.
Participants were invited to complete a separate work log (again based on one used in the
Scottish survey (Inch et al 2005) to quantify the apportionment of their time across different
professional and management activities over a one-week period. This work log was
distributed at the end of February.

2.5.3

Anonymisation

In all stages of questionnaire mail-out a reply-paid envelope and a reply-paid postcard were
included with each questionnaire pack. The postcard is sent back at the same time, but
separately from the questionnaire and indicates whether the pharmacist has completed the
questionnaire and whether they would like to be involved in further research on Medicines
Use Review activity and completing a further work-study log. The postcard, which includes
an identification number, can never be directly linked with any specific questionnaire, which
carries no identifier at all. This method ensured anonymity for responders and allowed
reminders to be sent to appropriate non-responders.

2.5.4

Pre-pilot

The questionnaire was initially pre-piloted with 6 pharmacists. The questionnaire was further
refined before presenting it to a meeting of the evaluation’s External Advisory Board (EAB),
where all key stakeholders are represented. Individual comments and advice from the
advisory team were incorporated before the questionnaire proceeded to piloting.

2.5.5

Pilot 1

The questionnaire was piloted with a sample of 95 community pharmacists from three PCOs
outwith the study sample. The invitation letter to the pilot sample included a brief description
of the study and informed the participants that they were a pilot sample. As a result of the low
response rate (24%) in pilot 1, brief telephone interviews with 22 non-responders were
conducted. Their feedback indicated that workload was a significant reason for not
completing the questionnaire. A second pilot was organised to explore potential ways of
increasing response.

3

Dispensing, Repeat Dispensing, Disposal of Medicines, provision of healthy lifestyles, signposting, support for selfcare and
support for disabilities (not a specified essential service but a requirement for all pharmacies). There were also Clinical
Governance requirements which included a further specific seven areas: patient and public involvement; clinical audit; clinical
effectiveness; staffing and staff management; education, training and CPPD; and use of information.
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2.5.6

Pilot 2

This involved four further PCOs outwith the main study sample, and 228 questionnaires.
There were four arms to the pilot, which was designed as a Latin Square to compare a
shorter version of the questionnaire (12 sides) with the original version (24 sides) and the
effect of a pre-telephone call and personalisation of the covering letter compared to no precontact or personalisation, see Table 2.2. The shorter 12 sided questionnaire included
questions which related specifically to ‘key progress indicators’, as devised by the study team
see Appendix 1.
Personalisation involved the researcher telephoning each community pharmacy in the
sample describing the study and asking permission to obtain the name of the ‘pharmacist in
charge’ and explaining that they would be receiving a questionnaire. In addition a complex
question on workforce that was reported during the telephone interviews with nonresponders as being “off putting” was reformatted and moved to the end of the questionnaire.
Twenty-one of the community pharmacists in the Coventry sample (n=59) refused to provide
details of their name, eight of those indicated we should contact their head offices for study
approval. Similarly 15 of the Brighton and Hove sample (n=58) did not provide their names,
nine of those stating they were locums, five stated they had “no time” and one community
pharmacist said head office approval was needed.
Table 2.2: Pilot 2 Latin Square

2.5.7

Long version (24 sides)

Short version (12 sides)

Personalisation

PCO 1

PCO 2

No Personalisation

PCO 3

PCO 4

Engaging stakeholders

Our sample included 405 community pharmacies from large multiples, and we therefore
sought the support initially of the CCA, and then the head office of each multiple. The initial
mail-out of the questionnaire in the main study was through company head offices with a
supportive head office covering letter, using text suggested by the researchers. Discussions
to enable this proved protracted with one or two organisations, one of which instructed their
pharmacists not to complete certain questions, which were considered to be too
commercially sensitive. Subsequent communication with head office contacts, including a
chart of response rates for all CCA companies and notification of telephone interviews was
also included to try and boost the response rate. The support of AIMp (Association of
Multiple Pharmacies) was also sought via their administrator, through whom individual head
offices were also asked to mail out the original questionnaire with a covering letter.
We regularly emailed Local Pharmaceutical Committee secretaries in our sample PCO areas
and sent them charts of response rates for all areas.
In order to further maximise response rate we also promoted the survey as widely as
possible using relevant community pharmacy media such as the Pharmaceutical Journal,
PSNC publications, Local LPCs and other pharmacy press.

2.5.8

Use of Key Progress Indicators

A score was calculated for each KPI for each PCO using data from the PCO and community
pharmacy surveys. A domain score was then calculated for each PCO using a maximum
possible score in the domain as the denominator. PCOs were selected on the basis of scores
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for five domains to ensure a range of degrees of implementation. Final scoring and case
study selection are detailed in Appendix 7.

2.5.9

Administration of Main Survey

The main questionnaire was mailed out progressively from September 4th 2006 to all
independent pharmacies and to branches of different multiples depending on when we had
secured support from head offices. Appendix 8 summarises mail out dates. Up to three
reminders, together with a further copy of the questionnaire were sent to non-responders
after four, eight and sixteen weeks. A cut off point of the 7th of December was established for
the interim report, and to establish ‘late’ responders. A disappointing response rate of 50%,
by March 2007 led to the study team to conduct further telephone reminders. A research
fellow was employed to conduct telephone reminders with pharmacies specifically in PCOs
with a response rate of less than 60%. A sequential method was utilised in selecting
pharmacies within individual PCTs. Pharmacies were telephoned until a 60% response rate
was achieved within each PCO. The pharmacist in charge was offered a further
questionnaire to complete, which was sent by recorded delivery, or they were given the
option of completing a shorter version of the questionnaire, containing only questions relating
to the KPIs, over the telephone. In the reporting of the results the denominator is clearly
indicated.

2.5.10

Data management and Analysis

Data was entered into a SPSS version 14 for Windows spreadsheet. Double data entry was
conducted for a random 10% sample of survey forms to check for accuracy. Pilot and main
survey data were entered into two separate spread sheets. Analysis of the pilot data gave
early insights into the main findings.
Analysis included simple descriptive frequencies followed by chi square tests of association
following a planned hypothesis testing. These included exploring associations between
responses and type of pharmacy. Tests of associations with ‘early and late and telephone’
responders were also explored. A significance level of 5% was agreed.
Responses to the open questions were analysed by simple content analysis by two
researchers separately. The major themes were categorised according to the items included
in the questions. Where sub-themes were clearly evident, these were noted in a set of
thematic charts (Appendices 9 to 14).

2.5.11

Work study

A work study log diary was designed to allow a more detailed analysis of the time community
pharmacists spend on different activities on an average day. This was based on one used
earlier in a national Scottish study (Inch et al 2005). The reply paid postcard by which
pharmacists confirmed their return of an anonymous completed questionnaire also indicated
whether they would be willing to take part in further research which included the work study
log diary. One hundred and fourteen community pharmacists indicated they were willing to
take part and the diaries were sent out at the end of February. A further reminder was sent
out again in April 2007 to boost the response rate.
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2.6

Selection of Case Study Sites

2.6.1

Case studies

Five case study sites were selected, four PCTs in England and one LHB in Wales. The KPI
scores were used in the decision about which PCOs to include and other factors taken into
consideration were the ethnicity of the population, the relative percentages of pharmacies
which were independents and multiples, deprivation scores across the individual PCOs and
geographical spread of the case study sites. Final scoring and case study selection are
detailed in Appendix 7. A point of contact at each case study PCO was established by the
research team, this was typically a member of the medicines management team.
In the four PCOs (three in England and one in Wales) with the higher KPI scores the case
study fieldwork consisted of focus groups and/ or telephone interviews with key stakeholders.
Within the resources available to us we made the decision to allocate relatively more
resource to the case study sites where the scores indicated relatively greater progress with
contract implementation. In the PCO with the lower KPI score the case study fieldwork
focused on PCO staff with additional telephone interviews with key informants from
community pharmacy and general practice.
In addition two focus groups with patients were planned in two of the case study sites, one in
England and one in Wales. Focus groups were chosen because the purpose of the fieldwork
with patients was to explore in general their experiences of community pharmacy, the
introduction of the MUR and their experience of the process and to elicit comparative
experience and reasons for particular views. Previous research by members of the research
team had used the same methodology to explore patients perceptions of medication review
with GPs and pharmacists (Celino et al, 2005), this method had also been used to explore
the view of patients having medication review conducted by a practice pharmacist (Petty et
al, 2003).
Previous recent research experience by the team suggested that recruiting health
professionals in general and GPs in particular to focus groups might prove challenging and
therefore the MREC application included use of focus groups as a first line approach with
telephone interviews as an alternative if recruitment to focus groups proved not to be
feasible.
The fieldwork was undertaken in one PCO in November and December 2006 and in the
remaining PCOs in the period January to April 2007. The early PCO fieldwork allowed the
team to refine the approach to recruitment and methods. As a result of this early experience
two changes were made:
•
•

The patient information leaflet was revised in response to comments raised by
patients at the first focus group
It was decided to conduct interviews with GPs after two attempts to recruit GPs to
focus groups in the first PCO failed.

The use of focus groups as a first line method for community pharmacists and PCO staff was
retained and succeeded in all but one site where telephone interviews with community
pharmacists were undertaken.

2.6.2

Recruitment of GPs and community pharmacists

The PCO was asked to supply a list of all practices with individual GPs names and a list of all
pharmacies and, where known, the names of pharmacists who worked from the premises.
For the pharmacist focus groups the groups were scheduled for evenings on a date when the
PCO advised that there was no clash with other local activities and at a venue recommended
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by the PCO. GPs and Pharmacists were sent a pack containing a covering letter, participant
information sheet and consent form. (Appendices 15 to 26) The packs were sent by “signed
for” post which guaranteed a signature on delivery in order to confirm delivery and to draw
attention to the study. Invitations to the pharmacists were sent approximately 14 days before
the focus group. Participants agreeing to take part were asked to return a consent form in a
reply paid envelope.
GPs were asked to provide a direct dial telephone number or email address which was used
to schedule a convenient time for the telephone interview. The aim was to recruit
approximately six participants for each PCO from each professional group. The focus group
approach was abandoned if three or fewer participants confirmed attendance, interviews
were substituted for focus groups in these circumstances. Participants taking part in a focus
group were paid £50 plus travel expenses, and those taking part in a telephone interview
were paid £50.

2.6.3

Recruitment of PCO staff

PCO staff participants were identified from data the PCO had provided in the survey about
their contract implementation group. The membership of this group was reviewed with the
PCO contact who provided a name, telephone number and email address for each individual.
In some PCOs the reorganization of NHS PCTs in England meant that the individuals
involved were no longer in post, this limited the number of potential participants in some
PCOs. Staff invited to participate thus varied between PCOs but typically included the
community pharmacy contract lead, the clinical governance or quality lead, primary care and
finance representatives.
The PCO contact was asked to recommend a potential date and time for the PCO focus
group taking account of planned meetings and, where possible, the availability of potential
participants. Prospective PCO participants were emailed a pack which included a covering
letter, participant information sheet and consent form (Appendices 27 to 32). The pack set
out the time and date for the meeting which was held at a room at the PCO.
Participants in the PCO with the lowest KPI score were identified with the assistance of the
point of contact at the PCO. The PCO contact was asked to identify the members of the PCO
contract implementation group plus a local GP and pharmacist that was involved in the
implementation of the contract, for example the LPC or LMC representative.

2.6.4

Recruitment of patients

Our evaluation included two focus groups with patients. Patients who had had a Medicines
Use Review in the last six months were recruited through community pharmacies in two
PCOs (one in Wales and one in England). Community pharmacies active in MUR were
identified using Prescription Pricing Division (PPD) data and using the advice of the PCO. In
order to keep traveling distances for patients reasonable a geographical cluster of a broad
range of active community pharmacies was identified and approached either directly in the
case of independent pharmacies or via a head office contact in the case of multiple
pharmacies. A letter was subsequently sent to each identified community pharmacy asking
for their assistance in identifying and inviting patients to participate in a focus group
(Appendix 33). Those pharmacies that agreed to assist with recruitment were visited by a
member of the study team (GC) who asked the pharmacists to prepare an anonymised list of
all patients who had had an MUR in the last six months. Five patients were selected at each
pharmacy stratified by age and gender. The pharmacist sent invitations packs to each of the
patients identified. (Appendices 34 to 38) The packs contained a covering letter, information
sheet and consent form. The date, time and venue of the patient focus group was included in
the pack of information which was sent approximately 14 days before the focus group.
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Patients agreeing to participate were asked to return a consent form in a reply paid envelope.
Participants taking part in a focus group were paid £50 plus travel expenses.

2.6.5

Development of topic guides and interview schedules

A draft topic guide was developed for each stakeholder type by the research team, this was
tested with our advisory board and refined in the light of the comments received. The topic
guides for the GPs, pharmacists and PCO staff broadly followed the following structure:
•
•
•
•
•
•
•
•
•

Experiences of implementation of the contract
Essential services
Advanced services
Enhanced services
Inter-professional relationships
Long term conditions
Monitoring
Practice based commissioning (England only)
Control of entry (England only)

The final topic guide was then adapted to provide an interview schedule to be used in cases
where telephone interviews were used instead of focus groups. A full set of topic guides and
interview schedules is set out in Appendices 39 to 44.
The topic guide for patients was focused on their experience of MUR set in the context of
their relationship with the community pharmacist. The topic guide is set out at Appendix 45.

2.6.6

Documentary analysis

The documentary analysis was intended to provide contextual information about the case
study PCOs. More specifically, to explore the visibility of community pharmacy within key
PCO reports and strategies, to gain a picture of the extent to which pharmacy appeared to be
integrated and connected within the wider PCO, and to track the practical implementation of
CPCF.
The pharmacy lead in each PCO case study site was asked to confirm whether the following
documents were available and to provide a copy of, or an electronic link to:
•
•
•
•
•
•
•

PCO Local Delivery Plan
PCO Annual Report
PCO Primary Care Strategy
Pharmaceutical Needs Assessment
Community pharmacy strategy
Medicines Review Strategy
Community Pharmacy Development / Implementation Group minutes (if in the public
domain)

Internet searches were also conducted where necessary to locate documents. Some PCOs
had additional relevant sources (e.g. Clinical Governance Plan, Public Health Strategy) and
these were included if available. The LPC minutes, if available publicly on the Web, were
also included as an additional documentary source.
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2.7

Stakeholder workshop

Multi-stakeholder workshops are an established method for achieving stakeholder input in
research. Work in many disciplines has demonstrated their value in enabling a focus on
stakeholder concerns and, in doing so, improving buy-in to the outcomes of research.
Stakeholders were recruited from the following:
•
•
•
•
•
•
•
•
•
•

Department of Health
Contract negotiating team (Pharmaceutical Services Negotiating Committee and NHS
Confederation)
NHS strategic and commissioners
Professional Body
National pharmacy organisations
General practice organisations
Patient organisations
Representatives from Scotland, Wales and Northern Ireland
Study collaborators
Trustees of the Pharmacy Practice Research Trust

The workshop was held towards the end of the study (May 2007) when the final report of the
evaluation was being written, and was designed to elicit stakeholders’ views to assist in
interpretation of the findings and the conclusions drawn. The objectives were to:
•
•
•

Share the findings of the evaluation
Elicit stakeholders’ perceptions of the priorities for future actions based on the
findings of the evaluation (a written summary sent prior to the event and brief
presentations of the findings)
Obtain feedback on our preliminary recommendations

The workshop lasted five hours and followed a structured format of group work, preceded by
short presentations from the research team. There were three sessions of group work:
1. What needs to be done to achieve full implementation of advanced and enhanced
services in the CPCF?
What levers and incentives might be applied, and to whom?
What gives the community pharmacy “offering” credibility with potential
commissioners, including GPs, primary care organisations, practice based
commissioners? How can the services be sold to GPs and other stakeholders?
What else could be done?
2. What needs to happen to achieve effective integration of community pharmacy into
primary care?
What levers and incentives could be used to create effective working arrangements
between general practices and community pharmacies?
What else could be done?
3. What priority actions are needed to move forward and who needs to be involved?
Participants were asked to review our preliminary recommendations and prioritise
them, also to identify any additional recommendations they thought might be needed
based on the data presented.
Participants were seated at tables pre-allocated to mixed groups with the intention that each
table would have one member from each of the stakeholder backgrounds.
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A member of the research team was allocated to each group to facilitate discussion and write
notes on the discussion. The groups were told at the beginning of the event that these notes
would be part of the data collection process and they were collected at the end of the event.
Each group was also asked to record key outputs onto flipcharts. A thematic analysis of
common points of recommended future action was produced.

2.8

NHS data on service delivery

A request was made to the Prescription Pricing Division of the NHS Business Authority for
volume data for MURs in the 28 sample PCTs in England during the first and second years
of the service (April 1st 2005-March 31st 2006; April 1st 2006-March 31st 2007). Data was
requested at individual pharmacy level using the Prescription Pricing Division categories of
‘independent’ and ‘multiple’ (more than 5 pharmacies) to enable any differences by
pharmacy ownership type to be explored. The same data request was made to the three
sample LHBs in Wales.
The percentage of pharmacies that had provided MURs in 2005-6 and 2006-7 was
calculated for each PCO. Rates of provision of MUR per 1000 population and 1000
prescriptions were calculated for each PCO. The relative volume of MURs by multiple and
independent pharmacy providers were calculated because anecdotal reports suggested that
provision was substantially higher in the former.

2.9

Ethical approval

Ethical approval was obtained from MREC and they have been duly informed of any
subsequent changes in detail throughout the study period. NHS R and D approval was
sought and was obtained from each of the 31 PCO areas.

2.10

Access to additional data

2.10.1

Webstar Health patient surveys

The evaluation team was provided with access to data collected during needs assessments
undertaken in relation to community pharmacy services by 15 PCTs. The methodology for
the needs assessments included a survey of pharmacy users. The needs assessments were
undertaken between March 2003 and June 2006. Over this period a total of 444 pharmacies
located in the 15 PCTs were asked to support the needs assessment by distributing 50
questionnaires to patients visiting the pharmacy over a four week period. A total of 22,200
questionnaires were sent to pharmacies for onward distribution to pharmacy users by the
pharmacy staff. The pharmacy staff were provided with guidance on how to distribute the
questionnaires to achieve a fair distribution over the opening hours of the pharmacy and
services received by the patients. The questionnaire was developed by Webstar Health and
adapted in each locality to reflect local priorities and preferences. Questionnaires were
supplied with reply paid envelopes to return the questionnaire to Webstar Health for analysis.
Data was entered into SPSS and frequencies analysed.
A core set of questions that were common in each setting were analysed to provide some
context for the CPCF evaluation with a particular focus on the propensity of patients to use
the community pharmacist to support the use of medicines and the patient to use potential
self-care and public health services.

2.10.2

Keele University / Webstar Health 3rd National Survey of PCOs (2007)

In our original evaluation proposal we agreed to share specific data relevant to the evaluation
from this separate survey. The survey was originally planned for February 2006 and had to
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be postponed due to a DH national survey on commissioning of pharmacy services taking
place at that time. It was necessary to leave a reasonable period before sending a further
survey to PCOs, by which time the restructuring of English PCTs was underway in autumn
2006. Confirmation of organisational structures and appointment of pharmacy leads was not
complete until late spring 2007. This necessitated contacting all PCTs to identify the named
pharmacy lead as our contact point.
The restructuring of PCTs posed methodological and logistical challenges in conducting the
survey. In particular pilot work showed that where a number of PCTs had merged our
previous postal method was less effective. We therefore developed a telephone interview
schedule which we piloted and then used for PCTs where more than two organisations had
merged (45), and a postal questionnaire for others (105 plus 22 LHBs in Wales).
The telephone interview schedule and postal questionnaire were developed from those used
in previous national surveys of PCTs in England conducted by Keele with Webstar Health in
2003 and 2004. Like our previous surveys the 2007 survey comprised a mix of closed and
open questions. However to allow sufficient flexibility to reflect the evolving PCT
arrangements and reconfigurations the 2007 survey includes more open questions than
closed questions. Our intention is to use these data to provide a basis for developing a more
quantitative survey for future years with which to track development We now know that the
2006 survey by the DH will not be repeated in future years and that the NHSIC has taken on
the task of reporting enhanced services commissioning annually. Therefore, we intend to
move the timing of our survey back to its usual place in the autumn of each year. Our survey
remains the only longitudinal measure of CP development and factors affecting this at PCO
level.
Telephone interviews began in April 2007 and with follow ups and the usual cancellations
and rearrangements, continued into July. The postal questionnaire was distributed in
England w/c May 7th and in Wales (where we were awaiting endorsement from the Welsh
Assembly Group) in w/c May 28th. The first reminder was sent after four weeks and further
reminders scheduled for non-responders. We refer to the findings in relevant parts of the
report.
Having described our research methods, in the next chapter we will report on the
demography of our research participants.
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3

Demography of the research participants

The remainder of this report is organised in chapters relating to specific objectives of the
evaluation so we present here data on the research participants, response rates, and
representativeness of our respondents.

3.1

About our PCO sample

The evaluation is focused on a stratified random 10% sample of PCOs in England and
Wales. Stratification was at Strategic Health Authority level for England (n = 28) and
Regional level for Wales (n = 3). The list of PCOs is at Appendix 46 and a profile of the
PCOs is at Appendix 47.
The PCOs included were of wide sociodemographic variation. The Index of Multiple
Deprivation (IMD) in the sample PCOs ranged from 1 to 251 and estimated unemployment
rate from 2.62% to 10.32%. The percentage of the population from Black and Ethnic
Minorities (BME) ranged from 1.86% to 55.10%. Eight of our PCTs had Spearhead status4
(of the national figure of 88) and seven received the Neighbourhood Renewal Fund (a
government scheme intended to provide support to disadvantaged areas). Finance deficits at
the end of 2005-6 ranged from a surplus of +1.9% to a deficit of -4.1%.
Participation of PCOs in national NHS initiatives was used as a further method to assess the
representativeness of our sample. Sixteen of the English PCTs had been sites of the
Medicines Management Services Collaborative and seven were pathfinder sites for repeat
dispensing (two in Wave 1, five in Wave 2). Three PCOs (of 28 nationally) were currently
sites for the Community Pharmacy Framework Collaborative (CPFC) which was established
to support implementation of essential services within the new contract. One of these
(Portsmouth City) had also been a Wave 1 repeat dispensing Pathfinder. With respect to
participation in NHS initiatives, the sample was representative of the national population of
PCTs.

3.1.1

Strategic Health Authorities

All 28 SHAs in England together with the Welsh Assembly Government were included in the
survey to give a national level picture.

3.1.2

Response rates

The response rates were 86% for the SHA survey, and 94% for the survey of our 31 PCOs.

3.2

Community Pharmacy survey

3.2.1

Response rates

In this section we report the response rates of the pilot studies and main survey, which
includes the telephone interviews. All numbers and percentages relate to the numbers
responding to individual questions. The total number is clearly indicated in each table and
valid percentages are reported.

3.2.2

Pilot 1

An initial response rate of 11% was achieved from the 95 pharmacies with a reminder
achieving a response rate of 24% (see Table 3.1).
4

Spearhead PCTs were announced in 2004. They were described by DH as the most deprived areas in England
and were the first to receive funding for health trainers, stop smoking services and school nurses.
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Table 3.1: Pilot 1 response rate
Questionnaire
version

PCT/LHB

No.
sent

No. ret first
mailing

No. ret second
mailing

Pilot 1

Northampton

38

4

5

Flintshire

27

3

4

Gwent

30

3

3

Total

95

10

12

Total response n
(%)
22 (24)

Telephone calls were made to a random sample of non-responders to explore the reason for
not completing the questionnaire. Of 22 telephone calls made, nine stated that a locum was
in charge. Eight pharmacists cited workload-related reasons, including preparing for PCO
visits, lack of time generally, and more specifically, increased volume of prescriptions. Three
pharmacists said they did not have head office approval, see Table 3.2 for details.
Table 3.2: Reasons for non-response

3.2.3

Reason

No. (n=22)

Locum

9

Require head office permission

3

Time

3

Preparing for PCT visits

3

Increased prescription volume

2

Length

2

Pilot 2

The overall response rate to this second pilot was 30% after one reminder (see Table 3.3).
Analyses of Latin Square groups revealed no significant difference in the response rates
according to short or long, or personalised or non-personalised. An average of 30%
response rate was achieved overall.
Table 3.3: Pilot 2 response rate
Questionnaire
version

PCT/

No.
sent

No. returned
first mailing

No. returned
second mailing

Total
response
n(%)

Personalised/
Short

Brighton &
Hove

58

9

9

18 (31)

Non-personalised/
Long

Tameside &
Glossip

51

11

5

16 (31)

Personalised/
Long

Coventry

59

10

8

18 (30)

Non-personalised/
Short

Caerphilly

60

11

6

17 (28)

228

41

28

69 (30)

LHB

Total
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As a result of the second pilot the questionnaire was finalised using the longer version and
the letter of invitation was addressed to the pharmacist in charge.

3.2.4

Postcard replies

Seventy-eight questionnaires were returned after pilot 2 and 70 postcards were returned.
This left a discrepancy of 10%.

3.3

Main questionnaire

The series of questionnaire mailings, telephone interviews and cumulative returns are shown
in Table 3.4.
Table 3.4: Main questionnaire response rates
Mailing cycle

Mailing
date

No. sent (total 1080)

Cumulative
No. returned

Response rate
(% of total)

1

wc 4th Sept
2006

890 (excluding Lloyds & AIMp
members)

213

20

2

wc 2nd Oct
2006

677 (excluding Lloyds & AIMp
members)

303

28

3

wc 4th Dec
2006

777 (Includes 139 Lloyds & 51
AIMp)

425

39

4

wc 15th Jan
2007

669

537

50

5 (telephone
interviews)

Mid April
2007

756

70

6 recorded
delivery

Mid April

762

71

2007

38

An initial response of 20% was followed by 28% after one reminder and 39% after two
reminders and 50% after three reminders. Telephone interviews increased the response rate
overall to 71%.
For interim analysis purposes the responses were analysed by PCO and there was
considerable variation in rates. For example, Conwy (76%) and North Tees (62%) had much
higher response rates than Redditch & Bromsgove (16%) and Tendring (16%), as shown in
the Table 3.5 below. Final PCO response rates post telephone interviews are also displayed
in Table 3.5 for comparison purposes.
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Table 3.5: PCT Response Rates
PCT/LHB

No. of
quest
sent

No. of quest
received
Dec 2006

% resp
Dec
2006

No of quest
completed 1st
May 2007

No of
telephone
interviews

%
response
May 2007

Ashfield
Bexley Care Trust
Bradford South &
West
Camden
Central Cornwall
Ealing
East Kent Coastal
Hambleton &
Richmond
Havering
Huntingdonshire
Hyndburn & Ribble
Valley
Kingston
North Hertfordshire
& Stevenage
North Manchester
North Surrey
North Tees
Northampton
Heartlands
Oxford City
Portsmouth City
Teaching
Redditch &
Bromsgrove
Rotherham
South & East
Dorset
South Birmingham
South Sefton
South Stoke
South Tyneside
Tendring
Conwy LHB
Powys LHB
Vale of Glamorgan
LHB
West Wiltshire
Unknown

17
42
27

6
11
12

35
26
44

11
30
16

2
10

65
71
59

63
30
68
37
15

16
16
23
18
8

25
53
34
49
53

42
25
59
28
12

18
3
13
9

67
83
87
76
80

43
25
27

20
6
12

46
24
44

38
17
21

12
5
8

88
68
78

29
42

8
16

28
38

18
27

6
7

62
64

47
44
29
49

21
12
18
25

45
27
62
51

35
27
24
33

12
11
4
8

74
61
83
67

32
34

9
15

28
44

22
27

10
8

69
79

25

4

16

14

9

56

50
30

17
12

34
40

32
22

10
6

64
73

71
37
25
33
25
17
23
27

27
15
10
19
4
13
11
8

38
41
40
58
16
76
48
30

39
27
17
22
12
14
16
17

11
9
6
3
6
3
6

55
73
68
67
48
82
70
63

17

6
7

35

13
5

4

76

762

219

70.5

Total

1080
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Likewise there was considerable variation in response rate across different organisational
groups at the interim phase, ranging from 21-68% and with a mean of 34% (Table 3.6).
Table 3.6: Response Rates from different pharmacy multiples
Multiple

Response

Response rate %

(n)

Dec 2006

Dec 2006

Asda (7)

4

57

Alliance (69)

28

41

Boots (127)

39

31

Lloyds Pharmacy (139)

29

21

Morrisons (2)

1

50

Rowlands (35)

21

60

Sainsbury (14)

6

43

Superdrug (21)

7

33

Tesco (19)

13

68

Total 433

148

34%

Table 3.7 on the following page displays the analysis of the comparison between early, late
and telephone responders. In general late responders (compared to early and telephone
responders) were more likely to be under 35 years of age, and telephone responders were
more likely to be between 35 and 44 years of age. Telephone responders were more likely
to be working in independent pharmacies, compared to those answering the postal form, and
less likely to be providing MURs or planning to do so in the future. Early responders,
compared to late responders were less satisfied with the ‘new contract’, and less likely to
remain working in community pharmacy. This pattern persisted when late responders were
compared with telephone responders who were most likely of all the groups to feel the new
contract had increased their likelihood of staying in community pharmacy.
These comparisons should be interpreted with caution. In particular it is possible that the
effects on satisfaction and likelihood of staying in community pharmacy might be a
longitudinal effect on satisfaction rather than reflecting an inherent difference in the groups.
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Table 3.7: Comparison of early, late and telephone responders by selected characteristics
Variable

Early n(%)

Late n(%)

Telephone
n(%)

Pvalue

Male

244 (58.8)

65 (57.0)

116 (55.2)

0.692

Female

171 (41.2)

49 (43.0)

94 (44.8)

Under 35

138 (33.2)

43 (37.4)

61 (29.0)

35-44

105 (25.2)

18 (15.7)

92 (43.8)

45-54

127 (30.5)

38 (33.0)

41 (19.5)

55-64

40 (9.6)

13 (11.3)

16 (7.6)

Over 65

6 (1.4)

3 (2.6)

0 (0)

Independent single
outlet

107 (25.2)

28 (23.7)

85 (39.9)

Small chain

63 (14.9)

19 (16.1)

25 (11.7)

Medium chain

39 (9.2)

8 (6.8)

26 (12.2)

Large multiple

215 (50.7)

63 (53.4)

77 (36.2)

Yes

250 (60.1)

82 (69.5)

103 (51.5)

No

166 (39.9)

36 (30.5)

97 (48.5)

Future intention
to provide MURs

Yes

135 (87.7)

30 (88.2)

55 (75.3)

No

19 (12.3)

4 (11.8)

18 (24.7)

Overall
satisfaction with
‘new contract’

More

40 (9.8)

25 (22.1)

57 (29.1)

Less

175 (42.8)

30 (26.5)

11 (5.6)

Much the same

194 (47.4)

58 (51.3)

128 (65.3)

Likelihood of
staying in
community
pharmacy

More

47 (11.4)

22 (19.3)

71 (36.2)

Less

142 (34.5)

33 (28.9)

13 (6.6)

Much the same

222 (54.0)

59 (51.8)

112 (57.1)

Designated role

Owner

108 (25.3)

25 (21.2)

15 (6.8)

Manager

206 (48.5)

57 (48.3)

31 (14.2)

Locum

30 (7.1)

12 (10.2)

102 (46.6)

Other

69 (16.2)

23 (19.4)

63 (28.8)

Sex
Age

Type of
pharmacy

MUR

<0.001

0.001

0.006
0.047
<0.001

<0.001
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Table 3.8: Multinomial logistic regression of factors predicting response group
Unadjusted Odds ratio

Multi-adjusted Odds ratio

(95% confidence interval)

(95% confidence interval)

Early

Late

Early

Late

Male

1.16
(0.83-1.62)

1.08
(0.68-1.70)

0.86
(0.51-1.45)

0.84
(0.46-1.53)

Female

-

-

-

-

Under 35

0.75
(0.49-1.14)

0.74
(0.43-1.28)

0.96
(0.49-1.84)

0.97
(0.46-2.03)

35-44

0.38
(0.25-0.57)

0.21
(0.11-0.39)

0.41
(0.22-0.76)

0.25
(0.11-0.53)

45+

-

-

-

-

Yes

1.42
(1.01-1.99)

2.15
(1.33-3.47)

0.97
(0.56-1.68)

1.45
(0.76-2.77)

No

-

-

-

-

Yes

2.33
(1.14-4.76)

2.46
(0.76-7.92)

*

*

No

-

-

*

*

More

0.46
(0.29-0.74)

0.97
(0.55-1.70)

0.65
(0.32-1.30)

1.29
(0.57-2.90)

Less

10.50
(5.49-20.08)

6.02
(2.82-12.84)

8.81
(3.35-23.17)

4.21
(1.43-12.41)

Same

-

-

-

-

More

0.33
(0.22-0.52)

0.59
(0.33-1.04)

0.31
(0.16-0.58)

0.32
(0.15-0.72)

Less

5.51
(2.99-10.16)

4.82
(2.36-9.85)

2.31
(0.88-6.06)

3.61
(1.27-10.26)

Same

-

-

-

-

Independent
single outlet

0.45
(0.31-0.66)

0.40
(0.23-0.69)

0.17
(0.09-0.35)

0.22
(0.09-0.52)

Small/med
chain

0.72
(0.47-1.10)

0.65
(0.37-1.15)

0.49
(0.25-0.94)

0.65
(0.30-1.39)

Large
multiple

-

-

-

-

Owner

6.57
(3.47-12.46)

4.57
(2.05-10.15)

14.84
(5.72-38.47)

10.88
(3.52-33.65)

Locum

0.27
(0.16-0.46)

0.32
(0.15-0.69)

0.29
(0.14-0.59)

0.39
(0.15-0.98)

Manager

6.07
(3.65-10.10)

5.04
(2.64-9.62)

5.52
(2.90-10.50)

4.81
(2.23-10.37)

Pharmacist/
Other

-

-

-

-

Factor
Gender

Age group

MUR provision

Intention to
provide*
Satisfaction
compared to
before new
contract

Likelihood of
remaining in
community
pharmacy

Type of
pharmacy

Designated role

Base group for response category=telephone responders.
* Intention to provide MURs not included in adjusted model as insufficient numbers in
subcategories for valid analysis
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The largest group of respondents was under 35 (33%), with 61% under 44. Fifty-eight per
cent were male and 42% were female. Fifty-eight per cent held a post-graduate qualification,
36% were self-employed and 62% were employee pharmacists.
Most respondents (47%) worked for large multiples (>31 stores), 10% in medium chains (1130 stores) 14% worked in small chains (2 to 10 stores) and 29% worked in independent
single outlets.
Forty per cent of respondents worked in management positions and 20% were owners.
Twenty per cent classified themselves as ‘pharmacists’ and 19% as locums.
The full set of responses is reported in Table 3.9.
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Table 3.9: Pharmacist Respondents’ Demography
Characteristic

Details

N= 762 n(%)

Age Range

Under 35

242 (33)

35-44

215 (29)

45-54

206 (28)

55-64

69 (9)

Over 65

9 (1)

Total 416/741
Gender

Male

425 (58)

Female

314 (42)

Total 415/739
Post-graduate qualifications
Details of postgraduate qualification

Yes

410 (58)

No

297 (42)

Diploma / MSc

110 (27)

PhD

60 (15)

Supplementary prescriber

107 (26)

MCPP

14 (3)

MUR accreditation

280 (68)

Total 410/707
Pharmacist

Self-employed

251 (36)

Employment Status

Employee pharmacist

433 (62)

Other

13 (2)

Total 417/697
Type of pharmacy

Independent single outlet

220 (29)

worked in

Small chain (2-10 stores)

107 (14)

Medium chain (11-30 stores)

73 (10)

Large multiple (≥31 stores)

355 (47)

Total 444/756
Designated role

Owner

148 (20)

Manager

294 (40)

Pharmacist

145 (20)

Locum

144 (19)

Other

10 (1)

Total 413/741

It is possible to make some comparisons between our respondents to date and previous
national data. As Table 3.10 on the following page shows, the distribution of pharmacists
across pharmacies of different ownership types is broadly similar to the findings of the
second national pharmacy workforce census (Hassell 2006).
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Table 3.10: Distribution of pharmacists by pharmacy ownership
Current survey

RPSGB census 2005
(Hassell et al 2006)

Type of pharmacy

Independent single outlet

29%

29.4%

worked in

Small chain (2-10 stores)

14%

13.9%

Medium chain (11-30 stores)

10%

12.9%

Large multiple (≥31 stores)

47%

54.2%

Another point of comparison to national data is the numbers of prescriptions dispensed by
the participating pharmacies (Table 3.11). National data for England and Wales (NHS IC
2006) show that the percentage of pharmacies dispensing 8,000 or fewer prescriptions is
81% compared with our 76%. The national percentage of pharmacies dispensing more than
8,000 prescriptions is 19% compared with our 24%. At the lower end of the volume scale our
percentage of pharmacies dispensing fewer than 2,000 prescriptions was 5.6% compared
with the national figure of 8%. These findings show that the percentages are broadly
comparable although pharmacies dispensing higher volumes seem to be slightly overrepresented among our respondents.
Table 3.11: Average monthly numbers of prescription items dispensed (community pharmacy survey
respondents)
Number of items

Number (%)
pharmacies
n=480

Cumulative %

National data
(NHS IC
2006)

National %

<2,000

27 (5.6)

5.6

<2000

8

2,000-3,499

95 (19.8)

25.4

2,001-4,000

26

3,500-4,999

93 (19.4)

44.8

5,000-6,499

73 (15.2)

60.0

4,001-6,000

29

6,500- 7,999

77 (16.0)

76.0

8,000-9,499

50 (10.4)

86.4

6,001-8,000

18

9,500-10,999

45 (9.4)

95.8

>11,000

20 (4.2)

100.0

8001-10,000

10

Over 10,000

9

Table 3.12 on the following page shows the association between pharmacy type and the age
and gender of pharmacists working there. Female pharmacists and younger pharmacists
were most likely to work for large multiples. Pharmacists who work in large multiples are also
more likely to have a postgraduate qualification.
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Table 3.12: Association between pharmacy type and pharmacist demography
Factor

Gender
Age

Postgrad
qualification

Independent
single outlet
n (%)

Small chain
(2-10 stores)
n (%)

Medium chain
(11-30 stores)
n (%)

Large
multiple (≥31
stores) n (%)

Male

148 (68.8)

79(77.5)

38 (54.3)

157 (45.5)

Female

67(31.2)

23 (22.5)

32 (45.7)

188 (54.5)

Under 35

42 (19.4)

19 (18.4)

26 (37.7)

153 (44.3)

35-44

64 (29.5)

32 (31.1)

18 (26.1)

98 (28.4)

45-54

84 (38.7)

36 (35.0)

16 (23.2)

69 (20.0)

Over 55

27 (12.4)

16 (15.6)

9 (13.0)

25 (7.3)

Yes

112 (53.3)

45 (44.6)

36 (55.4)

213 (65.5)

No

98 (46.7)

56 (55.4)

29 (44.6)

112 (34.5)

Pvalue

<0.001

<0.001

0.001

In the results chapters the community pharmacy survey data is presented for all respondents
(n=762) wherever possible. If the item was only part of the full postally administered
questionnaire the denominator is reduced to 543.

3.4

Pharmacy premises

Just over half of respondents (55%) stated they displayed the NHS logo within their
pharmacies. The majority of respondents (93%) reported no change in their pharmacy’s
opening hours since the introduction of CPCF. Seven per cent of pharmacies had changed
ownership during the previous year.
Seventy six per cent (573) reported having either a private or semi-private
consultation/counselling area where they could talk to patients in private. A further 72% of
those indicated they had a separate consultation room, of which 80% indicated that their
consultation room met all the requirements for MUR accreditation. Thus overall 472
respondents (62% of the total sample) reported their pharmacy having a consultation facility
meeting MUR requirements. Other pharmacy demography is reported in Table 3.13.
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Table 3.13: Pharmacy demography details
Characteristic

N=543
n (%)
Yes

38 (7)

No

501 (93)

Total

540

City centre

25 (5)

Out of town shopping

16 (3)

Suburban/town high street or
shopping centre

123 (23)

In or very near a health centre

93 (17)

Village high street/centre

67 (12)

Supermarket

32 (6)

Housing estate

23 (4)

Among local neighbourhood shops

138 (26)

Other

23 (4)

Total

540

Description of catchment area

1-3

105 (20)

(by Deprivation Category)

4-7

338 (63)

8-10

94 (18)

Total

537

Yes

38 (7)

No

501(93)

Total

541

Pharmacy changed ownership within the
last year

Location of pharmacy

Pharmacy opening hours changed since
the ‘new contract’ introduced

Only 7% of pharmacies had changed their opening hours since CPCF was introduced. There
are no available data on the number of general practices that changed their opening hours
after the introduction of GMS when many GPs opted out of providing out of hours care
although anecdotal reports have suggested that many fewer surgeries are now open on
Saturdays. It might have been expected either that some pharmacies would have decided to
close on Saturdays (because of having fewer prescriptions to dispense) or that some PCOs
might wish to commission additional services on Saturdays to enhance local access. Our
data indicate that any such changes have been small.

3.5

Case study sites

The profile of our five case study PCOs is shown in Table 3.14. Population numbers ranged
from 110,000 to 300,000 and percentage of the population from black and ethnic minorities
(BME) percentage 1% to 43% (against a national average for England of 9.1%).

39

National evaluation of the new community pharmacy contract
Table 3.14: Profile of case study PCOs
PCO A

PCO B

PCO C

PCO D

PCO E

Location

Semi-rural,
Wales

Rural, south
of England

Urban,
London

Town, north
of England

Urban, north
west of
England

Popn

109,596

146,709

300,949

248,171

167,585

Deprivation (IMD rank)

Not
available

80

117

57

189

Black and minority
ethnic (BME) popn

1.1%

3.2%

41.3%

4.1%

2.9%

Community pharmacies

28

29

70

45

37

Proportion
independents /
multiples

Very high
multiples

High
multiples

High
independents

High
multiples

Even
distribution

General practices

19

23

80

39

37

Prescription items
dispensed per month

367,000

173,000

253,000

332,000

218,000

% prescription items
dispensed as repeat
dispensing 2006

Not
available

0.09%

1.4%

0.004%

0.17%

A summary of the methods and execution of recruitment for GPs, community pharmacists
and PCO staff is set out in Table 3.15 on the following page.
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Table 3.15: Methods and execution of recruitment for GPs, community pharmacists and PCO staff
PCO

PCO A

PCO B

PCO C

PCO D

GP

Sixty GPs invited to
participate in
telephone
interview.

107 GPs invited to
participate in
telephone
interview.

78 GPs invited to
participate in
telephone
interview.

143 GPs invited to
participate in
telephone
interview.

Five consented,
two telephone
interviews arranged
and completed in
March 2007.

Ten consented, six
telephone
interviews arranged
and completed in
February and
March 2007.

Six consented,
three telephone
interviews arranged
and completed in
March and April
2007.

Eighteen
consented, eight
telephone
interviews arranged
and completed in
February and
March 2007.

28 community
pharmacists invited
to participate in a
focus group. Five
consented and four
attended. Focus
group held in
November 2006.

30 community
pharmacists invited
to participate in a
focus group. Five
consented and five
attended. Focus
group held in
February 2007.

78 community
pharmacists invited
to participate in a
focus group. 10
consented and 10
attended. Focus
group held in April
2007.

52 community
pharmacists invited
to participate in a
focus group.
Recruitment failed.

Eight PCO staff
invited to
participate in a
focus group. Four
consented and
three attended.
Focus group held in
January 2007. Nonattendee
subsequently
consented to an
interview which
was completed in
February 2007.

Three PCO staff
invited to
participate in a
focus group. Three
consented and
three attended.
Focus group held in
March 2007.

10 PCO staff
invited to
participate in a
focus group. Seven
consented and
seven attended.
Focus group held in
April 2007.

10 PCO staff
invited to
participate in a
focus group. Eight
consented and 8
attended. Focus
group held in April
2007.

Community
pharmacists

PCO Staff

52 community
pharmacists invited
to participate in a
telephone
interview. Five
consented and five
telephone
interviews
conducted in March
2007.
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A summary describing the individuals that attended each group or participated in the
interviews is provided in Table 3.16 below.
Table 3.16: Characteristics of participants in focus groups and interviews
PCO

PCO A

PCO B

PCO C

PCO D

GP

Two male GPs
both from different
five partner
practices.

Five male and one
female GPs from
practices ranging
from four partners
to nine partners in
size.

Three male GPs from
practices ranging from
two partners to six
partners in size.

Six male and two
female GPs from
practices ranging
from three
partners to nine
partners in size,
two GPs from the
same practice
were interviewed.

Community
pharmacists

Two male and two
female
pharmacists, all
were employees,
one for a
supermarket two
from one large
national chain and
one from a
different large
national chain.

Three male and
two female
pharmacists. One
independent
owner, two
independent
employees and
two multiple
employees, one of
whom worked in a
100 hour
supermarket
pharmacy.

Six male and four
female pharmacists all
but one were
independent
proprietors/employees.
One multiple
employee.

Two male and
three female
pharmacists.
Three worked for
the same large
regional chain,
and two worked
for different
supermarket
pharmacies.

PCO Staff

The Head of
Medicines
Management
(pharmacist),
Community
pharmacy
facilitator
(pharmacist) and
the Director of
Primary Care.

A pharmaceutical
advisor (former
Chief Pharmacist
at the PCT prior to
merger),
Community
pharmacy
facilitator
(pharmacy
technician) and the
Primary Care
Development
Manager.

Chief Pharmacist,
Community Pharmacy
Facilitator
(pharmacist),
Pharmacy Contract
Manager, Primary
Care Commissioning
Manager, Assistant
Finance Director,
Connecting for Health
lead.

Prescribing
Adviser
(pharmacist),
Community
Pharmacy
Facilitator
(pharmacist),
Public Health
Specialist, Drug
Treatment
Services, Primary
Care Contracts
Officer, Pharmacy
Co-ordinator,
Assistant Director
of Strategic
Planning &
Primary Care,
Assistant Director
of Finance.

At PCO E three of the six individuals invited agreed to take part and interviews were
conducted with a member of the LPC (independent pharmacist), the Primary Care Contract
Manager and the Primary Care Development Manager. This was the lowest response rate
among the five case study sites.
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Table 3.17: Response rates and characteristics for patient focus groups
PCO A

PCO C

Pharmacies

Eight pharmacies were approached to
assist in recruiting patients. Seven
agreed to take part.

Eight pharmacies were approached to
assist in recruiting patients. Eight agreed
to take part.

Patients

36 invitations were posted to patients by
the pharmacies on our behalf. Three5
consent forms were returned and three
patients participated.

40 invitations were posted to patients by
the pharmacies on our behalf. Seven
consent forms were returned and seven
patients participated.

Focus groups

The focus group was held in December
2006.

The focus group was held in April 2007.

Characteristics

One male and two female participants,
all aged between 60 and 75 years of
age.

Five male and two female participants,
ages ranged from early 50’s to early
70’s.

The PCO documents available for analysis are shown in Table 3.17.
Table 3.18: Availability of key PCO documents
PCO A

PCO B

PCO C

PCO D

PCO E

Local Delivery Plan

N/A

2004-7

2006-8

Not available

2003-6

PCO Annual
Report

2005-6

Not
available

2005-6

2005-6

Pharmaceutical
Needs Assessment

Health Needs
Assessment
2006

-

√

Completed end
2005 but not
publicly available

√

Other documents

Health and
wellbeing
strategy

-

Commissioning
Intentions 2006-7

-

-

Community
pharmacy strategy

-

-

-

-

-

Medicines review
strategy

√

-

-

-

-

CP development
group minutes

-

-

√

-

-

Internet searching revealed variation in the extent to which the LPCs in the case study sites
made information publicly available. The available documents are shown in Table 3.18.

5

We made the decision to proceed with the focus group with three patient participants
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Table 3.19: LPC documents in the case study PCOs
PCO A

PCO B

PCO C

PCO D

PCO E

LPC website

-

√

Group LPC
portal

-

√

LPC minutes
available

-

-

-

√ to 2006

√

LPC Newsletter

-

3.6

via a neighbouring
PCT’s website
√

-

√

√

Stakeholder workshop

In total 33 individuals participated in the workshop from the following backgrounds:
Table 3.20: Stakeholder workshop participants
Patients/lay representatives

6

NHS managers / commissioners

1

Department of Health

1

CPCF negotiating team

2

General practice

2

Nursing

0

Pharmacy
Community pharmacy

3

NHS strategic roles

3

Professional body

3

Pharmacy organisations (England)

6

Academic pharmacists

1

Researchers

1

Pharmacy Practice Research Trust trustees

4

Others

1
Total

3.7

33

Additional data sources

Webstar Health patient surveys
Prior to the introduction of CPCF Webstar Health conducted patient surveys on behalf of 15
PCTs in England. Of the 22,200 surveys distributed 7,773 (35%) surveys were returned by
patients, of these 36% were male and 64% female. Respondents ages ranged from 16 years
to over 75 years of age with most patients (44%) aged over 65 years of age. The majority
(86%) used the pharmacy regularly for repeat prescriptions.
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Table 3.21: Patient respondents by age
Respondent’s age Percent

3.8

16 – 24

2.6%

25 – 34

5.5%

35 – 44

10.3%

45 – 54

13.7%

55 – 64

23.8%

65 – 74

24.1%

75 and over

19.7%

Presentation of qualitative data in the report

In the following chapters of the report we address the specific research questions and
objectives of the evaluation. In order to preserve the anonymity of participants the following
coding systems are used.
In the presentation of qualitative quotations we have not identified individual participants but
we have identified the case study area where the participant was based.
Table 3.22: Presentation of qualitative data
Sample PCO respondents (29)

PCO 1-29

SHA and Welsh Assembly Group (WAG)
respondents*

SHA 1-25

Community pharmacists (survey)

P1-543

Case study PCOs**

PCO A-E

GP interview participants

A – E GP (where A – E denotes the PCO)

Community pharmacist interview participants

A – E Pcist (where A – E denotes the PCO)

Community pharmacist focus group
participants

A – E Pcists (where A – E denotes the PCO)

PCO staff focus group and interview
participants

A – E PCO staff (where A – E denotes the
PCO)

Patient focus group participants

A – E Patients (where A – E denotes the PCO)

*to maintain anonymity of the WAG pharmacy lead they have been allocated a SHA code
**one of our five case study sites was in Wales and we have not differentiated this PCO
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Chapter Four
Overview of Implementation Process
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4

Overview of Implementation Progress

Key points
•
•
•
•
•
•
•
•
•
•
•

Implementation of essential services is well advanced or complete in most pharmacies
The majority (three quarters) of pharmacies now have a private consultation area
60% of pharmacies are providing the Medicines Use Review service and of those who
are not over 80% plan to do so in the future
Enhanced services are being provided by 87% of pharmacies, with over 40% providing
three or more services
Three quarters of pharmacists reported having had a monitoring visit from their PCO
PCO monitoring frameworks appear to vary considerably and pharmacists find the
required paperwork and preparation to be time consuming
Two thirds of pharmacists are delegating more work to non-pharmacist staff and one third
plan to make further staffing changes
A substantial minority of pharmacists report that they are less satisfied with their job and
less likely to stay in community pharmacy than they were prior to CPCF
Perceived positive aspects of the contract for community pharmacists included increased
patient contact and improved relationships with patients
Negative aspects included additional workload arising from the contract, particularly the
new requirements for recording data, combined with a feeling that their pharmacy was
financially worse off
Facilitators and barriers to implementation have been identified

In this section we present a summary of our findings related to our two overarching research
questions:
1. What progress has been made in the implementation of CPCF?, and
2. What are the barriers and facilitators to implementation?
Detailed data on Essential, Advanced and Enhanced services, Workforce, Quality and
Integration are contained in later chapters of this report.

4.1

Progress in implementing CPCF

4.1.1

Changes in service provision and monitoring

Our findings showed evidence of substantial change in many aspects since the introduction
of CPCF.
An overview of the extent of provision of essential services pre- and post-CPCF is shown in
Table 4.1, derived from data from the survey of community pharmacists. In the survey the
questions focused upon aspects of essential services that were not formally included in the
previous contract and therefore potentially represented new activities for community
pharmacists. Most of the essential services required within CPCF are being provided by the
majority of community pharmacies.
Repeat dispensing is provided by 60% of pharmacies, roughly half of whom reported that
they were already doing so when the new contract was introduced. With that exception, most
pharmacists reported that they were already providing the other essential services.
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Table 4.1: Delivery of essential services Pre and Post contract
Service

Total no.
currently
providing
n (%) *
n=762/543

Already
delivering
before the
new contract
n (%)
*n=762/543

Only
delivering
after the new
contract
n (%) *
n=762/543

Repeat dispensing

433 (60.0)

173 (51.0)

166 (49.0)

Dispose of unwanted
medicines

538 (99.8)

496 (98.8)

6 (1.2)

Campaign based healthy
lifestyle promotion activities

464 (87.4)

243 (70.6)

101 (29.4)

Prescription linked healthy
lifestyle intervention

355 (67.6)

259 (75.3)

85 (24.7)

Signposting service

507 (94.6)

288 (74.2)

100 (25.8)

* Note: The denominator for these percentages is the sum of those responding and excludes
missing values.
A key feature of CPCF was a more explicit role in public health within the Essential services
tier. In terms of their public health related activities, over half said these had increased since
the new contract.
There are no data from England and Wales on the proportion of pharmacies which had a
consultation area prior to the contract being introduced but the general perception was that
only a minority of premises had such an area. Forty six per cent of community pharmacists in
Scotland reported that they had a dedicated consulting area where a private discussion could
take place in 2003. Overall three quarters of our respondents to the community pharmacy
survey reported that their pharmacy had a consultation area, 80% of which had been
accredited for the provision of Medicines Use Review. This represents a major change which
could underpin the delivery of other new services from community pharmacies.
The advanced service of Medicines Use Review and Prescription Interventions did not exist
prior to the new contract and so represented completely new work. Almost 60% of
respondents said they were providing MUR and of those not already providing, the vast
majority planned to do so in the future. The average time taken per MUR was 51 minutes, 22
of which were spent face to face with the patient. One in four pharmacists reported
employing a locum pharmacist to provide MURs or provide cover for the pharmacist to do so.
The vast majority of pharmacists providing MUR said it had made no difference to their
working relationship with GPs.
Prior to the contract being introduced most PCOs were commissioning additional services to
meet local needs. Such services were formalised within CPCF as the enhanced services tier
with a set of national templates. The numbers and percentages of pharmacies delivering
specific enhanced services prior to and since the new contract are shown in Table 4.2.
Overall 87% of pharmacists reported providing one or more enhanced services and 43% are
providing three or more enhanced services. Most (80%) of these services were being
commissioned and provided prior to CPCF.
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While it is not possible to discern whether the commissioning PCO offered the service to all
pharmacies or targeted it in specific areas, nevertheless the figures do give an indication of
the scale of provision. The services provided by the highest proportion of pharmacies were:
public health related services such as smoking cessation (44%); patient group directions
(42%); and supervised administration of medicines (39%). At the other extreme the
percentage of providing pharmacies for novel clinically oriented services such as clinical
medication reviews, pharmaceutical care for people with long term conditions and
supplementary prescribing was small, at under one half of one per cent.
Table 4.2: Delivery of enhanced services Pre - and Post - contract
Service

Total no.
currently
providing
n (%)
n=762/543

Already
delivered before
new contract
n (%) *
n=762/543

Only delivering
after new
contract
n (%) *
n=762/543

Stop smoking service
commissioned

217 (44)

120 (75)

40 (25)

Medicine supervision
service

194 (39)

136 (87)

21 (13)

Needle exchange service

88 (17)

66 (81)

16 (19)

Medicines assessment
and compliance service

145 (29)

90 (85)

16 (15)

Support care homes
services

105 (21)

73 (84)

14 (16)

Patient group directions

211 (42)

115 (60)

78 (40)

Supplementary
prescribing service

9 (0.02)

1 (7)

14 (93)

Clinical medication
reviews

18 (0.03)

6 (25)

18 (75)

Minor ailment service

180/762 (25)

108 (75)

36 (25)

Pharmaceutical care for
people with LTC, in
collaboration with local
GPs

24/762 (0.03)

4 (36)

7 (64)

Table 4.3 brings together the extent of commissioning of enhanced services by the PCOs in
our sample with the extent to which pharmacies are providing them. The services being
delivered by the highest percentage of pharmacies were smoking cessation and supply of
medicines on patient group direction (PGD), which was mainly emergency hormonal
contraception.
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Table 4.3: Enhanced service commissioning by PCO and by providing pharmacies
Enhanced service

% PCOs
commissioning

% pharmacies
providing

Smoking cessation

66%

44%

Patient group directions*

72%

42%

Supervised consumption

97%

39%

Medicines assessment and compliance support

14%

29%

Minor ailments

55%

25%

Supporting care homes

69%

21%

* 70% involving emergency hormonal contraception

Three quarters of pharmacists reported having had a monitoring visit from their PCO. Data
from the case study sites and emerging findings from the 2007 PCO survey indicate
considerable variation in monitoring requirements and practice between PCOs. Community
pharmacists find the paperwork and preparation for monitoring to be very time consuming.
SHA respondents found it difficult to benchmark across PCOs and called for greater
consistency between PCOs in the monitoring data collected.

