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1. The national context 

 

Medicines have a vital role to play – they prevent life threatening disease, manage long-term 

conditions, improve quality of life and reduce mortality.  But there are many issues that 

prevent or reduce their effectiveness.  These include patients reporting insufficient or 

complex supporting information, poor adherence, medicines wastage, the complications of 

using many medicines concurrently (polypharmacy) and patchy uptake of newer innovative 

medicines.   

 

We also need to tackle the challenges of budget constraints facing the NHS and growing 

demand which comes from an ageing population.  We need to find new, innovative ways to 

deliver services, extract more value for money and to improve patient outcomes, quality and 

value from all medicines use. 

 

As part of their commitment to tackling this challenge, the pharmaceutical industry has 

agreed to underwrite the growth in branded medicines through direct payments to the 

Department of Health.  Under the five year voluntary ‘Pharmaceutical Price Regulation 

Scheme’ (PPRS) the industry is expecting to pay approximately £800 million to the NHS in 

2015/16. This has been centrally factored into NHS England’s overall Mandate budget from 

the Department of Health and is part of the funding growth provided. 

 

The PPRS agreement presents the NHS with a unique opportunity to ensure patients are 

getting the right medicines at the right time, less constrained by cost. It gives the NHS the 

flexibility to act based on the full long-term value of medicines rather than using short-term 

cost containment measures. 

 

When the PPRS was agreed in 2014, the Secretary of State for Health asked that the ABPI 

(Association of the British Pharmaceutical Industry) and NHS England build on the 

opportunity of the PPRS agreement and work together, “to agree and carry through a 

solution for accelerating uptake of clinically and cost effective medicines.” 

 

As a result, NHS England and ABPI are developing a joint programme of work, guided by 

the principles of ‘medicines optimisation - as set out by the Royal Pharmaceutical Society in 

2013 in their report ‘Medicines Optimisation: Helping patients to make the most of 

medicines’.   This approach looks beyond the cost of medicines to the value they deliver and 

recognises medicines as an investment in patient outcomes.   

 

The PPRS/Medicines Optimisation programme goals are to: 
 

• help patients to improve their outcomes, including better monitoring and metrics 

• ensure patients have access to an evidence-based choice of medicine, particularly the 

newer innovative medicines 

• improve adherence and help patients to take their medicines correctly 

• avoid patients taking unnecessary medicines 

• reduce wastage of medicines, and 

• improve medicines safety. 
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As part of this programme, the ABPI and NHS England, in collaboration with the 15 regional 

AHSNs (Academic Health and Science Networks) held a series of 14 ‘Roadshows’ around 

England from March to May 2015. 

 

2. The regional context 

 

On 30th April 2015, the ABPI and NHS England in collaboration with East Midlands AHSN 

organised a stakeholder event in Leicester to discuss delivering improved patient outcomes 

across the East Midlands through harnessing the opportunity of the Pharmaceutical Price 

Regulation Scheme (PPRS) and medicines optimisation. This was the eighth of a series of 

14 national roadshows organised in partnership with local AHSNs where over 120 attendees 

heard presentations on the PPRS and initiatives concerning medicines optimisation 

nationally. Additionally, AHSN, CCG (Clinical Commissioning Group), medical education, 

pharmacists and patient representatives from across the region discussed local medicines 

optimisation initiatives. These presentations and discussions allowed interested parties the 

opportunity to understand and discuss the issues surrounding the PPRS, medicine 

optimisation and patient engagement. The event was organised to ensure NHS medical, 

pharmacy, operations and finance staff, as well as patient representatives could gain a 

greater understanding of the PPRS, share knowledge of best practice in medicines 

optimisation and identify a local medicines optimisation action plan for the East Midlands. 

 

3. Executive summary 

3.1 What’s working well? 

 

Medicines optimisation is recognised by all parties as playing a key role in helping patients 

improve the outcome of their medicine use, providing cost-efficiencies in the NHS and 

helping to increase the use of newer medicines. The NHS will continue to raise awareness 

amongst healthcare professionals (HCPs) and patients that medicines optimisation is crucial 

to move to a more patient centric approach to prescribing and to safeguard patients. 

 

The pharmaceutical industry wants to ensure that the 2014 PPRS agreement, running from 

2014 to 2018, where industry has agreed to underwrite the growth in the branded medicines 

bill, is recognised as a major enabler of medicines optimisation. It will help clinicians look 

beyond the cost of medicines and remove the barriers to prescribing branded innovative new 

medicines if there is clear evidence that it will benefit the patient. 