4.1.2

Workload, Job satisfaction, pressure and financial implications of CPCF for
pharmacists

Two thirds of pharmacists reported having delegated more work to non-pharmacist staff
since the new contract was introduced and a quarter had delegated more to pharmacist staff.
One third said they planned to introduce further staff changes.
The three aspects of their job with which pharmacists were least satisfied (of 15 about which
they were asked) were “respect received from GPs”, “remuneration” and “my role since the
new contract”. The three aspects of their job which pharmacists said were the source of most
pressure were “demands from the new contract”, “workload” and “paperwork”. The three
aspects that pharmacists were most satisfied with were “colleagues and fellow workers”,
“patient contact” and “amount of responsibility I am given”. These quantitative findings were
supported by pharmacists’ comments in response to a series of open questions, further detail
about which is later in this chapter.
A substantial minority of pharmacists now feel their job is less satisfying than before the new
contract (30%) and that they are now less likely to stay in community pharmacy (26%).
Overall 17% said they were more satisfied and 19% that they were more likely to stay in
community pharmacy.
The stated intention of the CPCF was a move away from funding based on the supply of
medicines through dispensing and towards other services. The advanced service MUR was
the main way in which this principle was applied within CPCF. Any pharmacy that chose not
to provide MUR would effectively have a reduced income relative to those that opted to
provide. In the first year of CPCF this represented up to £5,000 and increased to a maximum
of £10,000 in the second year if 400 reviews were provided. When asked about the financial
implications of the new contract, around 15% thought their pharmacy was better off and 57%
that it was worse off. Over 20% thought that the financial framework of the new contract was
fairer and 45% that it was less fair.
In the next section we report the perceptions of stakeholders on progress with implementing
CPCF, beginning with SHA and PCO participants.
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4.1.3

Stakeholder perceptions of progress

At the end of the first year of contract implementation all except two PCO and two SHA
respondents in the surveys conducted in April/May 2006 identified at least one area where
implementation had gone well and the top five responses are summarised in Table 4.4
below.
Table 4.4: Positive aspects of contract implementation (SHA and PCO respondents)
Area of the contract

SHA

PCO

n=25

n=29

Monitoring

7

4

Information /experience sharing and collaboration among PCTs

6

-

Improved relationship between PCO and community pharmacy

3

6

Potential for integration with other services

-

6

Higher profile for community pharmacy

5

3

SHAs were particularly positive about monitoring where some or all of their PCOs had
agreed a common framework.
The pharmacy contract was felt to have increased the profile of pharmacy within PCTs.
Another positive outcome was the result of the effect of the contract being introduced on
awareness of pharmacy within the PCT and in strengthening relationships locally.
“Better working relationships with contractors, the PCT and LPC. Has also raised
the profile of pharmacy within the PCT” [PCO26]
All except one SHA respondent and three PCO respondents identified at least one negative
aspect and the top five responses are summarised below in Table 4.5.
Table 4.5: Negative aspects of contract implementation (SHA and PCO respondents).
SHA

PCO

n=25

N=29

Medicines use reviews

7

10

Enhanced services

7

4

No link with PBC

6

-

Insufficient PCO resources

6

3

Demands of implementation on community pharmacy

-

4

MURs were the most commonly cited negative aspect by both SHA and PCO respondents.
Their detailed responses are discussed in depth in the ‘Advanced Services’ section of this
report but the sense was of potential that was not being achieved rather than a view that the
service was not useful.
In relation to enhanced services the main issue was a lack of identified funding to
commission them.
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A general lack of resources to implement the contract at PCT level was also mentioned by
both SHA and PCO respondents including both financial resources and personnel capacity.
We will go on in the next section to consider barriers, facilitators and support for the new
contract from the viewpoint of individual pharmacists in the survey and case study sites, and
from other key stakeholders including PCO staff and GPs.

4.2

Barriers and facilitators

4.2.1

Barriers to delivering the new contract

In the community pharmacy survey respondents were asked an open question about what
they considered were the barriers to delivering the new pharmacy contract. The number who
responded was 423 out of 543 (78%). The main themes and sub themes identified are
shown in Table 4.6 below and in the chart in Appendix 10).
Table 4.6: Barriers to delivering the new pharmacy contract (n=423)
Theme

Numbers

Percentage

Time

231

55%

Funding

108

25.5%

Staff

81

19%

Paperwork

65

15.3%

Medical Staff

46

11%

Workload

37

9%

Lack of public awareness

28

6.6%

Support

28

6.6%

Training

27

6.3%

Space

13

3%

Overall time was the barrier identified by over half the pharmacists. Most were supportive of
delivering a good service, and expressed concerns that they had not time to carry out
additional duties as well managing busy pharmacies.
“Time, the new roles being taken on which I feel are of benefit to both pharmacy and
patient - but no release of our time to do them. I worry that by remote supervision
this time will be available, but we are losing our roles without seeing definite long
term ones” P1
Funding, to pay for additional staff, training as well as financial reward for taking on additional
work was also mentioned frequently.
“Serious under funding to carry out the new contract a pharmacy doing in excess of
5000 items/month requires funding for a second pharmacist” P21
Time was cited by several respondents in the survey of PCO leads. For some this related to
community pharmacy workload:
“Although the new contract was promoted as moving away from prescription
factories that is still the reality in most pharmacies. New services have to be
provided on top of an already full workload” [PCO8]
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There was also the sense that the “big bang” approach of introducing all of the elements of
CPCF at the same time had overloaded pharmacists:
“Too much admin has hit pharmacists in one go” [PCO1]
“Too great a challenge to pharmacists’ working patterns and perceptions at once –
stonewalling from some” [PCO11]
In the focus groups many pharmacists, both owners (and therefore voters) and employees
felt that in addition to the increased work generated by CPCF they had little say in the
structure of the contract and there was a sense that this lack of ownership adversely affected
motivation.
A: The contract I voted for is not the contract we have got.
B: That is the general opinion. It was not what we thought we were buying into.
[B: Pcists]
Many pharmacists in the focus groups and questionnaire talked about the increased amount
of record keeping required in CPCF. They felt it took time that could otherwise be spent in
contact with patients.
A: Record-keeping has become a real burden…And therefore it takes time away.
There is only a finite amount of time to do the job and the more that you spend doing
stupid administrative tasks, the less you spend doing the clinically significant part.
D: Yes I agree. And the bits that could have saved us time like ETP and repeat
dispensing, they haven’t materialised. [A: Pcists]
“Too much writing and recording of things we were doing before. Has increased
pressure on me immensely and I seem to be perpetually rushing to do the next thing
and less able to spend time with patients” P61
There was also a sense that pharmacists thought the requirement for record keeping
indicated a lack of trust in whether they were actually delivering the essential services.
“We have been providing ‘essential services’ for decades – now we have to write
everything down to prove it” P36
Pharmacists felt their workload was continually being added to and that other people had
little idea of what it was really like to work as a community pharmacist.
“I feel I have been taken advantage of. People are asking me to do more and more
things, and I have less and less time to do things in, and I don’t know what - people
who don’t work in pharmacies, I don’t think they have any comprehension about how
much we actually have to do during the course of our day”. [B: Pcist]
“Does not appear to be any financial incentive apart from MURs. More workload has
therefore not been compensated by extra remuneration. Feeling of being let down. .
Low morale.” P469
People resource and capacity at individual pharmacy level was also questioned in relation to
provision of several aspects of essential services.
“Most community pharmacies do not have enough regular staff to implement
essential services so they are not doing signposting, health promotion and writing
down (interventions) very well” [PCO17]
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Although many pharmacists felt that CPCF was bringing them closer to patients, PCOs and
some patients felt that the contract was not well publicised to the public, and thus public
uptake and acceptance of services could be compromised. They felt that a public education
campaign was needed:
“But I don’t think we have done enough nationally to educate patients around -there
should be a campaign nationally from the Department of Health and the Assembly to
say to patients, “Look, pharmacists are going to - it is part of their contract, part of
their job, it is a normal thing not to worry about, they may ask you to come in and go
through your medicines to make sure you are taking them properly and it is worth
your time”. [A: PCO Staff]
“I don’t think there is a change in perception by them (patients) that there are new
services that they can access via the pharmacies. I don’t think they’re making best
use of it . . . I just don’t think there has been a shift in consciousness in a way that
maybe there could have been, in terms of the implementation there has been”. [C:
PCO Staff]
One of the aspirations for CPCF was that it would promote closer working between
community pharmacy and general practice. However problems in the current working
relationships between community pharmacy and GPs was the most frequently cited barrier to
implementation and local development by respondents in the PCO and SHA surveys.
“The overall relationship between community pharmacists and GPs” [PCO25]
“No effective communication with GPs” [PCO15]
“Lack of interest and enthusiasm from GPs” [PCO7]
The absence of tangible links between CPCF and GMS was seen to result in a lack of levers
to engage GPs. In particular, contractual requirements for community pharmacy were not a
requirement for general practice.
“No correlation of pharmacy requirements in GMS contract – repeat dispensing,
MUR, multidisciplinary audit” [PCO13]
“Disengagement of GPs unless incentivised to engage with repeat dispensing and
MUR” [PCO11]
The GPs in our case study sites revealed a number of barriers to closer working with
pharmacists. Some of these issues will be explored further in a later chapter as they will
predict future integration and collaboration.
Lack of support from GPs resulted from their reluctance to take on new engagement with
pharmacists if it adversely affected their workload.
“We’re just generally apprehensive about anything that we feel is potentially going to
increase our workload, rather than reduce our workload…” [B: GP2]
The disconnect of re-introducing paper-based information flow into an increasing number of
‘paperless practices’ also prompted concerns:
“We are fully computerised so we scan things onto the record - it’s green (the MUR
form), it’s the wrong size to scan, so we end up simply having to lift data off it, if it is
useful data, and it basically goes then into the paper file, which is simply a big box
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upstairs, because as I say everything is scanned onto the computer system so that it
is accessible on every terminal in the building, and the form just doesn’t lend itself to
the wider computerisation of the NHS”. [B: GP5]
Many pharmacists felt frustrated and disappointed by lack of support and feedback from GPs
about MUR and this is discussed in more detail in the chapter on Advanced Services. The
logistical difficulties were recognised by a minority of pharmacists as a justifiable issue for
GPs:
“Potentially, we give them extra work in the (MUR) paperwork - that we have to copy
them in on most of the things that we do, and because it’s all paper-based we
actually put more of an administrative burden on the GPs”. [D: Pcist1]
The lack of a stable relationship with a community pharmacist was widely cited by GPs as a
barrier to engagement. One GP had benefited from continuity from an able pharmacist,
followed by a period of uncertainty:
“And then, unfortunately, she moved on for her own reasons. And then the new
people coming in - there were lots of temporary pharmacists, which understandably
you couldn’t build up a long term relationship with. And then the next person moving
in I think was more trying to sort out their financial problems rather than address
patient issues”. [D: GP2]
The perennial issue of GP perception of the commercial interest of pharmacists was
apparent in some comments, more so with multiple ownership:
“The trouble with the community pharmacists is they have a commercial slant on
things, and - particularly with [multiple name] - I suspect they may be looking at the
commercial angle and the finances involved, and may not have the same view as
the PCT advisers, where they are desperately looking at cutting back on the drug
spend”. [B: GP3]
Where a practice’s patients are served by a number of pharmacists in different locations,
GPs perceive difficulty in choosing a single pharmacist with whom to engage:
“The problem for me is they are all competing against each other, and the business
angle comes into it as well, and you don’t want pharmacist A sorting out pharmacist
B’s patients all under our roof here. It has to come centrally, and we need to say to
them, the pharmacists, “Right, this is what we are doing – oh, and by the way, the
pharmacy next door has run this”, and that might just upset some of the others”. [D:
GP3]

4.2.2

Pharmacist’s perceptions of “Good things” and “Bad things” about the new
contract

Three hundred and sixteen out of 543 (58%) community pharmacists responded to this
question in the community pharmacy survey. The main themes and sub themes identified are
shown in Table 4.7 and the chart at Appendix 11. There was no single theme which was
mentioned by the majority. A third of pharmacists felt that the new contract allowed them to
get more involved with their patients and a fifth felt they could expand on service provision.
Small numbers felt it improved public awareness and helped raise the profile of the
pharmacist to the public.
“It improves the health of the population. It gives wider access to health services and
advice, increase patient choice, help people with long term conditions”. P 25
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“Raise clinical knowledge/awareness. Feels good to improve patient’s wellbeing/health. Feel patients now feel pharmacists can offer a lot more than
dispensing prescriptions” P5
Table 4.7: Good things about the new contract (n=316)
Themes

Numbers

Percentages

More involvement with patients

97

31%

Expand service provision

70

22%

Improves public awareness

33

10.4%

Raise profile

23

7.2%

Job satisfaction

18

6%

Communication with other health
professionals

15

5%

Pharmacists in the focus groups in our case study sites said that positive aspects included
provision of more formalised patient-focused services, leading to better relationships with
them:
A: I think meeting with actual patients is being rewarded now – for example, with
MURs. Before, there was no form for counselling patients. There were no set
structures.
B: I think there is more rapport between customer and pharmacist now, especially
because of MURs. And there is more trust in the pharmacist. [C: Pcists]
A: I think getting to see customers more, from my point of view. Moving more away
from just standing and checking prescriptions, day in and day out, though that still
obviously is a very big part, but doing MURs and things like that tend to let you get
to know your customers a lot better.
GC: And the worst thing?
A: Paperwork! [Laughs] Yeah, definitely paperwork. [D: Pcist3]
Three hundred and thirty three pharmacists responded to the question about “bad things” in
the new contract (333/543 (61%)) in the community pharmacy survey. The main themes and
sub-themes are outlined in Table 4.8 on the following page and in the chart in Appendix 13.
Overall most pharmacists identified funding, time and increased workload as the major
negative issues surrounding the new contract, although there was no strong consensus
around any one.
“Time consuming, too much work, too much paper not enough patient interaction.
Ticking boxes more than helping patients. Loss of money/profits as the cost of
providing a service is more than what is gained”
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Table 4.8: Bad things about the new pharmacy contract (n=333)
Themes

Numbers

Percentages

Funding

76

23%

Time

72

22%

Increased workload

56

17%

No financial reward

41

12.3%

Stress/Pressure

31

9.3%

Support/Staff

25

7.5%

Medical staff

17

5.1%

Paperwork

13

4%

Continued reliance on volume of prescriptions was an aspect of CPCF that might be
tempered by developments in essential services like repeat dispensing and skill mix,
discussed in later chapters. Currently however, PCO employees and pharmacists reflected
that payment for dispensing volume persists, and so pharmacists have to maintain
reasonable flow, with additional services layered on top.
“It still involves being paid on volume. So although all these additional services are
on board, the pharmacists are expected to keep up the volume of prescriptions and
increase that, plus do all these additional things. And that is huge for them, I think”.
[A: PCO staff]
Pharmacists also felt that money had been withdrawn from dispensing profits and recycled
through services that would take more time and effort to provide:
“Well I think the main thing was that the workload didn’t decrease i.e. the dispensing
process and the volume of prescriptions have continued, and in my opinion for less
money, and then we have been given the additional services so, in effect it felt like
money was being taken away in one hand and then we have had to work really hard
to earn it back in the other hand”. [D: Pcist1]

4.2.3

Facilitators for implementation

Pharmacists identified a wide range of support mechanisms provided by the PCO to deliver
the new contract. Three hundred and fifty two out of 543 (65%) responded to this question.
The main themes and sub themes identified are shown in Table 4.9 on the following page
and the chart at Appendix 9. The miscellaneous general support category was mentioned by
most pharmacists, with training sessions being the single most frequently mentioned theme.
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Table 4.9: Support mechanisms provided by the PCO (n=352)
Themes

Numbers

Percentages

Support

216

61%

Training sessions

98

28%

Very little

49

14%

Meetings

44

12.5%

None

35

10%

Leaflets/Booklets

29

8.2%

Signposting

18

5.1%

Workshops

11

3.1%

Newsletters

9

2.5%

Facilitators for contract implementation existed at several levels, spanning infrastructure and
relationships. Each of the five case study PCOs had established an implementation group.
Within the PCO, having a dedicated implementation manager coupled with a strong existing
management team was an excellent combination for progress and two of our case study
PCOs had created a community pharmacy development post to support implementation:
“But I think because we had somebody on the ground who was new into the LHB
organisation – B is three days a week with us – we had somebody who - we could
all sit round and make decisions and somebody to go and do the additional work”.
[A: PCO staff]
“Because in terms of the team here, it is a team that has been in place for a long
while. So obviously over that period of time the expertise - the loyalty in terms of the
trust - and I think that is really, really important”. [C: PCT]
Wider involvement within the PCO not only facilitated the implementation of CPCF but also
raised the profile of community pharmacy more generally.
“We got a project team together, that as you were saying, it got representation from
all the directorates in the PCT, and from the profession itself as well, which was
important. And then we more or less project managed both the new GMS contract
coming in and the new pharmacy contract”. [D: PCO Staff]
A: we have had good networking, and we work with all our other departments. And I
think having - already having that set-up there, historically meeting with the LPC
twice a year
B: But I don’t think we had the wider group, like we have got with finance and IT and
people. We never had anything like that, it was all done informally. [C: PCO Staff]
The wider involvement of the PCT in a case study PCO was contrasted with reported
experience from others:
“One of the biggest differences that I noticed from our PCT, and having spoken to
colleagues in other PCTs, is that if there is a pharmacy lead in another PCT, they
are left to do it themselves and the other members of the management team don’t
really want to know”. [C: PCO Staff]
The involvement of other departments within the PCO, in this case, IT, had wider benefits:
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“Because of our involvement, it enabled us to progress ETP within GPs in line with
what was happening in pharmacies. And also continue the success we have had
with our smart cards in GPs.” [C: PCO Staff]
In contrast in another case study PCO the implementation group appeared to almost totally
comprise pharmacists:
“We set up a local group, which consisted of obviously the PCT officers, such as my,
me who was involved in the pharmacy commissioning. There was also the
pharmaceutical advisor, the Head of Medicines Management, another senior
pharmacy - you know, with the medicine management team, who sort of supported
practices. The LPC, and also we involved the local community pharmacies, and also
invited the PPI who sent a representative”. [E: PCO Staff]
Good existing relationships with contractors/LPC were seen as a strength in taking CPCF
forward:
“We used to have regular meetings with the LPC, and when PCTs came along and
the new contract came along we set up a formal meeting every two months with the
LPC. So that seems to have been for the five old (B) PCTs and also the LPC and
some Primary Care Management type people as well. So, yes we didn’t have an
implementation team at the PCT but we did have regular links with the LPC”. [B:
PCO Staff]
The case study PCOs had strategies to get information to contractors, such as bulletins and
meetings, but lacked feedback on how helpful these were to pharmacists:
A: How well aware we kept the contractors going on, I don’t know really. It would be
interesting to see. We did what we could, I think.
B: We did what we could. We did the bulletins and we did updates, we did
newsletters – we’ve got development groups. So we tried to keep them up to date,
but I think a lot of the stuff came out from their head offices. [A: PCO Staff]
An important facilitating factor for PCOs was supportive relationships with contractors. At the
time of this study, however, new PCO organisations were undergoing fundamental change to
become commissioning bodies. Their staff had already been warned that changes were
underway that might prevent continuation of traditional training activities:
“Yes, when we merged the powers that be decided that that [training] was a provider
service and as they’re now deciding that a PCT is a commissioning service we
shouldn’t be doing that. Even though when we came across to this side - what was
the old south-west - the north had never done it, so they asked me to start putting
them on here. So I’ve only put on two so far and I was getting 50 each time then,
and that was just straightaway. So there’s obviously the need there, but I’ve been
told that they’re not worthwhile”. [B: PCO Staff]
Many of the staff themselves were disappointed and apprehensive as they enjoyed the
supporting role that they had performed:
“Well, we’re becoming a commissioning organisation which we’re finding quite
difficult because we’re all sort of hands-on people who like to support people and
help, and it’s quite frustrating to be told “Actually we’re commissioning now, and you
have to be more hands-off and performance management” and all this sort of stuff”
[A: PCO Staff]
This change requires attention and monitoring as implementation progresses.
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PCO employees did, however, seem committed to their community pharmacy networks.
Control of entry regulations, especially the changes to allow 100-hour pharmacies, could
distort the network. Discussion of this risk was more common at PCO level than among the
pharmacists:
“And I know there is a lot occurring around, you know, PCTs are trying to
commission appropriate services, but then you get this knock-on effect because you
get a 100-hour pharmacy coming in. You have got a good set-up of pharmacies
already providing some good quality enhanced services, but then they are at risk
with a new player that the PCT actually doesn’t need, because cover - you know,
out of hours cover is fine”. [C: PCO Staff]
The individual outlook and skills of the pharmacist were found to be central to positive
progress with CPCF. Pharmacists who had reflected on how their practice needed to change
were well-prepared, empowered and ready to go are making CPCF work for them. One could
not pinpoint a particular set of factors that predicted this skill set and the associated
confidence, in terms of age, or employment status. This independent pharmacy owner
referred to her autonomy as a strength but her account shows how her personal drive and
horizon scanning were also crucial:
“I guess I am the only person who had any say in the matter, if you like, in that it is
my own business! [Laughter] I already have a consultation room, I have had for four
years probably, I have prepared for the contract, I have been reading and seeing the
way things were going. I already had a lot of “ducks in a row” when it came in. I did
the Skills for the Future course: I was one of the first people to do that. I had
already done Medicines Management courses at Keele University . . . so I sailed
through that”. [B: Pcist]
And some multiple pharmacists were well supported by their companies to take CPCF
opportunities:
A: Well I work for [multiple name], which is a medium-sized company and they had
planned it wonderfully.
GC: Did they?
A: Every branch - there is about 50 branches now - we had a new contract file, all
the different aspects - they just planned it really, really well. We had meetings, our
area support pharmacist came round, and it did all just slot into place really, really
well. [D: Pcist3]
The pharmacist’s premises could be considered to reflect their professional outlook, as well
as facilitating new services or otherwise. Stakeholders cited changes to premises as positive.
Some pharmacists had themselves made investment in their premises, realising that private
consultation areas would be necessary for a new service-driven contract:
A: We had to have a consultation room built.
GC: Did you. And when, roughly, did you do that?
A: That was done about May last year (2006). [D: Pcist4]
This investment often gained the support and recognition of the GP
“It’s been updated and made very smart. There is a big, big improvement in the
pharmacy - no question at all. I was there at the open day, I was invited and yes, I
have been very impressed with that”. [D: GP3]
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“Yes, our local pharmacist has refurbished their premises and they seem much nicer
and open now….I think they refurbished the place and it’s all new. I think they may
have put a cubicle in there where they can do consultations - I think so, yes”. [C:
GP2]
These facilitating factors are hugely important, but are small in number compared to the
barriers identified to implementation.

4.2.4

Developing the contractual framework in the future

When asked what changes PCOs and SHAs would recommend for CPCF in the future. All
except one SHA respondent and 25 of the 29 PCO respondents made at least one
suggestion for future changes to CPCF. The responses are summarised in Table 4.10.
Table 4.10: Suggestions for future development of the contractual framework (SHA and PCO
respondents)
SHA

PCO

n=24

n=29

Review MUR service

9

8

National pricing for enhanced services

5

-

Identified funding and commissioning structure for enhanced
services

4

-

National standardised monitoring process

4

-

Move payment further from dispensing volume and towards
other services

3

-

Integration with Practice Based Commissioning (PBC)

3

1

Integration of CPCF / GMS

-

4

The most commonly proposed change concerned MURs and respondents’ comments are
discussed in more detail in the ‘Advanced Services’ chapter of this report.
The next most common response from SHA leads concerned enhanced services. Several
respondents thought there should be a requirement for a national pricing structure allied to
identified ‘ring fenced’ money from with which to commission enhanced services and a
clearly defined commissioning structure for community pharmacy.
Some respondents felt by some that a national monitoring system is required for use by
PCOs. They argued that at present it is hard to demonstrate the benefits of the contractual
framework because each PCT can potentially operate its own monitoring system, making it
difficult to aggregate data.
The lack of engagement of pharmacy with practice based commissioning was viewed not
only as a barrier but as a tangible risk for the future. We discuss this in more detail in the
chapter on Integration later in this report.
“Engaging with practice based commissioning consortia to ensure enhanced
services grow” [PCO20]
“Practice based commissioning has shifted the contractor contestability for new
enhanced services towards GPs and PCTs will take some time to redress this
balance” [PCO21]
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“Even with the new contract pharmacy is in severe danger of being left out in the
cold (by PBC)” [PCO11]
A possible solution was suggested by one GP, to form a collaborative pharmacists’ group in
parallel to PBC:
“Apart from – again, you see, it would only be one pharmacist amongst many across
our practice area. So, unless the pharmacists were going to work together like the
practices are, and sort of have their own - what would you call it, collaborative group
or whatever - it won’t be a commissioning group. And then they agreed if something
came out from the group - from the commissioning group - that they would all have
to sign up to do it, it wouldn’t really be effective”. [D: GP8]

4.3

Summary

Major change has taken place in community pharmacy as a result of the new contract.
Implementation of the new community pharmacy contact is ongoing but not complete for all
areas of activity. Progress in delivery of the advanced service of MUR and of novel enhanced
services is slow and greater collaboration with PCOs and GPs will be required to take these
forward. There are indications that the additional workload associated with the introduction of
the new contract is high.
Our work has identified facilitators and barriers to implementation and these form a starting
point to consider what actions might need to be taken to further implement and develop
CPCF.
Facilitators
•
•
•
•
•
•
•

Increased patient contact as a motivator for many pharmacists
PCO level resources to engage and support local pharmacies to implement change
Pre-existing positive relationship between PCO and LPC and mechanism for
discussing local development
Motivation and drive of individual pharmacists
Support and resources for implementation from employing companies
Installing consultation facilities in the pharmacy
Pre-existing positive relationship between the pharmacy and the local practice/s

Barriers
•
•
•
•
•
•
•

Feelings of lack of ownership of CPCF among employees and, among owners, of
details of the contract which emerged after contractors had voted for it
Increased workload of pharmacists
Insufficient people resource capacity (pharmacy support staff)
Opportunity cost of increased record keeping
Little or no existing relationship between some pharmacies and GP practices
GP perception that changes as a result of CPCF increased rather than decreased
their workload
Lack of public awareness of the new contract
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Chapter Five
Workforce and workload
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5

Workforce and workload

Key points:
•
•
•
•
•
•
•
•
•
•
•
•
•

One third of the community pharmacists in the sample were self-employed and two thirds
were employees
One in five pharmacies was run by locums long term
Only 4% of community pharmacists reported doing sessional work in local medical
practices
Two thirds of pharmacists reported having delegated more work to non pharmacist staff
since CPCF and one quarter to other pharmacist staff
One in three said they planned to make more staff changes in the next year as a result of
CPCF
Community pharmacists report increased workload since CPCF
Some of this workload is attributable to new services, particularly MUR
Pharmacists also report that the essential services component of CPCF has contributed
substantial increased workload, especially from the increased requirements of recording
and paperwork
For many pharmacists CPCF appears to have had little effect on job satisfaction but twice
as many reported decreased than increased satisfaction
Highest satisfaction was related to colleagues and fellow workers
Lowest satisfaction was related to their role since CPCF, remuneration and with respect
received from GPs
Many community pharmacists report feeling stressed in relation to their daily work
The three most commonly cited training needs were “clinical”, “research and audit” and
clinical governance

In this chapter we aim to report how CPCF has affected pharmacists and pharmacy staff in
terms of workload, role and job satisfaction.

5.1

Objectives

The objectives of this part of the evaluation were to:
•
•
•

Determine the workload changes which have occurred in community pharmacy as a
result of the introduction of the new contract
Describe the effects of the new contract on the pharmacy workforce (skill mix, job
satisfaction, clinical decision-making, inter-professional working)
Describe community pharmacists’ self-assessed training needs

5.2

Results

5.2.1

Work, workload and attitudes

The largest proportion of respondents (47%) was working more than 40 hours per week.
Only 12% stated they worked < 30 hours a week6

6

This contrasts with the 2003 Pharmacy Workforce Census in which 35% of those working in
community pharmacy reported they worked less than 32 hours per week. However our survey was
addressed to pharmacists in charge rather than all pharmacists working in community pharmacy (as in
the Census), so this difference is not surprising.
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Table 5.1: Number of hours worked per week
No. hours per week

N=543 n(%)

<30 hours

61 (12)

31-40 hours

213 (41)

>40 hours

243 (47)

Total

517

The major percentage of time was spent by pharmacists on dispensing prescriptions (median
“51-75%”). Table 5.2 also shows that respondents spent on average 10-25% of their time
counselling patients and up to 25% on other management and tasks. When comparing with
the work-study log data similarities exist in that most time was spent on dispensing
prescriptions (median 50%) followed by patient counselling (median 9%). These two figures
are however lower in comparison to the main dataset.
Table 5.2: Percentage of time spent on different types of work
Task

N=543
(n)

Median
%

IQR

Work-study log
N=57 median
%

Workstudy log
IQR

Dispensing prescriptions

527

51-75

51-90

50

37-59

*Counselling patients

526

10-25

<1050

9

6-16

*NHS contracted pharmaceutical
services within community pharmacy

514

<10

0-<10

5

0-10

NHS contracted pharmaceutical care
services external to the community
pharmacy

509

0

0-<10

0

0

Communication with local GP

518

<10

<10

3

1.5-4

Staff training

523

<10

<1025

2

0-5

Merchandising

521

<10

0-<10

0

0-1.8

Stock control

522

<10

<1025

5

2-7

Other management/admin

518

10-25

<1025

5.5

2-10

Other general duties

515

<10

<1025

3.5

0-6

CPD/Education

517

<10

<1025

0

0-1

Audit

516

<10

<10

0

0

Rest

511

<10

0-<10

3.5

0-7

Committees/meetings

506

<10

0-<10

0

0

Other

54

0

0-<10

0

0

*Counselling is understood to be general advice in contrast to advice associated with a specific NHS
contracted services such as MUR.
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With regard to their work outside of the pharmacy, only 4% of our sample currently works in a
medical practice, with the majority of those (52%) indicating they work between 7 and 14
hours per week. Slightly over half of our sample (52%) indicated they participated in PCO
activities, as shown in Table 5.3.
Table 5.3: Work in Medical Practices/PCO Activities
Characteristic

Response

N=543
n (%)

Do any pharmacy related work other than in
this pharmacy

Yes

173 (32)

No

362 (68)

Total

535

Yes

20 (4)

No

514 (96)

Total

534

< 7hours

9 (43)

7-14 hours

11 (52)

Currently do sessional work in a medical
practice

If yes, how many hours per week do you work

15-21 hours

Participate in Primary Care Organisation
activities

5.2.2

>21 hours

1 (5)

Total

21

Yes

278 (52)

No

230 (43)

Not relevant

27 (5)

Total

535

Effects of the ‘new contract’ on the workforce

Sixty-eight per cent of respondents indicated that they had delegated more work to nonpharmacists and 27% indicated that they had delegated more work to other pharmacist staff.
Thirty-four per cent of the sample indicated they planned to make other staff changes in the
next year as a result of the ‘new contract’.
Table 5.4: Workforce changes since the new contract
Staff change

Response

N=543
n(%)

Delegated more work to
non-pharmacist staff
since the ‘new contract’
was introduced

Yes

348 (68)

No

166 (32)

Total

514

Delegated more work to
other pharmacist staff
since the ‘new contract’
was introduced

Yes

136 (27)

No

375 (73)

Total

511

Plan to make any other
staff changes in the next
year as a result of the
‘new contract’

Yes

168 (34)

No

333 (66)

Total

501
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5.2.3

Job satisfaction and pressure at work

Mean values for criteria related to job satisfaction reveal that the highest levels of satisfaction
were with colleagues and fellow workers (5.41 on a scale from 1-7) followed by patient
contact (5.04) and amount of responsibility given (5.02). Least satisfaction was with the
respondent’s role since the new contract (4.01), their remuneration (3.89) and respect
received from GPs (3.83) (see shaded areas in Table 5.5 on the following page).
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Table 5.5: Current Job Satisfaction
Extreme dissatisfaction n (%)

Extreme satisfaction n (%)

1

2

3

4

5

6

7

Total

Mean/SD

Colleagues & fellow workers

6 (1.1)

14 (3.8)

30 (9.5)

76 (14.4)

130 (24.6)

166 (31.4)

105 (19.9)

527

5.41/2.22

Patient contact

3 (0.6)

22 (4.2)

33 (6.2)

103 (19.5)

165 (31.2)

137 (25.9)

66 (12.5)

529

5.04/1.29

Amount of responsibility you are
given

9 (1.7)

25 (4.8)

35 (6.7)

118 (22.5)

111 (21.2)

143 (27.3)

83 (15.8)

524

5.02/1.45

Freedom to choose own method
of working

14 (2.7

42 (8.0)

60 (11.4)

99 (18.8)

111 (21.1)

129 (24.5)

71 (13.5)

526

4.83/2.39

Physical working conditions

18 (3.4)

28 (5.3)

59 (11.2)

96 (18.2)

134 (25.4)

132 (25.0)

61 (11.6)

528

4.78/1.52

The effectiveness of community
health activities from your
pharmacy?

10 (1.9)

24 (4.7)

65 (12.7)

127 (24.8)

146 (28.5)

100 (19.5)

41 (8.0)

513

4.64/1.37

Opportunity to use your abilities

22 (4.2)

40 (7.6)

71 (13.4)

118 (22.3)

140 (26.5)

101 (19.1)

35 (6.6)

527

4.52/2.35

Professional self esteem

14 (2.7)

42 (8.0)

64 (12.2)

126 (24.0)

142 (27.0)

101 (19.2)

37 (7.0)

526

4.50/1.45

Amount of variety in your job

22 (4.2)

52 (9.8)

64 (12.1)

133 (25.2)

133 (25.2)

91 (17.2)

33 (6.3)

528

4.44/2.63

Your hours of work

37 (7.0)

54 (10.2)

60 (11.3)

114 (21.6)

123 (23.3)

104 (19.7)

37 (7.0)

529

4.31/1.65

Relationship with GP

28 (5.3)

48 (9.1)

81 (15.3)

151 (28.6)

102 (19.3)

87 (16.5)

31 (5.9)

528

4.20/1.53

Recognition you get for good
work

44 (8.4)

56 (10.7)

68 (13.0)

130 (24.8)

113 (21.6)

79 (15.1)

34 (6.5)

524

4.12/1.64

Your role since the ‘new
contract’

35 (6.7)

49 (9.4)

69 (13.3)

184 (35.5)

102 (19.7)

66 (12.7)

14 (2.7)

519

4.01/1.44

Your remuneration

65 (12.4)

59 (11.2)

76 (14.4)

118 (22.4)

114 (21.7)

63 (12.0)

31 (5.9)

526

3.98/1.71

Respect received from GPs

53 (10.1)

68 (12.9)

86 (16.3)

143 (27.1)

86 (11.3)

68 (8.9)

23 (3.0)

527

3.83/1.62

N=543
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In the focus groups some pharmacists felt that the initial contract information – which they
voted upon - was too simplistic, and that as more detail emerged problems ensued:
“I think also just the contract book that came out was very glossy and very simple,
so it gave the impression that the new world was going to be a bit more complicated
but not that complicated. And the devil was in the detail, and what happened was
where the gaps were – “This particular issue would be resolved shortly”. “This will
take place with negotiation.” All those things have now fallen into place, and they
are the stuff that is actually the burden on our shoulders”. [C: Pcist]
Demands from the ‘new contract’ (3.96 on a scale of 1-5) were reported to provide most
pressure at work, followed by actual workload (3.89) and paperwork (3.89). Least pressure
was linked to ‘fear of assault at work’ (2.10).
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Table 5.6: Pressure at work
No pressure n (%)

High pressure n(%)

1

2

3

4

5

Total

Mean/SD

Demands from the ‘new contract’

8 (1.5)

35 (6.6)

108 (20.5)

197 (37.4)

179 (34.0)

527

3.96/0.97

Workload

13 (2.5)

35 (6.6)

118 (22.3)

196 (37.0)

168 (31.7)

530

3.89/1.01

Paperwork

18 (3.4)

52 (9.8)

90 (16.9)

184 (34.7)

187 (35.2)

531

3.89/1.10

Insufficient time to do justice to the job

23 (4.4)

45 (8.5)

130 (24.7)

182 (34.5)

147 (27.9)

527

3.73/1.09

13 (2.5)

56 (10.6)

135 (25.5)

198 (37.4)

128 (24.2)

530

3.70/1.03

Increased demands from patients

16 (3.0)

45 (8.5)

166 (31.4)

221 (41.8)

81 (15.3)

529

3.58/0.95

Inappropriate demands from patients

19 (3.6)

82 (15.5)

147 (27.8)

202 (38.2)

79 (14.9)

529

3.45/1.04

Long working hours

55 (10.4)

105 (19.8)

133 (25.1)

126 (23.8)

111 (20.9)

530

3.25/1.28

Insufficient resources

49 (9.3)

105 (20.0)

171 (32.5)

129 (24.5)

72 (13.7)

526

3.19/1.78

Dividing time between work and spouse/family

68 (12.9)

94 (17.8)

144 (27.3)

137 (25.9)

85 (16.1)

528

3.15/1.26

Professional isolation

55 (10.4)

111 (21.0)

175 (33.1)

121 (22.9)

66 (12.5)

528

3.06/1.16

Emphasis on business ethics

60 (11.4)

101 (19.2)

193 (36.6)

114 (21.6)

59 (11.2)

527

3.02/1.15

Disturbance of home/family life by work

81 (15.3)

125 (23.7)

131 (24.8)

134 (25.4)

57 (10.8)

528

2.93/1.24

Working environment

53 (10.0)

128 (24.2)

188 (35.5)

123 (23.3)

37 (7.0)

529

2.93/1.07

Worrying about finances

100 (18.9)

140 (26.5)

135 (25.5)

89 (16.8)

65 (12.3)

529

2.77/1.28

Fear of assault while at work

191 (36.0)

187 (35.2)

96 (18.1)

45 (8.5)

12 (2.3)

531

2.10/1.44

Training/CPD/
CE requirements

N=543
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The issue of time pressures was reflected in comments from all stakeholders in the case
study PCOs. Pharmacists were concerned about the impact of new services on their existing
customer base:
“As long as we still have to be involved in the dispensing process it makes a
nonsense when you are trying to run a business, to take yourself out of the
dispensing process for 20 minutes (to do an MUR), and you come out and you find 4
or 5 people who have been waiting for their prescription for 15 minutes. They are all
unhappy, and they all don’t see why they should have waited and next time they
might take their prescription somewhere else. What is good business acumen? You
don’t want to lose the goodwill of the rest of the customers because you have lost
them for good, potentially. So it is very much a question of balance as to what you
can actually fit in and make the correct use of the time”. [B: Pcist]
Several pharmacists working alone but undertaking MURs talked about strategies that they
have implemented to minimise disruption or annoyance of other customers. One asks her
dispensary staff to interrupt the MUR after 15 minutes, when an egg timer alarm rings, in
order to signal to the patient that the consultation will soon end:
“I have set up an egg timer now in the dispensary and I set it to 15 minutes when I
go in. And staff are under instructions - "When that thing rings" - for a start I can
hear it in the distance from my consultation room, and if I am not out by the time it
rings they are to come knocking at the door and say there is a phone call for me, or
"Really, this gentleman's getting impatient", "Got to go". Just as a rescue message,
and just to prompt the patient to start finishing”. [A: Pcist]
Another has capitalised on the gift for lively conversation that one of her counter staff
possesses in order to keep customers occupied until the MUR is completed:
M: I am just wondering what happens - when you are in your consultation room
doing the MUR, what is happening to your walk-ins?
W: Oh my staff – she will dispense. I don’t have a technician - she is a counter staff,
so she gets things out and gets it ready for me. She talks to them and says “Oh the
pharmacist is busy - she will be another 10 minutes”…..
GC: How does that affect the rest of your work? You mentioned that your member
of staff is almost entertaining the patients who are waiting.
W: Yes, she talks about football!
GC: Whatever works!
W: In the morning, “What are you going to talk about today?” We have a little chat.
[C: Pcist]
There was a range of responses from pharmacists in focus groups in the case study PCOs to
a general question regarding how their work had changed since CPCF was introduced.
Concerns surfaced more readily than positive thoughts. Major concerns included pressure to
achieve more within the working day, the increase in required documentation, and ‘recycled’
rather than ‘new’ money. The following quotes from the case study sites reflect these issues
and these both reinforce the responses to open questions in the questionnaire and provided
more detail:
GC: How has the way you work changed as a result of the contract?
A: Greater pressure to achieve more in my working day.
B: More paperwork and less time to do the job.
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A: A lot more multi tasking, doing a lot of things at the same time, thinking about
different things at the same time.
B: I suppose to be fair also the opportunity to provide a more comprehensive service
and get a little bit more from what we do. [A: Pcists]
GC: What is most different about your working life now?
A: More paperwork. Far more paperwork [C: Pcist]
A: Record keeping has become a real burden…And therefore it takes time away,
there is only a finite amount of time to do the job and the more that you spend doing
stupid administrative tasks, the less you spend doing the clinically significant part.
B: Yes I agree. And the bits that could have saved us time like ETP and repeat
dispensing, they haven’t materialised. [A: Pcists]
I feel I have been taken advantage of. People are asking me to do more and more
things, and I have less and less time to do things in, and I don’t know what - people
who don’t work in pharmacies, I don’t think they have any comprehension about how
much we actually have to do during the course of our day. [B: Pcist]
I think the one thing which - I don’t think pharmacists realised this either with the
pharmacy contract, is basically the money is recycled money and they are actually
only being paid the same to do an awful lot more. [C: PCO]
When considering whether respondents ever felt stressed at work, 58% stated they did with
a further 35% indicating they were sometimes stressed (Table 5.7)
Just over half of respondents (53%) said their overall level of satisfaction was ‘much the
same’ as it was prior to CPCF being introduced. Seventeen per cent stated they were more
satisfied overall and almost twice as many, 30% said they were less satisfied overall
compared to before the ‘new contract’ was introduced.
The impact that the ‘new contract’ has had on whether respondents are likely to stay in
community pharmacy reveals that 19% said they were more likely to stay, with 55% stating
‘no change’. Just over 52% of pharmacists are likely to still be working in the community
within the next five years; dropping to 33% in the next ten years. Fifteen percent were highly
unlikely to still be working in community pharmacy in the next five years. This compares with
14% of community pharmacists reporting they were at high likelihood of leaving the sector
within 2 years, in the last (2005) Pharmacy Workforce Census.
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Table 5.7: Overall satisfaction
Question

Details

N=762 n(%)

Ever feel stressed about
job

Yes

306 (58)

No

39(7)

Sometimes

186 (35)

Total

531

More satisfied

122 (17)

Less satisfied

216 (30)

Much the same

380 (53)

Total

718

More likely

140 (19)

Less likely

188 (26)

No change

393 (55)

Total

721

Highly likely

366 (52)

Highly unlikely

105 (15)

Unsure

231 (33)

Total

702

Highly likely

231 (33)

Highly unlikely

178 (25)

Unsure

293 (42)

Total

702

Taking everything into
consideration, compared
to before the ‘new
contract’ are you
Impact has the ‘new
contract’ had on how
likely to stay in
community pharmacy

Still working in
community pharmacy in
next five years

Still working in
community pharmacy in
next ten years

The stated intention of the CPCF was a move away from funding based on the supply of
medicines through dispensing and towards other services. The advanced service MUR was
the main way in which this principle was applied within CPCF. Any pharmacy that chose not
to provide MUR would effectively have a reduced income relative to those that opted to
provide. In the first year of CPCF this represented up to £5,000 and increased to a maximum
of £10,000 in the second year if 400 reviews were provided. When asked about the financial
implications of the new contract, around 15% thought their pharmacy was better off and 57%
that it was worse off. Over 20% thought that the financial framework of the new contract was
fairer and 45% that it was less fair (Table 5.8).
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Table 5.8: Financial implications of ‘new contract’
Financially, do you feel
your pharmacy is?

Compared to the previous
contract, do you think the
‘new contract’ is?

Response

N=543 n(%)

Better off

73 (14.7)

Worse off

281 (56.7)

The same

142 (28.6)

Total

496

Fairer

117 (22.5)

Less fair

233 (44.8)

Same as old one

48 (9.2)

Don’t know
Total

122 (23.5)
520

We asked pharmacists to put forward their solutions to the things they perceived as “bad”
about the new contract. Two hundred and fifty eight (258/543 (47.5%)) pharmacists
responded. The main themes and sub-themes are outlined in Table 5.9. Most identified
remuneration in terms of financial incentives/awards to carry out these additional duties,
additional staff as well as clearer guidance from professional groups in particular their PCT.
More time and less paperwork were also seen as possible solutions to negative issues.
‘Provide financial assistance and national training and guidance to PCT staff who
have little or no knowledge of what patients actually want’ P127
‘Lack of proper remuneration’

P 135

Table 5.9: Pharmacists’ suggested solutions to “bad things” in the new contract (n=258)
Themes

Numbers

Percentages

Remuneration

57

22%

More staff

53

21%

Guidance

34

13%

More time

34

13%

Reduce paperwork

11

4%

5.2.4

Support received

In addition to support from PCOs, of which details were presented in Chapter 4, pharmacists
were also asked what other sources of support they had received. Two hundred and ninety
eight out of 543 (55%) responded to this question. The main themes and sub themes
identified are shown in Table 5.10 and the chart in Appendix 12.
There was no consensus on the main form of support received. Approximately one third of
pharmacists reported using support from professional groups (eg NPA, PSNC, RPSGB,
CPPE, NPA, WCPPE), and a fifth support from head offices.
‘PSNC, PSNA, RPSGB, NPA’

P127
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Table 5.10: Other support services received (n=298)
Themes

Numbers

Percentages

Professional groups

99

33.2%

Support from head
office/Company

62

21%

None

45

15.1%

Training

31

10.4%

Support materials

28

9.3%

5.2.5

Postgraduate qualifications and training needs

Pharmacists were asked to state their postgraduate qualifications and the results are shown
in Table 5.11. In total 410 pharmacists said they had a postgraduate qualification, of whom
170 (31% of all respondents) reported having completed a postgraduate award bearing
course. One hundred and seven (19.7%) said they had qualified as a pharmacist prescriber.
Table 5.11: Community pharmacists’ postgraduate qualifications (n=543)
Qualification

Number

Diploma

74

MSc

36

PhD

60

Cumulative totals

170
Supplementary prescriber

107
277

Member of the College of Pharmacy Practice
(MCPP)

14
291

MUR accreditation

280
410

Respondents were asked to identify their perceived training needs by agreeing or
disagreeing with a list of specific areas of training (Table 5.12). No topic had less than 49%
agreement. The three topics with the highest level of agreement were ‘clinical’ (90%),
‘research and audit’ (70%) and ‘clinical governance’ (69%). The lowest three were ‘time
management’ (49%), ‘communicating with other health professionals’ (50%) and
‘training/supervision’ (51%).
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Table 5.12: Respondents’ perceived training needs
1-2 Agree

3-4-Disagree

Total

n(%)

n(%)

Clinical

460 (90)

52 (10)

512

Research & Audit

354 (70)

154 (30)

508

Clinical Governance

351 (69)

157 (31)

508

Health Promotion/ Lifestyle/Public Health

305 (60)

204 (40)

509

Structuring the consultation

299 (59)

205 (41)

504

IT

302 (59)

207 (41)

509

Management

281 (55)

227 (45)

508

Communicating with patients and carers

267 (52)

343 (48)

511

Training / Supervision

259 (51)

246 (49)

505

Communicating with other health professionals

255 (50)

257 (50)

512

Time management

250 (49)

257 (51)

507

N=543
The low priority accorded by pharmacists to training in time management and communication
with other health professionals is noteworthy given that the problems relating to the latter are
recur throughout the evaluation.
Pharmacists’ responses to a question on barriers to obtaining training are shown in Table
5.13. The main barrier cited by respondents was ‘lack of time’ (70.1%), which begs the
question of whether time management might be a need although not perceived as such by
pharmacists. Lack of funding and insufficient locum cover were each cited by almost forty
per cent of pharmacists.
Table 5.13: Barriers to obtaining training
Greatly restrict n (%)

Not at all n (%)

Total

Lack of time

364 (70.1)

111 (21.4)

34 (6.6)

10 (1.9)

519

Fatigue

176 (34.1)

194 (37.6)

106 (20.5)

40 (7.8)

516

Insufficient locum cover

199 (39.6)

129 (25.6)

93 (18.5)

82 (16.3)

503

Lack of funding

203 (39.7)

130 (25.4)

110 (21.5)

68 (13.3)

511

Information overload

168 (32.8)

186 (36.3)

128 (25.0)

30 (5.9)

512

Remoteness from educ.
centres

79 (15.6)

150 (29.7)

166 (32.9)

110 (21.8)

505

Lack of quality
educational activities

71 (14.0)

142 (28.0)

185 (36.4)

110 (21.7)

508

Lack of motivation

72 (13.9)

137 (26.4)

195 (37.7)

114 (22.0)

518

N=543

5.2.6

Clinical decision making

Pharmacists’ responses to questions about clinical decision making are shown in Table 5.14.
One in three reported that their involvement in clinical decision making had increased since
the new contract. Of those pharmacists providing MUR the percentage was higher at almost
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50%. Just over half said that the new contract has had an effect on their clinical decision
making, and a quarter that their decisions about OTC medicines had become more evidence
based. Almost 60% said that the clinical governance component of the new contract had
made them more aware of the need to use clinical evidence.
Table 5.14: Pharmacists’ clinical decision making since the new contract

In relation to
clinical decision
making, the
following were
rated

Response

n(%)

Overall, since the ‘new contract’
has your involvement in the
clinical decision making process
regarding individual patients’
pharmaceutical care

Increased

157 (30.3)

Decreased

12 (2.3)

Remained the same

350 (67.4)

Total

519

The ‘new contract’ has had no
effect on my clinical decision
making

Agree

281 (52.9)

Disagree

176 (33.1)

Not sure

74 (13.9)

Total

531

Agree

126 (23.8)

Disagree

319 (60.3)

Not sure

84 (15.9)

Total

529

Agree

229 (49.7)

Disagree

122 (26.5)

Not sure

110 (23.9)

Total

461

Agree

305 (57.8)

Disagree

133 (25.2)

Not sure

90 (17.0)

Total

528

My clinical decisions about OTC
medicines are more evidence
based, since the ‘new contract’
was introduced
Being involved in MURs has
increased my clinical decision
making

The clinical governance
component of the contract has
made me more aware of the need
to use clinical evidence

N=543
Having considered quantitative data from the survey of community pharmacists we go on in
the next section to present data from focus groups held with pharmacists in the case study
PCOs.

5.2.7

Self-perception of the Pharmacist

Many of the pharmacists who participated in the study identified personal development
issues that they had encountered that had been prompted by, although not necessarily
caused by, CPCF. Some had tackled them directly, and others displayed less self-efficacy.
Pharmacists in all types of employment had potential issues to resolve.
Some of the most difficult issues to resolve were voiced by employees. Some multiple
pharmacy employees felt pressure from their employers to comply with a contract in which
they had had no voice:
“I had some personal barriers to overcome, in that this contract was agreed between
the government and my employers, and nothing was negotiated with me or
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discussed with me as to how I was going to implement this contract. It was expected
of me to attain things: for instance, continuing education, which was becoming
mandatory. Then it was becoming mandatory in the amount out of hours that you
had to do, and the fact that you had to record it. Then it became mandatory almost
in that you were told which educational subjects you had to do in order to meet the
contract. And so I had some barriers to overcome about somebody telling me I had
to do something, because I hadn’t been involved in negotiations or asked for my
opinions of anything”. [A: Pcist]
Pharmacists without a consulting room were not able to provide services, and there was
frustration if the company was in control:
“I am qualified to do them, but because we don’t have a consultation area we are
not doing them as yet. We were due to have a refit this month, but it has been
postponed. It is a chain of pharmacies. I have no control over what the company
does”. [B: Pcist]
Independent pharmacists felt isolated in having to deal with every aspect of CPCF. They
perceived that employee pharmacists would have been given more support:
GC: Do you feel you and your staff had the skills that you needed for this contract?
M: If an assessment was made, and someone independent came in and questioned
us, they would find that it wasn’t complete. The pharmacist probably needed
training in particular areas: could be in time management, retail, whatever it was,
communication etc. etc. - and the staff equally. If you look at other organisations,
perhaps even the multiple sector, that they will have been given different sets of
competencies and completed them with training. [C: Pcist]
Locum pharmacists found it difficult to adapt to different systems:
“I was a locum so it is difficult to prepare properly for something because each
company tends to have its own way of going about things and each branch tends to
have its own way of going about things”. [A: Pcist]
One focus group of pharmacists gave an interesting variety of views about their job
satisfaction since CPCF, ranging from frustration at what could have been achieved with
CPCF but has not, to better interaction with patients. Interestingly, one pharmacist reported
that they had changed their job in order to maximise their opportunities from CPCF:
GC: I was just going to ask you, job satisfaction: better, worse, about the same?
A: Better.
D: I think so too, because of the increased contact time with patients.
B: Worse for me. You have tasted what could have been done with this contract but
if there is no extra money to do it properly then I am frustrated that I can’t do what I
am meant to be doing.
D: It is more demanding, time wise I have had to delegate an awful lot more tasks administrative tasks - and I am lucky that I still have the support staff to pre-populate
forms for me and to chase things up.
“ I think I have basically changed jobs so I can work in an environment where I can
engage in the new contract more. Because I found working in a place as busy as X,
that it just would never have happened”. [A: Pcist]
Another pharmacist described the increased satisfaction from better knowledge of her
patients.
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“Having said that, I have had a lot of job satisfaction from doing things like MURs,
because it has helped me to get to know my patients better…” [D: Pcist]
Another issue arising from the focus group discussions is how newly qualified pharmacists
coped with the new contract as well as the transition to becoming a practising pharmacist.
One newly-qualified pharmacist did not feel prepared for CPCF from their degree education
and pre-registration experience:
“I have only been like a pharmacist for a year or so and er… and it’s just erm….I
personally I don’t feel my training through my university or even in part in my pre-reg
year like fully prepared me like for, yeah for some of the broader elements of the
pharmacy contract”. [D: Pcist]
This indicates a need for further research on the transition to practice.

5.2.8

Skill Mix

Many participating pharmacists realised with the advent of CPCF that they would have to
devise systems of work that made better use of support staff. Their participation was
apparent across all tiers of contract services.
One pharmacist described how the support staff maintained the running of the core business
while she was providing advanced services:
“Yes, yes. I mean, I have had to look at the skill mix of my staff, and develop them
further. I’m looking at potentially developing one of my dispensing technicians to
become an accuracy checker, because I am finding that I can’t really be tied to the
dispensing bench now, because I obviously need to deliver MURs and other
enhanced services from the consultation room, so we have had to look at SOPs for
sales of P-meds, for example. When I am on the premises, you know, the staff can
follow the guidelines I have set so that they don’t need to interrupt me when I am
doing for example an MUR, so yes we are trying to work towards that. But obviously
it depends on the level of training your staff have had, and how quickly you can get
them through the courses and competent”. [D: Pcist]
Another pharmacist had trained an assistant to help with MUR advanced service clerical
tasks and to assist in a frontline role with a smoking cessation enhanced service.
“I have trained my staff. My assistant does the filing and I do the posting and
sending of MURs to GPs. She helps me a lot with smoking cessation: she knows
exactly what products we give, and who the patient is. So I have trained my staff a
bit more after the new contract”. [C: Pcist]
A pharmacist initially felt that staff had not been affected by CPCF, but further questioning
actually revealed a number of different tasks that the pharmacist might not be valuing:
GC: How have these essential services affected the work your staff do? Do they
work differently, as a result? Are they doing more?
A: I don’t think so. No, I think it’s just the same.
GC: Are you using your staff much differently under this contract from how you were
using them before?
A: I don’t think so, apart from supporting me for the things like the minor ailments
scheme that we have in the area, and some of the PGDs. [D: Pcist]
Several pharmacists talked about the role of technicians in developing SOPs and other
clinical governance tasks in essential services. A pharmacist in [PCO C] reflected that, as a
group, pharmacists concentrate on their own world and ignore the wider picture. She had
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increased her investment in staff training since CPCF resulting in wider roles for staff and
less burden for her:
A: With having – as part of the requirements for essential services, there is a lot
more that the staff need to do now, which you have to do that way.
B: Which I think in a way that is a positive outcome. Because as pharmacists we
are just so engrossed in doing our own thing we never looked at the wider picture. I
know, in my pharmacy, I have always trained my staff. When the new contract
came out I started putting more money in it. And they feel better, especially the
older staff who have been there a while, they have something new to do, and
important to do, and they feel that much more important. And it is widening their
role and taking some of the burden off us. [C: Pcists]
Sometimes the support staff may be better placed than the pharmacist to take on a role. This
pharmacist had identified a member of staff who had more recent training in writing SOPs
than the pharmacist herself:
“I more or less did that. We had written a lot of ours beforehand and I have got a
checking technician and part of her course - when she did her checking technician was to develop standard operating procedures”. [B: Pcist]
Several pharmacists talked about accredited checking technicians as a way of delegating
routine dispensing tasks. Dilemmas about relinquishing control persist, such as clarifying the
responsibilities of the pharmacist and the ACT:
“I mean I am involved in a lot of checking. Unless they change that, and having
more accredited technicians [ACT], and my concern about them would be about
who carries the can when eventually the bubble burst. And once that’s resolved it
might change things quite a bit for pharmacists - if someone else is going to carry
the can for the mistake. If the ACT carried the can for that then I think pharmacists
will release a lot more. But I think that, as we think at the moment, that I would be
very unhappy to release the checking part of my business and therefore you are
more tied up and there is less chance of enhanced services. If I am released from
that, then there is more chance for enhanced services, but I think a lot of the big
companies view the ACT as a way of saving money on pharmacists’ salary, and it’s
not so that the pharmacists can have extra enhanced services, it’s just so that they
can do away with the pharmacist. That’s a very cynical point of view”. [D: Pcist]
PCO staff similarly raised the question of supervision as something that should have been
better clarified before CPCF was introduced:
B: I think the other thing that hasn’t helped the contract is, we didn’t get the situation
- this question of supervision sorted out before we launched it.
A: No.
B: Pharmacists - I don’t know myself what the situation is, but pharmacists are still
concerned that, can they still run the pharmacy whilst they are in a consultation
room? And I think there is still that question unanswered. [A: PCO Staff]
Another pharmacist who had employed an ACT found that a role reversal had taken place:
“I have got a checking technician, it is still in early days but I am finding that they are
doing all the checking which is supposed to allow me to do the MURs. In the end I
become a dispenser on the front line serving the customers whilst she is doing the
checking”. [A: Pcist]
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5.2.9

Views of other Stakeholders

Other stakeholders expressed support and empathy for the pharmacists and their staff.
Some PCO staff described their interest in staff training as part of their monitoring role:
“We were looking there at training plans really, how were they training their staff to
meet the requirements of the new contract, how were they looking at trying to free
up pharmacists to do extra services, looking at are they training technicians or are
they training ACTs, have they got enough staff on the shop floor?” [A: PCO Staff]
A sympathetic GP drew some parallels between the prospective workload for pharmacists
and the situation for GPs where increased workload from nGMS was accompanied by the
option for a corresponding reduction in their out-of-hours commitments. He feared that
multiples in particular might push their employees to extremes, and more generally that
pharmacists would ‘burn out’ with a transfer of responsibility:
“I do worry that, as more work goes to the pharmacist, that they will not be able to
cope, and that they may not be supported by the employers. These big retail
companies, for economies of scale. That does worry me a little bit, because we have
seen our workloads increase incredibly during the daytime, but thankfully we have
been able to give up ‘out of hours’. It’s fine moving resources and responsibilities to
different sectors, but we have got to make sure we don’t overload the people,
otherwise you just become burnt out”. [A: GP]

5.2.10

Summary

The survey of community pharmacists provides the first picture of experience following the
introduction of CPCF. Pharmacists’ workload has increased, partly due to CPCF and partly
due to the continuing increase in prescription numbers. While around half of our respondent
pharmacists said that CPCF had no effect on their job satisfaction, among the remainder
twice as many were less rather than more satisfied than before. The quantitative data show
that key reasons for this dissatisfaction were “my role since the new contract”, “remuneration”
and “respect received from GPs”. Many pharmacists report feeling stressed in their work and
key sources of pressure were the demands of the new contract, general workload and
paperwork. Most pharmacists reported delegating more work to non pharmacist staff since
the new contract and a quarter had delegated work to other pharmacists. The latter figure
may be related to the similar percentage reporting employing a locum to support their MUR
service. Pharmacists’ own assessment of their training needs shows they perceive “clinical”,
“research and audit” and “clinical governance” to be key. The latter two are clearly related to
the requirements of CPCF and indicate areas for CPD providers to consider.
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5.3

Recommendations

Use CPD facilitators to provide support for reflective practice and practice development
Provide tools to encourage and underpin reflection by pharmacists on current ways of
working and possible ways of changing
Secure, with other stakeholders, a practice development programme for community
pharmacy
Support the development of workload analysis and management tools for community
pharmacy
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Chapter Six
Essential Services
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6

Essential Services

Key points:
•
•
•
•
•
•
•
•

Most community pharmacies are delivering most essential services
Provision of repeat dispensing (60%) and prescription linked healthy lifestyle
interventions (67%) are the least widely provided
For repeat dispensing 84% of providing pharmacies were dispensing fewer than 50 items
a week
85% of pharmacies have a clinical governance lead
Standard Operating Procedures are in place in 92% of pharmacies and the same
percentage keep a log of safety incidents
An in-pharmacy audit was completed by 67% and a PCT-determined multi-disciplinary
audit by 55% of pharmacies
Almost 45% of pharmacists reported having access to the NHS Net and staff in 60% of
pharmacies have access to the internet during the working day
83% of pharmacists reported that they now record their CPD activities

Although essential services were not part of the Pharmacy Practice Research Trust’s original
specification for the evaluation we felt it would be difficult to assess progress in
implementation of CPCF without including them. The previous community pharmacy contract
focused on the dispensing of prescribed medicines, whereas seven essential services are
specified in CPCF:
•
•
•
•
•
•
•

6.1

Dispensing of medicines
Repeat dispensing
Waste disposal
Public health
Signposting
Self care support
Clinical governance

Objectives

The objectives relating to essential services were to:
•
•
•

Determine the extent of delivery by individual pharmacies, with a focus on aspects
that were not formally included in the old contract and therefore potentially
represented new activities for community pharmacists.
Test for any associations between pharmacy type, pharmacist age and gender, and
delivery of essential service
Explore pharmacists’ experience of preparing for, and delivering the services
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6.2

Results

The percentage of respondents who reported providing specific essential services was:
Disposal of unwanted medicines
Signposting
Healthy lifestyle campaigns
Support for people with disabilities
Prescription linked healthy lifestyle interventions
Repeat dispensing

99.8%
95%
87%
86%
67%
60%

Table 6.1 provides more detail on the extent of provision of individual essential services and
shows that 60% of respondents are currently providing repeat dispensing, with the largest
proportion (84%) of respondents dispensing fewer than 50 items per week under these
arrangements. Just over half of these pharmacists (51%), reported they were providing the
service before the ‘new contract’ was introduced.
Of the pharmacists who stated they had undertaken campaign based healthy lifestyle
promotion activities, just over half (53%) had undertaken between three and six since the
‘new contract’ was introduced. Of the respondents who were providing prescription linked
healthy lifestyle interventions, two thirds said they provided up to five a week. Signposting
was reported on up to three occasions a week by around 60% of those providing it. Almost
two thirds of the pharmacists providing a service that supports people with disabilities said
this was on up to five occasions a week.
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Table 6.1: Essential service provision
Essential service
Repeat dispensing

Currently undertake a repeat
dispensing service

How many repeat dispensing items
dispensed per week

Disposal of unwanted
medicines

Campaign based healthy
lifestyle interventions

Currently dispose of unwanted
medicines

Currently undertake campaign based
healthy lifestyle promotion activities

How many campaigns have you
undertaken since the ‘new contract’

Prescription linked healthy
lifestyle intervention

Provide prescription linked healthy
lifestyle intervention

How many interventions do you make
each week

Signposting service

Provide a signposting service

How many patients do you signpost
each week

Response

N=762/543
n (%)

Yes

433 (60.0)

No

289 (40.0)

Total

722

<50

319 (83.9)

51-100

38 (10.0)

101-250

15 (4.0)

>250

8 (2.1)

Total

380

Yes

538 (99.8)

No

1 (0.2)

Total

539

Yes

464 (87.4)

No

67 (12.6)

Total

531

<3

175 (38.5)

3-6

243 (53.3)

>6

36 (7.9)

Total

454

Yes

355 (67.6)

No

170 (32.4)

Total

525

<5

231 (66.0)

5-10

95 (27.1)

11-20

19 (5.4)

>20

5 (1.4)

Total

350

Yes

507 (94.6)

No

29 (5.4)

Total

536

<3

298 (61.1)

3-6

147 (30.1)

>6

43 (8.8)

Total

488

Support for people with disabilities was originally intended as a specified essential service.
Shortly before the implementation of the contract it was removed from the essential services
and specification and remunerated for all pharmacies through a flat fee as part of the global
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sum7. In total 86% of the respondents said they were providing support for people with
disabilities, the vast majority of whom reported that they were doing so prior to CPCF (Table
6.2).
Table 6.2: Provision of support for people with disabilities before and after CPCF
Service

Total no. currently
providing

Already delivering before
the new contract

Only delivering after the
new contract

Support for people with
disabilities

457 (86.1)

327 (85.4)

56 (14.6)

Most pharmacists report that they are providing support for up to five people with disabilities
each week.
Table 6.3: Support for people with disabilities
Provide a service that supports people with
disabilities

How many patients do you provide this service
for each week

Yes

457 (86.1)

No

74 (13.9)

Total

531

<5

270 (61.5)

5-10

76 (17.3)

11-20

37 (8.4)

>20

56 (12.8)

Total

439

PCOs report that pharmacists are not engaging well with the DDA agenda. There is a
difference of opinion about what might be expected within the flat fee payment that
pharmacists now receive. :
“And that went down really well but the discussion at the end was “Well, why should
we do all this work when we’re not getting any money for it?” And it’s difficult
motivating people to say “Well, you’re part of the healthcare community, you have to
- you’re covered by the DDA, you need to get involved” but they wanted extra
money out of us for doing a lot of the work and we didn’t have extra money”. [B:
PCO Staff]
One of the LPCs in our case study sites noted in its minutes:
“Make everyone aware that this service is not funded and perhaps in order to obtain
funding, pharmacies should not provide the service (MDS8) free to anyone other
than those qualifying under a DDA assessment. The service is not intended for the
convenience of Social Services and it is unclear if MDS represents a reasonable
adjustment to services under DDA. Whether to supply is a professional judgment to
7

The community pharmacy contractual framework was originally designed to include eight essential services including
Essential Service 7, 'Support for People with Disabilities'. However there were complex legal reasons the service specification
was removed. The ‘Chemists’ Terms of Service’ which are set out in the NHS (Pharmaceutical Services) Regulations 2005
therefore do not, in relation to the dispensing of medicines, include any reference to the DDA. The PSNC advises that under
clinical governance arrangements, a pharmacy contractor is required to have monitoring arrangements for compliance with the
DDA.
8

Monitored Dosage System (MDS)
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be made following an assessment of the patients need not in response to a demand
from other professionals/carers. (x) agreed to investigate whether or not it is the
pharmacist who must carry out the assessments.” [D: LPC minutes]
In the same area this issue was being taken up in the next multi-disciplinary audit.
The audit this year (06-7) is to be on Nomads and DDA and will involve (name of
local Trust), Social Services and GPs as well as pharmacies. [D: LPC minutes]
These findings indicate that further research is needed to identify how community
pharmacists are interpreting and implementing ‘support for people with disabilities’, and
whether there are unmet needs which may require additional resources.

6.3

Repeat dispensing

Repeat dispensing is potentially a key to enabling community pharmacists to better predict
and manage at least some of their dispensing workload. Nationally the percentage of
prescription items dispensed under repeat dispensing arrangements was 0.68%. In the case
study sites the percentage ranged from 0.004% to 1.4%.
Table 6.4: Repeat dispensing items in case study PCOs
% prescription items dispensed as repeat
dispensing 2006

PCO A

PCO B

PCO C

PCO D

PCO E

Not
available

0.09%

1.4%

0.004%

0.17%

The case study PCOs had taken very different approaches to implementing repeat
dispensing, the most extreme being one which decided against implementation before the
availability of electronic systems.
“We haven’t implemented repeat dispensing yet. Well we monitor the pharmacies:
we check that they are geared up to do it if we asked them to. As a PCT, we
haven’t had the time or the resources really. I think we felt we would concentrate
more on trying to get them all ETP compliant”. [D: PCO Staff]
This PCO argued that the amount of effort involved in working on implementation was not
currently justified.
“The feedback I have got from people, both from other PCT staff and from
community pharmacists that work in other PCTs, is that really it is more trouble than
it is worth at the moment. It actually does - when you drill down - it is only a fairly
small group of patients that it suits. Those on very stable medication” [D: PCO Staff]
In another PCO which had actively promoted repeat dispensing there had been a mixed
response and a lower than average rate of items dispensed.
A: Two training evenings with the CPPE tutor to which pharmacies and GPs were
invited, and we had a good mix attend, didn’t we? But we’ve had very little uptake.
GPs aren’t engaged - I think.
B: They just see it as more work in the first instance, printing out all these repeat
prescriptions. It is GP buy-in, because there’s a practice in [location] who have - the
GP is totally into it, and I think he’s got something like half of his repeat dispensing
patients on repeat dispensing. And that just proves that he - they’re just doing it,
they think it’s fantastic, and it’s one of our GPs. [B: PCO Staff]
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One PCO had included repeat dispensing in its local prescribing incentive scheme and
although PCO staff perceived this has relatively little effect their percentage of repeat
dispensed items was almost double the national average, at 1.4%.
“I think repeat dispensing is the one that has just been a bit of a red herring in some
respects. I mean we implemented it in that we put it in the GPs’ incentive scheme as
well, that they could get money if they actually implemented repeat dispensing in the
practices. And so some of them did it, sort of half-heartedly, to get that money, but
then they didn’t really follow it on. To be quite honest we haven’t pushed it, because
we feel that ETP is just going to overtake it. And actually at the moment, it is quite
labour-intensive to do. So we haven’t really pushed it”. [C: PCO Staff]

6.4

Implementing public health campaigns
While the majority of pharmacists reported that they were participating in public
health campaigns there were some indications that pharmacists’ recording of advice
given was questioned.
I think what was really difficult was trying to engage the pharmacists in saying, “Well
right you have got to do this, this is why”. But just to get simple things like numbers
of people that they have given advice to. [C: PCO Staff]
So you did all that for them, you gave it to them all on a plate. And you would send
it through in an envelope. And either they rang back and said, “Well where is the
envelope, we haven’t received anything?” Or the envelope would go unopened, and
all this sort of thing. And then at the end of it when the time was up, [name] would be
on the phone saying, “You haven’t sent in your audit book”, and some of them
hadn’t done it, and some had done it very superficially. [C: PCO Staff]

6.5

Support for self care

The provision of different components of the self care support service is shown in Table 6.5.
Over 90% of respondents said they provided advice on the treatment of minor illness and
that their OTC recommendations were evidence-based. Further research would be needed
to validate the self-reported levels of evidence-based OTC recommendations.
In terms of the newer aspects of self care support included in CPCF, 59% of our sample
stated that they kept records of clinically significant products purchased, and 76% records of
clinically significant referrals, for people known in the pharmacy. There is no definition of
what constitutes a ‘clinically significant’ purchase or referral and the extent of variation in
individual pharmacists’ interpretation of these terms is not known.
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Table 6.5: Essential service provision: Self care support
Provide advice to people, including carers, requesting help
with the treatment of minor illness

Provide advice to people, including carers, requesting help
with the treatment of long term conditions

Recommendations for OTC medicines based on evidence

Staff in the pharmacy advise on the appropriate use of nonprescription medicines

Staff make healthy lifestyle interventions opportunistically
when appropriate

Receive self-care referrals from NHS Direct

For patients known in the pharmacy, keep records of
clinically significant products purchased

For patients known in the pharmacy, keep records of
clinically significant non-product advice given

For patients known in the pharmacy, keep records of
clinically significant referrals

6.6

Response

n (%)

Yes

500 (92.6)

No

40 (7.4)

Total

540

Yes

447 (85.1)

No

78 (14.9)

Total

525

Yes

491 (93.5)

No

34 (6.5)

Total

525

Yes

521 (97.6)

No

13 (2.4)

Total

534

Yes

392 (74.7)

No

133 (25.3)

Total

525

Yes

215 (40.0)

No

322 (59.9)

Don’t know

1 (0.2)

Total

538

Yes

431 (59.1)

No

298 (40.9)

Total

729

Yes

223 (43.3)

No

292 (56.7)

Total

515

Yes

543 (76.1)

No

171 (23.9)

Total

714

Clinical governance

Responses relating to provision of components of the Clinical Governance service are shown
in Tables 6.6-6.8. Just over 85% of respondents said that their pharmacy had a clinical
governance lead and three quarters said they participated in PCO clinical governance
activities.
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Table 6.6: Essential service provision: Clinical governance

Have a nominated clinical governance lead

Participate in PCT/LHB clinical governance initiatives

Pharmacy has a system in place to enable patients to
give feedback or evaluate services required

Pharmacy displays a practice leaflet

Pharmacy notify patients of the NHS services provided

Pharmacy monitors medicines owed to patients or out
of stocks

Response

n (%)

Yes

459 (85.5)

No

38 (7.1)

Unsure

40 (7.4)

Total

537

Yes

399 (74.6)

No

33 (6.2)

Unsure

103 (19.3)

Total

535

Yes

277 (51.5)

No

189 (35.1)

Not sure

72 (13.4)

Total

538

Yes

499 (92.6)

No

27 (5.0)

Not sure

13 (2.4)

Total

539

Yes

494 (91.7)

No

21 (3.9)

Not sure

24 (4.5)

Total

539

Yes

520 (96.1)

No

15 (2.8)

Not sure

6 (1.1)

Total

541

There was an interesting observation from the clinical governance pharmacy lead in one
PCO that instead of isolating clinical governance as one element of an essential service, it
should have underpinned all the essential services. This had made the compilation of a
clinical governance self-assessment more challenging:
“And now that we are doing a clinical governance self-assessment form, which is
linked to the contract, the clinical governance is sat here on its own and yet it is
running through all of them, so we now are faced with the dilemma of going through
each essential service - one, two, three, four, five, six and pick out the clinical
governance, and all of it really is to do with quality of care so it needed to - quality of
service provision, should I say - so I think it needed to be running through the whole
document in order for us to kind of evaluate it - or for the practices, for the
pharmacists to evaluate their own”. [A: PCO Staff]
In the case study, one PCO discussed how ‘invisible’ clinical governance changes in quality
standards, error reporting and training/CPD should benefit patients:
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A: The only way I would like - and I hope it has improved, is the clinical governance
aspects of it, around error reporting, quality standards within the pharmacy itself,
starting to look at training aspects. Which I think wasn’t really formalised in any way
prior to the contract existing.
D: There are sort of invisible things that the public wouldn’t know about.
A: Yes. But in terms of trying to improve D: They can maybe feel more confident, but they don’t actually know about those
things.
A: No, no, no but you would hope that by the pharmacists now technically having to
do those aspects, would impact on improved patient quality care. [C: PCO Staff]
Responses with regard to patient safety and risk management indicated that 92% of
respondents maintained a log of safety incidents, and that 50% used the National Reporting
and Learning system to report errors to the National Patient Safety Agency. Ninety-four per
cent have SOPs in place that cover all areas specified by the RPSGB (Table 6.7). In the
2005 Community Pharmacy Clinical Governance Report from the NAO, 93% had an incident
reporting system in place. They were not specifically asked if they reported to the NPSA.
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Table 6.7: Essential service provision: Clinical governance (Risk Management)
Pharmacy maintains a log of patient safety incidents

All the pharmacy team involved in analysing critical incidents

Aware of what Root Cause analysis is

Use the National Reporting & Learning System to report errors
to the National Patient Safety Agency

Have Standard operating procedures (SOPs) in place that
cover all areas specified by the RPSGB

Have a suitable waste disposal system in place for clinical
waste

Have a suitable waste disposal system in place for confidential
waste

Procedures in place in the pharmacy to ensure that all stock is
procured and handled in a way that maintains integrity

All equipment regularly maintained

Response

n (%)

Yes

687 (91.5)

No

23 (3.0)

Unsure

41 (5.5)

Total

751

Yes

412 (76.6)

No

88 (16.4)

Unsure

38 (7.1)

Total

538

Yes

415 (77.3)

No

58 (10.8)

Unsure

64 (11.9)

Total

537

Yes

372 (50.4)

No

227 (30.7)

Unsure

139 (18.8)

Total

738

Yes

687 (91.8)

No

18 (2.4)

Unsure

43 (5.7)

Total

748

Yes

498 (93.8)

No

29 (5.5)

Unsure

4 (0.8)

Total

531

Yes

484 (90.1)

No

41 (7.6)

Unsure

12 (2.2)

Total

537

Yes

530 (98.3)

No

2 (0.4)

Unsure

7 (1.3)

Total

539

Yes

502 (93.0)

No

17 (3.1)

Unsure

21 (3.9)

Total

540
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CPCF has requirements that the pharmacy completes one internal practice audit each year
and that they participate in a PCO- determined multi-disciplinary audit. Just over two thirds of
respondents reported having done a practice audit, and slightly over half (55%) indicated that
they had completed a PCT/LHB determined multidisciplinary audit.
Table 6.8: Essential service provision: Clinical governance (Clinical Audit)
Completed a practice-based audit in the last year

Completed a PCT/LHB determined multidisciplinary audit in the last year

6.7

Response

n (%)

Yes

360 (67.2)

No

135 (25.2)

Not sure

41 (7.6)

Total

536

Yes

407 (54.9)

No

176 (23.8)

Unsure

158 (21.3)

Total

741

Implementing multi-disciplinary audit

In the PCO survey around half had specified a topic for multi-disciplinary audit in Year 1 so
the percentage of pharmacists reporting having completed one seems reasonable. Data
collection and recording for specific audits set by the PCO drew discussion from pharmacists
and PCO staff in the case study sites.
It was apparent from the majority of discussions that these audits were not truly multidisciplinary, in that there was no direct contact with other members of the primary care team:
GC: to what extent has doing the multi-disciplinary audit brought you in to closer
contact with general practitioners?
A: Not at all.
D: Not with general practitioners, no.
GC: Anyone else outside of the core pharmacy team? Has it brought you into
contact with other members of the primary care team?
A: No. [Laughs]
D: If anything with patients because it made us ask them questions and they think
therefore we have got time for them. [A: Pcists]
“The first year we did methotrexate, because there’d obviously been a lot in the
news about near misses with methotrexate and fatalities and things, so we did that
jointly with GPs and the vast majority of the GPs took part. We gave them a sheet
for each patient and they had to fill in things like what strength of tablets was the
patient getting, was the dose on the prescription. From the GP point of view, they
had to say when the patient was last monitored, what the result was, I’ve forgotten
what the other questions were now”. [C: PCO Staff]
In this case it was intended that the pharmacist or GP would contact each other if they found
a problem but the PCO had no feedback on whether this had happened. The data sheets
were returned to the PCO by GPs and pharmacists.
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Some audits included guidance to meet with GPs to discuss the results, but pharmacists
who had tried to do so felt that they were met with disinterest:
GC: How did those involve you with GPs, for example, the multi-disciplinary part of
it?
E: The current one on diabetes, you are supposed to go to the surgery and discuss
your findings. But the surgeries are not interested.
B: I just put copies of it in the surgery and sent it to them and said “If you want to call
me and talk to me about it, then I am happy to do that”. [B: Pcists]
Another interpretation of multi-disciplinary was to feed back the pharmacist’s results to other
disciplines for comment:
A: And then the idea was they would take those results back, look at the areas that
our results came from, and see where the failings in the overall diabetes care - as a
multi-disciplinary function - where the failings were, so that they could address
those. I don’t believe that there was any auditing done of the different specialists in
the disciplines. I think I was just that we did the audit, and they fed the results back
to everybody [A: Pcist]
In rare cases where pharmacists and GPs did parallel data collection, the PCO seemed to sit
in the centre and collect data from each to collate.
Data flows were considered unsatisfactory by both parties. The PCO found it difficult to get
pharmacists to submit their results:
A: The audits - we did an audit for people and with a lot of encouragement - in some
cases, bullying - we got them back. We got all 28 back last year.
B: It took us six months. The last one came back six months after the closing date.
A: And I think this year will be a little bit harder. But if they don’t do the audit, what
can we do? You can’t close a pharmacy, can you?
B: No. [A: PCO]
The pharmacists were frustrated that they received no feedback, as this discussion of a
recent waste audit illustrates:
A: Did you get any feedback at all, whatsoever?
B: No, never.
A: Wouldn’t it be nice to get one sheet with “This is the result”?...
B: There was something on the radio.
A: I didn’t hear that.
B: They said there was x amount of money collected.
A: They have got to feed back. That is ridiculous, isn’t it?
B: Listen to the radio! [C: Pcists]
Some pharmacists felt unease at the approach required to ask lifestyle questions of their
customers. This pharmacist felt that after a few days most customers were happy to respond,
but this may in fact have resulted from the pharmacist becoming more relaxed about doing it:
“The second one was smoking cessation, which was quite tricky because you were
having to ask every single customer that came through your door if they smoked or
not, which some people are absolutely fine and some people would just say “I’m not
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answering that – der der der der”, but after a few days everybody got used to it - that
was fine”. [D: Pcist]
There was an example in the case study sites where potential opportunities for pharmacy
involvement in PCO audits had not been taken, suggesting that pharmacy might not always
be considered in discussions about whose input was needed.
A: they have just been doing a huge audit across all practices for Breathing Space,
a new £11m COPD centre that we have just opened up. We have a multidisciplinary audit on diagnosis and confirmation of their level of disease and what
medications certain people are already receiving.
B: Yes, but pharmacists were not involved in that, were they? It went through GPs,
it went through the practices and nurses, and community pharmacists were not
involved. [D: PCO Staff]
One PCO highlighted the success of pharmacists’ participation in audit in its Annual Report.
Pharmacists - as part of the new pharmacy contract, all pharmacists need to
complete one PCT-wide and one pharmacy-based audit; 65 out of 70 pharmacies
took part in a baseline audit assessment of pharmacy services and completed the
first PCT-wide audit of over-the-counter aspirin. (PCO C: Annual report 05-6)
In the next section we go on to look at staffing and management aspects of clinical
governance. More pharmacists reported having an induction programme for new staff (83%)
than for locums (51%).
Table 6.9: Essential service provision: Clinical governance (Staffing and staff management)
Induction programme for new staff

Induction programme for locums

All staff trained or undergoing training appropriate to their role

All qualifications of staff checked and references taken prior to
employment

Development needs of staff providing NHS services identified
and supported

Response

n (%)

Yes

444 (83.3)

No

63 (11.8)

Unsure

26 (4.9)

Total

533

Yes

269 (50.9)

No

194 (36.7)

Unsure

65 (12.3)

Total

528

Yes

516 (97.2)

No

8 (1.5)

Unsure

7 (1.3)

Total

531

Yes

467 (87.9)

No

26 (4.9)

Unsure

38 (7.2)

Total

531

Yes

449 (85.0)

No

31 (5.9)

Unsure

48 (9.1)

Total

528

When asked whether they recorded their CPD activities 83% of pharmacists said they did.
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Table 6.10: Essential service provision: Clinical governance (Education, training, CPD and personal
development)
Recording CPD data

Response

n (%)

Yes

443 (83.4)

No

80 (15.1)

Unsure

8 (1.5)

Total

531

Sixty per cent of respondents reported that pharmacy staff had access to the internet and/or
an intranet in the workplace. The percentage reporting access to NHS Net was 44%. Almost
all (96.5%) said their pharmacy opening hours were displayed prominently but only just over
half (56%) said that information on obtaining medicines in an emergency was readily
available to the public at their pharmacy.
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Table 6.11: Essential service provision: Clinical governance (Use of information)
Pharmacy has access to the NHS net

Pharmacy staff have access to the internet/intranet during the
working day for professional purposes

Use the internet to access information to advise patients/the
public

Employee contracts contain an explicit statement of
confidentiality

Information on obtaining medicines urgently readily available to
the public

Pharmacy hours displayed prominently

Comply with Data Protection Act 1998

Comply with Human Rights Act 1998

Comply with NHS code of practice on confidentiality

Comply with Disability Discrimination Act 1995

Comply with Health & Safety legislation

Used the Primary Care Contracting Team Disability
Discrimination Act Resource Toolkit

Response
Yes
No
Unsure
Total
Yes
No
Unsure
Total
Yes
No
Unsure
Total
Yes
No
Unsure
Total
Yes
No
Unsure
Total
Yes
No
Unsure
Total
Yes
Unsure
Total
Yes
No
Unsure
Total
Yes
No
Unsure
Total
Yes
No
Unsure
Total
Yes
No
Unsure
Total
Yes
No
Not sure
Total

n (%)
332 (44.6)
368 (49.5)
44 (5.9)
744
443 (60.3)
268 (36.5)
24 (3.3)
735
267 (36.6)
367 (50.3)
95 (13.0)
729
447 (84.0)
23 (4.3)
62 (11.7)
532
298 (56.0)
162 (30.5)
72 (13.5)
532
517 (96.5)
16 (3.0)
3 (0.6)
536
524 (97.8)
12 (2.2)
536
405 (75.6)
1 (0.2)
130 (24.2)
536
491 (91.9)
3 (0.6)
40 (7.5)
534
475 (89.0)
4 (0.7)
55 (10.3)
534
499 (93.6)
3 (0.6)
31 (5.8)
533
167 (31.1)
228 (42.5)
142 (26.4)
537
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Around three quarters of pharmacists reported that their pharmacy had had a monitoring visit
from their PCT or LHB (Table 6.12).
Table 6.12: Monitoring visits by PCT or LHB
Pharmacy has had a Public & Patient Involvement Forum or
Community Health Council visit

Pharmacy had monitoring visit from PCT or LHB

PCT/LHB or other appropriate body audited pharmacy services

Response

n (%)

Yes

34 (6.3)

No

402 (74.9)

Not sure

101 (18.8)

Total

537

Yes

414 (76.5)

No

116 (21.4)

Not sure

11 (2.0)

Total

541

Yes

285 (53.0)

No

169 (31.4)

Not sure

84 (15.6)

Total

538

Table 6.13 shows the percentage of pharmacies providing the six indicator essential services
that were the focus of our enquiry.
Table 6.13: % of pharmacies providing essential services
No of services

Frequency N=543

%

Cumulative %

6

186

38.4

100.1

5

180

37.1

66.5

4

83

17.1

29.8

3

27

5.6

10.2

2

7

1.4

3.9

1

2

0.4

0.6

The majority (two thirds) of pharmacies reported providing 5 or more of the six essential
services.

6.8

Factors associated with contract implementation & delivery

6.8.1

Service provision

Independent single outlet pharmacies were most likely to report providing a prescription
linked healthy lifestyle intervention service and support for people with disabilities (Table
6.14).

99

National evaluation of the new community pharmacy contract
Table 6.14: Association between type of pharmacy and Essential service provision
Factor

Independent
single outlet
n (%)

Small chain
(2-10
stores)
n (%)

Medium
chain (11-30
stores)
n
(%)

Large
multiple
(≥31 stores)
n (%)

Yes

117 (54.4)

66 (63.5)

39 (55.7)

204 (62.6)

No

98 (45.6)

38 (36.5)

31 (44.3)

122 (37.4)

Dispose of unwanted
medicines

Yes

134 (100)

81 (100)

46 (100)

276 (99.6)

No

0

0

0

1 (0.4)

Undertake campaign
based healthy
lifestyle interventions

Yes

121 (92.4)

74 (91.4)

39 (83.0)

230 (84.6)

No

10 (7.6)

7 (8.6)

8 (17.0)

42 (15.4)

Prescription linked
healthy lifestyle
intervention

Yes

101 (77.1)

47 (58.8)

25 (55.6)

182 (67.9)

No

30 (22.9)

33 (44.4)

20 (44.4)

86 (32.1)

Signposting service

Yes

131 (98.5)

78 (97.5)

45 (97.8)

252 (91.3)

No

2 (1.5)

2 (2.5)

1 (2.2)

24 (8.7)

Yes

123 (92.5)

72 (88.9)

39 (84.8)

222 (82.2)

No

10 (7.5)

9 (11.1)

7 (15.2)

48 (17.8)

Undertake a repeat
dispensing service

Support for people
with disabilities

Pvalue

0.197
-

0.075

0.010

0.037

There was no association between the age of the pharmacist and delivery of essential
services.
Table 6.15: Association between Age group of pharmacists and Essential service provision
Factor

Under 35

35-44

45-54

55-64

>65

Yes

142 (62.0)

109 (53.2)

126 (63.3)

41 (62.1)

6 (75.0)

No

87 (38.0)

96 (46.8)

73 (36.7)

25(37.9)

2 (25.0)

Dispose of unwanted
medicines

Yes

179(100.0)

122 (99.2)

164(100.0)

52(100.0)

9(100.0)

No

0 (0)

1 (0.8)

0 (0)

0 (0)

0 (0)

Undertake campaign
based healthy
lifestyle interventions

Yes

153 (85.5)

106 (87.6)

144 (89.4)

44 (86.3)

8(100.0)

No

26 (14.5)

15 (12.4)

17 (10.6)

7 (13.7)

0 (0)

Prescription linked
healthy lifestyle
intervention

Yes

122 (68.9)

72 (60.5)

114 (71.3)

34 (70.8)

6 (66.7)

No

55 (31.1)

47 (39.5)

46 (28.8)

14 (29.2)

3 (33.3)

Signposting service

Yes

167 (93.3)

118 (96.7)

157 (95.7)

45 (88.2)

8(100.0)

No

12 (6.7)

4 (3.3)

7 (4.3)

6 (11.8)

0 (0)

Yes

154 (86.5)

104 (86.7)

138 (85.2)

43 (84.3)

8 (88.9)

No

24 (13.5)

16 (13.3)

24 (14.8)

8 (15.7)

1 (11.1)

Undertake a repeat
dispensing service

Support for people
with disabilities

Pvalue
0.188
-

0.655

0.394

0.986
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There was no association between gender and delivery of essential services with the
exception of undertaking prescription-linked healthy lifestyle interventions, which women
were more likely to report they were providing (Table 6.16).
Table 6.16: Association between pharmacist gender and essential service provision
Factor
Undertake a repeat dispensing service
Dispose of unwanted medicines
Undertake campaign based healthy lifestyle interventions
Prescription linked healthy lifestyle intervention
Signposting service
Support for people with disabilities

6.8.2

Male

Female

Yes

241 (58.8)

181 (61.6)

No

169 (41.2)

113 (38.4)

Yes

307 (100.0)

217 (99.5)

No

0 (0)

1 (0.5)

Yes

268 (87.9)

185 (86.9)

No

37 (12.1)

28 (13.1)

Yes

194 (64.2)

152 (72.7)

No

108 (35.8)

57 (27.3)

Yes

291 (95.7)

202 (92.7)

No

13 (4.3)

16 (7.3)

Yes

260 (85.0)

185 (87.3)

No

46 (15.0)

27 (12.7)

P-value
0.253
0.415
0.027
0.095
0.272

Dealing with basic professional standards

The role of the PCO in everyday working of the pharmacies has changed. Some pharmacists
thought that the monitoring of essential services, and the resulting responsibility of the PCO,
had increased their engagement:
A: They gave [name] a job! [Laughter] I think we are more relevant to the PCO now
because they have got their essential services and they have got the monitoring
role. So I think they are required to have a lot more involvement in the day-to-day
running and organisation of community pharmacy, than perhaps they were before.
[A: Pcist]
A multiple employee reflected that company resources assisted them with essential service
requirements, but the process had still been onerous in terms of development of, and signing
staff up to, SOPs:
“Well I think that being part of a company has made it easier in terms of the
essential services: we were doing most of those things anyway. It was just a matter
of putting it in a more structured, documented way. Particularly SOPs have seemed
to be trying to justify a job that you have already been doing, but we have had to
document it. But that was quite difficult in the early stages, getting all those SOPs in
place and set up, and getting all the staff to go through them and signed up - even
though we were doing it already”. [D: Pcist]
Although skill mix issues are explored more fully in the Workforce chapter it is worth revisiting
the practice of some pharmacists to enlist the help of technicians in writing SOPs as they had
developed skills in this area in training:
“We had written a lot of ours beforehand and I have got a checking technician and
part of her course - when she did her checking technician - was to develop standard
operating procedures”. [B: Pcist]
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A pharmacist further described how she had delegated key aspects of essential service
provision to staff members, including responsibility for dealing with health promotion
campaigns and taking on the role of clinical governance lead:
“Certainly we looked at all the elements of the new contract, and I gave each
member of staff some responsibility for it. So, for example, I have one member of
staff that looks after health promotion: she would look out for the campaigns that are
coming from the PCT and she would make sure that we were briefed and we had
the correct leaflets on display; the posters were up; and we were gathering any data
that the PCT wanted us to gather; and that the paperwork was sent in by the
deadline. We have decided that we would have staff as our clinical governance
leads, rather than it being the pharmacist, so I have delegated that role to another
member of staff. So we have broken down each area of the contract that needed
someone to be responsible, and I gave them coaching on what I wanted them to do
in terms of that because I didn’t want it all on my shoulders, and I wanted the staff to
feel involved”. [D: Pcist]
Another basic professional requirement, going beyond the contract, was the ongoing
confusion regarding continuing professional development obligations. The new contract had
served to heighten this confusion, as PCO requirements under essential and enhanced
services complicate pharmacists’ own assessment of their requirements:
B: Is it not mandatory, that we do this CPD then?
D: No. Well yes, the CPD, but not the one from the health board. I have to do my 30
hours and so on, but I could choose to do all distance learning packs.
B: No you can’t now - no, it is mandatory that you do certain subjects as well.
D: Oh right. Says who?
A: Is it?
B: Says the Government…
D: I did find it a bit awkward, doing mandatory CPD by doing courses on marketing.
B: It ties into personal services.
D: I think it should have - it has got to have to do with the area of practice that you
are in…
A: I know they have said it won’t count us as doing CPD if we don’t go to the right
meetings. [A: Pcists]
PCOs were thinking about their expectations about competencies and training. For example,
one PCT with a number of independent contractors felt that independent pharmacists in
particular were isolated and over-burdened:
“I think it is also the way, say for example, the independents are working. They are
very much working isolated, with perhaps part-time staff. So I think you have also
got to look at their training and competencies. And when this contract has been
introduced, partly they may have to re-look at their competencies and training needs
in order to not feel so hard done by. Because this is all just being put upon them, to
take on board”. [C: PCO staff]
But in the later chapter on Advanced Services we will see that multiple employees are not
always well supported, and have their own issues regarding company pressure.
Whereas that PCO may have initially seen essential services as a major pre-requisite for
enhanced services, the staff were recognising the fundamental importance of clinical
governance and staff competencies in their own right:
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“Now it is starting, having gone out, done all the compliance visits ensures that the
pharmacists understood that they had to be compliant in essential services to
continue doing enhanced services. But it is also now making me think about the
clinical governance aspects more and the competencies of the pharmacists”. [C:
PCO Staff]
Signposting was not the subject of extensive discussion, but these PCO staff described the
process by which they had been compiling what they hoped would be a useful document for
pharmacists:
B: And we had a document, we produced a leaflet that was a sort of A to Z quick
guide wasn’t it, on local voluntary sector, council services. What else went in to it?
A: What we did, we went to - there is an I and T map, not an I and T map. There is
like a communications group and it is led by somebody and it involves social
services - every possible person that communicates across, there are all kinds of
people sit on the group. And we went to them and said, ”Look, we want to be able
to develop something for signposting” and we got suggestions for people that would
be useful to go into the document. It is only simple useful contact numbers, and we
have done that. But that actual group is developing a website, and once it is
developed the intention is to send that link out to the community pharmacists, to be
able to utilise that for services all over [PCO area].
GC: Right, yes I see.
B: [PCO area] is quite well structured isn’t it because it is six help lines, one for
disabled, one for children, one for - so whatever it is, if you fit in to that group, you
phone up and they find you the answer. [A: PCO Staff]

6.8.3

Repeat dispensing

Repeat dispensing activity varied across the study locations. One PCO had decided not to
implement repeat dispensing as the paper-based system was burdensome and they thought
that waiting for electronic facilitation through ETP was appropriate. This sentiment was
echoed by some pharmacists across study areas:
“The other issue is that, and this was banded about quite a bit recently, and will be
in the future is ETP and if that is going to be imminent – not - it is like “Why do we
want to get into this system if we are going to be getting into that system fairly
shortly as well?” So there is an overlap type of thing”. [C: Pcist]
In most study areas, the rate-limiting factor in repeat dispensing activity was the attitude of
the practice. Some GPs involved in the system commended the system for patient benefit:
“For the patient it’s much easier. They just do a deal with the chemist, they know
that the third or fourth Thursday of the month they are going to go and pick up their
script that is all ready for them”. [D: GP3]
Others recognised that the practice also benefited from less patient demand:
“It improves patient access, because they just deal with the pharmacist. It improves
other patients’ access to us, because the phone lines aren’t locked by people
phoning in for repeat prescriptions or whatever. There aren’t so many queues at the
front desk, and the patient only has one trip to make, don’t they? So I think it is a
brilliant idea, we should have had it years ago!” [D: GP8]
Again, however, a bureaucratic system that required extensive explanation to patients
deterred some practices from participating:
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“I think it is well meaning, but the actual bureaucracy - we had to fill in, obviously for
the legality and everything - for ourselves and the pharmacists etc and the patients
to understand it, it was so work intensive. I know you sometimes have to invest to
save, but we just didn’t have the time to do it really”. [A: GP2]

6.8.4

Record keeping

The need to record items that were previously done without record (for example healthy
lifestyle interventions and OTC recommendations) caused anguish among pharmacists. CPD
was one such area, but this frustration extended into data that the PCO required for essential
services such as health promotion campaigns and signposting.
These pharmacists reflected on how their interactions had not really changed, but the
additional burden of reporting was apparent. They felt that they would not be able to record
everything in a normal working day without neglecting their supervision duties:
A: Isn’t that one of the problems, it is actually remembering to do those, because it is
a step for most of us. We are quite happy going out, talking to patients, intervening,
signposting, and it is part of the job we have done since we have been qualified, and
we have never had to audit it. Never had to record it.
B: If you recorded everything you did it would take you all day to write it up.
A: I don’t think I would have time to supervise any prescribing or dispensing. [B:
Pcists]
There was little specific discussion regarding error / near miss reporting, but one pharmacist
admitted that they were likely to have incomplete reporting of these events due to workload:
“And like sort of reporting errors, I suppose that is straightforward enough. However,
…near misses where I have picked up the wrong box or I am just about to put a
sticker on wrong, you know, and I won’t naturally - especially on a busy day, I
probably won’t follow that up so”. [D: Pcist]
PCO staff had found it challenging to persuade pharmacists to record more information about
health promotion advice:
“I think what was really difficult was trying to engage the pharmacists in saying,
“Well right you have got to do this, this is why”. But just to get simple things like
numbers of people that they have given advice to”. [C: PCO Staff]
This challenge was reflected by the pharmacists, who found it difficult to decide what to
record, and also to break away from normal work flow to make records on the computer:
“Probably the most difficult thing has been the things around the health promotion
and documenting it, because again it’s something that as community pharmacists
we have always done, but all of a sudden we have found ourselves now having to
think about what we need to record, what is significant and what isn’t, and breaking
away to record it on the computer isn’t always easy”. [D: Pcist]

6.9

Summary

With a few exceptions, most community pharmacists report that they are delivering most
essential services. essential services delivered by less than 75% of our respondents were:
prescription-linked lifestyle interventions (68%); repeat dispensing (60%); completion of a
multi-disciplinary audit (55%); recording of clinically significant product purchases (59%), and
using the National Patient Safety Agency’s incident reporting system (50%).
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For repeat dispensing, where the co-ordination of the PCO and co-operation of local doctors
are required, it is encouraging that 60% of pharmacies are now providing the service. Prior to
the CPCF 51% of those respondents said they were providing this service, indicating
substantial change. However in 84% of these providing pharmacies the volume of
prescription items was less than 50 per week. Thus the impact of repeat dispensing on the
management of dispensing workload is currently small.
Development of the community pharmacy contribution to public health was a key part of
CPCF. Participation of community pharmacies in campaign-based lifestyle interventions is
widespread, with 87% of pharmacies providing this service. Provision of prescription-linked
lifestyle interventions, on the other hand, is substantially lower at 68%. Our data suggest
some reluctance by pharmacists to proactively ask lifestyle questions and this is supported
by wider literature. This finding indicates there is more work to be done to understand why
one third of pharmacies are not yet engaged in this service and to take steps to increase the
level of provision.
Formalising support for self care provided from community pharmacies was another
important feature of CPCF. Encouragingly 95% of our respondents reported providing a
signposting service, 74% of whom said they did so prior to CPCF. Almost three quarters of
our respondents said they now keep records of clinically significant patient referrals for
patients known to the pharmacy, indicating an important change. However fewer
respondents (59%) reported recording clinically significant OTC medicine purchases for
patients known to the pharmacy. Given that this is the first time that community pharmacists
have been asked by the NHS to record an aspect of their private sector work it is perhaps not
surprising that its adoption has been slower than that of records of clinical referrals within the
NHS. Furthermore pharmacists have received no guidance about a minimum dataset and
there appears to have been little debate about what constitutes “significance” in this context.
Our data also suggest that pharmacists find it difficult to break away from a discussion to
make a record. Unlike GPs they are unused to the need for record during a consultation.
There may also be tension in a NHS record keeping requirement for what pharmacists may
regard as a private sector transaction. Further research is needed to explore these issues.

6.10

Recommendations

Repeat Dispensing targets should be set for PCOs once EPS Release 2 is rolled out
Clearer justification should be provided for the record-keeping requirements within CPCF
with a view to streamlining, and for those which remain, justification of their purpose and
guidance on a minimum data set for hard copy records
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7

Advanced services

Key points:
•
•
•
•
•
•
•
•
•
•
•

MUR uptake is steadily increasing and is now 25% of capacity
The percentage of pharmacies providing MUR in our sample PCOs rose from 38% in
2005-6 to 64% in 2006-7 and the mean number of MURs conducted per pharmacy
increased three-fold from 36 in 2005-6 to 115 in 2006-7
Most MURs are currently incorporated into the daily work of the pharmacy without
additional pharmacist cover, with one in four pharmacists providing MURs reporting
employing locum cover
There is some emerging evidence of more effective use of skill mix with pharmacy staff
assisting with planning and preparatory paperwork for MUR
As the numbers of MURs increase, effective use of skill mix will become more important
and pressures on pharmacist time are likely to increase
Issues in relation to integration with general practice continue to be a key barrier to
achieving the potential of MUR and need to be addressed
GPs perceive MUR would be more valuable with a stronger focus on compliance and the
reduction of waste
Information flow is almost exclusively from pharmacist to GP and in hard copy, with only
one in four pharmacists reporting receiving feedback from GPs
Over 80% of pharmacists providing MUR say it has had no effect on their relationship
with local GPs
Monitoring of the MUR service focuses on process rather than content or outcomes and
PCOs want the service to be subject to audit to provide evidence of VFM
The Prescription Intervention element of MUR is currently an invisible service with no
data on its incidence or outcomes

Summary of key data:
Year 1 2005-6
•
•
•
•
•
•
•
•

The service was delivered by 38% of community pharmacies (range per PCO 16-60%)
Multiples dominated MUR provision, undertaking 84% of all MURs. 71% of claimants for
MUR payments were multiples compared with the national proportion of multiples at 57%
In relation to the maximum permissible numbers of MURs the mean number per
providing pharmacy was 36 of a possible 200, only 18% of those for which funding was
available
There was a ten-fold difference in the mean number of MURs per providing pharmacy
across the PCOs (3.2 to 35.8)
Overall only 6.8% of the available funding was spent
Almost all PCOs identified target patient groups for MUR, the most frequently reported
being patients with respiratory disease (asthma and/or COPD), followed by patients on
multiple medication
Just over half (16) of the PCOs reported having a strategy for medicines review and just
under than half of these had a strategy that included both community pharmacy and MUR
PCO respondents wanted MUR to be audited to provide evidence of value for money

Year 2 2006-7
•

The service was delivered by 64% of pharmacies and the majority of the others planned
to provide the service in the future
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•
•
•

In relation to the maximum permissible numbers of MURs the mean number per
providing pharmacy was 115 of 400, a three-fold increase from last year but still only 29%
of those for which funding was available
On average an MUR took 51 minutes to complete, of which 22 minutes was face to face
with the patient
In our community pharmacist survey 59% were MUR providers and just over 60% of
pharmacies have a consultation area that meets accreditation requirements for advanced
services
9

The Advanced service, ‘Medicines Use Review and Prescription Interventions’ is both novel
and significant for a number of reasons and hence we devoted significant attention to it as a
key topic within the evaluation. It is the first national service in which community pharmacists
are remunerated by the NHS to provide a consultation to a patient specifically to discuss their
medicines. Furthermore the service specification requires the pharmacist to send a copy of
their report to the patient’s general practitioner, including any recommendations about
potential changes needed to the patients’ prescribed medicines. This is the first time such
formal communication has been a requirement within a national community pharmacy
service specification. MUR thus provides an opportunity for community pharmacy to develop
a service providing direct care to patients which makes better use of skills and knowledge
and to develop relationships with GPs. Because of the importance of the MUR service we
present the data from our evaluation in this chapter with a detailed discussion of the findings
set against the national context.

7.1

Objectives

The objectives relating to MUR were to:
•
•
•
•
•

Describe and quantify the provision of advanced services under the new contractual
framework.
Explore the association between pharmacy ownership and levels of provision,
Identify the actions taken by Primary Care Trusts to support local implementation,
Explore the perspectives of stakeholders (PCT staff, SHA pharmacy leads,
community pharmacists, GPs and patients) level on progress in implementation of the
MUR service.
Identify and explore the effects of facilitating and impeding factors relating to contract
implementation.

Our data on the experience of patients who had received an MUR are presented and
discussed in a later chapter on Relationships with patients.

7.2

Results

7.2.1

MUR Provision

7.2.1.1 Year 1 2005-6
MUR provision in the 31 PCOs in 2005-6 is summarised in Table 7.1. Pharmacies in our
sample claimed payment from the Prescription Pricing Division and Health Solutions Wales
9

A Medicines Use Review aims “with the patient’s agreement, to improve his knowledge and use of drugs by in
particular - (a) establishing the patient’s actual use, understanding and experience of taking drugs; (b) identifying,
discussing and resolving poor or ineffective use of drugs by the patient; (c) identifying side effects and drug
interactions that may affect the patient’s compliance with instructions given to him by a health care professional
for the taking of drugs; and (d) improving the clinical and cost effectiveness of drugs prescribed to patients
thereby reducing the wastage of such drugs. (DH 2005)
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for a total of 14,591 Medicines Use Reviews between April 1st 2005 and March 31st 2006, a
mean of 471 per PCT. Analysis of the provision of MURs using PCO level prescription and
population statistics showed a thirty-two-fold difference in MURs per million prescriptions
dispensed across our PCOs (42 to 615). The number of MURs per 1000 population ranged
from 0.22 to 7.16, a thirty-three-fold difference.
Table 7.1: Medicines Use Reviews in the sample of 31 PCOs in England and Wales 2005-6
Total

Lowest

Highest

per PCO

per PCO

No. of pharmacies

1,072

15

73

No. of pharmacies providing MUR

409

3

28

No. of multiples providing MUR

288

2

23

Percentage of all pharmacies providing MUR

38%

13%

60%

Prescriptions dispensed per month (000s)

5,541

96

334

No. of MURs provided in 2005-6

14,591

25

1,302

No. of MURs per million prescriptions

219

19

615

No. of MURs per 1,000 population

2.68

0.22

7.16

No. of MURs per total number of pharmacies

13.6

3.2

35.8

No. of MURs per providing pharmacy

35.7

8.3

61.2

Percentage of MUR providers that are multiples

69.3%

20%

100%

Sources: Prescription Pricing Division of the NHS Business Services Authority, individual
Health Boards in Wales, NHS Information Centre: “General Pharmaceutical Services in
England and Wales 1995-6 to 2005-6”
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Table 7.2: Medicines Use Reviews in the sample PCTs 2005-6 ranked by numbers per individual pharmacy
PCO
Code

No.
Pharmacies

No. Pharmacies
claiming MUR

No. Multiples
claiming
MUR

% of all
pharmacies
claiming

Rxs dispensed
/ month ('000)

MURs
2005/06

MURs/ million
Rxs dispensed

MURs/
Pharmacy

MURs /
providing
pharmacy

14

23

3

2

13%

110

25

19

8.3

8.3

12

28

8

5

20%

202

101

42

3.6

12.6

15

36

20

18

56%

240

260

90

7.2

13.0

24

37

9

7

24%

218

123

47

3.3

13.7

20

34

11

5

32%

202

162

67

4.8

14.7

26

17

4

2

23%

99

61

51

3.6

15.3

13

29

9

8

31%

123

157

106

5.4

17.4

1

34

18

15

53%

184

328

149

9.6

18.2

16

35

7

5

20%

166

136

68

3.9

19.4

10

63

10

2

16%

149

202

113

3.2

20.2

3

15

3

2

20%

96

75

65

5.0

25.0

4

29

5

5

17%

162

139

72

27.8

27.8

25

29

15

10

50%

124

442

297

15.2

29.5

19

26

13

7

50%

142

389

228

15.0

29.9

22

70

27

10

39%

253

815

268

11.6

30.2

21

73

28

23

38%

334

852

213

11.7

30.4

30

45

22

19

49%

332

715

179

15.9

32.5

8

26

11

9

42%

141

382

226

34.7

34.7

27

17

10

9

59%

123

369

250

21.7

36.9

29

25

15

11

60%

143

568

331

22.7

37.9
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PCO
Code

No.
Pharmacies

No. Pharmacies
claiming MUR

No. Multiples
claiming
MUR

% of all
pharmacies
claiming

Rxs dispensed
/ month ('000)

MURs
2005/06

MURs/ million
Rxs dispensed

MURs/
Pharmacy

MURs /
providing
pharmacy

2

23

11

10

43%

107

420

327

18.3

38.2

9

51

18

12

35%

314

734

195

14.4

40.8

17

29

11

8

38%

173

486

234

16.8

44.2

5

25

10

8

40%

157

445

236

17.8

44.5

6

30

12

8

40%

177

583

274

19.4

48.6

31

46

10

5

22%

185

514

232

11.2

51.4

7

39

18

13

46%

202

951

392

24.4

52.8

28

45

22

17

49%

166

1226

615

27.2

55.7

23

43

22

11

51%

199

1,302

545

30.3

59.2

18

25

15

12

60%

151

895

494

35.8

59.7

11

25

12

10

48%

167

734

366

29.4

61.2

All

1072

409

288

38%

5541

14591

219

13.6

35.67

Sources: Prescription Pricing Division, NHS Business Authority; Individual LHBs; General Pharmaceutical Services in England and Wales
1994-95 to 2003-2004;
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A mean of 38% of the community pharmacies in our sample of PCOs had claimed payment
for providing MURs in the first year of the service. The percentage of pharmacies claiming
payment in the sample PCOs ranged from 16% to 60%. Multiples were over-represented
among the contractors claiming payment for MURs (70% versus the national percentage of
community pharmacies that are multiples, 57%) and pharmacies from multiples undertook
83.8% of all the MURs conducted in our sample PCOs. There was a seven-fold difference in
the mean number of MURs per providing pharmacy, with a mean of 35.7 (range 8.3 to 61.2).
Based on the original cap of 200 MURs per pharmacy the volume of MURs conducted in the
PCOs in our sample represents 6.81% of the maximum of 214,400 for which funding was
allocated in the contract.
7.2.1.2 Year 2 2006-7
There were 304 new providers of MUR in 2006-7 in our sample PCOs who delivered 15,096
MURs, a mean of 49.6 per pharmacy. One hundred and thirty (42.8%) were independent
contractors.
The 391 pharmacies already providing delivered 44,431 MURs compared with 14,086 the
previous year, a mean of 113.6 compared with 35.7 the previous year, a more than three fold
increase. Only 409 of 1104 pharmacies were not providing MUR by the end of Year 2, 70%
of which were independents.
Thus of our total of 1087 pharmacies, NHS data show that 64% were providing MURs by the
end of the second year of CPCF compared with 38% the year before. With the maximum cap
of 400 per pharmacy the total for which payment could have been claimed was 434,800. The
total of 59,527 delivered was thus 13.7%.

7.3

Provision of MUR

Fifty-nine per cent of respondents to the community pharmacy survey stated that they were
providing Medicine Use Reviews (Table 7.3). Of those not providing MURs, 84% stated that
they were planning to provide this service in the future. Equal percentages of pharmacists
said that the main driver for their involvement in MUR was themselves or their employer, with
20% saying it was a combination. The mean number of MURs completed was 63. An
“average” MUR took 51 minutes, 22 of which were spent face to face with the patient. Of
those conducting MURs 23% had specifically employed a locum to either conduct MURs or
provide cover for them to do so.
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Table 7.3: Advanced service provision
Medicines Use Review Service (MUR)

Response

n (%)

Providing a Medicines Use Review Service

Yes

435 (59)

No

299 (41)

Total

734

Yes

220 (84)

No

41 (16)

Total

261

Individually driven

173 (40)

Driven by company

174 (40)

Other

6 (1)

Combination

79 (19)

Total

432

Average time for face to face element of MUR

Mean

22mins

Average preparation time for MUR

Mean

14mins

Average time for completing MUR paperwork

Mean

15mins

Average number of MURs completed

Mean

63

Specifically employed a locum pharmacist to either conduct
MURs or provide cover whilst you conduct MURs

Yes

112 (23)

No

382 (77)

Total

494

If not, planning to provide this service in the future

Main driver for your participation in MUR

N=762
Three quarters of the survey respondents reported that their pharmacy had a consultation
area (Table 7.4). Of these 573 pharmacies, the consultation facility meets all of the
accreditation requirements for MUR in 80%. Thus overall 62% (472/762) of pharmacies have
a consultation area accredited as suitable for the provision of advanced services.
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Table 7.4: Advanced service provision: consultation facilities
Characteristic

Response

n (%)

Private or semi private consultation/counselling area in the
pharmacy (talk to patients in privacy/semi privacy)

Yes

573 (76)

No

178 (24)

Total

751

Separate
consultation room

408 (72)

Dedicated area
within pharmacy

144 (25)

Other

16 (3)

Total

568

Yes

472 (80)

No

119 (20)

Total

591

Yes

467 (82)

No

99 (18)

Total

566

Description of private consultation area

Meets all requirements for MUR accreditation

Applied to PCO for accreditation

N=762
Table 7.5 shows the association between the type of pharmacy and the pharmacy premises.
Large multiples were more likely to have a private consultation area than other types of
pharmacy.
Table 7.5: Association between type of pharmacy & pharmacy premises
Factor

Independe
nt single
outlet
n (%)

Small chain
(2-10 stores)
n (%)

Medium
chain (11-30
stores)
n (%)

Large
multiple
(≥31
stores)
n (%)

Yes

126 (58.3)

63 (60.0)

44 (61.1)

166 (49.8)

No

90 (41.7)

42 (40.0)

28 (38.9)

167 (50.2)

Private or semi-private
consultation/counselling
area

Yes

156 (71.2)

81 (77.1)

44 (61.1)

290 (82.4)

No

63 (28.8)

24 (22.9)

28 (38.9)

62 (17.6)

Accredited consultation
area

Yes

129 (78.2)

70 (81.4)

36 (78.3)

233 (80.6)

No

36 (21.8)

16 (18.6)

10 (21.7)

56 (19.4

NHS logo

Pvalue

0.083

<0.001

0.898

114

National evaluation of the new community pharmacy contract

Pharmacists who were providing the MUR service were also more likely to be delivering
more essential services with 58% providing five or six essential services compared with 44%
of non-MUR provider pharmacists (Table 7.6).
Table 7.6: Number of essential services provided by Medicines Use Review service provision
Providing Medicines Use Review service
Essential services provided Yes
0

1
2
3

4

5

6

Total

No

27

67

6.7%

22.7%

70

30

17.4%

10.2%

6

11

1.5%

3.7%

17

12

4.2%

4.1%

48

47

11.9%

15.9%

117

70

29.1%

23.7%

117

58

29.1%

19.7%

402

295

100.0%

100.0%

Most pharmacists (77%) said that they identified patients to be invited for MUR, with 20%
reporting that a combination of sources was used (Table 7.7). Only two pharmacists said that
GPs were the main source of selecting patients for MUR. Eighty-one per cent of those
conducting MURs stated that they always give a summary record to the patient. Our case
study data suggest that this is sometimes sent to the patient later rather than given at the
end of the consultation. Thirty–seven per cent indicated that they gave patients the chance to
evaluate the service. One pharmacist in a case study site and from a medium multiple used a
feedback questionnaire with her MUR patients but this was unusual. While 76% of
pharmacists said they always sent a copy of their MUR report to the GP, only a quarter
reported having received any feedback from the GP. Only 12% of respondents indicated that
providing MURs had improved their relationship with GPs.
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Table 7.7: Communication with patients and GPs
Medicines Use Review Service (MUR)

Response

n(%)

In general, who identifies individual patients

GP

2 (0.5)

Pharmacist

329 (77)

Themselves

14 (3)

Combination

82 (19.5)

Total

427

Always

326 (76)

Sometimes

100 (23)

Never

3 (7)

Total

429

Always

346 (81)

Sometimes

81 (19)

Never

2 (0.5)

Total

429

Always

155 (37)

Sometimes

185 (45)

Never

76 (18)

Total

416

Improved

51 (12)

Worsened

12 (3)

Same

351 (85)

Total

414

Yes

109 (26)

No

303 (74)

Total

412

Give a summary of MUR record to the GP

Give a summary of MUR record to the patient

Do patients have the chance to evaluate the service or to
provide experience of the MUR

Involvement with MUR changed your relationship with the
GP

Received feedback from GPs concerning the information
forwarded after a MUR

N=762
The next section describes the concept and operation of the MUR service from different
stakeholder perspectives, alongside specific facilitators and barriers to its implementation.
We begin with SHA and PCO perspectives at the end of the first year of operation of MUR
and go on to include the perspectives of community pharmacists, GPs and PCO staff in our
case study sites in early 2007.