 

The national framework for PPRS/medicines optimisation will continue to be developed and 

the ABPI and NHS England set out the guiding principles and strategy for implementation of 

their joint programme. Part of this strategy is the development of NHS England’s medicines 

optimisation dashboard. The dashboard, which will be reviewed and refreshed regularly, is 

helping to guide Clinical Commissioning Groups (CCGs) to specific areas where local 

medicines optimisation initiatives could have the greatest impact. 

 

At the local level, five on-going programmes for improving medicines optimisation were 

presented by CCG and AHSN representatives, hospital pharmacists and a medical 

education lecturer. These included initiatives to address common medicines optimisation 

issues such as, empowering patients to use their high-risk medication correctly, upskilling 
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the workforce to utilise pharmacists’ and non-medical prescribers’ resources more 

effectively, use of tools to identify adverse drug reactions (ADRs), partnering with industry to 

automate medicines administration and improving training of junior medical prescribers. East 

Midlands AHSN has initiated projects in collaboration with the NHS and industry and will 

continue to identify and support these types of initiatives locally.  

 

3.2 Areas for development or change 

 

The main barriers identified to being able to implement good local medicines optimisation 

initiatives more widely were a lack of confidence in the data in the Medicines Optimisation 

Dashboard. A lack of resources such as funding and time, as well as staff with the right skill-

sets to carry out medicines reconciliations, medicines use reviews (MURs) and utilise the 

Medicines Optimisation Dashboard were also cited. The roadshow delegates believed that 

more up to date data, qualitative data and indicators of what is the correct level of usage of 

for example, New Oral Anticoagulants (NOACs) in the Dashboard would help to inform 

decisions as to where to prioritise medicines optimisation resources. 

 

Patient groups agreed that they want HCPs to listen to them and enable them to become 

experts in their own care. Local patients commented that they wanted to see a culture 

change in prescribing to occur in which patients are consulted and provided with tools to 

help them to become informed about how and why they should be taking their medicines. It 

was agreed that programmes which focus on patient centrality should be a high priority for 

support by East Midlands AHSN. 

 

3.3 Development and actions for the future  

 

To help identify medicines optimisation programmes, delegates at the roadshow were 

presented with a list of themes for development on the Medicines Optimisation Dashboard. 

These included acute kidney injury, antibiotic resistance, cardiovascular disease, stroke 

prevention, and heart failure. Locally, participants at the roadshow were invited to send 

feedback on the Dashboard via England.MODashboard@nhs.net.  

 

From data in the Medicines Optimisation Dashboard, it was noted that East Midlands CCGs 

are behind other CCGs nationally in their use of some of the analysis software such as 

GRASP-AF to detect atrial fibrillation patients. There was also some resistance locally to 

using the Dashboard data and projects to determine and overcome barriers in this area were 

suggested for future development. 

 

Attendees raised the issue that a better understanding of how the PPRS benefits GP 

prescribers and NHS financial staff was required with case studies that address finance 

issues and these need to be developed in the future. 

 

Patient groups stated that going forward they are keen to receive better training and 

information on how to get the best outcome from taking their medication and want to be 

listened to, and to be able to actively participate in their consultations.  

 

mailto:England.MODashboard@nhs.net
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Stakeholders at the roadshow for the East Midlands AHSN identified the key enablers for 

medicines optimisation as: 

 

 Better support to enable patients to take high-risk medicine correctly 

 Well trained and resourced pharmacists and non-medical prescribers ’ to provide 

high quality medicines reconciliations  

 A Medicines Optimisation Dashboard with up-to-date data 

 Automated medicines dispensing to reduce medicines wastage and administration 

errors 

 HCPs trained and resourced to use analysis tools such as GRASP-AF in primary 

care to identify at risk patients  

 

A list of six priorities was formulated at the roadshow to develop medicines optimisation 

programmes locally, which included the following:  

 

 Patient centrality 

 Standardisation and integration 

 Workforce development 

 Professional issues 

 Safety 

 Measurement and monitoring 

 

The top three priorities cited by delegates and which the East Midlands AHSN is going to 

use to inform their local medicines optimisation action plan are: 

 

 Programmes that promote patient centrality 

 Workforce development especially of pharmacists, non-medical prescribers and 

junior medical prescribers 

 Standardisation and integration of areas such as the summary care record and 

Medicines Optimisation Dashboard and standardising the MUR in community 

pharmacies.  