7.4

Stakeholder perspectives on implementing MUR

Medicines Use Review was generally perceived by SHA and PCO respondents to have
considerable potential but to have been problematic in its implementation during its first year.
Respondents said that the service had not taken off in the way that had been expected.
“There has not been the uptake of advanced services that was expected” [SHA13]
“Takeup of MURs has been poor with nowhere near the target being reached”
[SHA23]
“MURs are poor at the moment” [PCO4]
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“Community pharmacists have got a tremendous opportunity - they see these
patients, they are in the communities. It is a tremendous force if we can just harness
it and go forward”. [D: PCO Staff]

7.5

Targeting of MURs

All except two of the PCOs reported having agreed with contractors the patient groups which
should be targeted for medicines use review for 2005-6 (see Table 7.8).
Table 7.8: Patient groups to be targeted for MURs in the sample PCOs (n=29)

Target group

Number of PCOs
2005-6
12

Respiratory (Asthma, COPD)
Poly pharmacy (4+ or 5+ meds often linked to age e.g. over
65s)
10
Compliance
7
Diabetes
5
CHD (including specific drugs e.g. lipid lowering)
5
Recent discharge
4
Age (e.g. over 75s)
3
Specific drug
2
Mental health
2
Agreed with GP practice
2
GI (Both aimed at patients prescribed PPIs)
2
Patients at risk of falls
2
Other
5
Note: some PCOs listed more than one target group therefore numbers exceed 31
Respiratory conditions and polypharmacy were the most frequently cited. Other patient
groups included Parkinson ’s disease, housebound patients, stroke, children on three or
more medicines, and care home residents (one PCO each). Nineteen (73%) of the twenty-six
PCOs that had identified target groups reported that their PCO had used existing PCO
priorities to identify these target groups. Five had used their pharmaceutical needs
assessment to do so, eight had identified the target groups in “other” ways. These included:
the prescribing committee (2), the implementation group (2) and through local discussion (2).

7.6

Strategic approach to review of medicines

In order to ascertain whether and how community pharmacists and MURs featured in PCOs’
strategic approaches to medicines review we asked respondents first, whether they had a
strategy for medicines review, next, if it included community pharmacists and finally, if it
included MURs.
Sixteen (55%) PCOs reported that their PCO did have a strategy. The professional groups
included are shown in Figure 7.1.
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Figure 7.1: Professional groups included in the PCO medication review strategy
What professional groups does the medication review strategy
cover?
18
16
16

13

Number of PCOs

14

11

12

9

10
8
6
4
2
0
GPs

Practice
pharmacists

Nurses

Community
pharmacists

All PCOs included general practitioners, practice pharmacists (13) practice nurses (11), and
community pharmacists (9) being mentioned with decreasing frequency.
Just over half (nine) of the PCOs with a strategy for medicines review included community
pharmacists in their strategy, of which two said that their strategy did not include MUR
(Figure 7.2).
Figure 7.2: Inclusion/Exclusion of community pharmacists and MURs in the PCO Medicines Review
Strategy (n=16)

Sixteen PCTs have a strategy for medicines review
Yes
2

7

5

2

Is MUR part of
the PCT’s MR
strategy?

No
No

Is CP included in
the MR strategy?

Yes
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PCOs that reported including community pharmacy and MUR in their medicines review
strategy were more active in providing support to roll out MUR for example; identifying
priority groups, undertaking visits to pharmacies and/ or practices and incentivising GPs to
engage with MUR. The seven PCOs that included MUR and community pharmacy in their
medicines review strategy undertook an average of 3.7 activities to support roll out versus an
overall average of 2.7 for our sample. Two PCOs reported that medicines use reviews and
prescription interventions were part of their strategy yet also said their strategy did not
include community pharmacy. It is possible that these PCOs may have been referring to the
Dispensing Review of the Use of Medicines (DRUMs) carried out by dispensing doctor
practices or that other staff such as nurses are involved.

7.6.1

Encouraging rollout

The PCOs were asked what actions they had taken to raise awareness and encourage the
rollout of MURs to both community pharmacy contractors and to GPs. Table 7.9 shows the
methods used and compares the frequency of use in relation to community pharmacists and
GPs.
Table 7.9: What did the PCO do to encourage the roll-out of MUR among community pharmacies and
GP practices? (n=29)
Number of PCOs targeting
What the PCO did

Pharmacies

GP practices

Newsletter or other written publicity

24

21

Event or meeting

14

8

Visits to pharmacies or practices

11

17

Medicines Management Collaborative focus

3

2

Introduced incentives linked to advanced services roll-out

0

1

Other

4

2

Nothing

3

3

Twenty-four (92%) reported that their PCO had used newsletters or other forms of publicity to
encourage the rollout among community pharmacy contractors, fourteen (54%) had used an
event or meeting and eleven (42%) had used pharmacy visits. All three PCOs that were NPC
CPCF collaborative sites reported using that to focus on MUR. Four PCOs described “other”
methods including giving “direct verbal advice” to contractors, organising an “area managers
meeting” and “producing a protocol and patient group target list”. None of our PCOs reported
introducing an incentive to encourage the roll out of MUR with CP contractors.
Three PCOs reported doing nothing to encourage the roll out among community
pharmacists.
Twenty-one (72%) reported that their PCO had used newsletters or other forms of publicity to
encourage the rollout among general practitioners, seventeen (59%) had used practice visits
and eight (28%) had held an event or meeting with GPs. Two of the three PCOs that were
participants in the NPC CPFC had used this as an opportunity to focus on MUR with their
GPs. Six PCOs reported using “other” methods including “practice managers’ meetings”,
“LMC meetings”, “included as QOF10 target” and “Resource packs for GP practices given to

10

The Quality and Outcomes Framework (QOF) in the General Medical Services contract
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local pharmacists to take into GP practice meetings to describe MUR”. One PCO said they
had introduced incentives for general practitioners to encourage roll out.
Three PCOs reported doing nothing to encourage the roll out among general practitioners.
PCOs were less likely to have organised an event or meeting for GPs than for community
pharmacists. PCO visits to GPs were more common than to pharmacies.

7.6.2

Involving patients in the roll out of MUR

PCO respondents were asked to describe how they had involved patients, if at all, in the roll
out of MUR. Few had done so, where it had occurred it was through a mixture of
meetings/briefings with lay members, leaflets aimed at the public about MURs. One PCO
said that as only 50% of pharmacies in the PCO were accredited then the PCO had to be
careful to balance informing patients and managing public expectation.

7.7

Understanding the scope of MUR

PCO and SHA survey respondents perceived a lack of clarity about what constituted a MUR
at the end of the first year of the service. One respondent talked about local experience
where the PCT had been providing feedback to pharmacists where it was perceived that the
outputs of MURs needed to be more focused on practical issues to do with medicines use.
“We have trained the pharmacists but they still make clinical recommendations,
despite being asked not to do this. We give (them) feedback but many just don’t
seem to understand what the point of a MUR is” [PCO29]
The confusion among pharmacists about the boundary between MUR and clinical medication
review was also noted to have an effect on GPs. Other respondents commented on the lack
of familiarity of GPs with the purpose of the MUR service and about what sorts of issues an
MUR report might encompass.
“What is an MUR? What is not? There is a lot of confusion in pharmacy and general
practice” [SHA14]
One respondent suggested a need for some exemplars of the sorts of MURs that were
envisaged by those who designed the service.
“(Need) national publicity on what constitutes a good MUR” [PCO17]
A few months later the focus group discussions suggested that the pharmacists themselves
thought they had a clearer understanding of what an MUR was intended to cover. However
their comments did not necessarily indicate that their understanding was correct. There was
a considerable amount of discussion regarding the scope and nature of the MUR among
community pharmacists. Exchanges revealed different opinions among pharmacists
regarding the nature of MUR and some issues around the boundaries between clinical and
medicines use issues:
“Medicines usage, you are asking the patient if they know what they are taking and
do they know what they are taking it for. OK, you can try and synchronise scripts
and try and feed some information back to the GP. They don’t want it: the initial
form is far too complicated, I am not even sure the new revised ones are going to be
that much better. The Medicines Use Review is actually going back to the GP and
saying “Do you seriously think this patient should still be on this?” [B: Pcist]
Another pharmacist acknowledged the difficulty in restricting the MUR to non-clinical issues if
a therapeutic problem emerged. If the patient asked a question about a clinical matter, the
pharmacist wished to respond:
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“It is only a medicine usage review: you’ve got to be careful not to cross over onto a
clinical review. However, when you’re asked a clinical question you are going to give
that patient a response where you can, so not having the availability of the patient’s
records, obviously is limiting. If it’s a basic medication review, you can talk about
how the patient uses the medication, but not knowing always the diagnosis, and
what the GP has done before, can make it difficult”. [D: Pcist]
It might be more accurate to say that pharmacists perhaps had a greater awareness that
MUR is not intended as a clinical review rather than that they were clear about what an MUR
should be.
Some pharmacists and PCO staff felt that the original scope of MUR might have been
distorted by the clinical nature of some accredited courses, an issue identified in other
research:
A: They have to do an MUR accreditation at an Institute of Higher Education to start
doing them. I haven’t done this, I don’t know if you have. I have heard that some of
these are quite clinical, is it [HEI]? Possibly too clinical. Perhaps the pharmacist
does this, and thinks it is going to be more of a clinical review.
B: So they may be misled by the training?
A: Yes. It is all distance learning. [D: PCO Staff]
A different boundary was that between what might be expected of usual practice in relation to
dispensed medicines.
“I don’t know how useful some of them are. And also there was some confusion as
to could they use an MUR just to explain how to use an inhaler, for example. And I
don’t think that’s an MUR: I think that’s part of the professional duty of the
pharmacist. When he dispenses a prescription he says to the patient “Have you had
it before, do you know how to use it?” [B: PCO Staff]
This PCT had asked to look at a small number of MUR forms during monitoring visits.
“There were a few that were claiming things like what you would class as everyday
advice for any professional, you should be telling them how to be using their inhalers
and that kind of thing.” [B: PCO Staff]
Few pharmacists had visited their local practice prior to the start of the MUR service but most
had not. One pharmacist related their experience of being rebuffed by the GPs on the first
occasion but reflected on the possible reasons why and subsequently returned with more
success, as shown below.
Explaining the MUR service to GPs
A proactive pharmacist who had gone to discuss MUR described GP opposition to what they
thought was going to be a clinical review, on the grounds of lack of access to patient
information. The pharmacist, after thinking about how to get the message across more
clearly, went back to clarify the scope of MUR and the GPs became more supportive:
“The GPs’ surgery that I am attached, to, I haven’t actually done an MUR yet, but I am
geared up for it and the surgery knows I am going to do it I have explained clearly what it is.
When I first went to talk to them, they actually thought it was going to be a clinical review and
they were very, very upset about the idea that I was going to do a clinical review. They said
“How can you do a clinical review if you don’t have access to medical records?” and I then
had to go away and think “They have not interpreted what I said correctly”. I went back to
them and said “Actually this is a Medicines Use Review: this is not a clinical review at all. I
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may, in the process, find something that is not quite right, but the idea is to find out how the
patient is actually using their medication and whether they are taking it as they should and
whether they can manage it”. And once they discovered what it actually was about, they
then became more supportive.” [B: Pcist]
It was noteworthy that none of the pharmacists in the focus groups had visited GP practices
to discuss MURs once the service was up and running.

7.7.1

Motivation to do MUR

When pharmacists were asked what had motivated them to undertake MUR, a range of
responses were given. For employee pharmacists, many had responded to company
pressure:
“Well, the honest answer? Probably our company saying, “MUR, MUR, MUR”
[laughs] but with all their nagging, I think it puts a lot of people off. But then one day I
just thought “Right, I am just going to do this”, and I had had a couple of really, really
nice customers, and when I did them I thought “This is really good”, and then that’s
what made me carry on really.” [D: Pcist]
At the other extreme, some employees were keen to participate but found little company
support:
“It would be ideal to do MURs, but the take-up has been very poor. I have only done
one, which I did last month, because what I have been doing is putting leaflets in
patients’ bags to try and encourage take-up, but company-wise there is very little
support for it.” [B: Pcist]
Whatever the initial motivation to do MUR, many pharmacists were sustained by the positive
experiences that they had, and the possible good outcomes for patients, which are discussed
later in this chapter.

7.7.2

Training and Accreditation for MUR

We have already raised pharmacists’ suggestions about the content of the training for MUR
creating the impression that the review was intended to be clinical in nature. Recognising the
correct scope of MUR, many pharmacists felt that they had enough knowledge already to
undertake these reviews:
E: I’m accredited, but I haven’t actually done a course.
GC: Which one did you do?
C: I didn’t bother, I just did the CPPE test online. I had enough knowledge – I had a
lot of reading to do before that, but I managed to get through it, so I’m OK. We had
to fit up a consulting room.
E: I think for the average pharmacist in community practice, the knowledge required
for an MUR is there anyway.
C: I think so. [B: Pcists]
The initial training was acknowledged as not addressing all needs in relation to MUR and one
PCO recognised that good consultation skills are hugely important in MUR, not least to avoid
undue patient anxiety, and perhaps not widespread among pharmacists:
“The consultation skills are a huge issue - people’s ability - and I think that is true for
an MUR. How you talk to somebody in an MUR, to get them to talk to you. Some
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pharmacists are good at it and some pharmacists aren’t good at it, and you can
scare the ---- out of people if you are not careful.” [A: PCO Staff]
One PCO expressed frustration at the request of local pharmacists for further training about
MUR. Part of the frustration was the lack of clarity about the training needed, recognising that
these were not clinical reviews: a deeper concern, however, was that if pharmacists offered
to provide a service they should themselves train to do it, like other professionals and trades:
A: But all we get is, “Well we need training”. That is the response you get – “We
need training on MURs”. But we are saying, “Well actually, you know –“
B: No, it is your job.
A: “What sort of training do you want? Do you want communication training? You
know, you are not actually doing clinical reviews.”
B: I mean I was really facetious because I said, “Look, if you get a plumber in to
mend your sink you don’t pay for that plumber’s training. You contract with
someone to do a job and they are trained to do that job.” Well, you know, why
should we train the community pharmacists to do the job that we are contracting
them to do, which they should be able to do anyway? [C: PCO Staff]
This general view about training was different from some other PCOs, who not only felt it part
of their remit but actively enjoyed convening training events for pharmacists. This was an
important source of support for pharmacists but one that might not survive in the future.

7.7.3

Skill Mix

Pharmacists referred to skill mix that does, and might in the future, enable them to undertake
MUR.
Some pharmacists found success because they had second pharmacist cover:
“B: I work in quite a busy dispensary, doing about 10,000 items a month. The main
success of doing MURs has been we have had a second pharmacist present, and
we booked patients to come in for specific things”. [A: Pcist]
Others were using support staff to sustain the core business:
“I have a checking technician and I have another one under training, and I can take
10 minutes out of the pharmacy to go and do an MUR while they are doing the busy
work. If something really important comes in, they will come and disturb me, that is
understood. But they can get on with the everyday stuff, and things that come over
the counter can be told to “Come back in 10 minutes”.” [B: Pcist]
There was also discussion about using qualified support staff to do MUR, with sign-off from
the pharmacist and intervention where necessary:
A: But do you not think if you have got qualified NVQ3 and NVQ4, do you not think
that they actually could do the Usage Review?
B: Yes, they probably could.
M: I have got a hospital – she’s an MO4, she is all but as qualified as I am, and she
is not allowed to do them. And yet she is the ideal person in my set-up to actually
do them. I think it seems to be a waste of a pharmacist’s time to do a Usage
Review.
….
A: I am not saying I am not doing it, what I am saying is I am sure we have suitably
qualified staff who would be able to do the documentation in just the same way as
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with Lloyds doing their blood pressure monitoring and cholesterol testing – diabetes
testing, rather. The technicians would do all the paperwork, do all the testing, and
then it would be down to the pharmacist to review the result and intervene if
necessary. [B: Pcists]
This exchange begs the question of what the pharmacist thinks their role is, if not in
conducting the MURs.

7.8

Patient Recruitment / Targeting

Some pharmacists had a concern that patients with genuine need might ironically be
unattractive for MUR because of time needed to deal with a number of medications, with
one-medicine patients more attractive as quotas increase:
M:
Surely the whole point is to not be in a position where you say, look you are
on a lot of medication I don’t want to do your MUR. But I think we are all in that
position that if we were going to do an MUR that someone was on a hell of a lot of
medication you would be thinking I haven’t got the time to go through this.
W:

Oh God this is going to take ages

M:

I’m not sure that’s how MURs should be

W: I have got enough ethics as well not to do an MUR for a patient who is only on
one drug.
M:

How long will those ethics last when you have to do 400, 500, 600.

W:

I agree, I agree [A: Pcists]

This exchange raises questions about the practicality of implementing “targeting” of MURs
towards polypharmacy.
“D: And the patients that could benefit the most are unfortunately the ones you don’t
get in the pharmacy because they can’t get out of the house, therefore it is
somebody else who collects their prescriptions for them and I can’t do an MUR over
the phone. So they are the ones who might stand to gain the most…” [A: Pcist]
Pharmacists reported many problems with recruitment of patients. The effort entailed in
persuading patients to participate, and the experience of refusal, was demoralising for some:
“When I work at it, I can do 10 a month. I can do 10 or 12 a month, which is
reasonable I think. And a reasonable return, I suppose, on the effort I put in. But it
is quite a lot of effort to get them, it is not the doing of them that is the problem: it is
the actual getting them, and that gets a bit demoralising after a while.” [B: Pcist]
This problem was compounded when the pharmacist started the review and the patient was
not sure what they wanted out of it because they had simply responded to the pharmacist’s
request to come:
C: You see I don’t mind doing MUR, but I don’t like the idea of having to go and
recruit patients.
D: And then, on top of it all, having to ask them, "What do you want out of this
review?"
A: Yes, they go "I don’t know, you just asked me to come here!" [Laughter]
D: "You asked me." That is the worst. I am not asking that question any more, I just
fill in "Better knowledge of drugs." [A: Pcists]
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The pharmacist has found a way around asking a question intended to set the scene for a
concordant exchange which relates to the patient’s agenda. It might be unsurprising if, asked
in the exact words used on the original MUR form, the patient had some difficulty in
formulating a response, especially in their first experience of an MUR. There seems to be a
need here for some suggested ways of opening the discussion with the patient.
One pharmacist linked poor uptake to a lack of expectation and choice among patients, for
which greater education of MUR benefit was needed. Such a campaign might actually create
demand:
“A: I don’t think it increases patient choice much if they don’t bother to tell them that
they are going to give them choices. I am not sure that the public have been
subjected to a massive campaign about MURs and their benefits, and "Why not ask
your pharmacist for an MUR?"” [A: Pcist]
Problems with ongoing / repeat patient recruitment were also anticipated and experienced by
pharmacists. This PCO A pharmacist had experienced considerable early success, working
with local GPs to target patients with asthma. Once appropriate patients had been through
the process, however, it was difficult to sustain activity:
“B: I introduced myself to the GPs and spoke about what was going to happen and it
was agreed that I would focus on asthma, and I would ask questions about would
they be willing to take a flu jab in the winter, and measure their peak flow as well. If
they were a smoker, and things like that. And that was agreed and it started off quite
well - I was getting extra pharmacists in to back me up and was doing 20 MURs a
month to start off with. But then as you go through people it started to die off, and
people wouldn’t come in.” [A: Pcist]
Some pharmacists expressed concern about the quota of 400 MUR, and the potential for
losing the focus on patient benefit:
A: We weren’t doing that numbers so it didn’t really make any difference. The thing
is I think it should have been averaged out. 400 is too high a figure for the average.
What they should have done should have been a slightly lower figure, and the
balance should have been used for other services that we were providing.….. It is as
if they have set aside enough money for us to all to do 400, and the fact that I did
zero and you did 400 hasn’t been taken into account. The payment for my 400 went
- it wasn’t given to you, it went.
B: By introducing such high targets it is liable to become abused, and you doing it
for the sake of doing it, rather than for the actual patient. [C: Pcists]
Some pharmacists felt that the name of the service was a barrier for some patients. The
word ‘review’ made the patient think of the GP, and they did not want to have an extra
review. If the pharmacist presented it as a more informal discussion, this seemed to be better
received:
“And also patients don’t seem to like the word Medicines Use ‘Review’. As soon as
you say “Review” they say “Oh I had that at the surgery, the doctor does it all with
me”. If you say to them “I would just like to discuss your medicine with you to see
how you are getting on”, it seems to work better. As soon as you say Medicines
Use Review, “No, no - the doctor does that, you don’t need to do it, I know all about
my medicines”. But if you just say “I would like to discuss your condition with you,
just see how you are getting on”, the response seems to be better.” [C: Pcist]
There were some examples from pharmacists in the focus groups about how they operated
their MUR service, in the case below, using repeat prescriptions as the link.
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Identifying patients and inviting them for MUR
One pharmacist planned ahead for recruitment by monitoring repeat prescriptions, attaching
a form to the bag to ask the patient to participate at the point of collection:
I try to free up - if a patient requests a repeat prescription, I know he is going to come soon in the next week or so to collect his medication, so I cheekily fill out the form and attach it so
when they come in, I just ask “Are you available to do it?” [C: Pcist]
The issue of making appointments or doing ‘ad hoc’ MUR was discussed at some length.
Although it made workload planning difficult, most found that ad hoc consultations resulted in
better results:
“I have found the more successful ones is to be able to just say “I will do it now”,
because my patients perceive me as being a very busy person and they don’t want
to waste my time.” [B: Pcist]
“We do a bit of both, but we find the opportunistic ones better. With the planned
ones - I don’t know what it is, but half of them just don’t seem to turn up”. [C: Pcist]
One pharmacist even felt that missed appointments might result in lost custom due to
embarrassment on the part of the patient:
“B: I started to think I was jumping on these patients and maybe risking losing the
patients because they felt embarrassed that they hadn’t turned up for their
appointments and I think I lost a couple. Because they said "Yes" to the
appointment, and they didn’t turn up, and were too embarrassed to then come and
get their prescriptions from me any more.” [A: Pcist]
Recruitment targets put acute pressure on employees. Provision of extra pharmacist cover
had to be offset by MUR fees, and no extra pharmacist cover might result in lost core
business:
A: But if you have got double pharmacist cover then you are under pressure to do X
number of MURs in that time to make it economical to have the double pharmacist
cover. If you have not got double pharmacist cover, you are aware in the back of
your mind that the prescriptions are stacking up, there are people that have come in
and will be waiting.
B: And have walked out.
A: And have walked out in some cases, which means you can end up losing more
money by losing patients. [A: Pcists]
Some employees had been placed under personal pressure to reach arbitrary targets:
“The problem I have with targets and numbers is that when I worked for [multiple] it
was getting to a point where you are being told “I want 8 this week”. And I am
thinking “I am the one who makes the decision, or identifies the right patients, I don’t
need to be told I want 8 this week” – [B: Pcist]
“D: Yes. I have actually been threatened with a disciplinary if I didn’t meet a certain
number of MURs per week target.” [A: Pcist]
In response to the above comment, however, another group member said that not all
multiples are applying this pressure:
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“C: Well I’m very surprised - the company I work for haven’t put me under any
pressure at all to do MUR. In fact they have said, "Yes, we would like to do this but
we want to do it properly, so we are going to take our time". Which was surprising,
from a commercial perspective.” [A: Pcist]
This seemed to be a minority employee view.
PCO employees were very concerned about chance reports of inappropriate recruitment. In
PCO D, some drug misuse patients on methadone had been reviewed:
“And so some of the ones that we are finding coming through (being told about by
GPs) - we had some who were taking Methadone and they suggested that these
patients - who were substance misuse - went on to buprenorphine, which is mindblowingly - And we only hear of these by chance”. [D: PCO Staff]
While PCOs may have legitimate concerns about MURs they hear of “by chance” it is difficult
for these to be seen in context because of the restrictions around sharing of MUR reports. In
these circumstances it might be expected that it would be the more negative examples that
would be cited and remembered, leading to the equivalent of “urban myths” about MURs that
overshadow potentially good work.
“It is totally inappropriate. Now I know in any form of life you can find these, but one
of the issues that we have is that we should be able to monitor the standard of
these. We may, by chance, have found the only 5 or 6 problems that there are in
200, we don’t know. There may be 199 like this, we still don’t know.” [D: PCO Staff]

7.9

The PCO and GP perspective on recruitment

PCOs and GPs were specifically asked about their input to targeting strategies for patient
recruitment. Responses varied considerably, but a common element was assistance for
patients who were perceived to be confused about their medicines:
GC: …which ones have you asked them to focus on?
A: Children on three or more medicines; people that the GPs or the district nurses
are picking up as being confused and just unclear about their medicines; if they’re
picking up lots of waste - [B: PCO Staff]
A PCO A GP recalled a strategic meeting where ideas of patients with compliance aids and
others who may be confused were offered, but not necessarily adopted:
A: At that meeting with the Health Authority, that subject [targeting] was broached.
What would be more relevant for pharmacists to be concentrating on. They thought
the patients with blister packs [Community MDS], people with dementia: there was
no solution but it was broached, that topic.
GC: Did you think, or do you currently think, there are particular patients for whom
this would be an apt service?
A: I think the patients who are going to have a problem are going to have a problem,
even with pharmacy input. The pharmacist input might - would be better than the
GP’s input - but yes, I think there are patients who it will help. It may be the patients
who are already on blister packs, who have difficulty with their medications. [A: GP1]
PCO D suggested patients with COPD, or those at risk of falls, in line with wider PCT
priorities:
A: Well, I chose respiratory, because we have a big COPD - higher than average
incidence in the area. We have a very high use of very potent inhalers, so it would
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be nice if we could see whether they were using their inhalers properly, rather than
getting a dose increase. Another thing we looked at was falls, because that again is
a PCT issue, and we tried to identify patients who were at risk of falls, particularly
from medication.
B: We did link that up to the public health, one of our six campaigns was falls
[D: PCO Staff]
Here the PCO had thought that pharmacists could conduct MURs for patients who were part
of the falls prevention audit.
PCO employees also questioned how momentum could be sustained in the light of MUR
quotas that might swamp the average pharmacy’s patient base:
“And I don’t know how you can sustain MURs, because you try and do 400 in year
one and we were saying this - say you have got 3,000 patients visiting you, as a
regular repeat patient, out of those 3,000 maybe 1,000 you could do an MUR with.
You try and do 400 with that 1,000, which is going to be really, really difficult. Come
year two, how are you then going to try and get another 400 patients? And those
same patients, they were reluctant to do the MUR anyway - how are you going to
keep getting patients coming in? Because they don’t want to do the MUR.”. [C:
PCO Staff]
This individual puts forward an interesting calculation about a pharmacy’s potential “market”
for MURs which warrants further consideration. For example, could following the earlier
suggestion made by the GP about beginning with one patient group and moving onto others
be one of a range of possible strategies?
The policy of some pharmacy multiples to set numerical targets for their pharmacists’ MURs
was thought to have potential effects on the quality of reviews.
“Output from some pharmacists is of variable quality owing to a push by some
multiples to do as many as possible. This reflects badly on community pharmacy
services in general and in relation to practice based commissioning in particular”
[SHA12]
Another PCO employee felt that the quota could work against patient benefit. They cited
inappropriate recruitment of family members and one-medicine patients, providing poor value
for a £25 fee:
“I was a bit disappointed when I found out the ante had been pushed to 400.
Because 400 MUR sheets where you’ve got things - some of them we have looked
at and we have been disappointed. We had one that somebody had done a family
member, one somebody had done a couple of inhalers on, and you stood there and
thought, “Why would we pay £25 for this?” Whereas if somebody is doing an MUR
and somebody is on four or more medicines - three hypertensives and something
else - and they are definitely taking them - you know, that is great. Because the
next time the GP sees them and their blood pressure is not controlled and they have
got an MUR that says actually they are compliant, they know the medication is not
working.” [A: PCO Staff]
A key question in relation to the cited MURs is what the pharmacist had actually recorded on
the form in terms of problems found and action taken and recommended. However the PCO
perspective seems to focus on a specific area in which “compliance” might be more easily
identified.
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Conversely, appropriate recruitment of patients on several medicines could improve
compliance and reduce waste, providing good value for the NHS:
A: What you could - this is just me now - what you could attach to it is looking at the
reduction in waste. We had an audit from Price Waterhouse recently and I said to
them, ‘Where do we go next in terms of savings, in terms of medicines?’ and he said
- from somebody that audits private companies - he was staggered at how much
waste there was in the NHS. And a concordance review should reduce waste. If it
is done properly, if they are reviewing all their patients on regular medications doing
concordance reviews, they should be reducing down the waste that is generated.
B: Yes.
A: And that would be useful, that is saving the NHS money - millions and millions
and millions and millions of pounds, that I would be quite happy to pay £25 for. [A:
PCO Staff]
Reports of GPs referring patients to pharmacists for MUR were rare. This PCO D GP,
however, was willing to refer patients with problems because of the existing good relationship
with local pharmacists:
A: Yes, well I think if a patient is obviously struggling, we’ll ask them “Which
pharmacy do you use?” and they will say ‘It’s [pharmacy name].” “Well, I will give
[pharmacist name] a ring”, or give the pharmacy next door to us a ring, “Pop in and
talk to them - maybe they can sort it out for you”. And that’s all about the
relationships you have with your local pharmacists.
GC: So you have referred patients?
A: Yes. [D: GP3]
Elsewhere we note a planned PBC-driven service in PCO B to formalise this referral in the
later chapter on Integration and Collaboration.
A GP in PCO C felt that the right way forward was to just start with one group of patients and
do that well, from where confidence would be gained and more responsibility would be
transferred:
“I think the way forward would be to identify one specific group, do that group well,
and once we know that they are doing that group well then we can give on more
responsibility to them in terms of other groups really”. [C: GP1]
This account suggests the need for the building of trust between pharmacist and GP based
on the outcomes of an initial agreed and targeted approach.
GPs and pharmacists recognised that patients with most need might be overlooked as they
were not able to come to the pharmacy. Conversely, GPs and pharmacists also thought that
patients with least need were likely to volunteer for the review:
“Although I have to say the ones that it had been done with tend to be patients I
would have said are fairly knowledgeable about their medications in the first place,
because it’s a selected population isn’t it, wanting to do these things? I mean the
ones that are not knowledgeable probably are the ones at home that are getting
their prescriptions delivered, and confused ones are not actually turning up at the
pharmacy to get things sorted out for them.” [D: GP]
One GP suggested domiciliary MUR as a way forward, but acknowledged the greater
demand that this would place on the pharmacist:
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“Again, I suspect this will be a very difficult in practice, because instead of managing
to do a review in 15 minutes - or however long - you would have to double the time
at least, and you would be taking your pharmacist out of the pharmacy. I think that
might be quite difficult to manage. But you might make bigger hits, because there
are a lot of people at home, the ones on multi-pharmacy and so on.” [D: GP]

7.10

The MUR – Environment and Process

Accredited MUR pharmacies are required to have private consultation areas. It seems that
different PCTs might expect different levels of privacy, and one PCO B pharmacist had been
denied accreditation as the area does not have a closing door.
Some consultation rooms do not have a computer terminal, and this makes it difficult to look
for additional PMR information during the process, requiring more forward planning:
“The form is a bit too lengthy, and my consultation room doesn’t have the computer
in it, so that makes it particularly difficult. It means we have to get all of the
information beforehand, or while they are there, which isn’t the best.” [D: Pcist]
Some pharmacists feel distracted by the ongoing business outside, especially if the room is
not soundproof:
“It’s not 100% soundproof, and you can sort of hear what is going on, and if you
think that somebody is not happy that you are not there to talk to, then yes - I
suppose it can cause you a lot of stress.” [D: Pcist]
There was surprisingly little discussion about the review itself, in terms of relating to patients
and eliciting information. One pharmacist did comment, however, that despite any
recruitment problem, once the review started the challenge was finding closure:
“B: The difficulty sometimes is getting them to the consultation - getting them to
agree to do it. Once they are in there, the only difficulty I have had is getting them to
stop talking. [Laughter].” [A: Pcist]
An integral and illuminating part of the process, however, is the documentation associated
with MUR and this merits more detailed discussion.

7.11

MUR Documentation

A key process issue was the documentation required for MURs and here the concerns were
twofold. Firstly that the record itself was overly complicated and secondly that because it was
not possible technically to transmit confidential information from the pharmacy to the surgery
in electronic form some practices refused to deal with reports. During the course of our
evaluation the MUR form was redesigned and the new version took on board many of the
criticisms that were made of its complexity.
“Paperwork is dreadful and not available electronically” [SHA2]
“Too complicated and GPs don’t know what to do with it. It’s a problem in paperless
practices as all the pages can’t be scanned in” [SHA12]
Pharmacist concerns about GP reactions are validated by the extent of discussion of the
shortcomings of the documentation with GPs. This PCO A GP prefers direct contact from the
pharmacist about major issues, and the practice pharmacist was cited by several GPs as the
person who actually reviews and actions MUR results:
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“Lots of pages, lots of information on them, I don’t really have a lot of time to read
them, and if there are any major concerns the pharmacists tend to ring me, really
rather than send me - they probably send that in as well anyway. We have a
pharmacist attached from our local health board who works with us one whole day a
week, and so all those forms go into a folder which that pharmacist reads and
reviews them.” [A: GP]
Most pharmacists reported that they actually complete the document after the review. Some
write on it during the review, but finish it later, one had an electronic version but found it too
onerous and off-putting to do during the consultation, and others – like this pharmacist –
made notes elsewhere for insertion later:
A: I don’t fill the form in while I’m in the room - I fill the form in afterwards. ‘Cause I
found that so - that was just taking a ridiculous amount of time. What I do now is I
just have a piece of paper, a copy the prescription and then I write it on there, so I’ve
got everything in my head when I do - when I say things in what order, we just do it
that way, fill the form out afterwards and then attach the copy to the next
prescription.
GC: Does the form take just as long to fill in as it would do if you were in the
consultation with it? Is it just you saving them up to do later, or does it take less
time outside the consultation?
A: To me I think it takes less time. The first few I did, I had got the form in the room
and it just seemed to take such a long time. You’ve got somebody looking over your
shoulder saying “Oh, what are you writing there?”, so to me it was easier doing it
that way.
GC: And how do you manage with the bit about giving the patient a copy?
A: That gets attached to the next prescription, or I tell them to come in and get it a
couple of days later. [D: Pcist]
One pharmacist has adapted the form to highlight the action points for the GP.
Highlighting actions to the GP
“Yes but the action plan I have actually downloaded and printed black on white, because I
find that the carbon copy of the pink one is awful to read and I am thinking, poor doctors, no
wonder they don’t pay any attention, it is just this scrappy pink, oversized piece of paper. So
if there is anything I would like a GP to action I take the trouble of laying it out as clearly and
writing nicely black on white so it scans more easily. If there is no action required then I
won’t bother, I will just tag them all together with a paperclip and write no action required and
say here are your copies, you file it where you want to. But if there is something I want to
bring to their attention and them to action, then I will copy it off on a white crisp tidy piece of
paper”. [A: Pcist]
GPs felt that required actions should be clear or more consultations will be necessary:
“Some of them are quite useful to know but some of them, it’s difficult to understand
what exactly they meant and that meant that we had to call the patient in ourselves
and talk to them and see what exactly they meant by that really”. [C: GP1]
Some GPs realised that ‘no action’ is also of value, although others questioned the value of
the MUR service if nothing happens as a result:
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“Probably the most useful is when he doesn’t write anything. Just because he
doesn’t write something doesn’t necessarily mean he hasn’t - he’s failed or anything
- it’s just going through the medication with the patient.” [D: GP]
Differing views reflect the range of views about the scope and purpose of MUR.
However it appeared that not all GPs took this view and it was suggested that some GPs
perceived that there was no benefit to be had from the MUR. Here PCO staff were
sometimes in the position of having to defend or justify the MUR.
“And sometimes GPs say “Well, it wasn’t useful because they didn’t do anything” but
we say to them “Well, they don’t have to do anything. As long as the discussion’s
taken place with the patient if there’s nothing to change then there’s nothing to
change. It doesn’t mean the process was rubbish: it just means there wasn’t
anything to change”. [B: PCO Staff]
A very practical challenge for GPs in an increasing number of ‘paperless practices’ is that the
forms do not scan well:
“It’s the wrong colour, because we work a paperless system so that means that
paperwork that comes into our organisation is scanned and we can’t scan these. I
think the copy that we get is either green or yellow, but basically won’t scan.” [B: GP]
Other GPs suggested that many forms are consigned to boxes or burnt after relevant
information is extracted, but all of this takes more time and is not in line with primary care
information flows.
One pharmacist was keen to see the advent of joined-up IT to facilitate the whole process by
providing an electronic MUR form and access to patient records:
“Well, I know they are going to put the MUR form on electronically, which will make
life easier, and that if we get access to care records – again, that will give a fuller
picture.” [D: Pcist]
One GP suggested that an electronic form that enabled shared communication with GP
practice systems was the way forward.
Using MUR electronic templates linked to GP systems in the future
IT possibilities in the future might facilitate an electronic template:
Another way around it would be - it probably wouldn’t be able to happen - but if the
pharmacies were computerised and had a similar system to the GPs’ clinical system, so you
can set up a template, so they’d actually have to follow that template through and ask those
relevant questions, then you’ve got a good decent recording of it. But I don’t know if that, or
anything, could be possible. [B: PCO]
This aspiration to have access to records is necessary to address many GPs’ concerns that
pharmacists are not able to make appropriate recommendations as they do not have
adequate information to do so:
“I think if the pharmacists had more [pause] access to the patient’s medical history
they would not ask those questions, you know like, sometimes like “Why wasn’t this
patient put on beta blockers?” “Well, you know – if you look at her notes – we tried
beta blockers six months ago”, and you know what I mean. So it is a bit of a waste
of time if the patient comes and says “Why wasn’t I put on beta blockers?” And I say
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“Well we tried it six months ago”, you know what I mean? The trouble is you don’t
have access to our notes - now there is a little bit - possibly a bit of a problem with
that, I mean we are talking about having a terminal in the pharmacy but then there
are worries about patient information and all that. But I must say personally I don’t
mind the pharmacists getting on to my screen and looking up whether the patient’s
had particular treatment or you know whether she’s tried ACE inhibitors and had a
cough - you know, that sort of thing. But I think they should do it more before they
send these sheets back to us.” [D: GP]
This is one element of GP concern and reaction to the MUR service. The following section
explores the reaction of these key stakeholders in more detail.

7.12

GP perspectives

MUR was the main issue for most GPs in the interviews, and indeed the most common
change spontaneously mentioned by them since the new contract. There were a range of
views and concerns, but the comments were mostly very balanced and thoughtful. The
following extracts from GPs across the study areas reflect these views:
Many GPs felt that the patients appreciated the review experience, but suspected that it was
not very useful:
“And there may be one or two patients - thinking about it - because the patients did
say “Oh yes, they were taken aside by the pharmacist for a chat”, and possibly
tickled by the notion that pharmacists would even do this, but in terms of whether
this was a radically useful thing, well - not so sure.” [B: GP]
The GP’s expectation of a “radically useful” service begs questions about to whom it might
be expected to be useful, and about what sorts of value from whose perspective.
“Yes. I mean, there are patients coming in to say “The pharmacist went through my
medications with me, and they want to know what time you are taking this, whether
it’s useful to take it in the morning or evening” and some of them felt (it was) quite
useful”. [C: GP]
Less common were reports of very positive feedback from patients, like this GP and his
patient who found the MUR very useful and both benefited from not having to do an extra
blood pressure measurement:
“Yes, a couple have said that they found it extremely useful, and one guy phoned
me up the other day and said “Eh, it’s great, I popped in and he did my blood
pressure for me as well, do I need to come and see the nurse next week to have my
blood pressure done?”, “No you don’t, because you can tell me what it is! [Laughs]
It’s no good seeing you twice!” [D: GP]
Equally, very negative views were less common, but those who expressed them had strong
feelings about the service and the impact on the credibility of pharmacists generally:
“I think the main thing really is, I think - my experience so far of these medication
reviews are complete rubbish, waste of money, you know. I can’t see how it’s going
to - from the examples I have seen - that it is going to improve patient care. It’s just
giving money to pharmacists for doing very little”. [D: GP]
PCOs had a number of concerns about MURs, including GP response to the service that
could be decisive in its future shape and fate:
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“But I think there is - on the GP part - there is at best questioning “What is it?” and at
worst thinking “What is the point?” [D: PCO Staff]
“It needs support from GPs to work. The GP needs to turn round and say to the
patient, “What you need to do - go to the pharmacy and have one of these, and it
will do this for you”. And if you don’t have that, you won’t have anything. Because
patients trust the GP much more than they trust the pharmacist”. [C: PCO Staff]
“No PCT has cracked the problem of community pharmacist / GP communication”
[SHA3]

7.13

Assessing Quality of MURs

Four (15%) of our sample PCOs reported that they had undertaken work to try to evaluate
the impact of MUR. The methods described were informal and often opportunistic, for
example reviewing completed MUR forms either on monitoring visits or through practice
based prescribing team members, spontaneous feedback from GPs that had received MUR
forms and collecting and reviewing a random sample of MUR forms.
A related issue was the perceived lack of ownership by PCOs of advanced services and the
perception that MUR is effectively “unmanaged”. The extent to which PCOs felt able to
influence or manage the MUR service locally was questioned by some respondents and
contrasted unfavourably with local management of GMS services.
“Lack of facility for effective control in management of MURs” [PCO31]
“MURs have given problems because they are uncontrolled. PCTs have been
challenged to decide how MURs are improving patient care and giving value for
money” [SHA3]
These concerns were also raised in the focus groups.
“We are not allowed to see them, we have no idea what quality or not these MURs
are, and I think that is absolutely untenable, I really do. And the ones we have seen
have been because doctors have sent them to us to complain about how crap they
are. And some of them really are, that we have seen. Now there could be some
pharmacists out there doing some really good ones.” [C: PCO Staff]
“We only get told the bad ones, don’t we? We don’t get GPs phoning up and saying,
“Wow, we had this fantastic thing from this pharmacist, you know” [C: PCO Staff]
“I think it has such potential, but it is really in danger of getting a bad reputation” [D:
PCO Staff]
“I suppose you can get an idea sometimes from the form itself how much trouble
they’ve gone to to fill it in. Is it just “Sat down with patient, discussed one, two, three”
and that’s it? There’s nothing - some people go into quite a bit more detail, don’t
they? So it’s quite variable.” [B: PCO Staff]
Two GP practices in one of the case study areas had actually audited the pharmacy MUR
service, possibly because of concerns and setting their own criteria. The first practice had
found that targeting was reasonable, mostly through polypharmacy. They felt, however, that
some patients might be coerced into participation:
“We actually personally audited it about two or three months ago. I was the one
doing the audit, and the response was - there were often, the patients were often
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chosen by the pharmacist probably not unreasonably because they have
polypharmacy. I am not sure the patients always are really keen to do it, but
somehow get manhandled into it.” [D: GP]
The second practice had confirmed their feeling that patients felt it useful sometimes, but it
produced little useful information for GPs:
“When we audited it, our gut feeling was confirmed that very rarely did it change
what we were doing medically. It was difficult - we did actually ask the patients to fill
out a form for us to see whether they had felt it beneficial. They felt it useful some of
the time - I haven’t got the figures in front of me - and I think sometimes it did clarify
matters, but very rarely did it come out with hardened useful information.” [D: GP]
The expectation that MURs should “change what we were doing medically” suggests that this
GP might not be clear on the purpose of MUR. Given that other practices might want to audit
MURs it could be useful to provide a template and / or guidance.
In the case study sites several months later there was consensus among PCOs that they
were not able to assess quality of MURs and that this was unacceptable for a service funded
by considerable amounts of public money. The reason for limited access to data was patient
confidentiality issues, according to the Department of Health, but this argument was felt to be
untenable:
“And then the other thing is, as a PCT, you can imagine the amount of money that
we are liable to pay, and I can’t think of any other walk of life where you would pay
for something you don’t see the quality of”. [D: PCO Staff]
Although PCOs wished to promote MUR among pharmacists to obtain their ring-fenced
funding, the lack of access to data was a concern:
“I am trying to encourage the pharmacists to do these [MURs]. [PCT finance
manager name] has got a big pot of money put to one side, for the pharmacists. But
yes, they need to be done well and the basic problem is that we don’t see - the
paperwork, a copy is kept in the pharmacy, a copy goes to the GP, and a copy goes
to the patient. And I do the monitoring, and I have been through the monitoring
framework, and there is still very little leeway for us to - if I go into the pharmacy, to
go and look at these, I am not supposed to be examining the content, I am just
supposed to be looking at the process”. [D: PCO Staff]
PCO concern about the future of the MUR service was notable:
“It has tremendous potential, but at the moment it is doing us a great disservice.” [D:
PCO Staff]
A key issue was the lack of transparency about what outcomes were being achieved from
MURs. In this respect it was suggested that it was currently impossible for PCTs to make any
such assessment.
“(What are) the quality and usefulness of MURs? Currently PCT staff cannot view
completed paperwork in pharmacies. In order to monitor the quality of MURs this
needs amending” [PCO6]
The need for audit of MUR to be enabled was stressed.
“A SHA/national evaluation is required to assess outcomes and link it into long term
conditions and thus PBC” [SHA17]
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7.14

MUR Outcomes

Many pharmacists were able to describe MUR consultations that they felt had provided
useful outcomes for patients.
Some notable consultations were well within the scope of MUR, for example, looking at dose
synchronisation and identifying side-effects:
“D: The most grateful - the satisfying results I have had out of them and for the
patients as well has been on concordance: synchronising quantities of supply and
identifying side-effects. That has been the most successful area. I was scared of
them at first but now no problem.” [A: Pcist]
It was not possible to explore within the focus group the extent to which this pharmacist’s
perception that their MURs addressed concordance was valid.
Others were linked to more clinical recommendations:
“Yes, yes, obviously. And I have had a very good response from the doctors. One
patient said she felt tired all the time, so I wrote that at the back, where we write all
the – action plan - that she was feeling really tired. “I think she needs a thyroid test
and iron”. And two days later, the patient came - she had a letter from her doctor,
and a form for the blood test. And then actually they found that she was needing
thyroxine and iron, both.” [C: Pcist]
What might seem like obvious and small contributions could actually have major patient
impact:
“It’s the smallest possible ways where someone has been taking something
incorrectly because their understanding of what the GP and the prescription has
said is different to what the intention was. And that by talking and explaining to them
they have actually gone away with a much better knowledge, and have fed back that
it has made a difference to them.” [D: Pcist1]
This response raises the question of how such an issue would be recorded and how its
outcomes might be determined.
Feedback is a big issue for pharmacists, related to perceived value of what they do.
Feedback from patients and GPs is important in MUR. The preceding comments include
patient and GP response in the pharmacist’s computation of the positive outcome of their
chosen consultation.
Data flow has been a theme throughout this study, usually sub-optimal. Feedback is often
indirect. This comment represents a body of pharmacist opinion that the main feedback to
MUR is to monitor the next prescription for MUR participants to see if amendments have
been made:
“D: No the feedback we see is when an amended prescription comes around and
you say, "Oh that is one of my recommendations actually, that he was changed to
such and such.” [A: Pcists]

7.15

Prescription Interventions – the Hidden Advanced Service

MUR dominated the advanced service discussion, but it was apparent that some MUR might
have been better selected as prescription interventions. This may result from pharmacist
confusion again about the scope of the respective services:
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E: I am sorry about [misunderstanding] the prescription intervention service: it is a
problem arising when you are dispensing a prescription. You can discuss it with a
patient and then mark it as a prescription intervention.
B: You can grab them there and then, or you can say –
E: It is not a clinical review.
B: No, not necessarily but it may be a clinical issue that you want to talk to them
about. [B: Pcists]
It was noteworthy that the Prescription Interventions (PI) component of the service was
raised so rarely by community pharmacists (it was not mentioned at all in the survey and
there was only this one exchange in the focus groups). PCO staff did not mention PIs at all.

7.16

Facilitators for MUR

Experience in one PCO suggested that community pharmacists who had experience of
working in GP practices were better placed to establish relationships to make MUR
successful.
A: I would say that we have one that is working very very well, one system. She
works for a multiple, she was previously a prescribing support pharmacist, a practice
pharmacist.
B: She has worked on the other side, yes. It is actually quite a difficult practice to
engage with. [D: PCO Staff]
Another suggested facilitator was where the pharmacy and practice were located very
closely together.
“They’re very closely – I think it is almost on the premises, isn’t it, in [location]?
Where that is a very very close working relationship, they can pop in and that works
very well. I have spoken to pharmacists who are wondering how to get started, and
I have given ideas”. [D: PCO Staff]
One SHA respondent reported good progress in a PCO which had actively involved local
GPs in deciding which patients should be targeted.
“Has worked well in some areas eg (PCT A), where the GPs have set the patient
selection criteria” [SHA12]
Several respondents suggested that GPs needed to be incentivised to take action when they
received a MUR report.
“Link them (MURs) with the GMS QOF so the GP must do something about the
MUR report” [SHA2]
“Need GMS contract to reflect requirements of pharmacy contract, eg MUR”
[PCO13]
One PCO had started local discussions about using the QOF medicines management points
as an incentive. Although this reflected suggestions made by a number of respondents it was
too soon to know how effective it had proved.
“(PCOB) have discussed MURs and a link with the GMS contract with the LMC”
[SHA17]
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7.17

PCOs and MUR in the coming year

Findings from the 2007 national PCO survey show that almost all have specified target
patient groups for MUR with many similarities to the previous year. Some PCOs are actively
encouraging pharmacists to work with local GPs to identify suitable patients. Many PCOs are
planning further support to encourage greater uptake of MUR by raising GP awareness,
training workshops, supporting promotion of MUR by the LPC, and tailoring MUR advice to fit
with other local initiatives (for example insulin titration guidelines and an osteoporosis audit).
More PCOs appear to be trying to evaluate their MUR service with reported methods
including audits, patient surveys, and collection of evidence by practice pharmacists.
PCOs have reported good practice in MUR services in care homes, the identification of
asthma patients by practice nurses, dispensing practices referring non-dispensing patients,
and good liaison with GPs to identify patients. One PCO reported that a practice’s attempt to
“commission” more frequent MURs (every three or six months) for “at risk” patients had been
“blocked by PSNC”. However in general PCOs reported that MUR had not yet had other than
a small impact on working relationships between most community pharmacists and GPs.

7.18

Discussion

It could be argued that MUR is the largest experiment ever undertaken in the history of the
community pharmacy contract. Viewed as an innovation, most of the issues which emerged
in its implementation were predictable and many could have been more smoothly handled
with an implementation plan and support for change management (Bond 2004 Evolution and
change; Tann 2004). It is clear that the provision of MUR is increasing, both in spread of
providers and numbers of reviews conducted. The key issue now is how the potential value
and benefits of MUR can best be achieved.
This is the first study to triangulate data on the actual volume of MUR provision with the
experience of individual pharmacists and GPs together with local and national perspectives
on implementation. At the end of the first year of the new pharmacy contract PCO and SHA
stakeholders perceived MUR as a service that was not yet fulfilling its potential. The data on
provision of Medicines Use Reviews in the sample PCOs supported stakeholders’ accounts
and showed that the volume represented only a small percentage, 6.81%, of allocated
budget. This level of provision reflects the national data where the figure was 7.31%11. The
mean number of MURs was 484 per PCO nationally compared with 471 in the PCOs in our
sample (7). Across our sample PCOs 38% of pharmacies had claimed MUR payments,
compared with 39.1% from national statistics. The average number of MURs per providing
pharmacy in our sample was 35.7 compared with 37 for England and Wales.
We found a thirty two-fold difference in MURs per million prescriptions dispensed across our
PCOs and a thirty three-fold difference in the number of MURs per 1000 population.
However it should be noted that no breakdown is available of patient registrations with
dispensing doctors or prescriptions dispensed by these practices, so while the analysis
shows wide variation, some caution is needed in interpretation for specific PCTs. MUR is not
available to patients registered with dispensing doctors but the Dispensary Services Quality
Scheme agreed between BMA, GPC and NHS Employers in late 2006 for dispensing
practices includes a Dispensing Review of Use of Medicines (DRUM). To meet the criteria for
payment a minimum of 10% of the practice’s registered dispensing payments should have a
11

At March 31st 2005 there were 10,441 community pharmacies in England and Wales (DH
Information Centre (2006). General Pharmaceutical Services in England and Wales 1995-6
to 2004-5. Thus, at a cap of 200 MURs per providing pharmacy a possible 2,088,200 could
have been funded.
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DRUM but no data are available on the numbers of patients who have received one (BMA
2006).
Nationally the number of pharmacies claiming monthly payments for providing MURs in
England rose from 2,081 (20%) in January 2006 to 4,326 in February 2007, representing
44% of the community pharmacies in England (Figure 7.3) (PSNC 2007).
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Figure 7.3 Pharmacies claiming MUR payments (England)

Time

Pharmaceutical Services Negotiating Committee (PSNC) figures show that the monthly total
number of MURs for England doubled between September 2006 and February 2007. Almost
at the end of the second year of the service the number of MURs provided represented
around 12.1% of those for which funding are available (Table 7.10) on the following page.
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Table 7.10: National provision of MURs (England)
Month

Number Cumulative Number Percentage of theoretical maximum12

December 2005

13,818 47,129

2.26

January 2006

24,799 71,928

3.44

February 2006

33,489 105,417

5.05

March 2006

41,206 130,216

6.23

April 2006

23,606 23,606

0.59

May 2006

34,176 57,782

1.46

June 2006

34,221 92,003

2.33

July 2006

33,651 125,654

3.18

August 2006

32,277 157,931

3.99

September 2006

36,685 194,616

4.92

October 2006

56,313 250,929

6.35

November 2006

68,973 309,902

8.10

December 2006

42,159 352,061

8.91

January 2007

62,890 414,951

10.5

February 2007

64,671 479,622

12.1

NHS Year 2006-7

Source: Pharmaceutical Services Negotiating Committee 2006-7 (7)
During the 2006-7 year the number of MURs per claiming pharmacy almost doubled, from
9.25 to 17.30 (Table 7.11). During the same time period the number of MURs per pharmacy
more than trebled.
Table 7.11: Numbers of MURs per claiming pharmacy and per pharmacy during 2006-7
Month

MUR/Claiming Pharmacy* MUR/Pharmacy^

April 2006

9.25

2.41

May 2006

11.65

3.48

June 2006

11.30..

3.52

July 2006

10.84..

3.42

August 2006

10.77

3.27

September 2006 10.50

3.68

October 2006

13.38

5.18

November 2006 15.45

6.34

12

For 2006-7, and the increased maximum of 400 MURs per pharmacy, with 9,872 pharmacies in
England, 3,948,800 MURs could be provided.
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December 2006 11.51

4.19

January 2007

15.07

6.26

February 2007

15.01

6.45

March 2007

17.30

7.69

*Number of MURs per pharmacy claiming MUR payments
^Number of MURs per pharmacy in England

Source: Pharmaceutical Services Negotiating Committee 2007 (7)
There were wide variations in levels of provision between the PCOs in our sample which
remained after standardising for population and prescription numbers. Variation in Year 1
may have been largely attributable to differences in percentages of multiples in the individual
PCO. Pharmacies from multiple groups provided over 80% of MURs and independent
pharmacies were substantially under-represented in terms of MUR provision. At the end of
the second year of the service independents were 70% of the pharmacies not providing
MURs in our sample PCOs.
One factor which may have influenced implementation is the support provided for roll out of
the service. A majority of community pharmacists in a telephone interview survey in two
PCOs “felt they did not receive sufficient support from the PCO” (Hall 2006) but no
information was available about the support provided by their PCOs. The PCOs in our
sample had invested different amounts and types of resource to support the local roll-out of
MUR. Only three said they had done nothing to support roll out and the majority reported
publicising MUR using written information in Year 1. Some also used local meetings and
community pharmacy and general practice visits. Although we did not ask about this directly
we think it likely that the GP practice visits were being made for other reasons (for example,
to discuss prescribing) and that MUR was incorporated into the agenda.
At least one PCO appeared to have found creative ways to incentivise GP participation
through the GMS Quality and Outcomes Framework Medicines Management points. This
part of the QOF relates to practices meeting with their PCO Pharmaceutical Adviser and
agreeing three actions to improve medicines management. Some PCTs seem to have used
this as a mechanism to encourage practices to meet with local pharmacists to discuss MUR.
The effects of these activities is difficult to discern since the provision of MURs was
dominated by pharmacy multiples. Disentangling the effects of corporate targets on provision
from the impact of local PCO support strategies was not possible because the number of
MURs provided by independent pharmacies was so small. We will be analysing data from
the second year of the MUR service in mid-2007, when the numbers will be larger.
Another reason why implementation of the MUR service was initially slow is the evidence of
a substantial gap between the number of pharmacists accredited to provide MURs and the
number of pharmacies claiming MUR payments. A questionnaire survey of 140 community
pharmacists found that 59% of respondents were accredited to provide MURs but only half of
these were doing so, and that overall only 38% of the pharmacies had a consultation room
(Ewen 2006). Data published by PSNC showed that 14,162 pharmacists were accredited by
April 2007. However the number of pharmacies claiming payment in England at February
2007 was 4,326, 44% of the total (PSNC 2007). These data indicate two possible barriers,
one relating to suitability of premises, and one relating to accredited pharmacists not taking
the next step into provision. The findings from our survey of community pharmacies show
that 62% have a consultation area meeting accreditation criteria and that 59% were providing
MUR. Although the gap still persists there is evidence that MUR provision is continuing to
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increase and this would be expected from what we know from research on the adoption of
innovation.
A factor which might influence the extent to which a PCO invests in support for MUR is the
extent to which medicines review has been discussed within the PCO and whether a strategy
or plan exists. Just over half of the PCOs had a strategy for medicines review in mid-2006.
These tended to focus on GP practice-based clinicians (including practice pharmacists), with
community pharmacists featuring less often. Overall only one in three of our sample PCOs
both had a strategy and included MUR within it. This suggests that PCOs may not at that
time have been able to think strategically about MUR and how it could support their local
priorities. However almost all of the PCOs had identified target patient groups for MUR, with
respiratory conditions the most frequently cited.
In considering possible barriers to the provision of MURs it is noteworthy that both PCOs and
potential MUR providers had other aspects of contract implementation that were “must do’s”
in the first year of the new contract. The demands of contract implementation are likely to
have fallen more heavily on independent contractors, who have no corporate systems and
economies of scale to share the work needed. Multiples, on the other hand, have well
established management systems that might be expected to streamline paperwork and
reduce the effort required at individual pharmacy level to design for example, standard
operating procedures or new data recording policies for essential services. These efficiencies
might also be expected to apply in relation to advanced services.
Stakeholder accounts identified that inter-professional relationships between community
pharmacists and general practitioners were acting as a barrier to MURs in many cases.
Elvey and colleagues reported that “lack of support from GPs” was the barrier to contract
implementation most frequently cited by PCO respondents in their survey (8). A
questionnaire survey of community pharmacists also identified “the GP response to the MUR
service” as a key barrier (Ewen 2006). Our survey of community pharmacists showed that
this continues to be a major barrier to progress and focus groups in the case study sites
confirmed this in early 2007.
Our PCO survey found low levels of contact between local pharmaceutical and medical
committees in mid-2006, suggesting that dialogue was limited. Although committee level
contact is not the only way in which local discussions might occur, it may be an important
marker. It will be difficult for MUR to flourish in the future without improvement in the local
relationships between community pharmacy and general practice. Stakeholders thought that
GPs might not know the purpose of an MUR and although MUR is primarily intended to
identify and address practical issues in medicines use, there are times when the pharmacist
might need to make suggestions for changes. Here, stakeholders thought that GPs perceive
any action required from them by a MUR as new work and expected that they should be paid
for it.
The format of the initial documentation of MURs was universally agreed to be complex and
difficult for GPs to use. Some respondents commented that until it was possible to
electronically transmit the information many practices would not use it, particularly those that
were paperless. The MUR form has been revised and further feedback is awaited. The
barrier still exists, however, to electronic transmission to practices.
In mid-2006 both SHA and PCO respondents were concerned that the quality and value for
money of MURs could not yet be demonstrated since PCOs did not have the right to audit
MUR reports. This lack of data was thought to have disenfranchised PCOs and meant
greater scepticism about quality and the potential contribution of MURs to patient care. Our
more recent case study work demonstrated that this remains a concern for PCOs and the
National Audit Office report recommended audit of MUR (NAO 2007). Four of the PCOs in
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our 2006 survey reported undertaking some sort of evaluation of MURs using ad hoc
methods. So far we are aware of only one other PCO which has publicly reported
establishing a system for feedback on MURs (Goldstein 2006), with those involved saying
“we have been impressed by the quality and outcomes”. In contrast “anecdotal feedback
suggests that there is considerable variation in the quality of referral forms sent to GPs
following a MUR” (James 2006). In response to the NAO report PSNC has stated that any
audit should focus on patient knowledge and use of medicines (PSNC 2007). Our finding that
GPs want MURs to focus on compliance and reduction of waste suggests that these should
be included in any audit if the resulting data is to convince GPs of the value of MUR.
The financial settlement for the contract for 2006-7 included an increase in the maximum
number of MURs for which payment can be claimed from 250 to 400 (PSNC 2006). Data on
levels of provision in 2006-7 show that with an average of 17 MURs per providing pharmacy
per month the annual total would be 204. This indicates that further action is needed to
address potential barriers, and to learn from local experience of facilitating factors.
Although Prescription Intervention (PI) is also part of the advanced service, it is noteworthy
that it received almost no mention from the community pharmacists and GPs in our study.
Furthermore the publicly available data does not differentiate between the elements of MUR
and PI provided. Thus it is currently impossible to determine to what extent PI is happening.
This is clearly an area where further research would be useful.

7.19

Summary

The advanced MUR service has been one of the major new elements of the new contract. Its
impact has been described at length by pharmacists, patients, PCOs and GPs in this study.
The numbers of Medicine Use Reviews provided in the first and second years of the new
community pharmacy contract were substantially lower than expected. The proportion of
providing pharmacies rose from 38% to 59% and the numbers of MURs increased
substantially. Pharmacy multiples were responsible for over three quarters of MURs
conducted and independents were under-represented as providers.
Stakeholders identified a number of barriers at the end of Year 1, some of which have
already been addressed to at least some extent. Pharmacists appear to think they are
clearer about what the focus of MUR should be, although our data suggest there are still
different interpretations. The boundary between what some might consider part of the
essential service of dispensing and the advanced service of MUR has emerged as an issue.
Issues about the boundary between medicines use and clinical issues remain and while on
the whole pharmacists see the need for MUR to be about medicines use they sometimes find
it difficult to restrict it to this. The redesigned MUR form has taken on board many
suggestions for improvement. However the data still cannot be transmitted electronically to
the GP practice and thus the use of hard copy remains an anachronism within the world of
the practice.
Key barriers to uptake and stakeholder endorsement still remained at the end of Year 2,
including a lack of support and endorsement from GPs, poor communication between
pharmacists and practices, low patient awareness of the service, patient concerns about
overlap between the roles of pharmacist and GP, and a lack of transparency about the
content and outcomes of MURs.

7.20

Recommendations

Commission national publicity campaigns on key services in CPCF, with strong patient and
service user involvement in their design
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Provide resources for PCOs to use in local awareness campaigns for community pharmacy
services, with strong patient and service user involvement in their design
Community pharmacists need to engage more proactively with local GPs, thinking
collectively and working in groups where that best reflects how a practice’s patients are
served
These discussions should be used to find out from local GPs which patients they wish to be
prioritised for MUR and to make arrangements for GPs to refer patients into the service
Subsequent periodic meetings could be used to discuss trends in MUR data and other issues
of shared interest
Community pharmacists need to make better use of the unique and valuable data on
medicines use which they hold in the pharmacy
Highlight reduction of waste medicines as a key part of MUR and encourage pharmacists to
build on this in discussions on compliance with GPs
A group including pharmacy and other stakeholders should be convened to agree a set of
quality measures for MUR for inclusion in the service specification and use in audit
Introduce mechanisms to strengthen local management of Advanced Services by PCOs
Commission audit templates for MUR and road test them with pharmacists, GPs and PCOs
Investment in evidence based local support mechanisms for change management, based on
peer influence and role models, eg MUR champions
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Chapter Eight
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8

Enhanced Services
Key points
•
•
•
•
•
•
•
•
•
•
•
•

•

More than 40% of pharmacies are providing three or more enhanced services and
only 13% are not providing any
The majority of enhanced services were being commissioned prior to the new
contract with around 20% being commissioned after it
There appears to have been very little innovation in the types of enhanced services
being commissioned
Newly commissioned enhanced services were reported to be mainly concentrated in
minor ailment schemes, emergency hormonal contraception supply and smoking
cessation
Despite a high workload community pharmacists remain keen for more enhanced
services to be commissioned
The introduction of the new contract is associated so far with the spread of previously
developed enhanced services for which specifications were available
The main barrier to commissioning enhanced services was reported to be financial
constraints
The need for PCTs in England to negotiate payment for enhanced services
individually with Local Pharmaceutical Committees (LPCs) was also reported as a
potential barrier to commissioning
All of the PCOs in our sample commissioned enhanced services with a median of
seven (range 3-11) services compared with five (range 1-10) prior to the new contract
Almost half of the PCOs reported that the new contract had prompted the
commissioning of one or more new enhanced services
Just under half of the PCOs reported that the commissioning of existing enhanced
services had been extended since the new contract. Around a quarter reported that
they had reduced the commissioning of enhanced services since the new contract
PCOs’ Pharmaceutical Needs Assessment had identified an unmet need for services
to support long term conditions, access to primary care services and access out of
hours. However, service commissioning in response to these identified needs was
low
A key issue is whether and how the PNA relates to the PCO wider strategy. In part
this is linked to how integrated the pharmacy workstream is across the PCT. However
if the findings of the PNA do not chime with the wider strategy they may be seen as
less relevant

The enhanced service tier of CPCF was intended to enable the commissioning of specific
services based on local needs. In England all PCTs were required to conduct a
Pharmaceutical Needs Assessment prior to the introduction of CPCF to identify needs. A
different approach was taken in Wales where, rather than specific PNAs, pharmaceutical
needs were considered in the context of wider health needs.

8.1

Objectives

The objectives of the evaluation in relation to enhanced services were, for our sample of 31
PCOs, to:
•
•
•

Determine the extent of commissioning of enhanced services
Describe and quantify the provision of enhanced services
Explore the relationship between assessment of pharmaceutical needs and
commissioning of enhanced services
145

National evaluation of the new community pharmacy contract

•

8.2

Identify and explore the effects of facilitating and impeding factors relating to
implementation of enhanced services

Results

Table 8.1 below shows the enhanced services for which PSNC service specifications have
been developed plus those which were listed in Department of Health directions.
Table 8.1: Enhanced services included in DH directions and for which a service specification has been
issued
PSNC service specifications

DH directions

Minor ailments*

●

●

Stop Smoking

●

●

Supervised administration*

●

●

Needle & syringe exchange*

●

●

Medicines Assessment & compliance support

●

●

Care home support*

●

●

Patient Group Direction service

●

●

Full clinical medication review

●

●

Palliative care & other specialist medicines access

●

●

Out of hours access to medicines

●

●

Supplementary prescribing

●

●

Anticoagulant monitoring

●

Disease specific medicines management service

●

Gluten free food supply service

●

Home delivery

●

Language access

●

Prescriber support

●

Schools service

●

Screening service

●

* National enhanced service in Wales.
All PCOs responding to our survey reported that they currently commissioned enhanced
services from community pharmacy. The minimum number of services commissioned was
three and the maximum eleven. The median number of services commissioned was 7.
Table 8.2 below shows the number of PCOs commissioning specific enhanced services.

Table 8.2: Commissioning of enhanced services by sample PCOs
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Enhanced service

% of PCOs
(n=29)

Needle exchange service

100

Supervised consumption

96.6

Stop Smoking

1

65.5

EHC PGD

72.4

‘On demand’ medicines access

69.02

Care home service

69.0

Minor ailments service

55.2

Prescribing support

34.5

Out of hours

27.63

CP Medication review (any)

19.24

Prescription intervention

17.2

Medicines assessment & compliance support

13.8

Anticoagulant monitoring

3.4

Supply of gluten free products

3.4

Schools service

-

Disease specific medicines management

3.4

1

DH survey included all PGD services
Palliative care drugs service
3
Question asked about “an evening or overnight service”
4
Our survey asked about medication review by community pharmacists in three settings;
community pharmacy, patient’s home and general practice. This figure is for PCOs
commissioning one or more of these.
2

Other services that the PCOs in our sample reported commissioning were; support for flu (2),
welfare foods (1), weight management (1), sharps disposal (1), asthma (1).
Table 8.3 shows the extent of commissioning within the PCOs in our sample. Respondents
were asked to report the number of pharmacies currently commissioned to provide each
enhanced service. This was then divided by the number of pharmacies in each PCO using
the most recent DH statistical bulletin13 to give a percentage of pharmacies within the PCO
commissioned to provide the service. Not all PCOs were able to provide data about the
number of pharmacies commissioned to provide each enhanced service, and the number
that did so is indicated in the table below. Percentages are calculated using the total number
of pharmacies in those PCOs that provided data about the extent of commissioning as a
base. Where the number of providing pharmacies was very small (two or less) we have not
calculated percentages.

13

General Pharmaceutical Services in England and Wales 1994-95 to 2003-2004, The
Information Centre, 2005.
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Table 8.3: Extent of commissioning of enhanced services within PCOs
No of PCOs currently
commissioning

No of PCOs indicating No.
of pharmacies
commissioned

Average No. of
pharmacies
commissioned

Average % of
pharmacies
commissioned

Min %
commissioned

Max %
commissioned

Median

Needle exchange
service

29

21

6

17%

4%

46%

13%

Supervised
consumption

28

18

16

48%

7%

88%

49%

21

14

17

48%

10%

100%

49%

Palliative care
drugs service

20

11

7

19%

2%

59%

16%

Service to support
care homes

20

12

12

32%

2%

77%

24%

Minor ailments
service

16

9

25

60%

10%

97%

83%

Smoking cessation
services (any)

19

14

21

50%

20%

100%

47%

Sessional
prescribing advice

10

7

3

12%

2%

33%

8%

Prescription
intervention

5

3

33

95%

84%

100%

100%

Domiciliary
medication review

4

1

2

7%

Practice based
medication review

3

1

1

2%

Anticoagulant
monitoring

1

1

5

20%

Pharmacy based
medication review

1

1

1

2%

EHC PGD
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Looking across our sample of PCOs we found that the growth in commissioning of enhanced
services has happened both in PCOs that historically commissioned few enhanced services
and those that already commissioned many. Since the introduction of the new contract, the
median number of enhanced services commissioned has grown from 5 to 7 (Table 8.4).
Table 8.4: Minimum, maximum and median numbers of enhanced services commissioned by sample
PCOs prior to and after the new contract
Before new contract

After new contract

Min

1

3

Max

10

11

Median

5

7

The numbers of PCOs commissioning specific enhanced services before and after the
contract was introduced are shown in Table 8.5. Greatest progress in commissioning
enhanced services under the new contract appears to have been in the areas of:
•
•
•
•
•

Emergency contraception supply under PGD (7 PCTs)
Palliative care services (4)
Minor ailments services (3)
Stop smoking (3)
Supervised consumption (3)

Commissioning of services to care homes fell by two PCOs (7%).
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Table 8.5: Numbers of sample PCOs commissioning enhanced services prior to and after the new
contract
No PCOs currently
commissioning

%

No of PCOs commissioning
before new contract

%

Needle exchange

29

100%

27

93%

Supervised consumption

28

97%

25

86%

Emergency contraception
PGD

21

72%

14

48%

Service to support care
homes

20

69%

22

76%

Palliative care drugs

20

69%

16

55%

Minor ailments service

16

55%

13

45%

Smoking cessation service
(without PGD)

19

66%

16

55%

Sessional prescribing advice

10

35%

9

31%

Smoking cessation service
(with PGD)

10

35%

6

21%

Practice based medication
review

5

17%

2

7%

Prescription intervention

5

17%

5

17%

Domiciliary or care home
based medication review

4

14%

3

10%

Pharmacy based medication
review

1

3%

1

3%

Anticoagulant monitoring

1

3%

1

3%

191

156

Prior to the contract being introduced PCTs were commissioning 156 enhanced services
compared with 191 afterwards, an increase of 35. Thus 81.6% of enhanced services were
already being commissioned when the new contract was introduced. Figure 8.1 below
illustrates the changes.
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Figure 8.1: Changes in the commissioning of enhanced services since the introduction of the new
contract

Commissioning enhanced pharmaceutical services pre and post the introduction
of the CPCF (n=29)
Needle exchange

Supervised consumption

Emergency contraception PGD

Service to support care homes

Palliative care drugs

Smoking cessation service (any)

Minor ailments service

Pre CPCF
Post CPCF

c

Sessional prescribing advice

Prescription intervention
Domiciliary or care home based medication
review
Practice based medication review

Anticoagulant monitoring

Pharmacy based medication review

0

5

10

15

20

Number of PCOs

25

30

Keele University and Webstar Health undertook national surveys of PCO pharmacy leads
England in 2003 and 2004. Each survey requested information about the extent of current
and planned commissioning of community pharmacy services. The response rate in both
years was good with 68.3% responding in 2003 (n=207) and 64.0% (n=192) in 2004. Using
data from our 2003 and 2004 national surveys of PCOs we can compare this with data from
the 26 English sample PCOs that responded to the 2006 survey. This allows us to look at the
changes in commissioning over the last four years using data from two years prior to, and
one year after, the new contract’s introduction.
This analysis shows that the most substantial growth has been in the commissioning of minor
ailments schemes which have grown four fold from 14.5% in 2003 to 62% in 2006 and
commissioning of emergency contraception supply under PGD which has grown from 46.4%
to 77% in the same period (See Table 8.6).
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Table 8.6: Changes in enhanced services since 2003
% commissioning
in 2003

% commissioning
in 2004

% commissioning
in 2006

Needle exchange

79.7%

81.0%

100%

Supervised consumption

71.5%

83.3%

96%

Emergency contraception PGD

46.4%

62.6%

77%

Palliative care drugs

N/A

52.7%

77%

Service to support care homes

60.9%

31.7%

65%

Minor ailments service

14.5%

35.6%

62%

Smoking cessation service (any)

49.3%

58.8%

54%

Prescribing support

N/A

47.6%

31%

Prescription intervention

27.5%

33.2%

19%

Medication review

35.7%

40.2%

19%

Anticoagulant monitoring

N/A

5.8%

3%

N/A – not asked in 2003 survey

8.3

Commissioning of new enhanced services following the
introduction of the new contract

Thirty five new enhanced services were commissioned by PCOs and two services
discontinued by the PCOs in our sample in the period since the introduction of the new
contract.
Fourteen (48%) of respondents reported 15 services for which they said that the new
contract had prompted commissioning. These were described as follows (note some PCOs
mentioned more than one):
Weight management (3)
EHC (3)
Stop Smoking (2)
Palliative care (1)
Asthma (1)
Prescribing support (1)
INR monitoring (1)
Gluten free food supply (1)
Minor ailment scheme (1)
Sharps disposal (1)
Fourteen (48%) also reported that the commissioning of existing enhanced services had
been extended by the new contract. Some of these PCTs had also commissioned new
services. Specifically, the PCTs reported extending the provision of:
Minor ailment scheme (4)
EHC (3)
Needle/syringe exchange (2)
Supervised consumption (2)
Services to care homes (2)
Stop smoking (2)
Domicilary medication review (1)
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Six (21%) reported that the new contract had resulted in a reduction in the extent of
commissioning of an enhanced service:
Extended opening hours (rota) (2)
Prescription interventions (2)
Services to care homes (2)
Eleven PCOs reported that their Pharmaceutical Needs Assessment had identified unmet
need for services to support long term conditions. None of the three of the PCOs in our
sample that commission such services were among this group.
Access to primary care services was identified as a need from the PNA in six of our sample
PCOs and access out of hours by six. Only two of these PCOs were among the 15
commissioning a minor ailments service.
Thus service commissioning in response to needs identified by PNAs was very low.

8.4

Provision of enhanced services by community pharmacists

Table 8.7 provides an overview of enhanced service provision among respondents to the
community pharmacy survey. Most of the services were already being provided prior to the
new contract. In general terms the percentage of respondents providing enhanced service is
fairly low. Well-established services such as medicine supervision service are provided by
39% of respondents ‘stop smoking’ services and patient group directions (PGD) had the
highest percentage of involvement at 44% and 42%. Twenty-five per cent of respondents
provide a minor ailment service, 21% supported care home and 18% providing a needle
exchange service. More specialised services such a clinical medication reviews and
supplementary prescribing are being commissioned from only 4% and 2% of respondents
respectively.
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Table 8.7: Enhanced service provision
Enhanced
service
Minor ailment
service

Currently undertake a minor ailment
service

How many items do you issue
under the minor ailment service
each week

Stop smoking
service

Currently undertake a stop smoking
service commissioned by your
PCT/LHB
How many people do you provide a
stop smoking service for per week

Medicine
supervision
service

Currently undertake a medicine
supervision service commissioned
by your PCT/LHB
How many people do you provide a
medicine supervision service for per
week

Needle
exchange
service

Currently undertake needle
exchange service commissioned by
your PCT/LHB
How many people do you provide a
needle exchange service for per
week

Response

N=762 for MAS & PC for
people with long term
conditions otherwise N=543
n(%)

Yes

180 (25)

No

530 (75)

Total

710

<10

123 (76)

11-25

25 (15)

26-50

9 (6)

>50

5 (3)

Total

162

Yes

217 (44)

No

281 (56)

Total

498

<10

170 (82)

11-25

34 (16)

26-50

4 (2)

>50

0

Total

208

Yes

194 (39)

No

301 (61)

Total

495

<10

132 (70)

11-25

42 (22)

26-50

9 (6)

>50

6 (3)

Total

189

Yes

88 (18)

No

410 (82)

Total

498

<10

42 (50)

11-25

22 (26)

26-50

14 (17)

>50

6 (7)

Total

84
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Medicines
assessment and
compliance
service

Supporting care
homes

Patient group
directions

Currently undertake a medicines
assessment and compliance
service commissioned by your
PCT/LHB

Yes

145 (29)

No

353 (71)

Total

498

How many people do you provide a
medicines and assessment and
compliance service for per week

<10

67 (49)

11-25

39 (29)

26-50

21 (15)

>50

9 (7)

Total

136

Currently supporting care homes
services commissioned by your
PCT/LHB

Yes

105 (21)

No

391 (79)

Total

496

How many care homes do you
support

<1

7 (7)

1-3

69 (68)

>3

24 (24)

Total

101

Yes

211 (42)

No

285 (58)

Total

266

Currently involved in any patient
group directions

How often use a patient group
direction per week
Supplementary
prescribing
service

Currently provide a supplementary
prescribing service commissioned
by your PCT/LHB
How many patients have you
prescribed for

Clinical
medication
reviews

Pharmaceutical
care for people
with long term
conditions in
collaboration
with local GPs

Mean 3.2

3.2

Yes

9 (2)

No

487 (98)

Total

496

Mean

10

Currently provide clinical
medication reviews commissioned
by your PCT/LHB

Yes

18 (4)

No

465 (96)

Total

483

How many clinical medication
reviews have you performed

<10

9 (47)

11-25

8 (42)

26-50

2 (11)

>50

0

Total

19

Currently provide pharmaceutical
care for people with long term
conditions in collaboration with
local GPs commissioned by your
PCT/LHB

Yes

24 (4)

No

544 (96)

How many people are you
providing this service for

<10

11 (69)

11-25

4 (25)

26-50

1 (6)

>50

0

Total

16

Total

762
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Table 8.8 summarises the numbers and percentages of community pharmacists providing
the service pre-and post the implementation of the CPCF. Almost all those disposing of
unwanted medicines and the majority of those providing support for people with disabilities,
medicine supervision, needle exchange, medicines assessment and compliance and care
home support, did so before the new contract was introduced. There have been substantial
increases post the ‘new contract’ on services such as repeat dispensing. For newer more
clinical services, there has been a greater percentage increase but actual numbers are still
low.
Table 8.8: Delivery of enhanced services pre and post contract
Service

Total no.
currently
providing
n (%)
n=762/543

Already
delivered before
new contract
n (%) *
n=762/543

Only delivering
after new
contract
n (%) *
n=762/543

Stop smoking service
commissioned

217 (44)

120 (75)

40 (25)

Medicine supervision
service

194 (39)

136 (87)

21 (13)

Needle exchange service

88 (17)

66 (81)

16 (19)

Medicines assessment
and compliance service

145 (29)

90 (85)

16 (15)

Support care homes
services

105 (21)

73 (84)

14 (16)

Patient group directions

211 (42)

115 (60)

78 (40)

Supplementary
prescribing service

9 (0.02)

1 (7)

14 (93)

Clinical medication
reviews

18 (0.03)

6 (25)

18 (75)

Minor ailment service

180/762 (25)

108 (75)

36 (25)

Pharmaceutical care for
people with LTC, in
collaboration with local
GPs

24/762 (0.03)

4 (36)

7 (64)
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The numbers of enhanced services being provided by individual pharmacies are shown in
Table 8.9. These data show that only 13% of pharmacies are not providing any enhanced
services and that 43% are providing three or more services.
Table 8.9: % of pharmacies providing enhanced services

8.5

No of services

Frequency N=543

%

Cumulative %

0

61

13.4

13.4

1

87

19.2

32.6

2

112

24.7

57.3

3

81

17.8

75.1

4

76

16.7

91.8

5

28

6.2

98.0

6

7

1.5

99.5

7

0

-

99.5

8

2

0.4

99.9

SHA and PCO perspectives on progress in commissioning
of enhanced services

With the exception of a small number of respondents, overall most SHAs reported low
activity around the commissioning of enhanced services. One respondent suggested that this
was due to concentrating on implementation of essential services in the first year of the
contract.
“There has been no interest in new services – this has been a year of consolidation”
[SHA12]
However most respondents in both SHAs and PCOs attributed lack of progress with
enhanced services to PCTs having insufficient financial resources to be able to commission
services.
“There hasn’t been a lot of activity around commissioned services” [SHA11]
“Basically there is no money for local enhanced services” [SHA16]
“Difficulty in finding funding for enhanced services” [PCO28]
In addition to financial constraints some respondents suggested that community pharmacy
was not seen as a priority where funds were limited.
“In truth there is a lack of money to invest and pharmacy does not have a high
profile” [SHA1]
“There is no invest to save policy and often no vision at PEC and Board level and
hence PCTs are not prepared to put in money” [SHA9]
Another issue was differing local financial circumstances and one respondent suggested that
this led to inequity for patients in the services available.
“Different LHBs have differing capacity to fund new services leading to inequalities
in service provision” [PCO8]
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It was also suggested that the commissioning process was not yet sufficiently well developed
for community pharmacy.
“Enhanced services have not taken off as PCTs are struggling financially and
commissioning processes with community pharmacy have not been developed”
[SHA15]
One PCO respondent suggested that even had funding been available there would have
been an issue about whether community pharmacists would have had the capacity to take on
more services.
“Pressure was put onto PCT staff to develop more enhanced services, which the
PCT had no funding for and community pharmacists could not cope with” [PCO6]
The wider question of primary care LES was mentioned by two respondents, both of whom
suggested that community pharmacy had little chance of being commissioned in the current
structures for letting contracts.
“LES (Local Enhanced Services) money, even from the GMS contract, can go to all
healthcare professionals, including community pharmacists but there are no
processes in place to give money to anybody other than GPs. Often LMCs need to
sign off bid documents. This is unfair and needs altering” [SHA18]
“There have been problems with enhanced services as the GPs want to cherry pick
the best services for themselves” [SHA5]
Despite the low numbers of new commissioned enhanced services, those which were in
existence before the contract appeared to have continued. As one respondent put it:
“A patchwork quilt of enhanced services are developing but previous schemes have
continued to work under the new contract” [SHA23]
There were some areas where there had been more commissioning, and minor ailment
schemes was one service where there had been expansions of existing services as well as
new ones.
“A lot of MAS available – this has moved up the PCT agenda despite lack of
funding” [SHA6]
Respondents also mentioned specific PCTs where new services had been developed:
“INR and diabetes screening / weight management” [SHA]
Respondents made a number of suggestions for the future. One respondent thought that
building in collaboration with other parts of primary care should be a feature of future service
specifications.
“Further enhanced services suggested by DH should require joint working (between
community pharmacy and general practice” [PCO25]
There are many general issues that apply to enhanced services but occur generally across
contract implementation. In the next section we concentrate on specific aspects of enhanced
service delivery relating to opportunities, planning, process issues and monitoring. This
section draws on data from the case study sites from community pharmacists, PCO staff and
GPs.
Table 8.10 shows the services commissioned before and after CPCF in our five case study
PCOs. There was considerable variation between PCOs but one was commissioning a
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strikingly higher number of enhanced services both before and after the new contract was
introduced.
Table 8.10: Commissioning of enhanced services prior to and since CPCF in case study sites (Source:
NHS IC 2006)
PCO C

PCO D

PCO B

PCO E

Pre
CPCF

Post
CPCF

Pre
CPCF

Post
CPCF

Pre
CPCF

Post
CPCF

Supervised
administration

●

●

●

●

●

Needle
syringe
exchange

●

●

●

●

●

●

●

●

On demand
availability of
meds
OOH

●

●

Smoking
cessation

●

●

EHC on PGD

●

Minor ailments

●

●

Care homes

●

●

●

Medication
review

●

Post
CPCF

Pre
CPCF

Post
CPCF

●

●

●

●

●

●

●

●

●

●
●

●
●

●

●

Medicines
assessment /
compliance
support

●

Anti-virals on
PGD

●

●

Disease
specific
medicines
management
●

●

Chlamydia
treatment on
PGD

●

Weight
management
(pilot)

●

8.6

●

Pre
CPCF

PCO A

Impact of CPCF on enhanced service development

PCO employees and pharmacists had largely polarised views as to whether CPCF was a
stimulus for enhanced services. PCOs thought that the new contract had provided a platform
for commissioning new services:
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GC: So, outwardly, it seems the new contract has almost been a factor - a positive
factor - in you commissioning more enhanced services, would you say that is the
case?
A: Absolutely. I think it is the cause – it didn’t help it, it absolutely is.
B: It was the cause. [A: PCO Staff]
In general, however, pharmacists felt that there was a broken promise regarding enhanced
services, resulting in much frustration:
GC: Did you expect more enhanced services - in the early days, back before we got
into this contract?
Most: Yes.
M: That is what the contract said, this is the aspiration. What has happened is that a
massive big chunk is essential, this bit in advanced, and absolutely zero in terms of
new aspects of enhanced services coming through.
GC: Are you disappointed, or is it OK?
W: Extremely disappointed.
M: Extremely disappointed. [C: Pcists]
Another pharmacist felt that PBC was now in the ascendant and this would constrain PCTs in
developing more enhanced services. Moreover, they had hoped that unused MUR money
could be diverted for this purpose and that now looked unlikely:
GC: Did you expect more enhanced services?
A: I certainly did. That’s how it was sold to me, and I feel that there’s no funding or
any indication that the PCT are going to be developing new enhanced services
because of their budgetary commitments. And I think practice-based commissioning
is now taking a precedence.
GC: How do you feel about that? About not getting more enhanced services
commissioned locally?
A: Well, it’s very frustrating because I felt that - that was something that we voted for
and that we were expecting, and the funding doesn’t seem to be there. In my naivety
I would have thought that funding that wasn’t earned through MURs could somehow
be utilised to commission other services, but obviously, that’s not possible. [D:
Pcist1]
This discussion raises the question of how realistic it might be to expect underspent funds to
be used to commission other services without an understanding of likely sustainability in the
longer term.
Local negotiations sometimes proved challenging, as in two of the case study areas in
relation to a supervised medicines administration service.
A: I thought also there might be national fee structures.
B: We use the templates but, like [name] said, the fee bit would have been really
useful! We got there in the end, but it was a long hard road. We had a massive
battle on our hands. Just agreeing with the LPC what the fee would be [D: PCO
Staff]
The minutes of the LPCs in the two areas concerned made reference to the issue and one of
the PCOs reported that as a result pharmacists provided the service unpaid for several
months.
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LPC rejected an interim offer for the same fee as methadone as from experience it
felt that this would lead to a permanently lower than acceptable fee. Members of
LPC are working on a proposal to submit to the PCTs. (B: LPC minutes)

8.7

Drivers to develop enhanced services

The case study PCOs generally felt that they now had more information about their
neighbourhoods, from which they could commission services. With great relevance to
enhanced services, the English PCTs all claimed to have done a pharmaceutical needs
assessment (PNA), but little detail of its findings was discussed. PCO D was in the middle of
renewing this assessment:
W: We are refreshing our needs assessment, as we speak.
M: It is looking at on-going developments around enhanced services, isn’t it, in
terms of what we do commission and where from. [D: PCO Staff]
English pharmacists were generally aware of a needs assessment in place, and some had
been approached to contribute to that assessment [D: Pcist]. There are, however, other
strategies for planning enhanced services. For example, LHB A uses the wider health and
well-being strategy within the PCO as a framework for devising services. Their EHC
pharmacy service emerged from a direct approach from a sub-group chair:
“It is led by - we have a health, what is it called, health and well-being strategy, and
we have different group . . ., and one of the things that the chair came to me . . .
and said, “We need to do something about teenage pregnancy rates, we would like
to have a look at emergency hormonal contraception and sexual health” and they
said to me, “That is our priority”. So we went off and we did that.” [LHB]
This point demonstrates an advantage from pharmacy being seen as part of the LHB’s wider
work.
The LHB had not done a PNA, as was the case across Wales, and this LHB staff member
reflected that it would have been overridden by the wider LHB strategy anyway, resulting in
no funding:
“That is what the health board works around, to be honest. It is. That sets the
LHB’s objectives, at a high level, and that rolls down in to the different directorates.
And if it is not in the health and well-being strategy, if it is not in what I would call the
SAFF targets - service and financial framework targets - you are not going to get
funding for it. So you could do a needs assessment and say, ‘Actually, boys, I think
we need to do this’, but it won’t have any money [Laughs]” [LHB]
Aspirations of pharmacists to provide services were also welcomed, especially when it
coincided with PCO thinking:
B: We had a meeting, didn’t we, to launch the contract and got hijacked by half a
dozen pharmacists saying, ‘We want a needle exchange scheme –‘
A: The pharmacists were asking for it.
B: They were crying out for it, and we were already thinking about it, so it just fitted
together. [A: PCO Staff]
PCO C provided an interesting insight regarding strategic practical measures to increase
services by promoting consultation areas and negotiating funding if necessary in order to
provide the right enhanced services in the right locations:
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GC: You know, did it make pharmacy more responsive, or behave differently
towards you and your service needs?
A: We’ve certainly been able to - on the private area bit. Because before we would
maybe consult with pharmacies and negotiate how they were going to appear and
be paid for all this. It gave us a bit more scope in terms of, well they should be
providing private areas in terms of local enhanced services, so therefore we weren’t
necessarily the ones to actually pick up the bills. But we would still negotiate, if
there was obviously a high area of need for us, we would still enter into negotiations
with individual pharmacies and look at that in the bigger picture. [C: PCO Staff]

8.8

Motivation to provide enhanced Services

Reasons for providing enhanced services were varied, ranging from an extension of existing
activities to a desire to fulfil all opportunities within the new contract.
Some multiple employees reported pressure from their companies to sign up for as many
enhanced services as possible, mainly for the funding stream, but others reported little
interest in non-core activities from their employers:
GC: D, how does your company deal with enhanced services?
D: Yes they have been on my case saying, "Sign up for anything going - we need to
- as much money as we can get".
GC: C?
C: I think I am the other end of the spectrum. I want to do everything but my
company said "No, you have got to get the superintendent's approval before you do
anything else" and "Why should we do this?" You know, I have to justify why I want
to do that service. [A: Pcists]
Another employee encapsulated the views of a number of employee participants that
employers and patients benefited, but there was no direct benefit to employees that
outweighed the stress of service provision:
“B: These enhanced services - the company benefits that I work for, the patient
benefits, the government benefit - I work harder… So in principle I am not for them,
but I can’t be against them because ethically I know it is a good thing to do. So I am
pressured into doing something that sticks in your gullet to be told, "You will get
extra job satisfaction out of it". "Stuff your job satisfaction! Why should I do it for free
when everybody else is getting paid, and why should I get more pressure? You deal
with my stress". [A: Pcist]

8.9

Accreditation and Monitoring

PCT D reported huge interest in training for pharmacists and staff around enhanced services:
A: We are certainly having a lot, like [name] says, we are having a lot more training
events, whether it is about public health campaigns or the enhanced services. And
the number of pharmacists that are attending B: Yes.
A: It is a good job we have got big rooms downstairs.
B: We play to a packed house! [Laughter] [D: PCO Staff]
As noted earlier, however, the new commissioning role of the PCO may jeopardise this
activity.
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PCO C reported a problem of transferability of accreditation, such that pharmacists working
across PCO boundaries needed multiple accreditation for the same service, which caused
problems for continuity of service in the face of pharmacist turnover:
“…competencies should be - or accreditation or whatever - should be
transferable…So if you are trained to do EHC in PCO C and you then go and work
in Harrow you should be able to transfer that, which you can’t at the moment. I
mean one of the problems we have around it is pharmacists moving. So you train
some pharmacists and say, “OK you can go to Boots down the road for your EHC oh no, hang on” - two weeks later then you can’t because the pharmacist isn’t
trained.” [C: PCO Staff]
Enhanced services also revealed a more general problem regarding employers’
understanding of appropriate CPD in this example, with emphasis on attending PCO service
training events regardless of other learning methods:
“A: One thing on enhanced services is that I was informed by my new area manager
that because they hadn’t really decided how to assess people’s CPD, and whether
they had done enough CPD, they were taking the viewpoint that if you had attended
all of the meetings on offer from the LHB to accredit enhanced services, they would
consider you to have done enough CPD. And conversely if you didn’t attend any of
those they would consider you to have not done enough CPD. Regardless of what
other CPD you had done and could prove you had done. Which strikes me as a little
bit unreasonable.” [A: Pcist]
PCO C made a specific point about CPD related to enhanced services, and the challenge of
ongoing monitoring once they were accredited for a service:
“Because I think one of the biggest problems is that you introduce a pharmacist they get on to an enhanced scheme, but how do you continually keep monitoring?
OK, they are participating in a service, they are getting paid for it, but are we actually
being responsible, because we are not looking at their ongoing CPD? Because
really we are not doing enough of that, because there is never enough time, or there
is something else to do.” [C: PCO Staff]
This range of concerns is perhaps to be expected within a new operating system.

8.10

The GP perspective

A typical GP reaction to a suggestion of pharmacists providing disease-specific services was
to question the pharmacist’s therapeutic skills in that area. This PCO D GP reflected that
they had spent years developing their own skills, and doubted whether pharmacists could be
at the same level:
“I don’t know whether a pharmacist could ever be qualified or experienced enough
to do that? It sounds a bit snotty, but it’s taken years for me to be trained up, and
years for my nurses to be trained up to do it, and I don’t know how you could get a
pharmacy to do that.” [D: GP]
This GP also developed a theme occurring elsewhere of what was meant by pharmacists
taking responsibility for patient care in disease-specific services, drawing a parallel for
pharmacists with a current dispute with the local hospital. The hospital was passing patients
back to GPs for prescriptions, expecting the GP to take clinical and financial responsibility for
care. Pharmacists would have to consider the same issues:
“There has been some talk about diabetes as well - but I just can’t see how they
could do it, because at the minute we’ve got this argument with the hospital when
they do monitoring, and they send the patient to us to get prescriptions, and we’re 163
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you know I’m just - particularly on the rheumatology side I just say “Absolutely no.”
You know, if you’re monitoring and dosing you should be prescribing. And I’d be
saying the same thing to the pharmacists then, “If you’re going to monitor someone
for their anti-coagulation, you should be dosing them, and therefore if you are
monitoring and dosing you should do the prescription instead of transferring the
responsibility to me”. Because the person - the doctor who signs the prescription is
responsible for any complications or side-effects, and I don’t know how you’d get
round that if, say, you know, Boots set up across PCO D an anti-coagulation
service, because none of the GPs would prescribe.” [D: GP]

8.11

Discussion

The patterns of commissioning were very similar in our PCT sample to the national picture in
many respects. Table 8.11 shows enhanced services in our sample of PCOs compared with
recent national data (Bradley et al 2006). There are some small differences in the lists of
services because of slightly different questions asked in the two surveys. The top four
services were the same: needle exchange, supervised consumption, stop smoking and
emergency hormonal contraception supply on PGD. Commissioning of ‘On demand’
medicines access services was higher in our sample (69% vs 41%) as was Prescribing
Support (34.5% vs 7.9%). It was noteworthy that 17% of our PCTs were commissioning a
Prescription Interventions service despite its inclusion in the advanced service of
MUR/Prescription Intervention. This might be because separate commissioning currently
enables wider coverage than the level of accredited pharmacies in many PCOs.
Table 8.11: Commissioning of enhanced services by sample PCOs
CP evaluation survey
% of PCOs
(n=29)

DH survey (Bradley et al 2006)
% of PCOs
(n= 216)

Needle exchange service

100

85.2

Supervised consumption

96.6

87.5

65.5

76.9

EHC PGD

72.4

69.01

‘On demand’ medicines access

69.02

41.7

Care home service

69.0

64.4

Minor ailments service

55.2

51.4

Prescribing support

34.5

Stop Smoking

1

7.9

27.6

3

63.9

CP Medication review (any)

19.2

4

13.4

Prescription intervention

17.2

-

Medicines assessment & compliance
support

13.8

17.6

Anticoagulant monitoring

3.4

2.8

Supply of gluten free products

3.4

1.9

Schools service

-

0.9

Disease specific medicines management

3.4

4.6

Out of hours

1
2

DH survey included all PGD services
Palliative care drugs service
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The extent of commissioning of some enhanced services appears to be wider then others.
There is some logic to this. The commissioning of needle exchange and palliative care
services while widespread among PCOs is limited to a smaller number of contractors in each
PCO than in supervised consumption and minor ailment schemes for example. However the
variation suggests that some PCTs have chosen to implement enhanced services such as a
minor ailment scheme or emergency hormonal contraception service across all of their
pharmacies, others have done so in selected areas. Depending on the local circumstances
and access to other services some PCTs may have identified areas of need and targeted
those. Some services might only be required from a smaller set of pharmacies, for example,
supply of palliative care drugs. Finally some contractors might decide not to provide
particular enhanced services. Needle exchange tends to depend on the contractor. There
was at least one example in the case study PCOs where a palliative care service was
perceived by pharmacists to be poorly funded and supported therefore not widely taken up.
Findings from the 2007 national survey of PCOs suggest that many PCOs are planning to
make changes to enhanced services in the coming year although in many cases details are
uncertain and some might be pilot schemes. New services which PCOs are planning to
commission include supervised consumption in tuberculosis, H.pylori breath testing, and
early pregnancy testing. Extension of existing services of smoking cessation, emergency
contraception supply and minor ailments is also being reported. A small number of services
are also being reduced in scale or withdrawn but these are fewer in number than new or
extended services. The types of services which PCOs report are being withdrawn fall into
two broad groups, small scale pilots of new services which are not subsequently rolled out,
e.g. there is a MAS in one PCT that falls into this category and older service that have been
superseded by the new contract e.g. rota or care homes services.

8.12

Summary

The commissioning of local enhanced services has expanded by around 20% since the
introduction of CPCF. The expansion has mainly been in services intended to improve
access and to support public health with the most frequently commissioned new services
being minor ailment schemes, smoking cessation and supply of emergency hormonal
contraception. There has been little innovation in the commissioning of enhanced services
since the introduction of CPCF. Although PCOs’ PNAs had identified unmet needs,
particularly in relation to the care of people with long term conditions, commissioning of
services to meet these needs rarely followed. This suggests there may be particular barriers
to including community pharmacy in care pathways for long term conditions.
Enhanced services are now widely provided with only 13% of community pharmacists
reporting that their pharmacy did not provide any and over 40% reporting that they provided
three or more. The scale of provision by individual pharmacies is variable. Clinically-based
enhanced services including clinical medication review, supplementary prescribing and
pharmaceutical care for people with long term conditions were provided by fewer than one
per cent of pharmacies.
Financial constraints and the need for local negotiation were the most commonly cited
barriers to further commissioning by PCOs. There was also some evidence of a need for
pharmacists locally to improve their skills in presenting cases to compete for scarce funding.
While it was perhaps not surprising that commissioning increased by only one fifth in the first
year of the contract it will be important to track PCO’s planned and actual commissioning of
enhanced services for the future.
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8.13

Recommendations

Develop and road test service templates for specific long term conditions as soon as possible
Gather and disseminate evidence of effectiveness and value for money of pharmacy services
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Chapter Nine
Quality

167

National evaluation of the new community pharmacy contract

9

Quality

Key points
•
•
•
•
•
•
•
•
•
•
•
•
•
•

By the end of the first year of the new contract two thirds of SHAs had done some
assessment of PCO monitoring of CPCF
SHAs used different monitoring frameworks with around three quarters using the CPCF
strategic tests
Most SHAs (three quarters) had established some type of forum for PCTs to meet and
share experience of implementation of CPCF
The extent of SHA monitoring was related to the amount of time the pharmacy lead had
available for pharmacy work
Almost all PCOs established a group to manage the monitoring of CPCF and all intended
to visit their pharmacies as part of the monitoring process
Towards the end of the second year of the contract three quarters of pharmacies
reported having had a monitoring visit
Some PCOs reported using the monitoring framework developed by Primary Care
Contracting although there seems to be considerable local variation
Benchmarking may be difficult across PCOs without greater consistency in monitoring
frameworks
There was little involvement of patients and the public in PCO monitoring processes
For PCOs with larger numbers of pharmacies, monitoring visits represent investment of a
large amount of resource in people and time. Some are visiting all and some a subsample of their pharmacies
Almost all of PCOs asked pharmacists to complete a self-assessment form and just
under half of the PCOs asked pharmacists to complete a workbook or file of supporting
evidence
The value which visits added to the paperwork completed by pharmacists was not always
clearly articulated by PCOs
Individual pharmacists accepted that visits were necessary. They were generally
perceived to be non-confrontational but some pharmacists reported feeling under
pressure to complete necessary paperwork
PCO staff felt that there is little meaningful data for them to review in relation to advanced
and enhanced services within CPCF. They contrasted this with GMS where extensive
data is available electronically and is perceived to be both more robust and meaningful

9.1

Objectives

The objectives of this part of the evaluation were to:
•
•
•

9.2

Describe SHA monitoring of implementation of CPCF in their constituent PCOs
Describe PCO quality assurance measures
Describe community pharmacists’ experience of implementing quality assurance
approaches within CPCF

SHA monitoring of implementation by PCOs

Almost two thirds (63%) of SHAs reported undertaking formal monitoring of the
implementation of CPCF. Nineteen SHAs had established a forum for PCTs to meet and
share information and experience of implementation of CPCF. Overall, 21 of the 24 SHAs
either had formal contract monitoring in place and/or had established a mechanism for PCTs
to share information and experience of implementation. Respondents varied considerably in
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the extent of their direct involvement with PCOs in relation to monitoring implementation of
the pharmacy contract, and in their knowledge of local work. This variation appeared to
mainly be due to the amount of dedicated time within the respondent’s SHA defined role that
was allocated to CPCF.
The SHAs that actively monitored contract implementation reported using two main methods:
asking PCTs to self report by questionnaire; obtaining feedback during the regular meetings
that were held with PCT representatives and sometimes a combination of the two. Table 9.1
summarises SHA monitoring activities.
Table 9.1: SHA activities in monitoring of the CPCF
SHA
respondent

1. Active
monitoring

2. Used the
strategic
tests

3. Asked
PCTs to self
report on
progress

4. Set up
PCT
forum or
group

5. Stated too
early to
assess
progress

6. Identified
possible case
study site

1

Yes

Yes

No

Yes

No

Yes

2

No

No

No

Yes

No

Yes

3

Yes

No

No

Yes

No

Yes

4

Yes

Yes

Yes

Yes

No

Yes

5

Yes

No

No

Yes

No

Yes

6

Yes

No

Yes

Yes

No

Yes

7

Yes

Yes

Yes

No

No

Yes

8

Yes

Yes

Yes

Yes

No

Yes

9

Yes

Yes

Yes

Yes

No

Yes

10

Yes

No

No

Yes

Yes

Yes

Yes

No

Yes

Yes

No

Yes

No

Yes

Yes

Yes

Yes

No

No

Yes

11

No

Yes

12

No

Yes

13

No

No

a

No
b

b

14

No

Yes

15

Yes

No

No

Yes

No

Yes

5

Yes

No

No

Yes

No

Yes

16

Yes

No

No

Yes

Yes

No

17

Yes

Yes

Yes

No

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

Yes

No

Yes

Yes

18

No

Yes

19

No

No

a

a

Yes

11

No

Yes

20

Yes

No

Yes

Yes

No

Yes

21

Yes

Yes

No

Yes

No

Yes

22

No

No

No

Yes

No

Yes

23

No

N/A to
Wales

Yes

No

No

No

a. Pharmacy lead collected data during other visits to PCTs.
b. Pharmaceutical adviser has collected information on her own initiative for her own use.
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Only five SHA respondents, all in the south of England, suggested that it was too early to be
monitoring implementation of CPCF. For two of these the respondent was doing some
monitoring informally by asking pertinent questions when visiting PCTs for other reasons.
Twelve of the SHAs undertaking monitoring reported using the strategic tests for community
pharmacy development (NatPaCT 2005), in eight cases formally and in four cases informally.
Respondents that reported their SHA did not use the tests tended to say that either they (the
SHA) or the PCTs did not perceive that tests were directly applicable to services within the
contract. These respondents thought it was difficult to understand what might represent
achievement of a test, and as a result they said that scoring PCTs accurately was difficult.
Some respondents felt there might be easier and better ways of assessing progress but did
not suggest any. The strategic tests were not used for monitoring in Wales. A Service and
Financial Framework target for numbers of MURs was the measure used there.
We had originally anticipated that SHAs would be able to report on and score progress in
individual PCTs. In practice this varied according to the respondent’s extent of involvement in
monitoring CPCF. Where they were not able to do this most respondents were able to give
an overall qualitative assessment of progress against each strategic test in their SHA.
Unsurprisingly, those SHAs that had used the strategic tests in their monitoring were more
likely to be able to attribute scores to individual PCTs. In four cases the strategic tests had
been used by the respondent during visits to PCTs, although the SHA was not formally
actively monitoring the contract.
Half of the SHAs had asked PCTs to self-report progress with implementation, and eight of
these had used the strategic tests as the basis for PCTs’ self reports. Self assessments were
thought to be of particular value where there was also a forum for PCTs to meet and discuss
progress (5 SHAs). Without this facility for benchmarking respondents perceived that some
PCTs judged themselves harshly while others were perhaps overly optimistic in their self
assessment.
A number of SHAs where PCTs had self reported stated that they felt that some of the
results may not be too accurate as some PCTs were hard on themselves while others were
perhaps overly optimistic about their own progress and therefore gave very generous scores.
As a result of the subjective nature of the assessment often no great emphasis was placed
on results unless there was a regular forum where outcomes could be discussed and
compared.
The 19 regular meetings and fora organised by SHAs for PCTs varied in their approach. In
some cases they were used purely for monitoring and information gathering. In other cases
this occurred but the process during the meeting was more supportive in that participants
could discuss progress, compare and mutually address problems and even peer review their
methods of scoring. One respondent pointed out that this helped to ensure validity of
strategic test scores and reduce the likelihood of PCTs giving themselves a score that was
too optimistic or too pessimistic. Some SHAs also arranged guest external speakers to come
to meetings to give background information to PCTs, e.g. speakers from NatPact, PSNC etc.
They were used by SHAs for data gathering and monitoring, but in many (12) cases
respondents also saw them as a supportive networking opportunity for PCTs.
Only two of the respondents described having a process for addressing any deficiencies
identified by the strategic tests.
“Each PCT was asked for an action plan to tackle implementation and scored on
essential services to find out problem areas” (SHA19)
“Although less than half have kept to the plan all have made some progress” (SHA3)
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It was not always clear how the SHAs had intended to use the results. To some extent
assessment based on the strategic tests seemed to be a ‘tick box’ exercise rather than the
basis for an action plan.
“Data collection (by the SHA) has been done from a process rather than outcome
perspective, so there is little awareness of progress towards meeting strategic tests”
(SHA6)
In considering the level of monitoring activity undertaken by SHAs it is helpful to start by
looking at the two extremes. One SHA had a structured monitoring system based upon the
strategic tests, and another SHA was at the other extreme, where no formal monitoring of
any kind was occurring. Other SHAs varied in position on a continuum between these two
points and are categorised here between 1 (high activity) and 7 (no activity).
1. Structured assessment, strategic tests used, PCTs submit data, regular group
meetings of PCTs: 1 SHA
2. Structured assessment, strategic tests used, data collection by questionnaire or
regular meetings: 6 SHAs
3. Structured assessment, strategic tests not used, data collection by questionnaire or
regular meetings: 3 SHAs
4. Structured monitoring via a regular group meeting, no use of strategic tests: 6 SHAs
Categories 5-7 are SHAs reporting no monitoring of CPCF
5. No structured process, regular supportive PCT group meetings: 4 SHAs
6. No structured process, informal monitoring by an individual: 3 SHAs
7. No activity 1 SHA
N.B. In Wales the regional offices rather than the Welsh Assembly Government carry out
structured monitoring based on SAFF targets.

9.3

Progress of implementation at PCT level against the
Strategic Tests

The involvement of SHA respondents with work on CPCF varied considerably. This was less
to do with the overall amount of time the respondent worked for the SHA (13 worked full-time
and 11 part time) and more to do with the amount of dedicated time the SHA had allocated to
pharmacy issues and CPCF. Three examples illustrate this: the person designated as
pharmacy lead at the first SHA works full time but also has other roles and hence allocated
time to CPCF is low; the pharmacy lead at the second is part time but that time is devoted to
pharmacy issues and support and monitoring are more extensive; the pharmacy lead in the
third works full time on pharmacy issues and in this SHA there has been a high level of
activity around support and monitoring. It was clear that where an individual had dedicated
time for pharmacy issues implementation support and monitoring were more substantial.
Sixteen of the designated pharmacy leads (covering 17 SHAs) were pharmacists and seven
were primary care leads. In seven cases, covering 8 SHAs the respondent had no role
around implementation and monitoring of the contract and answered the questions using
their current knowledge of the situation in PCOs within the SHA, since the SHA itself was not
actively monitoring implementation.
Nine SHA respondents were able to score individual PCTs against each strategic test, and
four were able to provide a score for progress across the SHA. Thus in total 13 respondents
reported on, and were able to score progress against the strategic tests. Table 9.2 shows the
mean value score for the seven strategic tests, and the number of scores from which the
mean was derived.
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It is important to note that five respondents felt that the gap between 2 (significant progress)
and 3 (little progress) was too wide and a number gave a score of 2/3 or 2.5. They felt a
score for ‘some’ progress would have been helpful.
Table 9.2: Mean score values against the strategic tests
1.
Identifiable
actions to
maximise
contribution
of CP to
targets

2. Use of
the CPCF
to
integrate
community
pharmacy
into the
wider NHS

3. Use of
CPCF to
improve
access,
choice and
patient
experience

4. Use of
ETP and
other IT
reforms to
underpin
the CP
contribution
to service
provision

5. Patient and
public
involvement in
implementation
and monitoring
of CPCF

6. Work
conducted
by PCO to
maximise
use and
retention
of the CP
workforce

7. Actions
taken by
the PCO
to
encourage
plurality
and
diversity
of service
provision
in primary
care

Mean
score

1.71

1.84

2.30

2.29

2.12

2.47

2.44

Scores
used
to
derive
mean

146

138

100

114

103

139

114

Rating key:
1 = Yes, definitely meets the strategic test
2 = Has made significant progress towards meeting this test
3 = Has made little progress towards meeting this test
4 = No, definitely does not meet the test
The strategic tests where respondents felt most progress had been made were numbers 1
(maximising the contribution of community pharmacy to NHS targets) and 2 (integrating
community pharmacy into the wider NHS).
Numbers 6 (workforce) and 7 (plurality and diversity of service provision) were those where
less progress had been made. Other respondents’ qualitative assessments supported the
quantitative trends.
“There has been a reasonable amount of training supported by PCTs (eg smoking
cessation, care homes) but there are no protected time schemes or locum
reimbursement” [SHA10]
“Protected learning schemes are patchy with some locum cover but are generally
low key” [SHA19]
In terms of progress by PCTs in achieving plurality and diversity of service provision most
respondents talked about the effects of Practice Based Commissioning (PBC). There was a
sense from some respondents that although pharmacy’s profile had been raised by the new
contract, this would not be sustained because of the efforts needed to develop PBC.
“There is no time for pharmacy (from the PCO) because of PBC” [SHA8]
“The move to PBC means that pharmacy is less important (to the PCO) so it has to
be clear what is expected from the community pharmacy service” [SHA13]
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In some cases community pharmacy was not involved in discussions about PBC.
“Community pharmacy is not linked into PBC. There is a need to define a way to
integrate pharmacy into PBC” [SHA13]
“The PCTs are mainly looking to pharmacy to fill gaps in care pathways. However
no extra money is available to fund services” [SHA2]
All but one of the SHA respondents were able to nominate a PCT as a possible case study
site and this was often based upon the personal knowledge of the respondent rather than a
strategic test score. The Welsh Assembly representative was unable to nominate a Local
Health Board (LHB) as detailed performance management information in Wales was
collected by the three regional offices and not reported to the WAG.