 

4. Roadshow key topics and discussion  

4.1 A national perspective on medicines optimisation 

 

NHS England views medicines optimisation as an essential method of ensuring patients can 

take their medicines safely and effectively. Commenting on this Sir Bruce Keogh, National 

Medical Director of the NHS said:  
 

“[We have] the opportunity to turn our health care system into unequivocally the best one in 

the world…the aim of today is think about how we can more effectively use our medicines to 

make a massive contribution to the safety, effectiveness and economy of the care we offer to 

patients.” 

 

Sir Bruce went on to set out the NHS context of challenges and opportunities and made 

clear how the UK must build on its R&D excellence and become the ‘go to place’ for new 



6 

 

drugs, treatments and devices.  He stressed the value of AHSNs as bodies that are based 

on natural geographies and bring together all the right players and emphasised their key role 

in making sure that new medicines and treatments reach patients much faster. 

 

Dr Bruce Warner, Deputy Chief Pharmaceutical Officer, NHS England, introduced the 

issues and opportunities around medicine optimisation and the principles of the PPRS 

agreement.  He made clear the value of medicines in preventing life-threatening diseases 

and improving the quality of life for people with long-term conditions.  Reflecting this, 

medicines are the most commonly used therapeutic intervention in the NHS; it spends £14.4 

billion each year on them1 - 15 percent of its annual budget.  However, 30 – 50 percent of 

medicines are not taken as intended2,3 and in the primary care setting, this has contributed to 

an estimated £300 million per year spent on medicine wastage, with around a half of this 

being avoidable.   

 

Currently, there is inadequate review and monitoring of medicines outcomes and wide 

variation in medicine use across England.  Additionally, and partly because Medicines Use 

Reviews4 are often not performed regularly enough, polypharmacy (patients on five or more 

medicines5) has become common, especially in older patients.  In England, these issues 

contribute to 5 - 8 percent of hospital admissions being due to preventable adverse drug 

reactions.6, 7 

 

To help improve patient outcomes, quality and value from medicine use, innovative new 

ways to deliver services to patients are needed.  Developed in collaboration with patients, 

the NHS and the pharmaceutical industry, the Royal Pharmaceutical Society published 

guidance on medicines optimisation in 20138, focused on seven principles and a patient 

centred approach as set out in figure 1. 

 

Figure 1:  A Patient Centred Approach to Medicines Optimisation 
 

 

 

He said: “We need to think about medicines as an investment and with the five year forward 

view9, medicines will need to be put in context of the seven principles of medicines 

optimisation which will look beyond the cost to the value they deliver to patients. By the right 
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choice of medicine, we mean right for the patient and not necessarily for the prescriber. 

Using the medicines optimisation principles to guide prescribing, will lead to a reduction in 

medicines’ wastage, as well as improved outcomes and safety for patients.” 

 

NHS England and the ABPI are developing a joint programme of work for medicines 

optimisation, which takes forward this approach and looks beyond the cost of medicines to 

the value they deliver.   

 

National Institute for Health and Care Excellence (NICE) Medicines Optimisation guidelines 

published in March 201510, also set out what needs to be done by all health and social care 

practitioners and organisations to put in place the person-centred systems and processes 

that are needed.  Dr Ridge concluded by introducing the PPRS agreement11, which he 

explained, presents a unique opportunity to ensure that patients are getting the right 

medicines at the right time, less constrained by cost. 

 

4.2 Partnership with industry – Carol Blount 

 

Carol Blount, consultant for the ABPI, explained the PPRS for 2014-2018 and how it 

aligns with and enables medicines optimisation.  Recognising the financial challenges facing 

the NHS and that the UK is a ‘low and slow’ user of newer, more innovative medicines, the 

ABPI negotiated a five year agreement with the Government, on behalf of the NHS. Under 

the PPRS agreement industry has committed to underwrite growth in the branded medicines 

bill and refunds to the NHS spend in excess of the agreement.  Repayments for 2015/16 are 

expected to be approximately £800m and estimated to be a total of around £4 billion over 

the duration of the five-year scheme.  The scheme is a one off opportunity, reflecting the 

climate of austerity, with benefits for all the key stakeholders.  It enables: 
 

 Patients and clinicians to use branded medicines, based on clinical factors not cost; 
 

 NHS commissioners to remove barriers to clinicians choosing which medicines to use; 
 

 Industry to have stability, whilst also supporting innovative companies and accepting a 

level of risk driven by austerity issues; and  
 

 The Government and the taxpayer to have a predictable branded medicines bill. 