9.4

Monitoring by Primary Care Organisations

The main focus of PCO involvement in quality in CPCF is through a monitoring visit, coupled
with self-assessment strategies.
Almost all (86%) of the PCOs had established a group to manage the monitoring of the
CPCF. The PCO staff most commonly included (in over two thirds of cases) were a senior
pharmacist and representatives from primary care and clinical governance. Less than half
included members from commissioning or from public health. Patients and the public were
represented in only one quarter of cases. Most PCOs included a Professional Executive
Committee (PEC) member, often the PEC pharmacist – in only three cases was it a GP, and
over three quarters included a LPC representative. All of the PCOs planned to visit their
pharmacies as part of the monitoring process.

9.4.1

Management arrangements for monitoring at PCOs

Twenty-five (86%) of PCOs had established a group to manage the monitoring of the CPCF.
Of these twenty-five PCOs fifteen (60%) reported that the group responsible for monitoring
the CPCF was the same as the group established to manage the implementation of the
CPCF. The composition of these groups is summarised in Figure 9.1.
Twenty four (96%) of these included a senior PCO pharmacist (for example the Chief
Pharmacist or Senior Pharmaceutical Adviser), and all included a member of the professional
executive committee on this group. In nineteen of these (83%) the PEC member was a
pharmacist, in three (13%) this PEC member was a GP and in one case (4%) the PEC
member was another healthcare professional. Fifteen PCOs (60%) included a member on
the group from the “other” category, common among this other group was a member of the
PCO’s clinical governance team.
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Figure 9.1: Composition of PCO contract monitoring groups
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Involvement of PCO departments in monitoring the contract

The PCO departments represented on contract monitoring groups are shown in Figure 9.2.
Twenty-three (92%) of the monitoring groups included a representative of the primary care
department of the PCO. Twenty (80%) included a representative of the clinical governance
team and the local pharmaceutical committee, sixteen (64%) a member of the PCO finance
department, eleven (44%) a pharmacy contractor (other than the LPC representative), ten
(40%) a member of the commissioning department and nine (36%) a representative of the
public health department. Only six PCOs (24%) included a patient / public representative.
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Figure 9.2: PCO departments represented on PCO contract monitoring groups
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Involving patients and public in the development of PCT monitoring
arrangements

PCOs were asked to describe how patients and the public had been involved in developing
the planned monitoring arrangements through an open question requiring a written answer.
Some respondents reported that there were no arrangement to include patient and the public
in the process, others had consulted lay representatives through their PPI forum, PALS
manager or in one case the Centre for Health Leadership (CHL) provided input via patient
focus groups. A small number reported that they had not yet involved lay representatives but
that they hoped to do so in the future.

9.4.4

Preparing community pharmacists for the monitoring of the contract

All PCOs reported doing something to prepare community pharmacists for the monitoring of
the new contract and the methods used are shown in Figure 9.3. Twenty-five of the twentynine respondents (86%) had used mailings or newsletters to communicate with contractors,
twenty-three (79%) had liaised with the local pharmaceutical committee, twenty-two (76%)
had arranged meetings of pharmacy contractors. Sixteen (55%) undertook visits to
contractors to prepare them for monitoring. Of the four PCOs that reported taking “other”
steps to prepare contractors most had sent a checklists or questionnaire to contractor, or in
one case a clinical governance development plan.
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Figure 9.3: Methods used by PCOs to prepare community pharmacists for contract monitoring
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Methods used to support monitoring of the new contract

All PCOs responding reported that they planned to visit contractors as part of their monitoring
process. In addition to visits to community pharmacies twenty-four (86%) of PCOs reported
using self assessment questionnaire for contractors. Twelve (43%) PCOs reported using a
workbook or evidence file. Two PCOs using “other” methods including “a development
forum”, “focused newsletters” and “PCT "intelligence" e.g. complaints, good practice, incident
reports, data.”

9.4.6

Composition of monitoring visit teams

The composition of PCO teams for monitoring visits is shown in Figure 9.4. Twenty-five
(86%) of the PCOs responding reported that their monitoring visit team included a member of
the prescribing / medicines management team, twenty-two (76%) included a member of the
primary care department. Other stakeholders and department were less common, with six
(21%) of PCO reporting including the LPC or a patient representative and five (17%) another
pharmacy contractor or member of the commissioning department. One third of the PCOs
had visited all of their pharmacies by the time of the survey (just after the end of the first year
of CPCF), and 20% had not yet undertaken any visits.
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Figure 9.4: Composition of PCO teams for monitoring visits
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9.4.7

Progress and future plans for monitoring visits

Twenty-six PCOs (90%) provided data describing the number of monitoring visits undertaken
to date. Five (19%) PCOs reported having undertaken no visits at the time of the
questionnaire, two (8%) had undertaken visits to between 1% and 24% of their contractors,
four (15%) had visited between 25% and 49% of contractors, three (12%) between 50% and
74% and four (15%) between 75% and 99%. Eight (31%) PCOs had visited all contractors by
the time of the survey.
Nineteen PCOs (66%) provided data describing their plan for visits they intended to
undertake by the end of September 2006 (this being twelve months since the contractual
obligations on contractors took effect). Two PCOs reported that they had already completed
visits to all pharmacies by the time our survey took place and one of these reported that they
intended to repeat visits to all pharmacies by the end of Sept 2006. All except three PCOs
(15%) reported that they intended to have undertaken a visit with all contractors by the end of
September 2006.
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Around three quarters of pharmacists responding to the community pharmacy survey
reported that their pharmacy had had a monitoring visit from their PCT or LHB (Table 9.3).
However only 6% reported having a PPI forum visit.
Table 9.3: Monitoring and visits to pharmacies
Pharmacy has had a Public &
Patient Involvement Forum or
Community Health Council visit

Pharmacy had monitoring visit
from PCT or LHB

PCT/LHB or other appropriate
body audited pharmacy
services

9.5

Yes

34 (6.3)

No

402 (74.9)

Not sure

101 (18.8)

Total

537

Yes

414 (76.5)

No

116 (21.4)

Not sure

11 (2.0)

Total

541

Yes

285 (53.0)

No

169 (31.4)

Not sure

84 (15.6)

Total

538

Approaches to monitoring in the case study sites

The number of pharmacies in the case study PCOs ranged from 28 to 70. PCO A formulated
a self-assessment monitoring tool that included guidance and support elements for
pharmacists:
“‘Have you got everything that the specification is asking you to do? Have you got it
in place now, will it be in place in the next three months, is it going to be longer term
than that?’ And alongside that was help about, if you have not got it, where you can
get it, and what you can do to find it, or ask us. There was some sort of help within
the document. The idea was to get a picture of where they are, how long it was
going to be before they were up to date with everything, and some sort of help within
there.” [A: PCO Staff]
PCO E described how they had provided pharmacists with information and expectations from
the start of the CPCF implementation process. Meetings laid out what was expected of them,
operationalised by a review framework developed from PSNC material and other resources:
A: Number of things that were done. One was leading up to the start of the, almost
like a review visit, even before that, a number of sessions were held by the PCT for
the community pharmacies in the evening to explain to them about some of the
changes, and this was done in conjunction with the LPC. Also explaining to them
about what the, the second part was really about - the review framework, about what
the PCT would be looking at. We wrote up and came up with a complete sort of
format for the visit. I mean, a lot of that we took off the website - I think the PSNC,
and the other ones that come up with quite a lot of information. I don’t think it’s the
Department GC: Is it Primary Care Contracting?
A: That’s right, the PCC. We used a lot of their, the framework but some of it we sort
of tailored to our needs. We wrote up the full process, explaining very clearly to all
the community pharmacies the process of the review visits starting from the point of
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them getting their SOPs - the Standard Operating Procedures – ready. Which ones
were almost expected for them to be there, given the full assurance framework to
look at, because we were quite clear, you know, we wanted them to know in
advance what we were going to do. [E: PCO Staff]
This PCO employee was therefore very positive about changes that he perceived as a result
of CPCF monitoring visits. Sometimes there had been conflict with contractors, but this had
resulted in positive progress in staff training, disability access, and the provision of
consultation areas:
I think it’s - it’s just my feeling, because you know, we go on the, especially since we
started the assessment reviews the engagement has certainly increased
considerably, and the pharmacies are quite clear about our position. And also what
the reviews have done has enabled us to change pharmacies, so it has been very
positive. In one case, there was a bit of argy bargy with us, we weren’t satisfied and
we sort of pointed out it wasn’t just the review visit that would make a difference but
it was also part of their contract, and things changed completely in that pharmacy.
GC: Do you want to be a bit more specific? Not about the pharmacy, but about what
kind of things is it that changed?
A: Number one I think is part of the education of their staff, that’s changed, I’ve seen
it from last year to this year. Number two is the pharmacy layout as well, from
disability access - that’s changed because they have, many of them have changed
the way they lay their counters out. Small things like the holding of the controlled
drugs - in a few places we found, I would say sort of slip shod methods. They were
all changed and brought it up to date and as, the other advantage was at the same
time the medicines use review which is coming in - I think it is an advanced service they all started to create their little room to discuss with patients. So, you know,
certainly it has had a big impact. [E: PCO Staff]
Another PCO had received negative feedback from pharmacists about the first round of
monitoring.
“The first year that we did the monitoring, because we gave them a monitoring folder
and we wanted a lot of evidence in there and there was a lot of complaints that, with
the huge amount of work that they had to put into it, particularly from the
independents” [B: PCO Staff]
The staff due to go on visits had wanted to see the pharmacy’s folder in advance to identify
the questions they would need to ask but found this was not well received.
“Some of the pharmacists wouldn’t give us their folder and we wanted it beforehand
so that we knew what questions to ask. And some of the pharmacists said that they
couldn’t give us the folders and some of it was commercially sensitive information
and things like that so they wouldn’t give us it. But it helped reduce the length of the
visit if we were prepared and knew what to ask.” [B: PCO Staff]
One PCO made a comparison with GMS, whose monitoring system involved more resources
and had more data routinely available in electronic systems:
A: And they have a robust visit - a team of people that go and spend half a day
there. All the different aspects of the contract, there is like a self assessment thing
and they have to provide proof to the monitoring team that they are actually doing it.
So it is far more in-depth and detailed.
B: It’s much more robust. And we also get the feedback off the computer systems as
well, don’t we?
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A: Yes we get information off the computer systems, electronic, you know. [A:PCO
Staff]

9.6

Monitoring visits to pharmacies

The monitoring visit schedule variations mean that some pharmacists at the time of the study
had not yet been visited, and some had had two visits, so the experience and perception
varied widely.
There was little fundamental resistance from pharmacists to the concept of being monitored
by the PCO – some considered it to be like other visits e.g. RPSGB inspector:
“A: I don’t think it is any different to our visit from the superintendent's office or from
the inspector, or from the drug inspector, or drug squad inspector, or whatever it is,
you know. It is just another check which is I guess not a negative thing. Especially
because if we are not understanding the new contract well, some of the
requirements, and they have led us to believe that initially these visits will be to
facilitate our compliance rather than hitting us with things. However, how that will
develop once they have told us what we are supposed to do once is another
question.” [A: Pcists]
Many PCO and pharmacist participants reported that initial visits were meant to be
supportive, not punitive.
Some, however, felt that they had been under pressure, and felt more ‘policed’:
A: Did you feel like they are policing you?
B: They are, in a way.
A: Did you find it confrontational?
B: It was something which bore a lot of pressure on us to achieve all the
requirements.
C: Pressure, absolutely.
B: Especially the timeframe and lack of support beforehand and what was required.
A lot of the stuff which we had to do was tremendous. I am amazed at how
community pharmacy has coped under such extreme circumstances. [C: Pcists]
Pharmacists who had experienced two rounds of visits commented that, following the first indepth visit, they had invested more time in preparation and almost felt cheated when the visit
was much shorter and less probing:
“I had the same issues, the company even gave me a day off so I could prepare for
my PCT. Last year I put a lot of effort into it and they were there for 3.5 hours. And
we didn’t have any criticisms and got a very nice report. One of the other
pharmacies got torn to shreds. This year it was all over in 35 minutes, and I also felt
deflated.” [B: Pcist]
Another pharmacist commented that they had hoped for constructive criticism and feedback
that had not yet materialised:
“The monitoring visit that we had from the PCT was good, but I don’t think we got a
lot out of it. They were very nice and it all went really well - and perhaps that’s
because we were organised, I don’t know – but there wasn’t much coming from the
PCT like suggestions, and we haven’t had any feedback yet. We were told - I think it
was about the 8th of February - and we were told that we would get feedback and I
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have not received anything yet, so that would be quite nice to see where we could
improve.” [D: Pcist]
Considering whether the monitoring methods are meaningful to pharmacists, and therefore of
value to comply with, several pharmacists referred to a ‘tick-box mentality’ to prove what they
have always done:
“They want a lot more evidence, so that we can prove that we actually do it.
Because I think pharmacists, as long as I have known it, we have always given
advice at the counter on various ailments or we have told people with antibiotics to
take the full course. It seems we have to tick boxes now to prove that we do these
things.” [D: Pcist]
The schedule of visits had been developed by PCO A to have random sampling, but they
found that they were hitting all pharmacies from multiples where the same area manager
would be present to answer on behalf of the company, rather than perhaps the managing
pharmacist:
“Well at first, because we were aware that we needed to start doing actually visiting
practices, the pharmacies, we randomly selected pharmacies between (area x) and
(Area y). At first we randomly selected them and then we realised that, because of
the multiples that we didn’t want to be visiting because you have the same area
manager at each one saying the same thing. So we then tried to look at the different
multiples, you know - different chains and the independently-run pharmacies - and
choose from, from the list really, so that we weren’t visiting all of the same.” [A: PCO
Staff]
Another PCO had decided that in the second year of visits they would visit a sub-sample of
pharmacies and the LPC minutes noted the likely candidates:
The selection process for visits is now likely to be a cross-section. Those most likely
to get an early visit will be the ones appearing to be struggling, those who appear
too good to be true and those who do not return the self-assessment form. [D: LPC
minutes]
Questioning about capacity in the PCO to deliver the monitoring strategy revealed that it was
concentrated upon two or three people:
GC: I am particularly interested in trying to get a handle on how much resources the
LHB has put in to monitoring the contract: how many people have been involved?
A: Well there is the implementation manager, and then it’s become part of my role
within clinical governance. When you look at - so it’s not really - It’s a very small part
of my role, but it is becoming very time consuming… I know that [name] who is
Head of Pharmacy Medicines Management has dedicated a lot of her time to it, but
that’s it really. [A: PCO Staff]
PCO E, despite many reports of positive progress made earlier, reflected upon the burden on
PCOs regarding CPCF monitoring. They felt this had not been sufficiently taken into account
by the Department of Health:
“From our point of view it had quite a lot of involvement from the PCT and I don’t
think - in some ways, from the PCT’s point of view, we don’t think the Department of
Health took all that into consideration. It was all about the pharmacies. It wasn’t
about, you know, from the PCT, it was almost like dumping – “The PCTs will do all
this” - without any thought about the workload involvement. And I’ve got, there’s a
support manager involved in the, sort of managing the whole process, because the
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process is - I’m not saying complex, but it is relatively in-depth. It takes, I would say,
about roughly about three-quarters of the time of the support manager just to run the
- Because if you look in (area z) we have got about 66 / 67 community pharmacies,
and we are doing the contract reviews over a period of two years, so it’s - And it’s
got to fit in with the cycle of the GPs’ quality and outcomes framework, so the
workload is considerable. [E: PCO Staff)]
PCT B described efforts to include a lay perspective in their visits. They had even persuaded
the Chief Executive to attend some visits. This had served the dual purpose of providing
more capacity for covering all the visits and raising awareness of wider PCT staff of
community pharmacy activity:
“Well last year, when we first did it, three people did it because we had a lay
member went on visits and a clinical governance pharmacist and then one other,
and it was sometimes - the Chief Exec went on a couple. [Name], who used to
manage primary care, he did a few. And it was to try and - for them to find out what
was happening in community pharmacy, but also it helped us manage the process
because there were quite a few pharmacies to cover. So - and it was quite useful
having a lay person because she asked questions about - even though it wasn’t sort
of part of the contract - but things like cleanliness and “Is it just generally tidy?
Would you like to take your prescription there?” it was quite useful to have a lay
person doing some of the visits.” [B: PCO Staff]

9.7

SHA and PCO perspectives

The monitoring process itself was cited by both SHA and PCO respondents as a positive
aspect of the new contract. SHA leads were particularly positive where an agreed framework
had been used across the SHA area. The contract and monitoring visits were also perceived
to have had benefits in building relationships with local contractors.
“Monitoring – because it makes pharmacies make sure they have processes and
standards, and makes them think about services and quality” [PCO20]
“This (monitoring visits) initially caused fear that has given way to relief and
appreciation” [SHA22]
PCO respondents said that the contract would ensure more consistent services and working
practices across the community pharmacies in the PCT.
“Clarifies contractual obligations” [PCO29]
“Ensures robust mechanisms are in place for clinical governance” [PCO2]
“Clear clinical governance standards and monitoring framework” [PCO21]
Some respondents also thought that PCTs would be able to take action where standards
were not met. However this was an area where respondents disagreed, with some seeing
the contract as providing a mechanism for action where needed.
“Provides the Trust with the ‘power’ to facilitate improvements in practice” [PCO31]
While others appeared to feel unsure whether and what the PCO could do if monitoring
showed that some services were not being provided.
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“No clarity on how to enforce non-compliance, for example if records are not
completed or campaigns are not undertaken – what can you do to progress?”
[PCO4]
“Include recommendation / advice on action if ‘failing to provide’” [PCO3]
Some PCO reflections revealed that CPCF was considered a “toothless” contract in terms of
monitoring levers for the PCO.
Some PCO employees referred to their inability to impose sanctions on a pharmacy not
providing an essential service:
A: And if I know we are running a campaign on smoking cessation I pop in to a
pharmacy locally and, if none of the stuff is there, you stand there and you think,
‘Well why isn’t the campaign running?’ And I come back to work and say, ‘This
contract hasn’t - but what can you do? You can’t close a pharmacy because it is not
running a campaign that it should be running. But at the end of the day we have
triedB: We are paying them to deliver that.
A: We are paying them to deliver that and they are not doing it.
B: It is part of the contract. It is almost toothless, isn’t it? there are no teeth to back
it up. [A: PCO Staff]
Another PCO employee felt that more basic pharmacy standards had not been improved,
and that CPCF gave them no basis for insisting on action:
“I had hoped that it was going to raise more standards than it did. I think we’ve still
got a few community pharmacies that aren’t what I would call a nice place to go in
and have your prescription dispensed. And I had hoped that there’d be more teeth
in the contract for us, as PCTs, to say “Well, we’re not happy with this, we’re not
happy with that”. We seem to be quite hands-tied about what we can do about
standards, and I had hoped that the new contract would have improved standards
more than it has.” [B: PCO Staff]
Others felt that it had given PCOs some sense of control over the calibre of contractors that
could operate in their area:
“The fitness to practise I would say was a sensible move, because now you can
have an idea of if you have any bad apples in the barrel, you need to know about
them. And it just gives you a feeling of confidence, I suppose, that you have at least
checked that the bodies corporate moving in are the kind of people you want to be
operating pharmacies in your area.” [C: PCO Staff]

9.8

Other PCT monitoring issues

PCOs found a particular challenge in monitoring 100-hour pharmacies for opening times, as
it necessitates either going to the pharmacy out of hours or waiting for a patient complaint,
neither of which are ideal:
B: Well the other thing is monitoring it. Am I going to get up at seven o’clock on a
Saturday morning to check they are open, you know? No.
D: There are not really any regulations that allow you to monitor it. You can request
time sheets and stuff, but then there is no guarantee there.
B: No, absolutely. The only way to monitor it is to go and knock on the door.
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D: You have to wait for a patient - you have to wait for complaints, really. [C: PCO
Staff]
PCOs had difficulty in monitoring MUR accreditation for pharmacists, not least because
some pharmacists thought that submitting their certificate to a neighbouring PCO meant that
it was then logged nationally. Another issue was the turnover of pharmacists in multiples that
might lead to gaps in service provision:
A: But we do go through and we look at which pharmacy, the names of the
pharmacists that are carrying out the MURs. They should have all sent [name] a
copy of their MUR accreditation, and we are finding they haven’t, and we think they
just don’t understand the regulations.
B: We think that if they have submitted their certificate to Sheffield PCT, that it is
OK.
A: That it is logged nationally somewhere.
B: Without a national database we don’t know who can actually do MURs.
A: We think a national database would help. Just like if we go out and the
pharmacist hasn’t got the certificate there, we can check up with the Pharmaceutical
Society online to check that all is well. And so in fact some of the multiples are
starting to say to us, “This person has left us now, do we look at reclaiming the
money?” If they have done the accreditation, as [name] says, it can be bad enough,
but we don’t know they have even done that.
B: If they can’t evidence it, it is an issue. That is probably an audit issue for us. [D:
PCO Staff]
This difficulty in monitoring accreditation also pertains to enhanced services and is discussed
in that context in the earlier chapter on Enhanced services.

9.9

Recording and flow of Information

The paucity of meaningful data flows between community pharmacy and other stakeholders
runs as a theme through this study. In this context, PCOs highlighted the difficulty with which
data is obtained upon which to make quality judgements, both from the community
pharmacists having to collect it before the visit and wider data from enhanced services and
MUR.
Pharmacists were rushing to complete documentation before/during the visit rather than
collecting evidence through the year. They complained to the PCO that they did not have
time to complete this work:
A: But I do agree that they did feel that it was a tremendous amount of work. I mean
technically we gave them at least six weeks to complete the paperwork, send it in to
us, and I think some of them may have thought, well, they needed more. But you are
basically then saying, “Well, actually the contract has already been embedded for
about seven, eight months - you should really have done this, started this process
seven months ago, not just when we are sending you documentation to say, ‘Right
we are coming in to do a visit’”. And then they are scurrying around for the six weeks
before we get there to, you know, make sure that they’re B: Or even when we get there! [Laughter]
A: Yes. To make sure that the work has been up and done. And then they will say,
“Oh I didn’t have enough time”. “Well actually this contract has been around since
April 05 - it is now, you know, May 06”. [C: PCO Staff]
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PCOs were operating with very little data available from pharmacy services:
A: Yes, it is far more than what - we get actually very little information into the LHB
from the community pharmacies: we get nothing, in fact, currently. Apart from the
enhanced service, we process very little data.
B: The enhanced service that we process, and the MUR figures. Nothing. [A: PCO
Staff]
They reflected that electronic data capture, such as that available from GP IT systems, would
be helpful:
“It would be lovely to go in to a pharmacy and say, “Right we want to see some
examples of where you have made an intervention”. “Oh yes, here you go”. We
have got a read code for it, pull it up, and there are a list of patients that they have
actually spoken to about smoking cessation advice. But it doesn’t exist.” [A: PCO
Staff]
There were parts of essential services that PCOs had not monitored.
“What we haven’t done is audited how well they found that pack (signposting),
whether they’ve actually used it - we haven’t done that. That probably would have
been a useful thing to do, because some people might just put it on the shelf and
have forgotten they’ve got it.” [B: PCO Staff]

9.9.1

Findings from the 2007 national PCO survey

Many PCTs are adjusting their monitoring process based on their initial experience and a
small number have not yet carried out monitoring. Some PCOs used the first year as a
baseline assessment and are increasing the level of monitoring while others are reducing it.
The main issues identified from the initial monitoring process were lack of SOPs or staff not
working to them and poor appreciation of clinical governance, including issues with audit and
staff training. Strategies for revised monitoring processes include targeting monitoring visits
(for example visiting only “struggling” pharmacies), using a wider team to carry out visits, and
extending self assessment. Most PCOs appeared to view the original14 monitoring framework
produced by Primary Care Contracting (PCC) as satisfactory and there were some
suggestions for change. These included guidance on what to do when community
pharmacies are not meeting the required criteria, and developing quality criteria (a pharmacy
QOF).

9.10

Summary

Almost all of the PCOs set up a group to oversee the monitoring of CPCF and all of the
PCOs intended to use visits to pharmacies as part of their monitoring. Community
pharmacists reported that the paperwork associated with PCO monitoring was considerable.
Both pharmacists and PCO staff accepted that monitoring visits were probably necessary
and potentially useful. Pharmacists often perceived that the monitoring process was to do
with “ticking boxes” and some reported receiving little feedback. PCO staff felt that the
monitoring process was not able to meaningfully assess the quality of advanced or enhanced
services. In this respect they compared CPCF unfavourably with GMS where more
information is available linked to possible patient outcomes. The lack of electronically
available information on CPCF made the monitoring process cumbersome and time
consuming for both pharmacists and PCOs. The amount of resource invested in monitoring
visits by PCOs has clearly been substantial and for PCOs with larger numbers of pharmacies
a visit to each might not be feasible. In the second year some PCOs were adjusting their
14

A revised Community Pharmacy Assurance Framework was issued by Primary Care Contracting in
August 2007 and our respondents were referring to the previous version
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strategies and sampling pharmacies according to specific criteria, or establishing a cycle of
visits over a two year period rather than visiting all each year. The PCOs did not articulate
what they thought pharmacy visits added to the documentation that pharmacies completed
for monitoring.
Two thirds of SHAs had done some sort of monitoring of implementation of CPCF by PCOs
across their patch during the first year of the contract. Frameworks were used by SHAs for
monitoring, about half of which were based on the CPCF strategic tests. Most SHAs had set
up a forum for PCTs to meet and discuss progress with implementation. It was unclear what
action SHAs took where gaps were found in progress in individual PCTs. There were some
SHAs where PCOs had agreed a framework for monitoring but the more common approach
seems to be for individual PCOs to develop their own framework based on the Primary Care
Contracting resource. The level of individual variation between PCOs is likely to make
meaningful comparisons and benchmarking a challenge.

9.11

Recommendations

Continue to review the quality assurance framework in the light of PCO experience with a
view to streamlining the processes
Good practice in local monitoring is identified and shared
Make active use of the new strategic tests for community pharmacy development in
monitoring PCO progress
Require PCOs to produce action plans for areas where progress is inadequate
To increase consistency of monitoring across PCOs, develop a dashboard / balanced
scorecard for reporting monitoring data to the SHA
Require PCOs to make an annual return on funds invested in CPCF covering Advanced
and Enhanced services, also PNA and support provided
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Chapter Ten
Integration and Collaboration
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10

Integration and collaboration

Key points
•
•
•
•
•
•
•

•
•
•
•

Most participants in the evaluation thought that CPCF had the potential to increase the
integration of community pharmacy into primary care
However in practice CPCF has had little effect on inter-professional working between
community pharmacists and GPs so far
Over 80% of pharmacists said that there had been no change in their contact with GPs
since the new contract and this was the case for a similar percentage of pharmacists
providing MURs
Only one in three PCOs were aware of any regular contact occurring between the local
pharmaceutical and medical committees
GPs identified some areas where they saw opportunities for closer working with
community pharmacists, particularly in pharmacists enquiring about compliance and
making changes to make repeat prescription supplies more efficient and less wasteful
GPs also expressed concern about the potential for increased workload if pharmacists
did not assume greater responsibility for completing episodes of care
In the majority of cases the pharmacist communicates with the GP about MUR
recommendations through the documentation rather than personal contact. While this is
perhaps inevitable it provides no opportunity for inter-professional discussion about
patient needs
Pharmacists’ lack of access to patient records diminishes the potential value of some
interventions and means there is no shared understanding with the GP of the relevant
patient history
40% of community pharmacists now feel more a part of their PCO
In at least some PCOs the CPCF and PNA have led to closer working between members
of the pharmacy team and those in other parts of the PCO, particularly in public health
Pharmacy’s visibility in PCO documents for internal and external audiences is variable
between PCOs and may be an indicator of integration

This section aims to look at the impact of CPCF on inter-professional working and
relationships within the primary health care team.

10.1

Objectives

The objectives of this part of the evaluation were to:
•
•
•

Describe the effects of the new contract on inter-professional working between
community pharmacists and GPs
Describe the effects of the new contract on the relationship between the PCO and
local community pharmacies
Describe the effects of the new contract on integration of the pharmacy team and
work programme within the PCO

10.2

Results

10.2.1

Inter-professional working between pharmacists and GPs

The community pharmacy survey provided a picture of the interprofessional contact between
pharmacists and GPs. As might be expected, most respondents (88%) indicated that they
have professional contact with GPs (Table 10.1). However the majority of those (80%)
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stipulated that their involvement has remained ‘much the same’ since the introduction of the
‘new contract’ and only 18% said it had increased.
Table 10.1: Extent and nature of contact between community pharmacists and GPs
Question

Details

N=543/762
n (%)

Have professional
contact with local GPs

What for

Since the ‘new contract’
how would you describe
your involvement with
local GPs

Yes

470 (88)

No

63 (12)

Total

533

Prescription queries

88 (19)

Patient query

3 (0.6)

MUR

3 (0.6)

Combination

372 (79.8)

Total

467

Increased

130 (18)

Decreased

16 (2)

Much the same

590 (80)

Total

736

PCOs in the case study sites felt that CPCF provided an opportunity for community
pharmacy to integrate into the primary health care team:
“Well I was really pleased with the new contract because community pharmacy has
always been in isolation away from the rest of the primary care team. Very much
thought of as shopkeepers, and we really had no local services developed at all. So
it was great to get the new contract.” [A: PCO Staff]
However the experience of community pharmacists so far is that little has changed. In the
community pharmacy survey 11% of the responses to an open question on barriers to
implementation identified GPs.
“GP involvement and acceptance” P8
“Cross professional barriers - as a community pharmacist there is still a jump into
NHS based services, many GPs still view community pharmacists as shopkeepers”
P47
“GPs have no interest in new services. I have tried to recruit to repeat dispensing
but everyone has been turned down at the surgery” P70
“Lack of enthusiasm from local doctors to our MURs” P98
“Contract seems to have been developed in isolation – although supposed to
increase collaboration between professions other professions not aware of and don’t
necessarily want to engage with our new contractual arrangements” P149
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“GPs blocking enhanced services and PCT using money elsewhere” P501
PCO respondents were asked in the survey about local contact between community
pharmacy and general practice to discuss contract issues. This was an open question
requiring a written response. Eight PCO respondents said they were unsure what the level of
contact was between community pharmacy and general practice locally and six did not
answer this question. There was reported to be no contact in five PCOs. There were regular
meetings in which the LPC and LMC were involved in five PCOs. The different forms of
contact and their frequency are summarised below.
Table 10.2: Contact between LPCs and LMCs
LPC members and/or officer attends LMC meetings and/or vice versa

3

Joint officers meeting of LPC/LMC

2

Ad hoc / occasional LPC/LMC meeting

2

Verbal liaison

1

Contact but unspecified

2

No contact

5

Don’t know

8

No answer

6

Two of the PCOs described their arrangements for regular meetings.
“Pharmaceutical advisers and LPC were recently invited to an LMC meeting (May
06). This was very successful and joint meetings are likely to take place 3-4 times a
year” [PCO 6]
“There is a joint officers group for LPC/LMC/LDC in (Area)” [PCO 7]
Thus ten of our PCT respondents reported a local mechanism for contact between
community pharmacy and general practice and five reported there was no such contact. In
the remaining fourteen PCOs the respondent either was unsure or simply did not answer the
question. Although it is possible that there are arrangements for local contact in at least
some of these areas it is noteworthy that the PCO respondents were unaware of it. The
overall impression is not one of a high level of local contact between community pharmacy
and general practice.
It was perceived by PCO staff that CPCF had not in itself affected relationships between
pharmacists and GPs. Strong relationships remained strong: others were non-existent:
B: I think the ones that work closely together work closely together anyway, and the
ones that didn’t, didn’t - and that is still the case. I know there are still pharmacists
and GPs that don’t talk to each other.
C: There are trust issues, aren’t there?
B: Yes.
C: Trust issues. GPs don’t all trust pharmacists and pharmacists I imagine probably
don’t trust GPs.
B: Yes, you’re probably right! [Laughter] [C: PCO Staff]
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Many stakeholders described dilemmas relating to location. There was a general consensus
that in locations where you could relate one practice to one pharmacy good relationships
thrived:
“Where you have got one surgery that has one pharmacy with it, you tend to have
better relationships. Where you have got one surgery and there are five pharmacies
it tends to be far more fragmented. And my personal opinion is every surgery
should have a community pharmacy and they should be linked up. Because you
have immediately got a relationship with somebody and for the GP - it is like
anybody, you have to develop a relationship of trust to be able to want to speak to
somebody. If you are very busy and somebody rings up and they think, ’Oh the
pharmacist again’, but if it is somebody that they know - who they have meetings
with outside - they are far more likely to take that call and be more supportive.” [A:
PCO Staff]
Would co-location be the ideal? Some participants cited instances where common premises
worked well:
“From my limited experience, I would say that we have one that is working very very
well, one system. She works for a multiple, she was previously a prescribing
support pharmacist, a practice pharmacist. They’re very closely – I think it is almost
on the premises, isn’t it, in [location]? Where that is a very very close working
relationship, they can pop in and that works very well.” [D: PCO Staff]
Others disagreed, citing personal experience that high volume dispensing pharmacies in
health centres are still bound by the volume and do not have time for building relationships:
A: There seems to be a move towards health centres, and pharmacies applying to
go in to health centres. And surely if they are right beside each other they then have
to work together?
B: Well no, we have got them in the [name] Health Centre and I did the locum in
there one morning and it was a nightmare, just a production line, you don’t have
time to think. All you are doing is prescriptions, prescriptions, prescriptions, and the
pharmacist and the GPs they don’t really have any interaction at all. Which is a real
shame. [C: PCO Staff]
Whatever the situation, good communication is paramount. This GP describes the
participation of his local pharmacist in regular training events:
“Once a month on a Thursday afternoon we have training events, where primary
care shuts down basically, and this afternoon it happened to be ours and we were
doing it on prescribing, and so we actually invited our local pharmacist in to discuss
what he is doing, what he wants to do and so on…” [D: GP]
Another pharmacist, however, is not able to get cover to visit the practice:
“D: Maybe the fact that it is now - that any communication with surgeries are now
vaguely formalised on a particular form, whether it be an intervention or referral form
or an MUR form, it is written rather than scribbled on a piece of paper or a phone
communication. It might gain us a little bit more respect, but I myself - I have never
managed to go and see a GP for professional matters, purely because I have got to
be in pharmacy premises from 9 till 5.30.” [A: Pcist]
The consensus seemed to be that attendance at practice meetings was a very positive factor
in the Pharmacist-GP relationship, and more likely to promote feedback about pharmacy
services:
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“Unfortunately in the communications between the pharmacists and the GP there is
not that much feedback coming round, which is something that I’d like to see. I
mean, I am in the lucky position where I do attend practice meetings and I get
something back but, talking to colleagues, there isn’t that much feedback from the
GPs to tell us how they feel about what we do.” [C: Pcists]
Sometimes intermediaries are used in this relationship. This GP delegates all community
pharmacy queries to a member of staff:
“From my point of view, I don’t really have much contact with the pharmacists. They
do contact us if there are problems with prescriptions, and that does seem to
happen reasonably - I wouldn’t say regularly, but I would assume fairly efficiently but, there has been a few changes, because we have a big [supermarket] pharmacy
near us and I think they have had trouble with staffing, so there has not been a
consistent member of staff there. And it’s more the computer staff who do the
Nomad prescriptions - they have a lot of contact with the people that do, the
pharmacists that do deliveries locally, and that’s our main contact really, arranging
deliveries of prescriptions for patients. And one of the pharmacists has also been
supplying us with Zoladex and things like that, but that is more - the practice
manager’s been dealing with [that]. But as a GP, I find I don’t have that much
contact with pharmacists.” [D: GP]
In another case, PCO staff find themselves advocating for pharmacists with GPs, which – in
this case - they do not see as a problem:
“We have e-mails coming in now in pharmacy so I am now getting e-mails from
them. So it is getting better but I think they are linking with us rather than with the
GPs. And one of the things that I do think is that they will come to me with a
problem and say, ‘I am having a problem with this GP’, as an intermediary almost.
Which is not a bad thing” [A: PCO Staff]
GPs report a frustration with poor documentation that lacks clarity of action needed by them.
This could lead to unnecessary consultations:
“The other thing is to make it clear to us what they have told the patient. You know,
sometimes you get “See the doctor about such and such” And you think “Well, do
you want me to contact the patient?” “Do you want - is the patient making an
appointment?” I think we need to be careful about - you know, everything saying
about going to the doctors. It just makes more work, perhaps for no good reason.”
[D: GP]
“We were getting messages back and forth from the pharmacy and it just wasn’t
happening. So I would say if this is part of their contract to provide the service in the
first place, then I think there needs to be a completion of the circuit here. It won’t
happen with many patients but where it does have to happen it really does need to
work properly.” [B: GP]
One pharmacist recognised that GPs have their own contractual changes to address, which
would make meaningful engagement difficult:
GC: Do you feel the contract has helped to get you integrated at all with your
doctors more, so that you are more involved with their contract and they are more
involved with your contract, or is it A: Not particularly, because I think that they are so engrossed in the changes that
have occurred in their own contract, and the preparation for practice-based
commissioning that, potentially, we give them extra work in the paperwork – [D:
Pcist]
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In order to gain the attention of GPs, they need to see benefit from the relationship:
“So if GPs can see that they are going to benefit from it, either the pharmacy is
going to help with their workload - Not that there is money, I am not saying that, but
if they can see there is a reason.” [A: PCO Staff]
And the last thing they need to perceive is that extra work will be created:
“I think GPs do appreciate the pharmacy, the community pharmacy input, but I don’t
think they want the added engagement, because I think they are seeing it that “The
more we engage, the more work that comes out of it”, so I think it’s that, rather than
completely saying “They just add work” or “They’re useless” - that’s all.” [E: PCO
Staff]
“Everyone’s got their remit, you know. Pharmacists dispense medicines and check
that they are appropriate, nurses do whatever they do, but in terms of the final
decision about treatment and the responsibility for follow-up and for, you know, sideeffects and all these things - that has always been in the hands of doctors.” [C: GP]
“That is one of the particular difficulties with the pharmacists’ extended role, they
don’t actually look after patients really in the way that we do, so they don’t really
know the in’s and out’s of every patient’s case. And clearly they are professionals in
their own right, but they are coming at it from a different angle, and so there is just
as - sometimes expectations are raised in patients or things, I’m not sure it
necessarily runs in a terribly parallel way sometimes with what we are doing, in
terms of patient management.” [B: GP]

10.2.2

Opportunities for closer working

Many GP respondents had noticed changes, both in premises and in the pharmacist’s
approach to their role:
“Sort of increased services, that sort of thing, people doing more things than they
used to, particularly with regard to drug reviews and that sort of thing.” [B: GP]
“I am aware of the changes which have happened, and I believe it is actually
reflected in the local pharmacy providers, really. Changes done to not only the
structure of the pharmacy, but also their involvement with the patients has
improved”. [C: GP]
“And I think that there are three main areas - possibly four - where I’ve seen
changes. First with the repeat dispensing system, and that has had to bring them
on board, and I think that has been useful for us in terms of signing fewer scripts but
I am not sure if it has benefited anybody as well as we all hoped it might do. The
other area which I think there has been benefits is sorting out dosette boxes, and
getting vulnerable patients at home who struggle with their medication getting the
pharmacist involved there. They have always been reluctant to get involved before
the contract, because there was no money in it for them, and it was a lot of extra
work, and a lot of them just said “No”, but now - as the contract has progressed they realise that actually there is money in it for them and they are now going out to
assess people’s medication requirements, they are getting more involved there,
which I think has been useful.” [D: GP]
One GP had noticed a change in the local pharmacist, but was not aware that a new contract
might be responsible for that change. Nevertheless, the change had led to good progress:
“Clearly the change has taken place, but I wasn’t aware of it from the pharmacist,
but certainly I am aware of the different ways in which we work not fully realising that
- what that was motivated by. But, on the whole, we have a much more close
relationship in the last couple of years with the pharmacist than we did before, and
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that’s been very useful for us in terms of treating our patients, changing medications,
and organising prescription collections, and doing repeat dispensing. I mean,
everything on the whole has been quite positive: I have got very little negative
feedback certainly from certainly our local pharmacist, and I think there has been
lots of good progress.” [C: GP]
Other GPs who had noticed less change commented that patients might be getting more
benefit from the changes than they could recognise:
“I think the main thing is that we don’t perceive it [CPCF] as being a great deal of
use, but it may be for the pharmacy - the new pharmacy contract - but it may be that
we are not aware of it from patients’ point of view and perhaps they may be getting a
lot more value out of it than we perceive.” [D: GP]
Many GPs in the case study areas independently expressed a wish to engage with
pharmacists to explore compliance with medicines in their patients. They felt that the
pharmacist had a unique perspective on the fate of the prescription and its intent after it left
the surgery, and patients might be more honest with the pharmacist about difficulties in
adhering to treatment:
“Things like checking that patients are actually taking what we give them, and they
are not hoarding piles of them at home and are just not taking them, so that would
be really, really useful. We know that the patients do this.” [B: GP]
A: If we have given somebody, you know, tablets that we think they are taking them
everyday and the pharmacist says “No, they have only taken it twice”, for example,
that would be useful information for us.
GC: Are there any particular groups of patients where you suspect that might be
more useful? You know, somewhere to start - any particular disease groups or
anything?
A: Erm [pause] I’d probably look at sort of, I think probably people from all different
ages and groups are non-compliant with their medication, but for different reasons.
But if you are going to start - basically you think who is going to be the most likely to
not be compliant, or to have issues, I would probably say it’s going to be young
diabetics, for example. People who are too early to have complications with
diabetes, yet are not too careful with their blood sugar, yet take the prescriptions
regularly but we don’t know whether they take the medicine or not. That might be
one to start. [C: GP]
“I think - I mean, obviously compliance is a big issue with a lot of the patients,
although naturally the ones that don’t comply are the ones that don’t come to the
pharmacist or us but they are always a problem. But I think if they could pick up on
stuff like that, and try and encourage compliance that would be great and hopefully it
might be one of the things that might come from this pharmacy review process.” [D:
GP]
PCOs also supported this kind of effort to improve patient care and reduce waste, hoping
that pharmacists could build on something well within their core expertise to engender trust
among GPs:
“And I think that would be a really, really good single way of pharmacists building on
that relationship with GPs. Because as far as medicines management, concordance,
compliance, whatever – when you’re working in a community pharmacy it doesn’t
cross your mind. And in dose synchronisation – you know, anything like that would
be a start. And address some of the budgets, and all sorts of things like that. So why
can’t they start with the simple things like that - before the INR testing or whatever
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else – and show the GPs what they can do on the simple things first?” [B: PCO
Staff]
Whether pharmacists would feel that such a compliance-checking service is attractive, or
beneath their aspirations, could not be explored within this study but it merits further
attention.
Discussion relating to relationships with other members of the team was scant, but isolated
examples were positive. PCO A pharmacists were collaborating with smoking cessation
nurses on an enhanced smoking cessation service. Indeed, accreditation meetings included
all primary care professionals in the service so that was facilitating better communication:
D: Well the smoking cessation enhanced service certainly has made the smoking
cessation nurses aware that they could sidetrack, well send patients directly to us
without having to go through the surgery to get a prescription. So yes, in that sense,
there is improved cooperation, collaboration between smoking cessation nurses and
ourselves. I think it is the same, the same could be said about [GP OOH service]
and the morning-after pill, the out-of-hours GP services, and they are referring quite
a few patients over to us when distance or time don’t allow.
A: We all go to the same meetings now for accreditation so we all see each other
more. [A: Pcists]
A GP also reported that his community liaison nurse was working with local pharmacists on
medication issues for vulnerable, confused patients, and he perceived that this was
improving compliance:
“And I have got – I set up a new project here a little while ago employing not a
community matron but that sort of thing, we call her a liaison nurse, and she goes
out and finds vulnerable patients. And she has found one or two local pharmacists,
after the start of this new contract, extremely helpful and we are getting I think much
more efficient prescribing in the community where patients were muddled and
confused and not complying. And I think that compliance has improved so that’s
good.” [D: GP]
These examples of closer working between community pharmacists and other health
professions are encouraging. The first illustrates increased referrals to community pharmacy
although it is not possible to know whether this was already happening before the new
contract. The second indicates a link established between a community matron and some
local pharmacists following the introduction of the contract. However such examples were
rarely raised.
Whilst GPs in the study did share concerns about working more closely with pharmacists but
also highlighted the unique insights that pharmacists possess but perhaps undervalue, the
everyday tasks of accurate dispensing and monitoring prescriptions tie the two professions
together:
“Other than that I hope to maintain a good relationship with my pharmacist, because
at the end of the day, if we are all on the lookout for mistakes - with my prescriptions
or their dispensing - we can help prevent harm to the patient and we should be in a
co-operative frame of mind.” [B: GP]
“I prefer that the role of the pharmacist - I would see predominantly for us - is to be a
safety check and to stop excessive medications, and anything they can do to
improve in terms of the education of the patients as to why they are taking particular
medications and how, is of great benefit.” [B: GP]
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Given the traditional central role of the GP in patient care, some GPs may take on a
patronage role for pharmacists in order to get them more involved. One GP had instigated a
lunch-time meeting with all six local pharmacists, and was very happy to be considered a
progressive practice in cultivating this relationship.
“There was one community pharmacist in our patch there, and I had spoken to him
beforehand and said “Look, you had better go to this, [name of pharmacist]”, and he
and I speak to each other probably most days, either about Newcastle or
Manchester United or about whoever’s prescription, so we have a good relationship.
So I get him along and I thought “There is something in this”. So I invited all our local
pharmacists - that’s about 6 pharmacists - here to the surgery, with the PCT
prescribing advisor and me and my nurse manager and my receptionist who
manages prescriptions. And we all sat round a table, got some sandwiches in, had a
really useful hour and a half meeting over one lunch time and everyone said “Why
has nobody done this before?” [Laughs] And I said “Well, we can do it twice a year if
you like!” It’s no big deal and when there is something that comes out, that is the
way, and it got them on board, they could see where we were coming from, we
could see where they were coming from, and in fact what I didn’t do - and in
hindsight should have done - is have a couple of patients on board there as well, but
next time we will do.” [D: GP]

10.2.3

The effects of Practice Based Commissioning

Practice-based commissioning exists in a range of forms and levels of development and
confidence across the localities where this study was undertaken. PCT B gave a positive
example of where pharmacists were in discussion with the PBC group to formalise MUR
referral by GPs:
“Some of this is going to come through Practice Based Commissioning because I
know that [location] people have already met with the community pharmacists to
formalise MURs - to make it a bit more of value to the GPs - they’re doing a lot more
referrals, they’re going to have an electronic form that they actually send off to the
pharmacy to say “This patient’s got problems with this, this and this, please could
you have a word with him?” So, I think as more of the practices get involved with
practice-based commissioning there’ll be a lot more interaction with community
pharmacists.” [B: PCO Staff]
In PCO C, however, there was a feeling that the doctors were actually going to monopolise
enhanced services, which could result in a reduction of pharmacist activity:
“And with practice-based commissioning coming up, it is worrying, because the
doctors want to do all the services themselves. And instead of our services
increasing, the worry of it is I think they will take the little bit that we are doing at the
moment – they are training more and more. For example smoking cessation, I had
someone come in today where the doctor said to them “Don’t bother going there, we
will be starting this service next month”. So they are actually taking away what little
we have got, because they want to keep all the money.” [C: PCO Staff]
An interview question about how pharmacists could engage meaningfully with PBC resulted
in some useful suggestions from different stakeholders. PCT B felt that pharmacists needed
to group in localities to match corresponding GP groupings:
“That’s where it has to be, to link the group. Because if a group of GPs have
already formed as a locality or a group - whatever you want to call it - they then have
to look to what pharmacies they have in their area and make links with them, it’s got
to be at that level.” [B: PCO Staff]
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“Some PBCs are very fragile and the issues are relationships between themselves,
before they step outside to consider relationships with community pharmacists.” [D:
PCO Staff]
“In many ways, it sounds as though pharmacists are wanting to be in there when
there hasn’t been any ground work to building up relationships.” [D: PCO Staff]
“You can’t expect to just walk into a party unless you know the people at the party.”
[D: PCO Staff]
A PCO D employee expressed concern that only by cementing good relationships now could
pharmacists really hope to influence GP commissioners:
“I am sorry to keep going on about this, but they could be doing an awful lot more
now to prepare themselves for that relationship. If there isn’t a relationship of trust
and confidence at this sort of stage, it is going to be more difficult to involve people
later on.” [D: PCO Staff]
One of the PCO D pharmacists, who was politically active, reflected similar concerns and
advocated contact at pharmacist-GP and LPC-LMC levels to ensure that pharmacy was not
excluded from future commissioning plans:
A: It is going to affect us hugely. I think that we have got to ensure that our links with
GPs are good, because if we don’t get ourselves around that practice-based
commissioning table, and be part of the process to provide these services, then we
could find ourselves - as a profession - being excluded.
GC: And do you feel there is anything that you can do to address those risks?
A: Continue to work on the relationships we’ve got with the GPs, and -through the
LPC - liaise with the LMC to ensure that pharmacy is represented and that we are
given the opportunity to show what we can do and prove that we can deliver on
some of these services, given the opportunity and fair funding. [D: Pcist]
An element of competition with GPs was also expressed in a report of a conversation
between LHB A and one of their local pharmacists. It seemed that locality planning would
have to consider GP provision of services in order to close gaps in provision with
pharmacists:
“And, I mean, one of the pharmacists who – a good guy who did the training basically said to me, “But there wouldn’t be any point in me doing it because the GP
up the road does it.” But if you have got the match of a pharmacist who is capable
of doing it, in an area where the GPs aren’t, then yes perhaps we could.” [A: PCO
Staff]
One GP felt that progressive GPs would drive future integration of pharmacists as this would
influence other GPs more than a similar message from pharmacists or the PCO, who were
perceived to create a burden of work:
“And I think the way to sell it is to say to - I think, also - I would say wouldn’t I? - but I
think these things are better coming from within a practice, and probably GP driven,
rather than from a pharmacist, because the GPs will say “You are just doing this to
make money”. And also better than doing it from a PCT basis, because GP’s have
lots of things foisted on them from PCTs, and there is a lot of change fatigue about.
And I think if you can generate the enthusiasm from within the practice - get a GP to
drive it - there is a better chance of making it work.” [D: GP]
Another PCT employee shared the view that GP commissioners should lead these changes:
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“If the clinicians, because technically they are becoming commissioners now, for the
GPs, and they could work with the community pharmacists to say that “You handle
this part of the work for us” and - But it does need pretty dynamic GPs to do that. I
could come up with an idea, but if I was to turn and tell the GPs “This is what you
should do”, it wouldn’t work that well, as much as if the GPs came up with the idea
and said “Hang on, we have got all the community pharmacies.” [E: PCO Staff]
Another area of common ground less often articulated, but interesting to explore, is the
business nature of the practice and the pharmacy. This may indeed be one reason why GPs
seem to relate better to independent pharmacists:
GC: What makes for a good relationship, in your view?
A: I don’t know, I mean with us it’s kind of mutual benefit I suppose. We know we
have got to get on because it helps things to run smoothly. It is his business and our
practice as well. [B: GP]
“One thing which we found useful was both the pharmacists and GPs are
independent businesses, and there is a lot of common ground which both of us face.
It is quite useful to learn from them, and they learn from us as well in a sense of
small business proposition.” [C: GP]
The route to future integration and collaboration is complex, with a number of players who
may have to form alliances that change with situations and time. It does seem that pharmacy
has a range of opportunities for positive progress if pharmacists are sensitive to the
motivations and concerns of key stakeholders.

10.2.4

Sharing responsibility for patient care

The traditional view of GPs as individuals who prefer to control the care of each patient, with
reluctance to delegate any activity to another health professional, was apparent in many of
the GP interviews. What was interesting, however, was a view expressed by several GPs in
different localities that they felt that pharmacists did not take final responsibility for the
patient. The result was that inevitably the patient returned to the GP for management. It
appeared that the GP control might actually relax slightly if the pharmacist concentrated on
closing the loop for patients, and tackling issues for patients that were within their expertise.
One GP felt that non-doctors rely on the doctor to give final approval for an action, inevitably
coupled with the responsibility for that action:
“But, on the whole, I think pharmacists and nurses - I mean my personal experience
is that people who are non-doctors tend to not take the final responsibility, in that
they often have to come back to the doctor to ask for their permission or approval for
something or other. And I think that is the rate-limiting step of the whole process of
involving these other clinicians in treating patients.” [C: GP]
Recommendations from the pharmacist result in more work for the GP, instead of the
pharmacist taking it on and seeing it through:
“But the things that we need - we need to work out - the danger of that is we end up
getting more work, rather than less work, cause then that means more people come
back to us, “Check this, check that”, and it is a bit annoying sometimes, and you
think “Well they should do it themselves, really”. If you going to really make it benefit
everybody then it should decrease our work not increase it, so if they want to take
something on I think they need to see it through rather than just say “Go back and
see your GP”, “Ah, there is a problem here - go and see your GP”. Then, you know,
you just get annoyed with it really.” [D: GP]
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Pharmacists should therefore concentrate on things that they can manage, and indeed that
they are better placed than the GP to manage:
“Well I think perhaps focus it into areas in which the pharmacist can complete the
loop. It doesn’t, to my mind, make sense for patients who need to see us fairly
regularly anyway to beat the patient’s chronic diseases, to also be seeing a
pharmacist and to be asked in an inappropriate way about side effects, and then the
pharmacist not really being able to assess or act on that. I think there is likely to be
other situations, the example I mentioned earlier about inhalers and that type of
thing. You mentioned about diabetes monitoring: certainly how are people using
their equipment, is it the most useful equipment for them? Would they be better off
with something else? Would they prefer to use a different insulin pen? That sort of
thing where perhaps the pharmacist, frankly, is perhaps more qualified than I am to
complete the loop and suggest alterations really, perhaps would be an area where it
would be more valuable.” [B: GP]
This insight from the GP was reflected in the discussions among the PCO C pharmacists.
One pharmacist felt that once they had made a recommendation, the responsibility for
patient outcomes was transferred back to the GP:
“But with this service I felt the GP was wrong, and I thought “Right, I am still going to
do it. At the end of the day, if you decide to bin it, then that is your responsibility. I
have done my bit: what you do with your bit is up to you”. And they have actioned it.”
[C: Pcist]
Another discussion among pharmacists about a prescription intervention for a child revealed
differing levels of willingness to challenge the GP, with one willing to refuse to dispense the
overdose (at some point – not yet!) and others feeling that the GP had the obligation to act or
not.
This perception of responsibility may also explain GPs’ perception that patients have
confidence and trust ultimately in them, and any attempt to move the patient into pharmacy
(or even nursing) services is seen as a diversion or obstruction:
A: Especially as the public perception is important, because most of the people
come to the surgery, they want to see a doctor. Whether they actually need to see a
doctor or not, that’s another question, but their confidence and trust ultimately lies in
the doctor. And were they to see a pharmacist or a nurse they will always come - If
they were given a choice, they would probably go for the doctor I guess.
NG: Interesting.
A: It’s that perception of confidence and trust is there, I believe, and they only plump
for the pharmacist or nurse because they can’t get to the doctor. [C:GP]

10.2.5

Barriers to closer working

Many GPs expressed concern about lack of continuity of the pharmacist, especially when a
multiple takes over a previously independent pharmacy and they lose a long-standing
relationship. This seemed to result in more errors, yet no way to discuss them:
“What I worry about is we have a poor relationship with one pharmacy because of
the turnover of staff. It seemed to be owned by one man, and he ran it quite well and
we had a good relationship with him, but when a big company employ a pharmacist
there you can’t build up a rapport or a relationship, and it’s difficult to address
problems, which problems do occur. When there are errors in the pharmacy, we
have great concerns, and we have no system of anybody to talk to and any point of
reference back, so I don’t know whether independent pharmacies - I’m not sure
how, as I mentioned the relationship is best with the small independent pharmacist. I
199

National evaluation of the new community pharmacy contract

find it harder to deal with pharmacists in [multiple and location] or these bigger
companies.” [A: GP]
Another GP commented on the change in culture since a multiple takeover. The pharmacist
was not visible, sending a staff member to the practice, and the GP reflected that they could
go to the pharmacy to make contact, but they felt that it was always someone different:
“It’s, it’s, it’s continuity of contact, isn’t it? And openness, and erm….
err…….ah…….. because I know them, you have more - it’s a kind of self-fulfilling
prophecy, isn’t it? You know them, so you contact them more because it’s easy
access, isn’t it? You are on first name terms. If you’ve got a problem, you can phone
them up - they phone you up, you take your medication and you have a chat.
Whereas the other pharmacy, they - I’m sure they are very competent, but since it’s
changed from an independent to a multi-national one, pharmacists are always there is always a different person there, and so what they tend to do is they send
round one of their ancillary staff to pick prescriptions up or whatever, and they don’t
come round themselves to have a chat, you know, which would - you could say
“Well, why don’t I go round and have a chat?” Because it’s always somebody
different, so er yes.” [D: GP]
There were many issues raised relating to the need for good information flow between
pharmacists, GPs, patients and the PCO.
Who carries the flow? It may go via the patient rather than direct communication, whereas
GPs would actually appreciate direct, focused contact:
“They find that a problem because I think initially there had been a few pharmacies
that have come back, from what I can make out, sort of sending the patients back to
the GPs, and what GPs are saying is “Hang on, we were looking at reducing our
workload, not getting people coming back.” But the other thing is they are quite
comfortable if their local pharmacy just picks up the telephone and has a quick chat
to say, and they’d say “Oh yes, we can adjust the medication”.” [E: PCO Staff]
In MUR when the patient subsequently sees the GP they will discuss what the pharmacist
has recommended. It was suggested that patients may not always be reliable messengers:
“And one of the big things is, the patient may tell the GP the pharmacist told them to
change the dose, but we all know patients don’t necessarily - we don’t know whether
the community pharmacist said that. If they have had a discussion about it and the
patient could have gone away, “I have got to change the dose”, and blamed it on the
pharmacist then. Do you see what I mean? So you don’t take things at face value.”
[A: PCO Staff]
“I’m a bit hesitant, because I think it isn’t - obviously the pharmacist doesn’t have
access to all the records, and all their history, and aren't able to have that kind of
overview of the patient’s care before they give advice on specific things, so I don’t
know if I would be too comfortable with that. I mean, it depends on what parameters
the pharmacists have got, and the advice they are giving.” [C: GP]
Issues of information flow will be crucial to the future integration of pharmacists into the wider
team. Co-location of GPs with nurses and practice pharmacists enables them to share
information about patients for shared care. Community pharmacists must link seamlessly into
these systems if they are to make a contribution which is valued.
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10.2.6

The relationship of community pharmacists with the PCO

Forty one per cent of respondents in the survey of community pharmacists stated that they
felt more part of the PCT/LHB as a result of the ‘new contract’.
Table 10.3 Feeling Part of the PCT/LHB
Question

Details

N=425
n(%)

N=762
n(%)

Feel more part of the PCT/LHB as a
result of the ‘new contract’

Yes

152 (38)

286 (41)

No

253 (62)

412 (59)

Total

405

698

This was reflected in pharmacists’ responses to the open questions in the questionnaire.
“PCT available to help and support” P15
“Involvement with the PCT” P60
“Monitoring to ensure that pharmacies meet the standards required for Essential
services” P74
“Involvement with the PCT and other pharmacists” P236
This finding was confirmed in the case study sites, where many pharmacists in the focus
groups also said that they now had more engagement with the PCO, and that the PCO
includes them in more mailings for e.g. generic primary care training:
GC: Do you have more interaction with the PCT now than you had before the
contract? About the same?
A: Maybe slightly more.
GC: Slightly more?
A: Yes, we seem to get more through from them. They involve us in a lot more
things now, as well. Like they send us a leaflet about all the training events that are
available for this year: I don’t ever remember that coming through from the PCT
before.
GC: And these are like general training events, not just pharmacist-specific?
A: Yes, a lot of them are probably irrelevant to pharmacists, but GC: It’s nice to be asked.
A: Yes. [D: Pcist]
Most PCO case study sites also felt that their relationship with pharmacists had been
strengthened by the new contract:
B: They are quite well linked in with us now because of the, they are better linked
with the LHB than they were, aren’t they?
A: Much better linked, yes. [A: PCO Staff]
“From the pharmacy strategy team’s point of view, because we have always had - I
would have said a good relationship with our pharmacies that provide supervised
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consumption and needle exchange. We have certainly made a lot of progress with
the other group that have never wanted to do anything to help the PCT, but they
(community pharmacists) have now had to engage with us and they have had to
have us go and visit them.” [D: PCO Staff]
One of the PCOs wanted to develop the role of their LPC such that they would come forward
with proposals for new services, something which had not happened in the past.
“But I think it’s best: we need a better, a more businesslike relationship with the
LPC. We’ve tended to always write things for them: all the service specifications
we’ve written in the past. The LPC have never come to us and said “We’ve got this
new service we’d like to provide - are you willing to commission it?” That’s never
happened. It’s always been us that have gone out to them saying “we want you to
do things”. So, I think we need to get the commissioning managers for both this
PCO and the one from (area x) together and plan for the future as to how they’re
going to interact with the LPC and how they’re going to interact with the rest of the
PCT to set targets and priorities.” [A: PCO Staff]
Although most participating PCOs had promoted consultation areas in discussions with
pharmacists, PCO A had offered incentives to install consultation areas as part of a wider
strategy to move their pharmacists towards enhanced services under CPCF. Most of their
pharmacies were multiple-owned, and they also felt that the incentive would help these
national companies to prioritise refits to their area:
A: Well, we gave them a little bit of a financial incentive to go ahead and put one in.
We offered - I think it was £1,500 per pharmacy. We reckoned it cost £3,000 to put
a booth in so we said we will go 50/50 with you. You put your booth in and then we
will pay half.
GC: To all of them?
A: All 28.
GC: When did you do that?
B: Two years ago….
A: Because we sort of thought, if we don’t promote the consultation rooms we won’t
get the advanced services, and if you don’t have the advanced services you can’t
have local enhanced services, and we really wanted local advanced services.
There were four key ones that we wanted to get up and running….
B: The multiples were probably going to put the booths in anyway, but it did help
them prioritise us before others.
A: If you have got the whole of the UK to put booths in, where do you focus your
thoughts?
GC: Where you’re getting paid.
A: And I think some of the other - two of the other PCOs were doing it and I just sat
there and said, “If we don’t do this we are going to be bottom of the priority list and
we will be lagging behind everybody”. [A: PCO Staff]

10.3

Integration of pharmacy within the PCO

In the previous chapter on Quality we showed how the range of involvement of staff and
departments in the PCO with CPCF varied considerably between PCOs. This wider
involvement potentially raised the profile of pharmacy within the PCO and was demonstrated
in the work that PCOs undertook in relation to Pharmaceutical Needs Assessment.
There was a sense that pharmacy and other staff in PCOs were now more knowledgeable
about the health needs across their area and how these varied between neighbourhoods.
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“It gives you an opportunity to look at gaps in service provision in neighbourhoods.
Over the past couple of years - correct me if I am wrong, people who have been
here longer than me - but I think we have got a far better understanding of our
neighbourhoods over the past couple of years than we have ever had. We know a
lot about health and socioeconomic issues in neighbourhoods, and that has a major
influence on some of the work around sexual health.” [D: PCO Staff]
As a result PCOs were looking at pharmaceutical needs in more detail and were targeting
pharmacies in specific areas where a need had been identified.
“I think that has helped us in terms of sort of looking for the gaps in service provision
as well. I mean, particularly around things like sexual health advice or - you know,
we are developing an emergency hormonal contraception, an enhanced service,
aren’t we? The opportunities that gives us to target resources and services to the
areas - our teenage pregnancy hot spots, for example, is really valuable.” [D: PCO
Staff]
In one PCO pharmacists had begun to come forward to provide services which in the past
the PCO had to persuade them to provide. The PCO now had a heightened sense of
whether they needed that particular pharmacy to provide.
“And in terms of needle exchange provision, we look at a range of data, we want a
lot more community pharmacists to provide that service but in reality we have got
about four, we have got a few more in the pipeline. But we are actually now getting
pharmacists coming to us, rather than us having to go to them, which is better.
Maybe not in our hot-spot areas.” [D: PCO Staff]
B: I mean the thing that that helped us with - for instance, before that we would say,
we would just write out to pharmacists and say, “Who is interested in providing
smoking cessation advice?” And people would say, “Yes, yes, yes.” And actually
when we looked at the needs assessment, and compared the number of
pharmacists we had got in each of the areas against the CHD SMR, we found that
for instance in (area x)l - very high cardio vascular disease, very low smoking
cessation pharmacists. So we can now go just to (area x) and say, “In (Area x) we
need more smoking cessation pharmacists” GC: And you’re justified in doing that.
A: Yeah.
B: Yeah. Whereas in PCO C we have already got enough - maybe too many. So we
can now target those things.
A: Well we certainly did that with EHC.
B: We did it with EHC. We did it with minor ailments to start with. There was the
worst access A: We do it with needle exchange, supervised consumption.
[C: PCO Staff]
Some PCO pharmacy staff have now built alliances with key stakeholders within the PCO to
whom they can go and obtain information to assess whether there is a need for a new
enhanced service.
“If we feel that there is a need and we will maybe do some initial work. I might speak
to C and say, “Look we want to do, we are looking at H. pylori. Can you tell me what
is going through the hospital around H. pylori?” “We want to do some work around
obesity, we want to do some work around diabetes, we want to do some work
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around flu.” So we will make the necessary communication, but often you will get
that there is no money.” [C: PCO Staff]
“A lot of the other one (enhanced services), we’ve talked to people within the PCT like, for example, public health. what the public health people wanted, and saw as a
need. So what are the priorities for the PCT? How are we going to fit that into a
service for pharmacists to do?” [B: PCO Staff]
PCO staff generally welcomed CPCF as an opportunity to position pharmacy better within
primary care to compete for service provision:
“We have a commissioning committee within the local health board that looks across
- the strategic commissioning committee - and one of the key parameters for it is to
look to where community pharmacy can develop, and develop more services. And
that is in the document, to look at how we utilise community pharmacists to its best
use. The downside to it, of course, is it is limited by funding. You have to have a
scramble for funds, but everybody is scrambling. But at least community pharmacy
are actually on the starting blocks to scramble for the money, whereas before they
would never really have been on there.” [A: PCO Staff]
One indicator of pharmacy’s profile within the PCO is the extent to which it features in PCO
public documents as well as those primarily intended for internal use but available in the
public domain, and whether expressed intentions come to fruition. This varied considerably
across our five PCO sites.
PCO B’s Local Delivery Plan (LDP) covering 2004-7 included within its priorities “for older
people, developing medicines management provision”, and under Children’s Services,
“supply of emergency hormonal contraception through community pharmacies to be
developed”. These intentions had been followed through. An EHC service was being
commissioned in summer 2006 and a specification for a care homes service was also under
discussion at that time.
E’s LDP covering 2003-6 included a general statement of “there will be a widening of the job
scope of nurses, therapists and pharmacists”. However the subsequent LDP Board report
made no mention of pharmacy. The PCO Board papers for April 2007 stated “A
Pharmaceutical Needs Assessment (PNA) is being developed for PCO E. This will map
existing services and will review recommended good practice to identify further options to
extend the range of services that could be offered by community pharmacies”. However the
minutes of the LPC in January the same year reported the PCO representative, in response
to a question about whether any PGDs or enhanced services were envisaged in the near
future as saying “as there (was) little money available to fund there is little likelihood unless it
comes from other sources. Contacts have to be made with the commissioning groups”.
PCO D’s Annual Report for 2005-6 mentions “successful implementation of the new
community pharmacy contract with agreed mechanisms for the ongoing monitoring of clinical
governance objectives and joint clinical audit.” The report also included a section Your
Pharmacy Services which mentioned smoking cessation, services for drug “abusers” and the
minor ailments service. The PCO’s Clinical Governance Plan for 2007-8 included three
objectives relating to community pharmacy: “to provide support and monitoring to increase
the number and quality of Medicine Usage Reviews (MURs) carried out by community
pharmacists; to support community pharmacists to meet the clinical audit requirements of the
pharmacy contract; and to develop a programme of public health campaigns for community
pharmacists”. It was noteworthy however that the 2006 Public Health Strategy for PCO D
makes no mention of community pharmacies.
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PCO C’s annual report highlighted the participation of their pharmacists in audit: “As part of
the new pharmacy contract, all pharmacists need to complete one PCT-wide and one
pharmacy-based audit; 65 out of 70 pharmacies took part in a baseline audit assessment of
pharmacy services and completed the first PCT-wide audit of over-the-counter aspirin.” In the
same PCO the LDP for 2005-8 stated “An incentive scheme for pharmacies and GPs may
need to be introduced to improve information and choice around medication and compliance.
Resources will need to be accessed from enhanced services floor or top slicing the
prescribing budget. We also need to ensure that the opportunities arising from the new
contract are harnessed to support out work on PSA 5.8a-c given that much of the work of
pharmacists involves working with either older people or with those with a range of health
problems.” However this was not translated into commissioning as the PCO decided that the
combination of DDA support and MUR should meet the needs identified.
In the final case study area pharmacy was mentioned in the PCO sexual health strategy, with
a need identified for EHC supply on PGD through pharmacies, and in the Health and
Wellbeing Strategy in relation to the need for more pharmacies to provide a needle syringe
exchange service.

10.4

Summary

The potential of CPCF to increase inter-professional working between pharmacists and GPs
has yet to be fully realised. However most stakeholders believe there has been some
progress. Direct contact and discussion between the two clinicians seems, with a few
exceptions, to have barely altered since CPCF was introduced. Our data suggest that few
community pharmacists have been proactive in seeking meetings with local GPs. Without the
building of rapport and a shared agreement it is probably unsurprising that GP response to
MUR has been less than positive in many cases, particularly since almost all of the
communication from pharmacist to GP is in the form of paper. GPs do see areas where
pharmacist input could be valuable to them and to patients and they highlighted compliance
with treatment and reduction of waste medicines. They suggested that pharmacists might
start with an agreed patient group and build on the results to expand to other groups. These
areas could be built on locally and the data suggest that actively involving GPs in the
selection of target groups for MUR would be helpful. Pharmacists’ contribution to care
remains limited by their lack of access to patient records and GPs pointed out that this often
means that referral back to the practice is the only option.
Both pharmacists and PCOs perceive that CPCF has strengthened the relationship between
them. The data indicate that community pharmacy might now have a higher profile within
PCOs and that pharmacy is now seen more clearly as part of primary care.

10.5

Recommendations

Use multi-disciplinary audit as a tool to engage community pharmacy with other primary care
clinicians
Introduce participation in multi-disciplinary audit into the GMS QOF
Joint working between pharmacy and other organisations to identify specific areas where
CPCF and GMS integration could lead to more effective working and improved patient care
Create better integration of CPCF and GMS through the use of MM QOF points
Identify and implement other areas of mutual incentivisation within the two contractual
frameworks
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Facilitate regular meetings of LPC and LMC
Appoint a Director level lead for community pharmacy integration and development
Ensure the Pharmaceutical Needs Assessment is up to date by including it in the Joint
Strategic Needs Assessment
Provide tools and resources to increase community pharmacists’ understanding of, and
involvement in, the commissioning process
Use available levers including QOF medicines management points and local prescribing
incentive schemes to promote greater collaboration between community pharmacy and
general practice
Include pharmacy in local PBC discussions and development
Ensure that locally the representatives of general practice and practice based commissioners
share priorities, plans and data with local pharmacy stakeholders
Invest in leadership programme expansion to develop a local community pharmacy leader for
each PCO area
Support development work for “market shaping” in primary care to improve market capacity
and response in community pharmacy
LPCs should increase their own capacity for community pharmacy development in the light of
the changing role of PCTs
Develop proposals for enhanced services based on local health/social needs data
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11

Relationships with Patients

Key points
•
•
•
•
•
•
•
•
•
•
•

Prior to the CPCF there was strong support among pharmacy customers for community
pharmacists helping to order their medicines (69%) and helping them to understand what
their medicines were for (66%)
When asked how likely they would be to use a service involving an appointment with the
pharmacist to discuss their medicines, support was less strong, at 41%
More people said they would be likely to use the pharmacy for treatment of minor
illnesses (85%) than for advice on healthy lifestyle (62%) or advice about diet and/or
exercise (55%)
Patients were generally fairly positive about their experience of having a MUR
Many had been invited to have the MUR by their pharmacist, with few requesting one and
none referred by other clinicians
Our data indicate that some pharmacists might unintentionally undervalue the MUR by
the language they use to introduce it to patients
Prior to the MUR few patients had heard of it and thus awareness of the purpose of the
service was low
There was some concern among patients that in conducting MURs pharmacists were
straying into the doctor’s territory
Use of the term “review” in MUR creates confusion for some patients because it is also
used on patients’ repeat prescriptions to denote the periodic review of repeat medicines
Patients want different clinicians to communicate with each other and work together for
the patient’s benefit
Our data suggest that the concept of an annual MUR might not fit with patients’ perceived
needs

In this chapter we bring together data on patients’ views on community pharmacy services
prior to CPCF with data on patients’ experience of medicines use review.

11.1

Patient views on proposed pharmacy services prior to
CPCF

Respondents to the patient survey undertaken in community pharmacies were presented
with a range of potential supporting services which pharmacists could provide to support selfcare and well-being or to support patients with medicines use. Respondents were asked to
indicate on a four point likert scale (“Definitely Yes”, “Probably Yes”, “Probably Not”,
“Definitely Not” and “Don’t Know”) whether they would use the potential service. Each of the
services that respondents were asked to reflect upon have been put forward as a potential
role for community pharmacists in past and current policy.
Respondents were most supportive of the pharmacist’s role in providing advice and
treatment for minor ailments (84.9%). Respondents also saw some potential for the
pharmacist to help with advice about leading a healthy life (62.1%) and in helping patients
with diet and exercise (54.5%).
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Table 11.1: Respondents’ propensity to use medicines management services
Treating minor
illnesses like a cold
or tummy upset
through the NHS

Giving advice
about leading a
healthy life

Helping me with diet
and/or exercise

Definitely not

4.5%

7.1%

9.2%

Probably not

7.9%

24.7%

28.4%

Probably yes

44.4%

38.7%

33.7%

Definitely yes

40.5%

23.4%

20.8%

Don't know

2.7%

6.1%

7.9%

11.1.1

Supporting patients with medicines use

Respondents were most supportive of the pharmacist’s role in helping them to order their
medicines (68.7%) and in helping them to understand what their medicines were for (65.7%).
Respondents also saw some potential for the pharmacist to play a role in monitoring their
medicines (55.6%). Respondents were less supportive of the idea of having a regular
appointment with their pharmacist to discuss their medicines (41.3%).
Table 11.2: Progress against strategic tests for community pharmacy
Helping to order my
regular medicines

Monitoring how well
my medicines are
working by doing
tests and check ups

Helping me to
understand what
my medicines are
for

Having a regular
appointment with
my pharmacist to
discuss medicines

Definitely not

6.0%

10.6%

6.8%

12.4%

Probably not

16.9%

24.0%

18.5%

33.8%

Probably yes

32.0%

31.7%

32.6%

25.2%

Definitely yes

36.7%

23.9%

33.1%

16.1%

Don't know

8.4%

9.8%

9.1%

12.5%

These data provide a useful insight into the views of patients of the role of the community
pharmacist in helping them to use their medicines, and particularly in relation to
understanding patients’ responses as recipients of the MUR service.

11.2

Patients’ experience of medicines use review

In this section, we recognise that many pharmacists felt that their relationships with patients
had improved since the introduction of the new contract, and that it was one of the best
results of the MUR service. Drawing specifically on patient focus groups conducted within
this project, we will look at several aspects and impacts of this relationship, including:
•
•
•

Patients’ experience of the MUR service
Patients’ perceptions of the community pharmacist’s role in their care
The value, and possible costs, of advocating for the patient

The patients who participated in our focus groups were arguably not representative of the
wider population of patients, in that they seemed generally very well-informed about their
condition, medicines and health policy. Some of them had an interest in, or family connection
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to, pharmacy and the topic under discussion that no doubt made them more interested
commentators than the public in general. They themselves felt that the research participation
recruitment, and indeed MUR recruitment as a whole, would not reach people who needed to
be heard and who could most benefit from the pharmacist’s help, but their reflection and
insight provide an excellent starting-point for more patient input into these services.

11.3

Patients’ perception of the community pharmacist

These patients generally had very positive perceptions of pharmacists:
“My pharmacist is the [name of pharmacy] pharmacist, an excellent pharmacist. And
between the doctor and my pharmacist they have kept me alive for the last 10 or 12
years. I had a heart attack and angioplasty. I have several medicines for the heart
and other palliatives. I have been retired for 12 years. I am constantly seeing the
pharmacist, as is my wife. The pharmacist asked me whether I would like to have
this review. It was an excellent review, but what I want to stress is that the
pharmacist is excellent, is absolutely fantastic, and I have got so many medications I
have to keep on getting repeat prescriptions and sometimes you slip up and you
can’t get a repeat prescription. So the pharmacist goes in and gives you some of
the medicine to come off the next prescription. He is a fantastic pharmacist.” [C:
patient]
“The pharmacist was very friendly and approachable, I wish those qualities could be
transferred to my doctor.” [C: patient]
Most patients were consistent in their use of one pharmacy for their prescription medicines.
Many reported a long-term relationship with their pharmacist, but others described a previous
good relationship that had become more fragmented as the original pharmacist left and a
series of temporary pharmacists took their place:
“Well…for years we had the same pharmacist, apart from when he was away and
there was a locum there. But he was gradually retiring and now there are different
people I have got to know, because unfortunately I do have to go very, very
regularly for a variety of things.” [A: patient]
Some noted the practice of their pharmacist to initiate a discussion if they noted a new
medicine on their prescription:
“For a long time we had the same pharmacist at the one I go to, and I notice that
most particularly, that if you were prescribed anything new, he always emerged from
behind to discuss it with you and ask if you fully understood when it should be taken,
or any problems about it, which I thought was very helpful.” [A: patient]
This pre-existing positive view of the pharmacist may have been a factor in the decision to
participate in MUR, explored in the next section.

11.4

Patients’ experience of the MUR

11.4.1

Before the Review

There was much discussion regarding how patients had come to be involved in MUR, and a
variety of reasons for taking part. Most had been invited by the pharmacist to take part, and
there was a feeling among many that they took part out of politeness:
JG: So when you agreed to it, why did you say yes? Was it because you didn’t know
what it was about, and you wanted to find out?
C: Out of politeness. [C: patient]
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A minority had become aware of the new MUR service through other channels, such as
notices in the pharmacy or the national press, and had volunteered for MUR:
A: I think it was in The Times that this was going to happen, in just general terms.
And then I think there was a little leaflet in my pharmacy - my memory is a bit hazy,
referring to this. And I picked this up and I thought "Yes, one ought to cooperate if
one is offered this service".
JG: So did you actually initiate that yourself, then, did you go with your leaflet and
ask?
A: I was in the pharmacy with the leaflet and I read it and said “Can I make an
appointment?” [A: patient]
One patient had become involved as a consequence of a prescription problem that
subsequently turned into a MUR:
G: And as I said there is a particular tablet where I am monitored with blood tests
every four weeks, and the doctor had incorrectly prescribed this and the pharmacist
picked this up, compared it with his regular records, and we discussed it. In the
course of that we discussed the other medication I am taking, and ensuing from that
he contacted the GP and sorted out the incorrect prescription. He did this by fax, so
I wasn’t really involved.
JG: So did you think of this as a Medicines Use Review?
G: By the pharmacist?
JG: Yes. Or was it just something G: It didn’t start out as a formal review: it started out as a correction.
developed into a review of everything I was taking.

But it

It is difficult to know whether this could simply have been logged as a prescription
intervention, or whether the pharmacist saw an opportunity to undertake a MUR.
Patients had some concerns about the pharmacist’s workload and ability to spend time
exclusively with them to provide this service:
“ I was asked to do this and I put it off, as I think I mentioned previously, and as
[man] has said, my pharmacist too is very, very good. But I asked during the course
of the discussion or questioning, how often the pharmacist girl had to do this
interview. And I think she said six times a week, and I thought that was a heck of a
lot to take out of the time of preparing medicines and all the rest of it.” [C: patient]
Some had agreed to attend for a future appointment, and some of these were at the
pharmacist’s suggestion:
“When I said I would like to participate, when I saw this leaflet, my pharmacist didn't
say "Now", he said “I am very busy now, I will have to make an appointment for you
at a time of day when I am usually quieter”, so I wasn’t holding other people up at
the counter”. [A: patient]
Others had questioned how MUR was possible in a busy pharmacy, especially when there
might be other ways of finding out the same information through a self-assessment card they
had later found in another pharmacy:
“But a fortnight later I picked up a card from [pharmacy] asking more or less, with
agree/disagree or not sure, to a list of questions which virtually asked the same sort
of thing that the pharmacist spent - at a very busy time for the pharmacist to go off
the counter, where there may only be one pharmacist and three or four helpers - or
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whatever you call them - in a busy pharmacy. To take the pharmacist off the
counter to discuss something like this, where he is really scribbling down because
he is so short of time? I leave there wondering what it is all about.” [A: patient]

11.4.2

During the Review

Nobody complained about any lack of privacy during the MUR. All reported being taken to a
consultation area away from the public pharmacy area, which one described as the ‘inner
sanctum’:
“I went into the sort of inner sanctum, behind the counter. And he asked me the
various questions on the form.” [C: patient]
Although pharmacies are required to have a closed consultation room that must meet the
PCO’s accreditation requirement, in reality the constraints of space may make them small.
Some patients described how the area felt very small, and how pharmacy staff even
commented that it constrained their movement on the counter as well:
B: But I did ask in the pharmacy if the consulting room was being used. I got
interested through the business of the business with my family. Looking at
pharmacies, how they have managed to fit in consulting rooms, and if you look
round it they have had a very difficult job. In the one I go to, we have a tiny little
counter A: It is like going into a little shoe box with the pharmacist, isn't it? [Laughs]
B: Well, that is right, but there isn’t room on the counter to cope with it. Anyway I
asked them if it was being used and they said "Oh yes, it is being used quite a lot",
there is no difficulty about that. But the assistant said, of course, "We have no room
here now, we are all squashed together". That is just the mechanics of it. [A:
patients]
Once seated with the pharmacist, the MUR proceeded with the pharmacist asking a series of
questions about the medicines that they were taking. Some patients felt like they were being
tested. This patient felt unprepared as he depended on a list of medicines that he didn’t have
with him:
“But I went in about two months ago for an interview about my medicines, and I
have an extremely poor memory these days - it never was very good, but has got
worse recently - so I couldn’t remember which drugs I was on. Had I known that I
was going to be asked these questions about specific drugs I would have taken my
list with me that I have today, in case I was asked again. So I think possibly for the
future, anybody going in - my experience seems to be that it would have been
helpful had I been warned, if you like, that I needed to know which drugs I was on.”
[C: patient]
He later felt confident, however, that he had been able to give the ‘right’ answers:
“We just went through each item I took, and the pharmacist asked me if I knew what
it was for, and how long I had been taking it. And I think he asked me how often I
saw the doctor, who might have reconsidered what I was taking. And I think he felt
that I did understand what I was taking, and I was taking it at the proper time, and I
knew that certain medicines you can’t have certain things with, can you? Like
grapefruit or cranberry juice or whatever and I understood all that sort of thing.” [A:
patient]
Others felt that the pharmacist needed to get information from them because the pharmacist
did not know why they were taking an unusual combination of medicines:
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“It was a question of going through what was prescribed by the doctor, by a couple
of consultants, and the pharmacist was quite interested in some of the things that I
was able to explain why I was taking certain things.” [A: patient]
Some participants made specific reference to the pharmacist being very ‘professional’ about
the review, perhaps as a reaction to its formal consultation nature as opposed to the more
informal ‘chat’ that they were used to:
“Yes, it was a very friendly, polite, professional discussion. Because [CP name], the
pharmacist, makes it easy to talk. Anything I wanted to ask I could ask. What I was
primarily concerned about was the effect of one medication on the next – the doctor
can’t do this.” [C: patient]
Several patients talked favourably about the amount of time that the pharmacist spent with
them, especially when compared with the doctor:
“He gave me 15 or 20 minutes, more than what my doctor would give me, so I was
pleased.” [C: patient]
Some patients felt that the pharmacist was having difficulty processing all the information and
making appropriate notes throughout the review:
“I would just like you to answer these questions”, he has no time to go through the
whole thing and the purpose of it and everything else. He asked questions on what
medication is what, “You are taking so-and-so here?" "Yes." "Do you know what it is
for?” “Yes.” It was fine, and that was it.” [A: patient]
Others were concerned that the pharmacist did not have enough background information
about them and their medicines to be able to make a difference to their care. One patient
reflected after the MUR that if the pharmacist had access to data about medicines and
hospital tests then they would trust the pharmacist to make a difference more than the GP,
who had less time to spend with her:
D: But I felt she was rather limited in what she could do, because of the drugs I have
been taking for the last six years: the levels have been altered by a certain amount
of experimentation but not for some while…If she had this data I would trust her
more than the doctor who has to do things quickly. But then I can see it would be
complicated to transfer my data to the pharmacist.
JG: Were you able to raise that with her, to say “I am not sure just how much you
can say to me because you haven’t got all the necessary information”.
D: Not specifically. I thought about this a lot afterwards… [C: patient]
Only one patient reported having any prior questions that he wished the pharmacist to
answer about his medicines, with a report of a very good patient outcome:
“I was taking one tablet. I was feeling a bit funny, and I mentioned this at the
Medicines Review and she said “Maybe you should take less of it, but it is the
smallest tablet you can get.” So I went and saw my doctor, and he changed it so it
made a big difference. So I can only speak very highly of this assessment.” [C:
patient]
He reflected that the review had been a good use of his time and public money as he had
direct access to a professional who could answer his questions about medicines:
“I must say that I was reassured about the whole thing, very efficient. It gave one an
opportunity to say to a qualified person - a pharmacist - that these are the tablets I
am taking – they happen to be on the computer anyway, but do these medicines
have any reaction I’m not aware of? And we discussed that. Now that is most
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reassuring, it’s worth any patient’s trouble to do the interview. And it’s worth all the
cost to the National Health Service. Now doctors - It’s a good practice I’ve got – an
excellent one, but you see one doctor who deals with one aspect and you see
another doctor who deals with another aspect, but is it not possible that two lots of
medication might have an adverse effect? Now the pharmacist is a position to know
this, and I think this can only be an excellent thing.” [C: patient]
The patient who had been recruited as a result of a prescription error pinpointed a particular
area where the pharmacist had made a tangible difference to his understanding of his
medication:
“He gave me one or two bits of useful information about the medication that I am
taking: I really truly wasn’t aware of what some of the tablets were for. I knew what
the main ones were for, but there were several that I just wasn’t aware of, so it was
useful.” [C: patient]

11.4.3

After the Review

There were some very positive reflections about the experience, with favourable comparison
to a GP consultation regarding the pharmacist’s interest:
“I was so pleased that somebody was taking notice of me and taking the trouble.
Because I think the GPs are so overworked that they don’t know one from Adam
really.” [C: patient]
Patients were asked if/when/how they received any documentation from the MUR. The
majority had received some information. Some received the MUR document at the end of the
review, but others received it later in the post:
JG: Anyone else have any information to bring away from the Medicines Use
Review?
G: Not at the time. Just later in the post.
B: Yes, later in the post.
JG: So you actually got yours.
D: I was given a copy of mine from the pharmacist. [C: patients]
The majority of the participants felt that they would not volunteer for another MUR annually,
but some thought that a repeat every 2-3 years could be useful:
JG: Would you have another Medicines Use Review?
G: I don’t think so. I wouldn’t object to it once a year or once every two years - it
would give me an additional opportunity to perhaps raise any side effects or to raise
the issues of whether there are any new, better or more efficient tablets. But I feel
that most of the questions are answered at the GP’s surgery Medicine Review. So I
am not sure that it is actually beneficial. [C: patient]
Some felt that they preferred to raise concerns with the pharmacist in a more informal
manner as the prescription required them:
A: I wouldn’t - I would feel free, as I did with the previous pharmacist - if I was
slightly worried about anything, "I am suddenly having such and such and I haven’t
had it before, could it be a side effect?" and he might say "Oh yes", or "I don’t know,
go and see your doctor". I would feel very free to ask him questions.
JG: So, for you, just the informal arrangement that you had - you don’t need the
formal arrangement of a Medicines Use Review?
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A: Yes. [A: patient]
As implied by other patients, the MUR experience had improved the relationship of this
patient with her pharmacist and made these informal conversations more likely:
“But I must say that since I have had the review - it is a relatively new man at this
particular pharmacy, I knew the other one very well indeed - but since I have had the
little review, he has greeted me like a friend. Even if he has been busy, he has
looked over and said “How are you doing?” It made a nice - it gave me the feeling
that if I was worried about anything I wouldn’t hesitate to approach him...” [A:
patient]
This reflected, from the patient’s viewpoint, a feeling among pharmacists that the pharmacistpatient relationship had been strengthened.
One patient was surprised to see a new item on her prescription after the review. She asked
her GP why he had added it, and the GP said that the pharmacist had added it. The patient
was particularly annoyed, not at the result of the review, but that the pharmacist had not
discussed this recommendation with her:
“I have a shopping list or about 3 or 4 sheets of prescriptions that I had - and I
noticed there was something new on it and I hastily looked it up in MIMS and it was
only a calcium supplement thing, which didn’t amount to very much, but when I went
to see my GP, I said “Hey, what about this? You put something new on my
prescription.” And he said “Oh no I haven’t, the pharmacist put it on”. But he hadn’t
told me about this. Now I would have tackled this gentleman, but I haven’t ever
seen him since. He had been at the pharmacy for a few weeks, months and then he
disappeared. And my doctor - I said “Well, look, I wasn’t asking for a review, I did it
really to please the man". [A: patient]
Another patient, reflecting a comment made elsewhere by a pharmacist, felt that the term
‘review’ was strongly associated with the repeat prescription review that the GP carried out at
intervals. It was notable as their account went on, however, that this review was not actually
happening as stated on the repeat prescription re-order slip:
“When I came away from it, I was a bit puzzled about it - So OK, it is a Medicine
Review, but on the bottom of all your prescriptions it has got "Review is due on such
and such a thing", I thought "Well, the doctor reviews my medicine, not the
pharmacist." And if there is any change going to be made, it is going to be made by
the doctor, not the pharmacist. OK - he doesn’t do it, it might have "Review due on
3rd August", whatever it is, it might not be done then, but at least you know that - It
has never been - they have never kept to these dates I don't think, but at least when
these go in, it has got a review on this.” [A: patient]
In one of the focus groups, there was interesting discussion about the appropriateness of the
pharmacist making recommendations about medication to the GP. One participant felt that
the doctor had the ultimate say in their prescription, and that the pharmacist should not
presume to make suggestions:
“Changing medicine - surely that is the doctor’s role. I don’t think - with due respect
to the pharmacy profession - I don’t think they dare alter the doctor’s prescription.
The doctor prescribes something after due examination etc. and that is the
prescription and that should stay until it is altered by the doctor.” [A: patient]
Another challenged this, asserting that the pharmacist had more training than doctors about
medicines and so it was totally appropriate for them to get involved:
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“I haven’t got any problems with that. Because I feel the [training] - how long is it,
five years now? And they are very knowledgeable about medicaments and in a
doctor’s training, how long does he have on one module, that is the 'in' word.
[Laughs] So they are being underused, as far as their professional skills that they
have. They have a role, and I have no problem that they are encroaching on the
doctor. I don’t know what the legal position is if - I am sure, as you say, a
prescription, if the doctor has prescribed something, who can over-ride this. Legally
there are all sorts of ramifications. But no, I have no problem with it.” [A: patient]
Many patients required ongoing outpatient care from a hospital consultant, and so this
discussion of deference and expertise shifted between the GP and the consultant, with the
consultant assuming the head of the hierarchy due to their specialist training:
B: The pharmacist has to take note of what the others say, I would say presumably
the top person is the consultant.
Q: You have a sort of hierarchy.
B: Yes.
F: So the pharmacist is at the bottom of the pile, at the moment.
B: Yes, I would say so. [C: patients]
Some felt that the GP and consultant would not take kindly to any suggestion by the patient
that the pharmacist had made a recommendation:
“I don’t think so - I think I would just prefer to carry on – as I get my medication – just
to ask him. Because the conflict will then arise that [neurologist] and my doctor, my
doctor has this thing “Why is he telling the GP how to do his job? I know how to do
my job.” Then you are going to the pharmacist to tell him and in the meantime the
specialist has written to your doctor, something completely different to what the
pharmacist is saying, so it can get very very confusing. So I think basically I would
like to have my chemist there to talk, which I do at all times.” [C: patient]

11.5

The Extended Role of the Community Pharmacist

Participants had a number of ideas where community pharmacists could provide useful extra
services for themselves and other population groups. One participant was particularly
frustrated by lack of access to practice nurses for minor procedures like ear syringing and
thought the pharmacist could take this activity on:
“Things that the pharmacy - I mentioned about syringing ears. The other thing is
somebody has a sty in their eye, or they may not be able to put drops in their ears elderly people living on their own may not be able to do it themselves. To be able to
have the facility of going into a small room at the pharmacy, and have somebody put
something in, and so on, would be of assistance. I don't know - I think there's a lot
of other ways that the pharmacist can come into helping the patient.” [A: patient]
Another participant with a family connection to pharmacy felt that these developments
signalled a return to pharmacy practice of old, where she knew that her relatives had made a
much broader contribution to patient care:
“In some ways it is going back, because talking to my parents-in-law - who are long
since dead - and they were chemists then, and people came for all sorts of things to
them and they dealt with all kinds of ailments, and gave people bottles of this and
bottles of that, and the local chemist was able to help in a much wider way really.”
[A: patient]
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There was little discussion regarding extra training that the pharmacist would need to take on
new roles, but there was a question regarding pharmacists’ existing communication skills
training:
“Could I ask you, if - in the pharmacist’s training, if you are going to have a
pharmacist dealing directly with people and helping them with their difficulties with
medicine, particularly people who are not - may be nervous or not very
knowledgeable, or when you have found ways of getting such people to consult you
- do you have any training in how to communicate with people?” [A: patient]
This implied that there might be a need to improve pharmacists’ consultation skills.
Some patients described concern if pharmacists were going to extend their prescribing role
as the doctor had greater skill in this area. In this account the doctor was able to unearth
deeper problems that might not even have been articulated by the patient:
“ …there could be a danger if too much prescribing went over to the pharmacist
because we know that a good doctor, it has happened to my mother once, and it
has happened to myself once, that you go to a doctor because you have a particular
problem and you tell him what you are suffering from and what your symptoms are
and so on, and he listens to you. On these two occasions the doctor said “Oh yes,
yes, we can soon deal with that” but then, just by being with me and looking at me,
or my mother particularly, he realised there was something much more important
that ought to be dealt with. She hadn’t spoken about it, she hadn’t complained, she
hadn't - it seems to me that it is only a doctor who can prescribe in that kind of way.”
[A: patient]
These patients suggested other services for other groups of patients who might benefit from
the pharmacist’s attention. These services included minor ailment prescribing for parents of
young children; information about medicines to those who had difficulty understanding
English; and review of medicines for care home residents.

11.6

Sharing responsibility for patient care

The traditional view of GPs as individuals who prefer to control the case of each patient, with
reluctance to delegate any activity to another health professional, was apparent in many of
the interviews. What was interesting, however, was a view expressed by several GPs in
different localities that they felt that pharmacists did not take final responsibility for the
patient. The result was that inevitably the patient returned to the GP for management. It
appeared that the GP control might actually relax slightly if the pharmacist concentrated on
closing the loop for patients, and tackling issues for patients that were within their expertise.
One GP felt that non-doctors rely on the doctor to give final approval for an action, inevitably
coupled with the responsibility for that action:
“But, on the whole, I think pharmacists and nurses - I mean my personal experience
is that people who are non-doctors tend to not take the final responsibility, in that
they often have to come back to the doctor to ask for their permission or approval for
something or other. And I think that is the rate-limiting step of the whole process of
involving these other clinicians in treating patients.” [C: GP]
Recommendations from the pharmacist result in more work for the GP, instead of the
pharmacist taking it on and seeing it through:
“But the things that we need - we need to work out - the danger of that is we end up
getting more work, rather than less work, cause then that means more people come
back to us, “Check this, check that”, and it is a bit annoying sometimes, and you
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think “Well they should do it themselves, really”. If you going to really make it benefit
everybody then it should decrease our work not increase it, so if they want to take
something on I think they need to see it through rather than just say “Go back and
see your GP”, “Ah, there is a problem here - go and see your GP”. Then, you know,
you just get annoyed with it really.” [D: GP]
Pharmacists should therefore concentrate on things that they can manage, and indeed that
they are better placed than the GP to manage:
“Well I think perhaps focus it into areas in which the pharmacist can complete the
loop. It doesn’t, to my mind, make sense for patients who need to see us fairly
regularly anyway to beat the patient’s chronic diseases, to also be seeing a
pharmacist and to be asked in an inappropriate way about side effects, and then the
pharmacist not really being able to assess or act on that. I think there is likely to be
other situations, the example I mentioned earlier about inhalers and that type of
thing. You mentioned about diabetes monitoring: certainly how are people using
their equipment, is it the most useful equipment for them? Would they be better off
with something else? Would they prefer to use a different insulin pen? That sort of
thing where perhaps the pharmacist, frankly, is perhaps more qualified than I am to
complete the loop and suggest alterations really, perhaps would be an area where it
would be more valuable.” [B: GP]
This insight from the GP was reflected in the discussions among the PCO C pharmacists.
One pharmacist felt that once they had made a recommendation, the responsibility for
patient outcomes transferred to the GP:
“But with this service I felt the GP was wrong, and I thought “Right, I am still going to
do it. At the end of the day, if you decide to bin it, then that is your responsibility. I
have done my bit: what you do with your bit is up to you”. And they have actioned it.”
[C: Pcist]
Another discussion among pharmacists about a prescription intervention for a child revealed
differing levels of willingness to challenge the GP, with one willing to refuse to dispense the
overdose (at some point – not yet!) and others feeling that the GP had the obligation to act or
not:
A: I think you are offering an opinion. You are not saying “Oh this has got to be
done.”
B: I think in certain circumstances – and I have given the 800 as an example – you
have to offer more than your opinion.
A: You are highlighting a problem area. It is for the GP to really review back.
B: At some stage you are going to refuse to dispense the prescription, to tell you the
truth. [C: pharmacists]
This perception of responsibility may also explain GPs’ perception that patients have
confidence and trust ultimately in them, and any attempt to move the patient into pharmacy
(or even nursing) services is seen as a diversion or obstruction:
A: Especially as the public perception is important, because most of the people
come to the surgery, they want to see a doctor. Whether they actually need to see a
doctor or not, that’s another question, but their confidence and trust ultimately lies in
the doctor. And were they to see a pharmacist or a nurse they will always come - If
they were given a choice, they would probably go for the doctor I guess.
NG: Interesting.
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A: It’s that perception of confidence and trust is there, I believe, and they only plump
for the pharmacist or nurse because they can’t get to the doctor. [C:GP]

11.7

Advocacy for patients – the Eternal Triangle

Some patients reported MUR conversation where the pharmacist gave advice contrary to the
GP that responded to a real concern of the patient, and so they found that reassurance very
positive:
“Well, the thing is he took me through my medication and he said “I know you are
very good at your medication, you know everything about your medication”, so there
was nothing that I didn’t know, except that why was I told by the chemist – by the
pharmacist, I should say - that I should still be having my blood sugar taken. I
thought that was very positive because I hadn’t seen my diabetic nurse yet. And
she would be very annoyed if she knew I had stopped taking my blood sugar. And
this is why I say that this is important because my doctor has given me the negative
of not to worry about it, don’t take it, and then the pharmacist said “No, you should
take it”. [C: patient]
This example suggests that the GP may have told the patient to stop testing blood glucose, a
decision which the patient was unhappy with. Whether the pharmacist would take the
position they appeared to here, of contradicting the GP’s advice if they had to directly
confront the doctor is an interesting conundrum but in this case they empower the patient to
ask the question again.
Data elsewhere suggest that pharmacists feel that they have been improving their
relationships with patients since CPCF and MUR came into being. If that is taken to its
natural extension, the pharmacist may have to assume an advocate role for the patient that
entails conflict with other professionals, notably GPs. Pharmacists discussed perennial
issues of the need not to undermine the patient’s confidence in the GP. One example was a
possible inhaled steroid overdose for a child:
“It is a very difficult thing. I had a patient recently, a 4 year-old, who was on 800
micrograms of beclomethasone. I don’t know how often that happens, because I am
not an expert on that specific subject. How do you communicate that to the doctor
without making the patient think “What was my doctor thinking of? Why has my 4
year-old been on 800 for three months?” [C: Pcist]
Interestingly, one GP reported a patient who returned to him after a MUR and assured him
that she had not created any trouble for him with the pharmacist. He was bemused,
assuming that she thought that the pharmacist was checking his performance in the wake of
the Shipman scandal:
“One lady came and said to me “I didn’t put your foot in it for you doctor, but you
were ok, I made sure you were all right.” And I said “Well it doesn’t really matter
what you think of myself, to be honest, ‘cause it’s your review.” And they thought
that the pharmacist was performance-managing myself and checking up to make
sure I wasn’t maybe being Shipman-esque or something or other.” [A: GP]
The relationship between patients, their doctors and pharmacists is complicated. These
patient perspectives provide interesting insights into the place of the pharmacist in their
sometimes complex provider network.
With specific regard to MUR and medicines review, some patients were unclear as to the
respective roles of pharmacist and GP:
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“I am a little confused. I assume we all have regular medication reviews with our
GP, and that is what I would rely and trust upon. I wasn’t aware of the change in
responsibilities for pharmacists, although I have always regarded them as a useful
source of information. But in terms of the review, it was something that previously I
wasn’t really truly aware of.” [C: patient]
Another patient developed this theme more generally:
“I think this [MUR] is a political thing, an extension - if you like - of the original idea
that pharmacists should be more involved in the people who come in and obtain
medicines. And I think as a result of that it is a good thing, because at least you
were able to discuss - as you [G] said, I think - get more of an idea what particularly
pills were about - what their function was. And I thought of that. But on the other
hand I think that there may be, I don’t know, a conflict between pharmacists and
doctors - the GP. Where is the line definition defined of their responsibilities? I think
possibly in my case, they seem to work well together, they go and fetch medicines if
you want to have that done for you, from a regular repeat prescription and all that
sort of thing. So by and large I think it is good but I am a little bit concerned as to
where the line is between what the GP does and what the pharmacist’s
responsibilities are.” [C: patient]
Another patient described his active drive to get the pharmacist, GP and consultant working
together for his ultimate benefit:
“I think having the pharmacist there as a back-up to the GP, the way I work it, the
consultant or cardiologist and the doctor and the pharmacist - to me I get them so
they are all working together for my benefit.” [C: patient]
This quote describes the ideal situation for a patient: it does not seem too much to expect
that all the professionals involved in his care should be working together to achieve the best
outcomes. Challenges to this scenario, however, are apparent in this chapter. The patient
him/herself is a key player, around whom the other actors revolve. Problems occur when the
other actors change, reflecting some accounts of pharmacist turnover and the group practice
set-up. Alliances between the players shift according to the situation. The patient might
prefer to align with the professional who best reflects their own concerns and wishes,
regardless of the accuracy or appropriateness of that advice and ensuing conflict: lack of
consistency of messages will undermine patient care. Pharmacists will, however, have to
make recommendations that are grounded in the evidence and consistent with the approach
of the GP, they will have to advocate sensitively and sensibly for patients in order to gain the
respect of the GP. The pharmacist must reflect upon their obligation to patients, and its
balance with their professional and commercial need to co-exist with GPs. They should
respond to the challenge of GPs in this study to take greater responsibility for their patients’
care, through effective advocacy and ‘closing the treatment loop’ with the unique information
that they have about how patients actually use prescribed medicines.
Patients appreciated the attention of the pharmacist during MUR, and the opportunity to talk
to them: the consultation compared favourably to similar encounters with the GP as time and
interest seemed greater. The outcome of the discussion seemed unlikely to affect their faith
in the prescribing decisions of ‘powerful others’ i.e. the GP and consultant who were at
higher levels of the health care hierarchy. There were, however, reflections on the
experience that suggested tangible improvements in knowledge about medicines and a
valuable interaction that they would repeat, but not annually. These patients felt that others
might benefit more, but they were less accessible to the pharmacist by virtue of being
housebound or simply less confident about participating in MUR.
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11.8

Summary

Data prior to CPCF indicates that patients were initially uncertain about whether they would
take up a new service involving discussing their medicines with the pharmacist. Experience
of the MUR service bears this out. The patients in our focus groups reflected a very positive
image of the pharmacist and their potential to provide services: it was consistent with the
earlier accounts of pharmacists that their relationships with patients have improved since
CPCF and the MUR service began. Most patients were generally positive about their MUR
but could not see a need to have one annually. Their reports of the outcomes of their MUR
show that some clearly felt they had benefited while others enjoyed the experience but did
not feel they gained from it. The term ‘review’ causes anxiety among patients because they
associate this term with the GP and their repeat prescription supplies. Furthermore some
patients are concerned that in conducting MURs the pharmacist might be straying into the
GP’s territory. The MUR service needs its own identity and purpose in order to consolidate
the pharmacist’s position as a medicines advocate within the wider health care team.

11.9

Recommendations

Community pharmacists should: develop their abilities to present and discuss new services
and roles: features and benefits, anticipating and dealing with objections; agree key
messages and actions with local GPs; take greater responsibility and accountability as the
patient’s advocate, and use records made within CPCF as part of the patient’s clinical record
All stakeholders should involve patients more at national and local level in the future
development of CPCF and its implementation
Promote patient-centred practice and provide role models to demonstrate it in action
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12

Stakeholder Workshop

In this chapter we present the outputs from our stakeholders. Participants worked on three
topics: Implementing advanced and enhanced services; Achieving integration of community
pharmacy into primary care, and Priority actions based on the evaluation findings.
The outputs from participants’ discussions from the first two topics are shown below, grouped
under themes.
Session 1 Enhanced and advanced services – Action needed
a. Needs assessment
•
•
•
•
•
•

Align pharmaceutical services to local health needs as identified and prioritised by PCOs
Better understanding of commissioning process – local needs assessment – mapping
mutual benefits – developing shared vision of primary care provision
Commissioning based on Pharmaceutical Needs Assessment as part of wider health and
social care needs assessment (Joint Strategic Needs Assessment)
Pharmaceutical Needs Assessment needs to be revisited – more integrated
Increase patient and public involvement – engage PPI in needs assessment and
evaluation of services
Ask GPs and patients for their views

b. Evidence base
•
•
•
•
•
•
•

Develop evidence base re effectiveness and cost-effectiveness of pharmaceutical
intervention (incentives)
Evidence base – show improved patient outcomes – cost/benefit
Building evidence base – evaluation
Need to build up evidence – needs to be collected and collated
More “evidence” of different types including good practice and anecdotes
More monitoring, audit, outcomes data – impact between acute care, primary care and
pharmacy
Review what works / does not work to learn lessons (eg MUR for patients who have
repeat hospitalisation – does it lead to reductions?)

c. Other
•
•
•
•
•
•

PCOs need to re-engage after reorganisation
PCOs need to redefine priorities following a stocktake – linking to PBC – finance, health
inequalities (enhanced services floor still seen as “GPs”)
PCOs should be monitored against framework
Engage wider healthcare community – not just GPs – improve “patient capture” – referral
from other health care professionals
Developing the simpler as well as complex care pathways (protocols, guidelines, referral
pathways)
How will pharmacy contract under any commissioning structure? LPCs cannot contract.
Formation of consortia? (? Anti-competitive/illegal?)
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Session 2 Integration – Action needed
•
•
•
•
•
•
•
•
•
•
•

Stimulate effective integration through: joint training; sharing clinical information; common
protocols (prescribing, public health); synergistic contacts (as opposed to
unrelated/competing ones); multi-disciplinary QOF
Shared opportunity on developing the health promotion agenda
Build trust between professionals – local PCO led education; care pathway redesign; coworking / problem solving on projects
Patient-led commissioning; move secondary care services and consider all of the options
for reprovision (money saved would fund)
Better integration of GP and CP contracts, e.g. repeat dispensing not essential in GMS.
Technical connectivity – don’t wait for national IT
Pharmacists to participate in multi-professional and clinical networks. Use research
networks to identify simple and innovative solutions for multi-disciplinary audit
Combine LMC, LPC and others to form a LCC (Local Contractors Committee) with PCO
represented. Forum at PCO level bringing together all stakeholders to discuss service
needs and outline targets
Government needs to promote pharmacy inclusion in primary care and recognise
pharmacy contribution in PBC
More face to face contact. Protected time to discuss development of services.
Selling the concept that the pharmacist can offer something of added value compared to
the GP

a. Relationships with general practice
•
•
•
•
•
•
•
•

Better alignment of MURs and QOF
Linking existing incentive systems together (GP and pharmacy contracts)
Use QOF to incentivise GPs
Enable GPs to nominate patients for service by indicating on prescription (MUR)
Use LMCs as a lever – “a potent force”
Approach GPs before starting service to improve awareness and target priorities
What are mutual interests for CP/GP? (repeat prescriptions, MUR, compliance, minor
ailments, long term conditions enhanced services, public health). Mutual aims – safety
and effectiveness
Include an obligation in CP and GP contracts for local liaison meetings between GPs and
pharmacists serving their practice

b. Relationship with patients
•
•
•
•
•
•
•

Raising patient/carer awareness of services on offer – need to reduce “over prescribing”wrong drug usage, “misunderstandings”
Change name of MUR to “medicines check”
Pharmacists marketing nationally to patient groups
Nationally increase patient awareness to reduce suspicion etc
Patient groups are a valuable lever
More or compulsory NHS branding, a less ‘commercial’ pharmacy environment – this is a
community health service “not just a chemist”
Need to know more about how patients view pharmacy services – more surveys and
groups etc
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c. Integration of advanced and enhanced services
•
•
•
•
•
•
•
•

MUR short term simplify form; long term electronic
A “relaunch” of the MUR service
Improve ‘electronic’ vs ‘paper’ part of MUR systems
Integrating MUR with appointment with GP much more closely, ie in terms of timing to
make it more meaningful
Searchable national database of pharmaceutical care services, existing and planned,
with funding levels
Monitoring of PCO performance with specific regard to enhanced services
Funding at PCO level is a major issue
National Pricing Tariff for enhanced services – negotiated centrally

d. Other
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Share good practice through networks – why is it working where it works?
Identify leadership champions; make better use of those who are innovating
Local leader development – pharmacists having the right skills to be effective at
group/board level
How do we guarantee delivery of services?
Technical connectivity – move away from paper-based systems
Sharing of patient records – full access for pharmacists
Can “full implementation” be clearly defined?
Size of pharmacy and availability of cash to invest
Links to QOF, reduced admissions, reduced need to see GPs, savings made to impact
on PBC, link all into patient care pathway redesign
Build together, not “do it to”
Pharmacists would be happy to work together to work on MURs (not competing)
Credibility – pharmacy has public support
Resources – improve funding – especially fund training for pharmacists and support staff
Communication between and to all parties – differentiate for different audiences

In their third session the stakeholders were asked to review our preliminary
recommendations, and identify their top three priorities, and also to put any forward
additional recommendations that they felt were warranted by the data presented. The
following emerged as the highest priorities:
•
•
•
•

Pharmaceutical Needs Assessment
Integration of CPCF and GMS
Improving working relationships between community pharmacists and general
practice
More information for patients about what CPCF means for them

Stakeholders also identified that additional recommendations were needed in relation to:
•
•
•

Increasing patient and public involvement
Developing and disseminating the evidence base on effectiveness and costeffectiveness of pharmaceutical interventions
Developing local pharmacy leadership in the context of primary care
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12.1

Pharmaceutical Needs Assessment

PNA was seen as key to the effective commissioning of pharmacy services: “PCOs need to
identify how new pharmaceutical services can meet locally defined needs”. Participants
made reference to the need for PNA to now become part of the PCO’s wider health needs
assessment work: “Pharmaceutical Needs Assessment now needs to be part of Joint
Strategic Needs Assessment”. For the PNA to be robust it needed the appropriate input from
local stakeholders including other clinicians “Agree local priorities with all healthcare
professionals”. Participants also thought it important that there was a mechanism to check
whether commissioning happened as the result of the PNA and suggested “Monitoring of
PCO performance with specific regard to enhanced services”.

12.2

Improving working relationships between community
pharmacists and general practice

At the level of individual clinicians there was seen to be a need for pharmacists to be more
proactive in contacting GPs to discuss new services before they were introduced: “Approach
GPs before starting service to improve awareness and target priorities” and “Build together,
not do it to”. There were a number of suggestions about mechanisms to engage GPs:
“Enable GPs to nominate patients for service by indicating on prescription (e.g.
MUR)”.
“Integrating MUR with appointment with GP much more closely, i.e. in terms of
timing to make it more meaningful”
“A “relaunch” of the MUR service”
Identifying common ground as the basis for joint working was thought to be the basis for an
agenda of shared interest: “What are mutual interests for CP/GP? (repeat prescriptions,
MUR, compliance, minor ailments, long term conditions, enhanced services, public health).
Mutual aims – safety and effectiveness.” The role of the PCO as facilitator was also
highlighted: “Build trust between professionals – local PCO led education; care pathway
redesign; co-working / problem solving on projects”.
The bringing together of representatives of primary care clinicians to discuss and agree local
services was also suggested: “Combine LMC, LPC and others to form a LCC (Local
Contractors Committee) with PCO represented”.

12.3

Integration of CPCF and GMS

A common suggestion from the groups was around “Linking existing incentive systems
together (GP and pharmacy contracts)”. Practical suggestions about how to operationalise
this concept were: “Better integration of GP and CP contracts, e.g. repeat dispensing not
essential in GMS”, “Include an obligation in CP and GP contracts for local liaison meetings
between GPs and pharmacists serving their practice” and “Better alignment of MURs and
QOF.”
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12.4

More information about CPCF for patients

Stakeholders said that patients still knew too little about the changes introduced by CPCF
and suggested “Nationally increase patient awareness to reduce suspicion etc”. The name of
the MUR was not felt to be helpful and there was a suggestion to “Change name of MUR to
medicines check”. The role of the pharmacy profession in raising patient awareness was also
the subject of suggested actions: “Pharmacists marketing nationally to patient groups”. The
identity of the pharmacy and a clearer indication of its being part of the NHS was also
thought to be helpful: “More or compulsory NHS branding, a less ‘commercial’ pharmacy
environment – this is a community health service “not just a chemist”.

12.5

Increasing patient and public involvement in service
development

The lack of patient and public involvement in the development and implementation of CPCF
to date was pointed out by stakeholders and there was wide support for “engage PPI in
needs assessment and evaluation of services”. The stakeholder event was held prior to the
publication of details on the community pharmacy patient survey and participants highlighted
a need to “know more about how patients view pharmacy services – more surveys and
groups etc”.

12.6

Developing and disseminating the evidence base of
community pharmacy effectiveness

Commissioning of pharmacy services needed to be based on evidence of effectiveness and
there was wide agreement that the pharmacy evidence base needed to be strengthened.
Areas where stakeholders thought evidence should be highlighted were “Links to QOF,
reduced admissions, reduced need to see GPs, savings made to impact on PBC, link all into
patient care pathway redesign” and “Develop evidence base re effectiveness and costeffectiveness of pharmaceutical intervention”.

12.7

Developing local pharmacy leadership and sharing of good
practice

The issue of local pharmacy leadership was one where the groups proposed a number of
priorities including development to enable more pharmacists to participate in local health
decision making and putting forward effective cases for pharmacy development: “Local
leader development – pharmacists having the right skills to be effective at group/board level”.
This programme was thought to need a “Joint development agenda on professional
leadership and understanding of potential roles and expertise”.
Another key issue was how to make change happen and spread good practice: “Identify
leadership champions; make better use of those who are innovating” and “Share good
practice through networks – why is it working where it works?”. Another way of sharing good
practice was for community pharmacists to work together locally and participants said that
“Pharmacists would be happy to work together to work on MURs (not competing)”. A local
facilitator or champion might have a role in bringing together groups of pharmacists.
As a result of the stakeholder input we made additional recommendations about action on
increasing patient and public involvement in CPCF, developing and disseminating the
evidence for pharmacy services, and investing in local leadership development and change
management tools.
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13

Discussion

This, the final report from the national evaluation of the community pharmacy contractual
framework, brings together data from the perspectives of all key stakeholders as well as NHS
data on service delivery. Here we discuss our main findings in relation to the evaluation’s
objectives and draw out our recommendations. The recommendations are presented in the
next chapter grouped according to the stakeholder group we believe should take a lead on
specific actions.