 

Carol Blount said: “Previously, the PPRS has featured price cuts on the cost of branded 

medicines but this gave the NHS little control mechanism on spending. With the new PPRS, 

there is a cap on the bill of 93 percent of branded medicines and those companies that 

haven’t signed up to the scheme have to offer a statutory 15 percent price cut. The PPRS 

therefore removes some of the financial challenges of prescribing innovative medicines 

allowing better use of medication and better outcomes for patients.” 

 

At the request of the Secretary of State, the ABPI and NHS England are working together to 

accelerate the uptake of clinically and cost effective medicines and hence maximise the 

benefits of the PPRS.  The joint PPRS/Medicines Optimisation programme is a core 

component of the work and involves working in partnership with national and local 

stakeholders to raise awareness and understanding of the PPRS; communicate the 
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importance of medicines optimisation to healthcare professionals; share best practice 

examples; and to understand and overcome any barriers that exist.  The pharmaceutical 

industry sees medicines optimisation as looking beyond the cost of medicines in isolation to 

the value they deliver as an investment in patient outcomes.   

 

The joint PPRS/Medicines Optimisation work programme is led by a joint steering group and 

includes raising awareness and understanding of the PPRS, strategic communication plans, 

a medicines optimisation patient panel, and further developing the Medicines Optimisation 

dashboard.  The key outcome of the roadshow is to have a local Medicines Optimisation 

action plan in place for each AHSN. 

 

5. National barriers to medicines optimisation  

 

During the question and answers session of the roadshow, a number of delegates 

commented that not enough CCG finance officers were present at the meeting and 

questioned why the reimbursement of PPRS payments was not ring-fenced to a specific 

medicines budget at CCG level. NHS England has announced that £796m of industry 

payments is included in NHS England’s baseline budget for 2015/16. If the PPRS had not 

been agreed, allocations would be lower. The opportunity is there through the PPRS 

agreement to accelerate the uptake of clinically and cost effective medicines. Further 

discussions are needed to ensure full understanding of how to reap the benefits of the PPRS 

agreement locally. Many felt that, while NHS England was receiving the payments, CCGs 

were not benefiting from the PPRS agreement. A better understanding of how the PPRS 

benefits prescribers and NHS financial staff with case studies that address finance issues 

need to be developed in future.  

 

Warner concluded: “The PPRS creates a unique opportunity to refocus medicine use on 

value rather than cost containment and PPRS payments are going to make a significant 

contribution to the estimated £22 billion NHS basic funding over the next five years.”  

 

6. Implementing medicines optimisation - the Medicines Optimisation 

Dashboard 

 

Jonathon Fox, Medicines Optimisation Programme Lead at NHS England, gave an 

update presentation on the Medicines Optimisation Dashboard project. 

 

The prototype Medicines Optimisation Dashboard12 was launched in June 2014 and brought 

together data from NHS England and wider stakeholders for the first time, including for all 

211 CCGs in England.  It is primarily aimed at CCGs and Trusts, but AHSNs are part of its 

wider audience.  It enables access to 30 different metrics such as medicine safety, 

prescribing comparators, Medicine Use Reviews, and uptake of NICE approved new 

medicines.  Dashboard data will be refreshed every six months and the addition of new 

metrics will be reviewed annually. 

 

By showing variation across England, the Dashboard allows CCGs to benchmark where they 

are in relation to others.  This can help to inform and improve the use of medicines and 
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guide AHSNs as to where resources are required for specific local medicines optimisation 

programmes.  

 

Jonathan Fox said: “The medicines optimisation dashboard shines a light on variation across 

CCGs and is an indication of how well patients are supported. It can be used by CCGs or 

AHSNs as a tool for evidence based decisions, guiding and measuring the success of 

medicines optimisation initiatives.”  

 

Initial evaluation results (by Keele University) show that the majority of CCGs feel that the 

Dashboard is useful.  The final evaluation will inform future work, and themes already 

identified for development include polypharmacy, mental health, diabetes, stroke prevention, 

chronic obstructive pulmonary disease, cancer, heart failure and hypertension.  