13.1

Essential service provision

With a few exceptions, most community pharmacists reported delivering most essential
services. The essential services tier was viewed positively by most PCOs, who said it
clarified the standards required from community pharmacies. In addition PCOs said that the
monitoring process led to transparency for the first time about standards of service delivery
and provided a lever to raise standards where necessary. The implementation of the
majority, if not all, essential services, represents a huge effort by pharmacists and PCOs as
well as indications of a cultural shift in, for example, the embedding of clinical governance in
a more tangible way.
For repeat dispensing, where the co-ordination of the PCO and co-operation of local GPs are
required, it is encouraging that over half of pharmacies are now providing the service.
However in the vast majority the volume of prescription items is tiny and data for 2006
indicate only a small rise from the previous year. This is unsurprising given that the findings
of the national evaluation of repeat dispensing showed that “the burden of preliminary work
required by GPs . . . has affected participation” and that GPs also cited the quality of their
relationship with local pharmacists as a key influencing factor (Ashcroft et al 2006). Thus the
impact of repeat dispensing on the management of dispensing workload is currently
negligible for most pharmacies. At the same time workload directly attributable to the new
contract has increased, concurrently with the inexorable rise in prescription numbers.
Release two of the Electronic Prescription Service (EPS) will enable electronic repeatable
prescribing. The level of input from PCOs to promote and explain repeat dispensing to GP
practices was found to be highly variable. It will be important for progress in implementing
repeat dispensing to be monitored in the future. Therefore we recommend that:
•

Repeat Dispensing targets should be set for PCOs once EPS Release 2 is rolled out

Essential services delivered by less than 70% of our respondents were: prescription-linked
lifestyle interventions (67%); completion of a multi-disciplinary audit (55%); recording of
clinically significant product purchases (59%), and using the National Patient Safety
Agency’s incident reporting system (50%).
Development of the community pharmacy contribution to public health was a key part of
CPCF and PCOs viewed this as a positive change. Our data suggest that this aspect of
CPCF has led to increased involvement with public health staff within PCOs and is likely to
contribute to better integration of pharmacy.
Self reported participation of community pharmacies in campaign-based healthy lifestyle
interventions is extremely high. However the evaluation has raised some questions about
what “participation” means here. Some PCOs said that not all pharmacies were displaying
materials and reported that it was particularly difficult to engage pharmacies in providing
recorded evidence of activity. Community pharmacists themselves saw the related record
keeping of numbers of people advised as a bureaucratic exercise that in itself demonstrated
a lack of trust on the part of the PCO, where our data confirm the findings of the National
Audit Office study (NAO 2007). This formed part of a wider perception by community
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pharmacists that essentially suggested that all record keeping within CPCF is only for the
purposes of being policed rather than becoming part of a clinical record that could be used in
the future.
Provision of prescription-linked lifestyle interventions, while reported by two thirds of
pharmacists, was found to be one of the lower levels of delivery of essential services. A
possible reason for this is that support materials were provided to community pharmacies
relatively recently (March 2007, almost two years after CPCF was introduced) (Pharmacy
HealthLink 2007).
We found that in the first year of CPCF just over half of our respondents had completed a
multi-disciplinary audit (MDA). This relatively low proportion is because this is an aspect of
the CPCF where community pharmacists are dependent on their PCO to select a topic and
organise the audit and not all of them had done so. We make recommendations later in this
report about making better use of MDA to engage pharmacy and wider primary care.
Formalising support for self care provided from community pharmacies was another
important feature of CPCF. The signposting service was almost universally provided by
community pharmacies in our survey, although we do not know the actual extent to which
this was provided, i.e. the proportion of all eligible contacts, by individual pharmacists. Almost
three quarters of our respondents said they now keep records of clinically significant patient
referrals for patients known to the pharmacy, indicating an important change. However less
than two thirds reported recording clinically significant OTC medicine purchases for patients
known to the pharmacy. Given that this is the first time that community pharmacists have
been asked by the NHS to record an aspect of their private sector work it is perhaps not
surprising that its adoption has been slower than that of records of clinical referrals within the
NHS. Other contributory factors may be that no guidance has been provided to pharmacists
about a minimum dataset for recording, nor examples of OTC purchases to stimulate
discussion about what might be “significant”. Pharmacists in our survey viewed this record
keeping requirement as another bureaucratic imposition and there was no sense that they
saw the record as something they might refer to in the future with the patient or customer.
Given the recurrence of pharmacists’ concerns and questioning of the value of current
record-keeping requirements we recommend that:
•

Clearer justification should be provided for the record-keeping requirements within
CPCF with a view to streamlining, and for those which remain, justification of their
purpose and guidance on a minimum data set for hard copy records

Our data show that further cultural and infrastructure change will be needed if community
pharmacists are to maintain and use individual clinical records other than their existing
patient medication records (PMRs).

13.2

Workforce and Workload

It is clear from our data that pharmacy workload has increased as a result of both CPCF and
the continuing increase in prescription numbers. Some, but not all, of the increase is due to
new work in advanced and enhanced services. However pharmacists also identified
increased record keeping and paperwork within essential services as key contributors. Since
the introduction of CPCF most pharmacists report having delegated more work to nonpharmacist staff and one third have planned further staff changes in the coming year.
Nevertheless many community pharmacists report being stressed in their work and see lack
of time as the major barrier to implementing CPCF.
The increasing volume of prescriptions is substantial. Between 2005 and 2006 the number
rose by 5.7% and forecast growth for 2007-8 is a further 5.5% (NHS IC 2006; Anon 2007).
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The “average” pharmacy in England and Wales dispensed 67,000 prescription items during
the year, or around 5,600 items per month (713.5 million / 10,580 pharmacies) during 2005-6
(NHS IC 2006). The introduction of Repeat Dispensing and the Electronic Prescriptions
Service (EPS) were intended, in addition to increasing convenience to patients, to enable
pharmacies to better anticipate and manage their prescription workload. However repeat
dispensing has had only a marginal effect and much of the roll out of EPS looks likely to take
place during 2008. Pharmacists felt that repeat dispensing was a tool they had been
promised and which could help manage their workload but that had not been delivered. In
government evidence to the APPG Pharmacy Inquiry when speaking about the electronic
transfer of prescriptions, Lord Hunt “accepted that the Department of Health had been over
ambitious at the start of the project.” (APPG 2007). We have already made a
recommendation about the need to strongly encourage uptake of repeat dispensing once the
electronic infrastructure is in place.
The community pharmacists in our study identified their priority training needs as “clinical”,
“research and audit” and “clinical governance”. We recommend that RPSGB takes the lead
to:
•

Use CPD facilitators to provide support for reflective practice and practice
development

•

Provide tools to encourage and underpin reflection by pharmacists on current ways of
working and possible ways of changing

•

Secure, with other stakeholders, a practice development programme for community
pharmacy

The CPCF has resulted in little change in job satisfaction for around half of community
pharmacists but roughly twice as many pharmacists said they were less satisfied than they
were before CPCF was introduced as the number saying they were more satisfied. Overall
CPCF appears to have had a negative effect on job satisfaction. Hassell found in her
research that community pharmacists had the lowest levels of job satisfaction within all
sectors of the profession and concluded, that pharmacists “working in community pharmacy
are far more likely to regret becoming a pharmacist or have a weak desire to practise”.
Furthermore the research showed that “low job satisfaction is an important driver responsible
for making pharmacists think of leaving their job or the profession” (Hassell 2006). About half
of community pharmacists say the new contract has not affected the likelihood of them
staying or leaving community pharmacy. Those saying the contract had made it less likely
that they would stay in community pharmacy outnumbered those saying it made it more likely
by three to two.
Our data also indicate that many pharmacists are stressed by their work although we cannot
distinguish the effects of CPCF from underlying prescription volume increases and other new
work such as post-Shipman changes in Controlled Drugs legislation and new requirements
relating to prescriptions for anticoagulants, for example.
Our findings relating to sources of satisfaction and dissatisfaction with community pharmacy
do offer some pointers for future action. A key source of satisfaction was contact with
patients, also a finding of Willett’s survey more than a decade ago. Our data show that
increased patient contact is a key positive from CPCF for many pharmacists. Strengthening
this aspect of CPCF by maximising the time that pharmacists can spend with patients is
important. Conversely a key source of dissatisfaction is “lack of respect from GPs”. The
recommendations we make later in this chapter to build better inter-professional relationships
could improve this and help to reduce dissatisfaction.
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In general practice the Working In Partnership Programme has addressed workload
management through a programme of support initiatives including tools to capture and
measure workload, for identifying and spreading best practice in new ways of working, and
accelerating development of programmes for specific staff groups (practice managers, health
care assistants) for whom existing educational provision was not sufficiently advanced. A
similar programme could support change management in community pharmacy and we
recommend that DH:
•

Support the development of workload analysis and management tools for community
pharmacy

13.3

Provision of advanced and enhanced services under the
new contract

13.3.1

Advanced services

Community pharmacies providing Medicines Use Reviews increased from 38% to 64% in our
sample PCO between the end of the first and second years of CPCF. The mean number of
MURs provided in Year 2 more than tripled among the existing providers, to 114 per
pharmacy, although this was still well short of the theoretical maximum of 400. For new
providers the mean number delivered was 50.
Two thirds of community pharmacies now have a consultation area meeting accreditation
requirements for MUR, a major change since the introduction of CPCF. A previous survey
found that 59% of respondents were accredited to provide MURs but only half of these were
doing so, and that one in three of the pharmacies had a consultation area suitable for MUR
(Ewen et al 2006). Our findings therefore indicate substantive progress.
MUR was a major innovation within CPCF and previous research provides some pointers to
assess the extent to which its spread to date might predict its future adoption by community
pharmacists. In his research on diffusion of innovation Rogers identified five categories of
adopters based on the rate of adoption of an innovation: innovators (2.5%), early adopters
(13.5%), early majority (34%), late majority (34%) and ‘laggards’ (16%). Rogers’ research
showed that once an innovation had been adopted by more than 30% of the intended
adopters, it would then spread without further intensive effort (Rogers 1995). Our data are
encouraging in that they suggest that MUR has now spread into Rogers’ “late majority” and
can thus be expected to spread further. Indeed over three quarters of the community
pharmacy survey respondents who were not yet providing said they intended to do so in the
future.
However our data also show that Rogers’ general findings about diffusion need to be
considered alongside his work on the effects of the characteristics of the innovation. Here
Rogers showed how the attributes of a new innovation, for example, the extent to which it
converges or diverges from existing ways of working and the ways in which different
stakeholders perceive “benefit”, influence diffusion. Our evaluation and recent research
(Bradley et al 2007; Elvey et al 2007; Hilton et al 2007; Thomas et al 2007) has identified the
barriers to MUR becoming embedded.
It is noteworthy that almost three quarters of the non-providers at the end of the second year
were independent pharmacies. Independents thus remain under-represented in MUR
provision and may need more support for implementation. Another important piece of
evidence is the numbers of MURs delivered by pharmacies which, at the end of Year two
were still only a quarter of the 400 maximum for which payment could be claimed. The
numbers remain far below the maximum for which payment can be claimed and our data
suggest substantial logistical barriers to increasing provision for many pharmacists.
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Around one in four MUR providers reported having employed additional pharmacists to
support MUR provision, indicating that many pharmacists have absorbed the additional work
into their current working week, despite an average time per MUR of almost one hour.
However other data indicates that actual numbers of MURs being provided is relatively low.
As the volume of MURs increases additional pharmacist input may become more the norm
and this raises questions about capacity within the pharmacy workforce as well as the
acceptability of appointment arrangements for patients.
Having considered barriers on the supply side we will next explore barriers within the
demand and need for MURs. Patient awareness of MUR was reported to be low by many of
our research participants and there is some evidence to support this from an Asthma UK
survey in 2006 where only 20% of patients said they knew what an MUR was (Selo, S
reported in PJ Aug 18). DH evidence to the APPG Inquiry stated “it was important that the
public also embraced developments in the role of pharmacy, while maintaining clarity about
the different responsibilities and roles of each NHS professional.” (APPG 2007). A recent
analysis of the content and language of the existing leaflets used to promote MUR showed
they gave mixed messages, did not explicitly describe MUR as “new” yet assumed that
patients would become involved in related new activities (Van den Berg 2007).
We recommend that the DH and CPCF team:
•

Commission national publicity campaigns on key services in CPCF, with strong
patient and service user involvement in their design

•

Provide resources for PCOs to use in local awareness campaigns for community
pharmacy services, with strong patient and service user involvement in their design

There has been a general assumption that evidence of problems in the prescribing and use
of medicines equates to a need that the MUR service can address, and that those outside of
community pharmacy would agree with this premise. The GPs who took part in our
evaluation remained to be convinced that MURs were of benefit and endorse or recommend
the service to their patients. Our findings show that the MUR service will not become
embedded unless GPs’ current objections are dealt with. Face to face meetings have been
shown to be an important starting point for constructive working relationships to develop
(Chen 2007). Encouragingly the GPs in our study identified areas for collaborative working
with pharmacists on compliance and reducing wastage of medicines. GPs recognise that
community pharmacies are a source of unique information about patients’ use of medicines
that is not available anywhere else in the NHS. There are opportunities to build on these
positive findings.
•

Community pharmacists need to engage more proactively with local GPs, thinking
collectively and working in groups where that best reflects how a practice’s patients
are served

•

These discussions should be used to find out from local GPs which patients they wish
to be prioritised for MUR and to make arrangements for GPs to refer patients into the
service

•

Subsequent periodic meetings could be used to discuss trends in MUR data and
other issues of shared interest

•

Community pharmacists need to make better use of the unique and valuable data on
medicines use which they hold in the pharmacy

233

National evaluation of the new community pharmacy contract

•

PCOs should highlight reduction of waste medicines as a key part of MUR and
encourage pharmacists to build on this in discussions on compliance with GPs

There is concern at PCO and SHA levels that the quality and value for money of MURs
cannot currently be determined, and there is a need for robust outcome data. This lack of
data has disenfranchised PCTs and meant greater scepticism about quality and the potential
contribution of MURs to patient care. The recent National Audit Office (NAO) report on
prescribing in primary care recommended that the effectiveness of MURs should be
evaluated (NAO 2007). The PSNC, in its response, said that “It will be essential that any
evaluation of MURs is clearly based on the core focus of MUR, i.e. developing the patient’s
knowledge of the medicines they use and supporting patients to use them effectively” (PSNC
2007). We recommend that:
•

A group including pharmacy and other stakeholders is convened to agree a set of
quality measures for MUR for inclusion in the service specification and use in audit

•

DH introduces mechanisms to strengthen local management of Advanced Services
by PCOs

•

RPSGB commissions audit templates for MUR and road tests them with pharmacists,
GPs and PCOs

The All Party Parliamentary Group concluded about MUR that “The service itself is not the
issue; the lack of good planning and consultation around its introduction has proved a
problem, as has the lack of progress on IT connectivity and the lack of leadership on
professional collaboration.”. Our data indicate that in fact the service itself is an issue in so
far as there are differences of view between pharmacists and GPs about boundaries
between medicines usage and clinical recommendations as well as a lack of clarity for
patients about where MUR fits into their care and whether pharmacists and GPs are working
together on their behalf. In Australia similar barriers were encountered when the Home
Medicines Review service was introduced and one action taken jointly by the government
and the professional body was to employ local facilitators. We recommend that DH
•

13.3.2

Invests in evidence based local support mechanisms for change management, based
on peer influence and role models, e.g. MUR champions

Enhanced services

The picture regarding enhanced services is complex. These services have to be
commissioned by local PCOs and are not solely dependent on the community pharmacist’s
initiative. Only the well established services such as smoking cessation and use of PGDs are
provided at levels approaching 50% of pharmacies. In particular new clinical roles such as
clinical medication review, supplementary prescribing and pharmaceutical care for people
with long term conditions are being delivered by very few pharmacists.
In trying to interpret these comparative data it is important to note the differences between
the sources. Our survey covered a 80% of a stratified random sample of 31 PCOs. Bradley
et al surveyed all PCTs with a response rate of 74%. The NHS IC does not report its return
rate from PCOs but does state that its percentages are based on the total number of services
being provided from community pharmacies (17,745) and do not represent the percentage of
individual pharmacies providing a specific service. The more relevant comparison is thus with
the data from Bradley et al.
Most enhanced services were being provided by our respondents prior to the introduction of
CPCF, confirming the findings of our PCO survey that only 20% of enhanced services were
commissioned after CPCF (Bradley et al 2006). Thus to date CPCF has had a limited impact
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on locally commissioned services. Almost half of the PCOs in the sample had commissioned
at least one new enhanced service since the contract was introduced. These were mainly the
types of services which aimed to enhance primary care access (minor ailment schemes) and
more specifically, to enhance access to public health services (supply of emergency
hormonal contraception; Stop Smoking).
Commissioning of disease specific medicines management services was particularly low,
with only one example of a ‘new’ enhanced service in disease specific medicines
management (asthma) cited by our respondents. Many respondents also commented about
a lack of links to long term conditions management. Given the emphasis within the NHS on
improving care for people with long term conditions it might have been expected that this
would be an area of increasing activity for PCOs. However Bradley and colleagues found in
their national survey that not only was current commissioning of services to support LTC low
(4.6% of PCTs and 1.2% of pharmacies), but that only one of the ten commissioning PCTs
had introduced the service after the new contract. Furthermore only 17 PCTs were planning
to commission such services in the next year (Bradley et al 2006).
In its “A Vision for Pharmacy in the new NHS” (DH 2003) the Department of Health noted the
range of locally commissioned services:
“3.9 A wide range of services are continuing to be developed locally by pharmacists
and PCTs to meet identified need and to improve patient care. These include:
•

Supply of medicines under patient group directions to improve access to care
such as emergency hormonal contraception and smoking cessation

•

Monitoring of patients and recommending alteration of doses. For example, for
people taking medicines that require careful monitoring such as warfarin or
lithium

•

Medication reviews where there is clinical need. For example, as required in the
Older People NSF, for patients taking a complex range of medicines, or for
people with specific conditions such as coronary heart disease.

•

Free supply of medicines for minor ailments, where significant numbers of
patients consult their GP, which eases unnecessary burdens on GPs, improves
access and is more convenient for patients.”

While the first and last categories are now widely commissioned the middle two are not.
While no one knew what level of commissioning of enhanced services to expect in the first
year of the contract the implication from our participants’ comments was that many had
expected more services to be commissioned. Bradley and colleagues described the level of
commissioning as ‘moderate’ and an associated Pharmaceutical Journal editorial went
further, saying “the bald truth, from this research, is that there is hardly any commissioning
going on; moreover, the signs for the future are not promising” (PJ Editorial Aug 18). It would
perhaps not be unreasonable if PCTs had decided to focus, in the first year of the contract,
on establishing essential services and MUR. However the projected level of commissioning
of enhanced services during 2006-7 was of concern in two respects. Firstly the number of
services which PCTs reported intending to commission in the national survey was 184,
slightly less than one per responding PCT (Bradley et al 2006). Secondly the numbers of
services which might lead to greater integration of community pharmacy with local general
practices (for example disease specific medicines management, supplementary prescribing,
anticoagulant monitoring, screening or medication review) only accounted for a total of 74
services. This planned level of commissioning does not suggest that community pharmacy is
likely to become more integrated into the management of long term conditions. The
availability of additional service templates would support commissioning of new services and
we recommend that the contract team:
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•

Develop and road test service templates for specific long term conditions as soon as
possible

Barriers to commissioning of enhanced services cited by our respondents were insufficient
finance and low commissioning capacity in PCTs. Some respondents also cited the lack of a
national pricing structure for enhanced services as a barrier since it meant more work for
PCTs in negotiating with the LPC for each enhanced service. When the contract was initially
publicised the intention was that there would be national pricing for exactly this reason.
Indeed work was undertaken to seek to agree benchmark prices, but “after meetings
between the PSNC, the NHS Confederation and the Department of Health in late 2005, it
was agreed that a better approach was the publication of a pricing toolkit”. (PSNC 2006;
www.psnc.org). Our stakeholders also identified a need to bring together evidence on
pharmacy services and we recommend that policy makers:
•

Gather and disseminate evidence of effectiveness and value for money of pharmacy
services

In evidence to the All Party Parliamentary Group’s Inquiry into community pharmacy Lord
Hunt stated that “the Galbraith review would propose incentives for PCTs to make better use
of pharmacy and to recognise the pharmacy profession as a significant provider of services
at local level.” (APPG 2007) While the details are not known this seems an encouraging
move. Emerging data from our 2007 national survey of PCOs indicates that commissioning
of enhanced services may be beginning to develop further and this will need to be monitored
over time.

13.4

PCO commissioning and quality assurance approaches

All of our respondent PCOs had completed their Pharmaceutical Needs Assessment.
However like Bradley and colleagues we found that commissioning of enhanced services
was not linked to the findings of the PCTs’ Pharmaceutical Needs Assessment (Bradley et al
2006). It is therefore difficult to know the process by which decisions are made about new
services since it is not transparently based on identified local needs.
The percentage of pharmacies commissioned to provide specific services varied widely
between different services. Bradley and colleagues described this as ‘limited provision’ but
pointed out that there was a need to determine how the provision met the needs of local
people. Our own experience suggests that services such as EHC supply and Stop Smoking
might be in locations selected specifically to enhance access in otherwise under-served
areas of the PCO. Other services such as supervised administration might be more likely to
be limited by the number of pharmacies prepared to provide them. Minor ailment schemes
were initially intended to be targeted in disadvantaged areas of the PCT where a greater
percentage of the population was exempt from prescription charges (DH Building on the
Best). It is difficult to draw conclusions from the extent of the number of pharmacies
commissioned and PCOs should be able to describe a transparent process for
commissioning.
Given our finding that there has been little innovation in commissioning of enhanced service
it is clear that very few PCOs have, so far, developed service specifications beyond those
issued as part of the contract. PSNC stated recently that work is beginning on service
specifications in relation to long term conditions (PSNC News June 2006). It is only once
these are issued that the true picture will emerge of whether the time and effort required for a
PCT and to develop a specification for a new service is in fact the main barrier to increased
commissioning of community pharmacy services for long term conditions.
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Three quarters of pharmacists reported having had a monitoring visit from their PCO.
Community pharmacists and PCOs are investing large amounts of time in the monitoring
process. In particular the paperwork and preparation for monitoring is very time consuming.
We recommend that:
•

The community pharmacy assurance framework is kept under review in the light of
PCO experience with a view to streamlining the processes

•

Good practice in local monitoring is identified and shared

Data from the case study sites and the most recent PCO survey indicate considerable
variation in monitoring requirements and practice between PCOs. SHA respondents found it
difficult to benchmark across PCOs and called for greater consistency between PCOs in the
monitoring data collected. We recommend that:
•

SHAs make active use of the new strategic tests for community pharmacy
development in monitoring PCO progress

•

SHAs require PCOs to produce action plans for areas where progress is inadequate

•

DH develop a dashboard / balanced scorecard for PCOs to report CPCF monitoring
data to the SHA

•

DH should require PCOs to make an annual return on funds invested in CPCF
covering advanced and enhanced services, also PNA and support provided

13.5

The role of community pharmacy within the provision of
primary care services

A recurring theme in the evaluation so far has been slow progress in integrating community
pharmacy into wider primary care.

13.5.1

Relationships with general practice

We found little evidence that the contract had so far led to greater integration between
community pharmacy and general practice. When asked about their level of professional
contact with GPs most respondents reported it was much the same as before the
introduction of CPCF and only one in five said it had increased.
While it might have been expected that the MUR service might lead to improved
communication this does not yet seem to have been the case. Indeed in some cases it might
be that MUR reports may have antagonised rather than strengthened relationships between
community pharmacists and GPs. Among pharmacists providing MURs only one in four had
received feedback from GPs about the reports they had sent and it is perhaps not surprising
that the majority said that MURs had no effect on their relationship with GPs. The Community
Pharmacy Medicines Management study, where community pharmacists made
recommendations to GPs about medicines in CHD provides some insights here. In that study
the service was most well received by GPs in areas where there was a history of joint
working and positive relationships. Where this was not the case there was a less positive
response from GPs (Bond final report CPMM 2004).
The requirement for participation in multi-disicplinary audit (MDA) provided an opportunity to
engage pharmacists with primary care. The data that we collected from our sample of PCOs
shows that the extent to which the audit topics implied multi-disciplinary involvement was
variable. The general pattern was that data might be collected by more than one professional
237

National evaluation of the new community pharmacy contract

group and was then analysed by the PCO. However the audits generally did not require any
interaction between professional groups. Assuming that the requirement for pharmacists to
complete a PCO-defined multi-disciplinary audit was intended to engage pharmacists with
the primary care team, it has not succeeded so far.
•

PCOs should use multi-disciplinary audit as a tool to engage community pharmacy
with other primary care clinicians

Busy general practitioners will need encouragement to engage with community pharmacy in
a multi-disciplinary audit.
•

Introduce participation in multi-disciplinary audit into the GMS QOF

In the wider sense our findings indicate that CPCF and GMS need to be made more
synergistic. Some PCOs are already using the medicines management points within QOF as
a means to stimulate greater engagement between general practice and community
pharmacy. In the medium to longer term the GMS and CPCF need to incentivise both groups
to collaborative working. In addition to the inclusion of MDA in the QOF we also recommend:
•

Create better integration of CPCF and GMS through the use of MM QOF points

•

Identify and implement other areas of mutual incentivisation within the two contractual
frameworks

The low level of contact between pharmacy and general practice in our sample PCOs signals
a missed opportunity for closer working. Only one in ten contract implementation or
monitoring groups had a GP representative. Many of our PCO respondents were unsure
what, if any, contact there was between their LPC and LMC. There was regular contacted
reported between the LPC and LMC in only one in six of the PCOs. Therefore we
recommend that PCOs:
•

Ensure that there is a mechanism for local progress with essential and advanced
services to be discussed by general practice and community pharmacy

•

Facilitate regular meetings of LPC and LMC

13.5.2

Integration of community pharmacy with the PCO

Encouragingly, almost 40% of respondents to the community pharmacy survey said they now
feel more part of their PCT or LHB as a result of the new contract. There are several reasons
for this finding. The role of community pharmacy in contributing to improved public health and
enhanced access to primary care services was already being extended prior to the new
contract and this has continued since CPCF. The requirement for PCOs in England to
undertake a Pharmaceutical Needs Assessment appears in some PCOs to have
strengthened links with PCO public health staff and led to commissioning of further enhanced
services, particularly smoking cessation and supply of emergency hormonal contraception on
PGD. The PCO’s responsibility to organise and resource six public health campaigns as part
of essential services also seems to have stimulated and expanded the inclusion of
pharmacies in PCOs’ thoughts about local health promotion. However these changes are
not universal and further action is needed to encourage PCOs to integrate community
pharmacy. In particular by:
•

Appointing a Director level lead for community pharmacy integration and
development
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•

Making the Pharmaceutical Needs Assessment part of the Joint Strategic Needs
Assessment

•

Using available levers including QOF medicines management points and local
prescribing incentive schemes to promote greater collaboration between community
pharmacy and general practice

•

Including pharmacy in local PBC discussions and development

•

Ensuring that locally the representatives of general practice and practice based
commissioners share priorities, plans and data with local pharmacy stakeholders

Overall our findings suggest that further progress needs to be made with integration into
primary care. In DH evidence to the APPG Inquiry “Lord Hunt noted that locally pharmacy
has a responsibility to be visibly engaging with the decision makers within PCTs. He
commented that a local leadership role was required and he recommended that pharmacists
invite PCT Chairs or CEOs to their practices to see first hand the new service developments
and enthusiasm pharmacies had for them.” (APPG 2007). The importance of local leadership
has also been highlighted by the APPG’s report (APPG 2007) and this was also one of our
stakeholders’ highest priorities. We recommend that RPSGB, together with DH should:
•

Invest in leadership programme expansion to develop a local community pharmacy
leader for each PCO area

•

Support development work for “market shaping” in primary care to improve market
capacity and response in community pharmacy

We also recommend that LPCs, working with other stakeholders should:
•

Increase their own capacity for community pharmacy development in the light of the
changing role of PCTs

•

Develop proposals for enhanced services based on local health/social needs data

13.5.3

Relationships with patients

Prior to the introduction of CPCF, data from patient surveys indicated some resistance from
patients to the concept of a formal discussion with the pharmacist about their medicines
(Webstar Health, personal communication). These data predicted the challenge that
pharmacists would have in recruiting patients for MURs. Although we had limited resource
available for research with patients within the evaluation the two focus groups we conducted
provide valuable insights into patients’ perspectives which were confirmed by patient and
service user representatives at our stakeholder event. Generally patients were fairly positive
about their MUR but it was difficult to discern for some what the outcomes and benefits were.
Some patients liked the MUR but did not feel it had changed anything or that they had
learned anything from it. There is confusion among patients about where MUR fits in relation
to the reviews of their prescriptions conducted by their GP. Some patients are concerned
about whether the pharmacist is “treading on the GP’s toes” through MURs. All of these
findings confirm those from the research on patient experience of medicines reviews
conducted by community pharmacists in the community pharmacy medicines management
trial (Bond et al 2004). GPs perceive that pharmacists often refer patients to them when
sometimes the pharmacist could complete the loop. To build their relationship with patients
and develop their own practice community pharmacists need to:
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•

Develop their abilities to present and discuss new services and roles: features and
benefits, anticipating and dealing with objections

•

Agree key messages and actions with local GPs

•

Take greater responsibility and accountability as the patient’s advocate

•

Use records made within CPCF as part of the patient’s clinical record

There has been very little input from patients and the public to PCOs’ pharmaceutical needs
assessments, their monitoring processes for CPCF, or their service development work. Our
stakeholders made a strong case for greater patient and service user input in all aspects of
community pharmacy development.
•

Involve patients more at national and local level in the future development of CPCF
and its implementation

Our findings and recent research (Salter et al 2007) also indicate a need for community
pharmacists to develop their skills in patient centred practice. We recommend that the
RPSGB takes the lead to:
•

13.6

Promote patient-centred practice and provide role models to demonstrate it in action

The role of community pharmacy in contributing to local
priorities and targets

Primary Care Organisations were expected to develop Local Delivery Plans to deliver the
targets set out in the Public Service Agreement 2005-8 for health (DH 2004 Public Service
Agreements). National targets included, for example, smoking cessation, sexual health and
obesity as well as the continuation of primary care access targets. Commissioning during the
early years of the community pharmacy contract, 2005-6, might thus be expected to map
onto these priorities and there were clearly specific areas where community pharmacy could
make a direct contribution.
The NHS Operating Frameworks for 2006-7 and 2007-8 emphasised specific service areas
within the existing national service targets and Local Delivery Plan measures set in 2004 (DH
National Standards, Local Action 2004; The NHS in England: Operating Framework 2006-7.
DH January 2006; http://www.dh.gov.uk/assetRoot/04/12/73/15/04127315.pdf ; DH NHS
Operating Framework 2007-8 Dec 2006). Four of the six areas highlighted in 2006-7 have
again been emphasized for 2007-8.
Table 13.1 below sets out the areas where PCTs in England have therefore been charged
with making particular efforts to make improvements and thus where pharmacy needs to be
proactive in putting forward its case for where it can contribute to achieving the bigger
targets.
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Table 13.1: Priorities for the NHS in 2006-7 and 2007-8
2006-7

2007-8

Health inequalities: progress towards
reducing health inequalities by 10 per cent by
2010 with an initial focus on smoking
cessation.

Reducing health inequalities and promoting
health and well-being. For 2007/08, PCTs need
to focus on the interventions that evidence shows
can have the biggest impact on reducing health
inequalities.
More needs to be done, in particular to deliver
48-hour access to genito-urinary medicine (GUM)
clinics.

Cancer waiting times: to continue to deliver
maximum waiting times of 62 days from
urgent referral to treatment and 31 days from
diagnosis to treatment for all cancers by
March 2007.
Maximum waiting times: work towards
guaranteeing no patient will wait longer than
18 weeks from GP referral to hospital
treatment by 2008.

Achieving a maximum wait of 18 weeks from GP
referral to start of treatment of patients. 85% of
pathways where patients are admitted for
hospital treatment should be completed within 18
weeks. 90% of pathways that do not end in an
admission should be completed within 18 weeks.

MRSA: deliver year-on-year reductions in
MRSA infection rates.

Reducing rates of MRSA and other healthcare
associated infections.

Patient choice: extend Choose and Book to
account for 90 per cent of all GP referrals by
March 2007 and to ensure all patients have a
choice of at least four providers.
Sexual health: enable all patients requiring
access to a sexual health clinical to have an
appointment within 48 hours of referral.

The waiting time target is particularly challenging for PCOs, as is the associated work to
speed up diagnostics, reduce unscheduled hospital admissions and to meet the target for a
5% reduction in emergency bed days by 2008. Long term conditions are key here and PCOs
are focusing on areas including heart failure, COPD and diabetes to reduce unscheduled
admissions and numbers of bed days. These are areas where community pharmacy might
contribute indirectly through case finding, improved medicines management and transfer of
some workload from general practice. However PCTs’ commissioning plans for enhanced
services did not indicate that this would be a major area of activity in 2006-7. It is possible
that PCTs are awaiting the issue of service templates for disease specific medicines
management services. Since this may be a rate limiting step we suggest that the menu of
enhanced services needs to move quickly to reflect NHS priorities.
For 2007-8 PCTs were also told that in preparation for moving more services into primary
care they need to (DH 2006 NHS Operating Framework 2007-8):
•
•
•

promote health and emotional well-being, with stronger local services and support to
reduce the prevalence of physical and mental illness;
develop services to support people in maintaining independent lives in their own
homes, reducing avoidable emergency hospital admissions;
provide for timely hospital discharge with support from appropriate community
services;
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•

increase community capacity to support the shift of appropriate services from acute
hospitals to convenient and safe local facilities.

In the same document PCTs were also told to “be prepared to undertake a local end of life
service baseline review during 2007/08, continue to use needs assessment systematically to
identify and address the specific needs of different groups in the population, and to work with
partners to significantly improve the recording of information on obesity, particularly among
schoolchildren”.
The importance of integration of community pharmacy continues to increase as the primary
care services agenda becomes more extensive. Proactive engagement by local pharmacy
leaders assumes even greater importance.

13.6.1

Progress in implementing CPCF

Substantial progress has been made in implementing the essential services component of
CPCF, with the exception of repeat dispensing, where considerable effort by PCOs, some
pharmacies and some practices has generally resulted in only a marginal impact. The
advanced service of Medicines Use Review and Prescription interventions is provided by
increasing numbers of community pharmacies and has now reached 60% of all providers.
There are no data on the Prescription Interventions element of the service so its extent is
unknown but the definition is unclear and the borderline between normal interventions that
constitute usual practice for safe dispensing and what might be classified as a Prescription
Intervention is grey and perhaps disputed (Harding 2007). Commissioning of enhanced
services since CPCF has been limited.
In attempting to assess progress with implementation it is difficult to disentangle the
guidance and support provided by PCOs from the policies of the large multiple employers,
who will make decisions about priorities in implementation. The interplay of these factors
make it difficult to draw meaningful conclusions on the effects of actions by PCOs on
implementation of, for example, MURs or uptake of enhanced services.
A key cornerstone of PCO commissioning of services is a robust Pharmaceutical Needs
Assessment (PNA). For our case study PCOs the PNAs varied in depth and quality and in
one case the report was not in the public domain. Our data show having wider PCO
involvement beyond the pharmacy and medicines management team strengthens both the
PNA and the implementation of CPCF. The recently published new set of strategic tests for
community pharmacy development instruct PCOs to include the PNA within their forthcoming
Joint Strategic Needs Assessment. Our data confirm the central importance of PCOs
conducting a robust PNA and our stakeholders prioritised this as their most important action
to take forward.
We were not able to find any information in the public domain to indicate whether the general
principles of change management were used in the formative and developmental stages of
the contract. Within these basic principles we would include working with key stakeholders
who might facilitate or impede progress, particularly general practitioners and service users.
Early and meaningful stakeholder involvement would have quickly identified some of the
issues that subsequently slowed implementation, particularly for MUR. This highlights the
need for in strong stakeholder input into both the future development of CPCF and its local
implementation.
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13.7

Facilitating and impeding factors relating to contract
implementation

The evaluation has enabled identification of some factors which have facilitated the
implementation of CPCF or impeded its progress.
Facilitators
• Increased patient contact as a motivator for many pharmacists
• Motivation and drive of individual pharmacists
• Installing consultation facilities in the pharmacy
• Pre-existing positive relationship between the pharmacy and the local practice/s
• Robust Pharmaceutical Needs Assessment with wide involvement within the PCO
• PCO level resources to engage and support local pharmacies to implement change
• Pre-existing positive relationship between PCO and LPC and mechanism for
discussing local development
• Effective local pharmacy leadership with service proposals grounded in health needs
• Support and resources for implementation from employing companies
Barriers
• Feelings of lack of ownership of CPCF among employees and, among owners, of
details of the contract which emerged after contractors had voted for it
• Increased workload of pharmacists
• Insufficient people resource capacity (pharmacy support staff)
• Opportunity cost of increased record keeping
• Little or no existing relationship between some pharmacies and GP practices
• GP perception that changes as a result of CPCF increased rather than decreased
their workload
• Inadequate Pharmaceutical Needs Assessment by PCOs
Our recommendations address ways in which the effects of facilitators could be increased
and those of barriers reduced.

13.8

Have the objectives of the new contract been achieved?

In commissioning this evaluation the PPRT wished the findings to “inform the continued
development” of CPCF. This implies some consideration of the areas in which further effort
might be needed. It also raises the question of the objectives against which progress to date
might be measured and in this section we will review our findings against:
•
•
•

DH strategic objectives for CPCF (2005)
Strategic tests for community pharmacy services development (2005)
Recruitment, retention and motivation of the community pharmacy workforce

In Table 13.2 we set out the original DH objectives for CPCF with a brief summary of our
findings and traffic light colours of green where our data suggest the objective has been
achieved, amber where there has been some progress and red little or no progress.
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Table 13.2: Progress against DH objectives for CPCF
Essential

Advanced

Enhanced

Improved patient choice and
convenience in accessing
medicines, for example
through repeat dispensing and
electronic prescription service

Around 1% of
prescription items
dispensed under RD

Minor ailments service
widely commissioned
prior to CPCF and
more commissioned
since CPCF

Sustained achievement of
24/48 hour access in primary
care, for example through
support for self-care and minor
ailment schemes

Not possible to
determine how any
changes in provision
of support for self care
might have impacted.
A minority of
pharmacies have
changed their opening
hours since CPCF

Minor ailment services
contribute to
achieving primary
care access targets

Reducing demand on GPs and
other primary care staff, for
example through repeat
dispensing, supplementary
prescribing and pharmacist led
clinics, for example for people
with diabetes

Around 1% of
prescription items
dispensed under RD

Supplementary
prescribing and
Disease specific
medicines
management services
rarely commissioned

Care for people with long-term
conditions, for example
through pharmacists
undertaking medicine use
reviews, supplementary
prescribing, monitoring
treatment through near patient
testing, supporting self-care
and signposting to other
sources of help

MUR provided by
60% of
pharmacies; value
and acceptability
to patients and
GPs yet to be
established

Supporting the delivery of
nGMS, for example by helping
GPs meet their quality targets
for prescribing and medicines
management, supporting
access to medicines out of
hours and as alternative
providers of local, enhanced
services (eg anticoagulation
monitoring)
Reducing health inequalities
and improving health for
example through services for
drug misusers, stop smoking
advice and generally
promoting healthy lifestyles

Little innovation in
these areas and no
enhanced service
templates for care of
people with long term
conditions

No evidence of
pharmacies as
alternative providers
of LES.
Anticoagulation
monitoring
commissioned from
3% of pharmacies.

Prescription linked
healthy lifestyle advice
provided by two thirds
of pharmacies.
Participation in public
health campaigns
almost universal.

Commissioning of
EHC on PGD, and
smoking cessation
services have
increased since CPCF
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Essential
Improved patient safety for
example through advice to
patients and other health
professionals, safe systems for
handling medicines, including
disposal of unwanted
medicines, and learning from
patient incidents

Advanced

Enhanced

MUR is an
opportunity to
improve patients’
knowledge and
reduce wastage
but effectiveness
unknown

Prescription
intervention as
enhanced service
commissioned by
some PCOs as
transitional service
until spread of MUR
wider

Disposal of unwanted
medicines and SOPs
for dispensing almost
universally provided.

Better value for money by
reducing the wastage of
medicines, ensuring patients
still need their medicines
before they are dispensed,
know what they are for and
how to take them for best
effect

In evidence to the APPG community pharmacy inquiry Lord Hunt “described the community
pharmacy contract as ‘a start'. He was pleased with progress to date but agreed that while
most PCTs were engaged with the new contract, they could do more.” and Deputy Chief
Pharmacist Jeannette Howe “noted that the DoH were broadly happy with the progress of the
new pharmacy contract. She cited the increase in services available, including those focused
on self-care and medicines management and MURs, as significant successes” while Chief
Pharmacist Dr Keith Ridge “did note his disappointment at the pace of change, but also
stressed just how radical a shift it represented.” (APPG 2007)
The seven strategic tests for community pharmacy services development were published by
the National Primary and Care Trust (NatPaCT) development programme in 2005 with the
intention that they would be used by SHAs to monitor PCT performance in implementation of
CPCF.
Table 13.3: Progress against strategic tests for community pharmacy services development
Strategic test

Summary of evaluation findings

1. Maximising the contribution of community
pharmacy to meeting NHS targets

Commissioning of public health related enhanced
services and minor ailments services has increased
the community pharmacy contribution to meeting
targets.
Little progress on maximising input of community
pharmacy to the care of people with long term
conditions and hence little contribution to targets
relating to unscheduled hospital admissions and bed
days

2. Using CPCF to integrate community
pharmacy into the NHS

Some evidence of integration within PCOs with
public health work programmes. CPCF has not led
so far to greater integration with general practice

3. Improving access, patient choice and
patient experience

Access to minor ailments management and public
health services has improved. Choice has been
widened for minor ailments management. Patient
experience survey only recently released

4. Using ETP and other IT reforms to underpin
the contribution of community pharmacy to
patient focused service provision, including
patient choice?

Rate limiting step for EPS (formerly ETP) is roll out of
release 2. Unclear on what the “other IT reforms”
refers to
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5. Involving patients in needs assessment and
implementation and monitoring of the CPCF

Few PCOs have involved patients to date in needs
assessment, implementation or monitoring

6. Working with the community pharmacy
workforce to develop skill mix, better utilising
and developing their skills, to improve the
recruitment and retention of pharmacists

PCO involvement has tended to be to offer training to
pharmacists in relation to enhanced services. Little
involvement with other staff. Effects on recruitment
and retention are discussed below

7. Encouraging greater plurality of providers,
supporting a diversity of provider type and
allowing innovative, extended services

Little evidence of innovation in commissioning of
enhanced services

Progress with CPCF might also be considered in relation to objectives relating to
“recruitment, retention and motivation” of the community pharmacy workforce. We do not
have evidence of effects of CPCF on recruitment of community pharmacists. One in five of
the pharmacies in our survey was being managed by locums but we cannot attribute this to
CPCF. In relation to retention of pharmacists our findings suggest some cause for concern in
that a substantial minority of pharmacists now feel their job is less satisfying than before the
new contract and that they are now less likely to stay in community pharmacy. Motivation is
influenced by a range of issues but our findings that the key reasons for low job satisfaction
are “role since the new contract”, “remuneration” and “lack of respect received from GPs”
offer a starting point for discussion. Clearly the NHS is not the only player in working to
improve motivation, particularly in a professional group where well over half of the clinicians
are employed by the private sector. However the Scottish survey of community pharmacists
found that community pharmacists placed the highest value on organisational aspects of
their work (particularly working as part of an extended pharmacy team), and having a first
contact primary care role. Although total income was important, there were indications that
they would be prepared to forgo income to attain their preferred job (Scott et al, In Press).

13.9

Strengths and limitations of the evaluation

Our evaluation gathered data from all of the key stakeholders in relation to CPCF: community
pharmacists, GPs, PCOs, patients and SHAs and brought it together with NHS data on level
of provision of repeat dispensing, medicines use reviews and advanced services. The study
collected data between April 2006 and June 2007 so provides a picture of implementation
during both the first and second years of CPCF.
Response rates to our 2006 surveys of PCOs (86%) and SHAs (94%) were excellent and
give confidence that the data are representative of the total population in each case.
Strengths of our community pharmacy survey were its excellent response rate of 71% and
that it sampled all of the pharmacies in 31 PCOs thus enabling us to gain an in depth picture
of the experiences and views of pharmacists and set these against detailed data from each
of the PCOs. Our analysis to compare our PCO sample against the national picture gave
reassurance of the representativeness of the sample.
We had great difficulties in achieving an adequate response rate for the survey of community
pharmacists. After our planned written reminders the response was at 50%. Anecdotal
feedback and random sampling of non-responders by follow up indicate a range of reasons
for non response, all of which influence face validity, such as a substantial percentage of
pharmacies run by locums, and a high workload, lack of time and increased paperwork
resulting from CPCF. With the advice of the PPRT steering group we then collected data by
telephone and were able to increase the response rate to 71%. There are two limitations to
the survey. The first is that of necessity it was conducted over a longer period than would
have been ideal, from September 2006 to April 2007. This means that there may be a
longitudinal effect within the data. The constraints of pharmacists’ time for telephone
interviews meant that we could only ask a sub-set of the closed questions from the
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questionnaire and were not able to gather responses to open questions about the contract.
Following good survey practice we conducted analysis of early, intermediate and telephone
responses to seek any differences. This analysis showed that data on service provision was
very similar across the three groups but that there were some differences in attitudes. The
telephone responder group were less negative in their responses about the impact of the
contract and it is not possible to discern the extent to which this might be a longitudinal or
cohort effect.
The qualitative data with pharmacists, GPs, PCO staff and patients from our five case study
PCOs provided a rich picture of the experience of implementation at local level to
supplement the quantitative surveys of pharmacists and PCOs. Based on the numbers of
GPs recruited to participate in the research it is possible that those who took part might have
a more positive view of community pharmacy, despite some of their reservations, and may
thus represent a ‘best case scenario’. Within the resources available we were only able to
conduct two focus groups with patients. These data provided valuable insights into patients’
experience of medicines use review and their general awareness of changes in community
pharmacy as a result of CPCF. Participants in the patient focus groups were generally well
informed and were unlikely to reflect the diversity of community pharmacies’ patient clientele.
By covering both England and Wales we were able to include the broadest sample of
stakeholders upon whom CPCF had impacted. It was not an objective of the study to seek to
identify similarities or differences between England and Wales, rather to capture the
experiences and effects of CPCF across both countries.
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Chapter Fourteen
Recommendations for the future
development of Community Pharmacy
Contractual Framework
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14

Recommendations

In this chapter we set out our recommendations for action. In each chapter of the report we
listed recommendations that were based by the data in that part of our findings so that
readers could see the origins of each one. In the discussion chapter we drew together these
recommendations and set them in context. In this final chapter we start by taking our
stakeholders’ priorities and bringing them together with specific recommendations that
require attention by specific stakeholder groups, then go on to present all our
recommendations, grouped by lead stakeholders.
To make the contents legible we have divided the table over two parts, Part A describes
actions that are relevant to the Department of Health / CPCF negotiating team, SHAs and
Welsh Assembly Group, PCOs and GPs and PBCs. Part B describes actions that are
relevant to LPCs and CPW regional committees, individual community pharmacists,
community pharmacy organisations and the RPSGB.

i

National evaluation of the new community pharmacy contract

Table 14.1: Part A - Key recommendations and actions for lead stakeholders
DH / CPCF team
Robust
Pharmaceutical
Needs
Assessment

Integration of
CPCF and GMS

SHA and Welsh Assembly
Group
Make active use of the new
strategic tests for community
pharmacy development in
monitoring PCO progress.

Create better integration of CPCF
and GMS through use of MM
QOF points.

Introduce participation in multidisciplinary audit into QOF.

Use available levers including
QOF Medicines Management
actions and prescribing incentive
schemes to promote local
meetings of practices and
pharmacists.

Invest in evidence based local
support mechanisms for change
management, based on peer
influence and role models, eg
MUR champions.

Set local targets for repeat
dispensing once Release 2 is
rolled out.

GPs and PBCs

Ensure the Pharmaceutical
Needs Assessment is updated by
including in the Joint Strategic
Needs Assessment.

Identify and implement mutual
incentivisation within CPCF and
GMS.

Identify and implement mutual
incentivisation within CPCF and
GMS.

Improving
working
relationships
between
community
pharmacists
and general
practice.

PCO

Highlight reduction of waste
medicines as a key part of MUR
and encourage pharmacists to
build on this in discussions on
compliance with GPs.
Use MDA as a tool to engage
community pharmacy with other
primary care clinicians.

Share priorities, plans and data
with local pharmacy
stakeholders.
Discuss local progress with
essential and advanced
pharmacy services with
pharmacy leaders.

Facilitate regular meetings of
LPC and LMC.
Highlight reduction of waste
medicines as a key part of MUR
and encourage pharmacists to
build on this in discussions on
compliance with GPs.
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DH / CPCF team

PCO

GPs and PBCs

Include pharmacy in local PBC
discussions and development
Include pharmacy in local PBC
discussions and development.

Improving
working
relationships
between
community
pharmacists
and general
practice.
(cont.)

More
information for
patients about
CPCF

SHA and Welsh Assembly
Group

Ensure that locally the
representatives of general
practice and practice based
commissioning share priorities,
plans and data with local
pharmacy stakeholders.
Commission national publicity
campaigns on key services in
CPCF, with strong patient and
service user involvement in their
design.

Set up local campaigns to raise
public and clinician awareness of
CPCF.

Provide resources for PCOs to
use in local awareness
campaigns for community
pharmacy services, with strong
patient and service user
involvement in their design.

Increasing
patient and
public
involvement

Involve patients more at national
and local level in the future
development of CPCF and its
implementation.

Involve patients and the public in
PNA.
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DH / CPCF team
Develop and
disseminate
evidence base
for pharmacy
services

Gather and disseminate evidence
of effectiveness and value for
money of pharmacy services.

Develop local
pharmacy
leadership

Support development work for
“market shaping” in primary care
to improve market capacity and
response in community
pharmacy.

SHA and Welsh Assembly
Group

PCO

GPs and PBCs
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Table 14.1: Part B - Key recommendations and actions for lead stakeholders

Robust
Pharmaceutical
Needs Assessment

LPCs and CPW regional
committees
Develop proposals for enhanced
services based on local health /
social needs data.

Individual community
pharmacists

RPSGB

Work with other organisations to
identify specific areas where CPCF
and GMS integration could lead to
more effective working and
improved patient care.

Integration of CPCF
and GMS

Improving working
relationships
between
community
pharmacists and
general practice.

Community pharmacy
organisations
Provide tools and resources to
increase community pharmacists’
understanding of, and involvement
in, the commissioning process.

At PCO level participate in
meetings with the LMC.
At individual pharmacy level,
facilitate and support meetings with
local practices.

Engage more proactively with local
GPs, thinking collectively and
working in groups where that best
reflects how a practice’s patients
are served.

Commission audit templates for
MUR and road test them with
pharmacists, GPs and PCOs.

These discussions should initially
be used to find out from local GPs
which patients they wish to be
prioritised for MUR and to make
arrangements for GPs to refer
patients into the service.
Subsequent periodic meetings
could be used to discuss trends in
MUR data and other issues of
shared interest.
Agree key messages and actions
with local GPs.
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LPCs and CPW regional
committees

Individual community
pharmacists

Community pharmacy
organisations

RPSGB

Involve patients and the public in
service development work.

Involve patients and the public in
policy work relating to community
pharmacy practice.

More information
for patients about
CPCF

Increasing patient
and public
involvement

Involve patients and the public in
service development work.

Participate in data collection in
studies of effectiveness and value
for money of pharmacy services.

Develop and
disseminate
evidence base for
pharmacy services

Develop local
pharmacy
leadership

Increase LPC capacity for
community pharmacy development
in the light of changing role of
PCTs.

Develop abilities to present and
discuss new services and roles:
features, benefits, anticipate and
deal with objections.

Work with other organisations to
gather and disseminate evidence
of effectiveness and value for
money of pharmacy services.
Invest, with other organisations, in
local leadership development for
community pharmacy.

Invest in leadership programme
expansion to develop a local
community pharmacy leader for
each PCO area.
Secure, with other pharmacy
stakeholders, a practice
development programme for
community pharmacy.
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In the next section we present all of our recommendations, grouped by lead stakeholder.
Some have already appeared in the preceding table while others have not.

14.1

Policy makers

14.1.1

Department of Health

•
•
•
•
•
•
•
•
•
•
•
•
•

Set local targets for repeat dispensing once Release 2 is rolled out
Support the development of workload analysis and management tools for community
pharmacy
Commission national publicity campaigns on key services in CPCF, with strong patient
and service user involvement in their design
Provide resources for PCOs to use in local awareness campaigns for community
pharmacy services, with strong patient and service user involvement in their design
Introduce mechanisms to strengthen local management of advanced services
Invest in evidence based local support mechanisms for change management, based on
peer influence and role models, eg MUR champions
Gather and disseminate evidence of effectiveness and value for money of pharmacy
services
Review the quality assurance framework in the light of PCO experience with a view to
streamlining the processes
Develop dashboard / balanced scorecard for PCOs to report monitoring data to SHA
Require PCOs to make an annual return on funds invested in CPCF covering advanced
and enhanced services, also PNA and support provided
Introduce participation in multi-disciplinary audit into QOF
Identify and implement mutual incentivisation within CPCF and GMS
Support development work for “market shaping” in primary care to improve market
capacity and response in community pharmacy

14.1.2
•
•
•
•
•

Provide clearer justification for the record-keeping requirements within CPCF with a view
to streamlining, and for those which remain, justification of their purpose and guidance
on a minimum data set for hard copy records
Develop and road test service templates for specific long term conditions as soon as
possible
Convene a group of pharmacy and other stakeholders to agree a set of quality measures
for MUR for inclusion in the service specification and use in audit
Identify and share good practice in local monitoring
Involve patients more at national and local level in the future development of CPCF and
its implementation

14.2
•
•

Strategic Health Authorities and Welsh Assembly Group

Make active use of the new strategic tests for community pharmacy development in
monitoring PCO progress
Require PCOs to produce action plans for areas where progress is inadequate

14.3
•
•
•

CPCF Team

Primary Care Organisations

Use MDA as a tool to engage community pharmacy with other primary care clinicians
Create better integration of CPCF and GMS through use of MM QOF points
Facilitate regular meetings of LPC and LMC
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•
•
•
•
•
•
•

Highlight reduction of waste medicines as a key part of MUR and encourage pharmacists
to build on this in discussions on compliance with GPs
Appoint director level lead for community pharmacy integration and development
Ensure the Pharmaceutical Needs Assessment is up to date by making it part of the Joint
Strategic Needs Assessment
Use available levers including QOF Medicines Management actions and prescribing
incentive schemes to promote local meetings of practices and pharmacists
Include pharmacy in local PBC discussions and development
Ensure that locally the representatives of general practice and practice based
commissioning share priorities, plans and data with local pharmacy stakeholders
Set up local campaigns to raise public and clinician awareness of CPCF

14.4
•
•

Share priorities, plans and data with local pharmacy stakeholders
Discuss local progress with essential and advanced pharmacy services with pharmacy
leaders

14.5
•
•
•

GPs and Practice Based Commissioners

Local Pharmaceutical Committees and Community
Pharmacy Wales regional committees

Increase LPC capacity for community pharmacy development in the light of changing
role of PCTs
Develop proposals for enhanced services based on local health / social needs data
Remain open to new ideas and identify services needed and not provided by others

14.6

Community Pharmacy

14.6.1 Individual community pharmacists
•
•
•
•
•
•
•
•
•

Engage more proactively with local GPs, thinking collectively and working in groups
where that best reflects how a practice’s patients are served
These discussions should initially be used to find out from local GPs which patients they
wish to be prioritised for MUR and to make arrangements for GPs to refer patients into
the service
Subsequent periodic meetings could be used to discuss trends in MUR data and other
issues of shared interest
Community pharmacists need to make better use of the unique and valuable data on
medicines use which they hold in the pharmacy
Develop abilities to present and discuss new services and roles: features, benefits,
anticipate and deal with objections
Agree key messages and actions with local GPs
Take greater responsibility and accountability as the patient’s advocate
Use records made within CPCF as part of the patient’s clinical record
Participate in data collection in studies of effectiveness and value for money of pharmacy
services

14.6.2 Community pharmacy organisations
•

Provide tools and resources to increase community pharmacists’ understanding of, and
involvement in, the commissioning process

•

Work with other organisations to identify specific areas where CPCF and GMS
integration could lead to more effective working and improved patient care
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•

Invest, with other organisations, in local leadership development for community
pharmacy

14.7
•
•
•
•
•
•
•
•

Royal Pharmaceutical Society of Great Britain

Continue to use CPD facilitators to provide support for reflective practice and practice
development
Provide tools to encourage and underpin reflection by pharmacists on current ways of
working and possible ways of changing
Secure, with other pharmacy stakeholders, a practice development programme for
community pharmacy
Commission audit templates for MUR and road test them with pharmacists, GPs and
PCOs
Work with other pharmacy organisations to identify specific areas where community
pharmacy and general practice integration could lead to more effective working and
improved patient care
Work with other organisations to gather and disseminate evidence of effectiveness and
value for money of pharmacy services
Promote patient-centred practice and provide role models to demonstrate it in action
Invest in leadership programme expansion to develop a local community pharmacy
leader for each PCO area
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