 

6.1 Barriers to using the Medicines Optimisation Dashboard 

 

Rachel Munton, Managing Director of East Midlands AHSN provided attendees with data 

from the Medicines Optimisation Dashboard to show that for Quality and Outcomes 

Framework (QOF)13 and overall prescribing of anti-depressants, anti-bacterial and asthma 

medicines, East Midlands CCGs were performing well or broadly in line with other national 

CCGs.  

 

According to Munton there is room for improvement in East Midlands CCGs on the use of 

tools to determine the number of atrial fibrillation (AF) patients. She invited participants to 

comment on how CCGs could use the Medicines Optimisation Dashboard locally. 

 

Attendees stated that the Dashboard would be potentially useful but many felt that it needed 

indicators of whether high or low usage is the correct approach or not, especially for 

prescribing medicines such as NOACs. Others questioned the accuracy of the data stating 

that it was only as good as the input in there by HCPs, whether it linked to other NHS 

dashboards and that the data was not recent enough to provide a true picture of medicines 

use across the East Midlands. Other attendees commented that the Dashboard did not 

capture qualitative benefits of medicines use.  

 

According to Fox the data does link to other NHS dashboards, for example the medication 

reconcillitation data is from the NHS Safety Thermometer Dashboard14 and the use of 

qualitative benefits is being assessed to determine if these can be incorporated. Fox also 

stated that a more up to date version of the data would be available by the end of May 2015. 

 

Munton concluded: “Although we have some concerns about the data in the Medicines 

Optimisation Dashboard, there is optimism that we can use it as an indicator of where we 

should be concentrating our medicines optimisation efforts.” 

 

6.2 National case studies workshop 

 

Delegates were asked to comment on the barriers and enablers of implementing two 

national medicines optimisation case studies locally. 
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One key issue that emerged was a lack of skilled staff able to undertake medicines 

reconciliations and MURs and it was suggested that more workforce planning is required. 

One participant commented: “Community pharmacists have an important role in medicines 

optimisation because they can support patients to use their inhalers properly, for example. 

However, GPs and CCGs need to know what good looks like in a community pharmacy so 

we do need to standardise training.” 

Another barrier to implementing local medicines optimisation programmes cited was that 

these programmes are not sufficiently patient centric. A delegate explained: “We need to 

consider patient experience versus cost-containment, if they are suddenly told they need to 

take an anti-coagulant, they do need to be given a choice of not taking it and provided with 

information to reduce their anxiety.” From this workshop, a list of priorities was formulated 

which included: standardisation of communication processes; treatments and training; and 

ensuring patient centrality where patients are enabled to become experts on their condition 

and assisted to use their medicines properly with access to educators, simple training and 

coordinated care by experts. A third priority was to improve the role of pharmacists and allow 

them to do more patient faced training, MURs and medication reconciliation tasks. One 

delegate summarised, the discussions by saying: “Developing the workforce is generally 

required and everyone that is patient facing needs upskilling on providing patients with the 

right medicine and information on how to take them.” 

 

7. Medicines optimisation – the patient’s perspective and what it means in 

practice 

7.1 Patient perspective  

 

Delegates were shown a compelling video featuring a patient who suffered kidney failure 

due to drug interactions. She explained how medicines optimisation in practice could have 

helped her and stated: “Taking medicines correctly is ultimately the patient’s responsibility 

but without expert guidance we can’t do that. Often in your care there are so many people 

involved and they all tell you different things about your medication that it is easy to become 

confused by it all. I was often brushed off and I had to battle with the people giving me my 

medication.” 

 

This led to her taking three different drugs which interacted to cause kidney failure and 

hospital admission. She said: “If there had been more interaction between my doctors, 

community pharmacists and hospital there might have been a better outcome. The best way 

to impact care is to communicate, no medicine should be given that interacts and causes 

damage like it has to me.” 

 

8. What’s medicines optimisation got to do with…? 

 

To help explain the broader context of medicines optimisation, local HCPs and expert 

patients presented a series of discussions, which included a range of strategies to help 

patients to get the most from their medicines.  
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8.1 Public and patient leadership? 

 

Continuing on the theme of making patients central to medicines optimisation, a patient and 

public involvement senate member provided a powerful mantra for how to make medicines 

optimisation a reality. He stated: “when people who are not used to speaking are heard by 

people who are not used to listening, then real change happens.”  

According to this patient representative, hearing is at the heart of making medicine 

optimisation work because neither HCPs nor patients are used to listening. He stated: “the 

patient journey should be collaborative and patients should be able to work face to face with 

pharmacists and medics to get the best out of the medicine they are taking.”  

8.2 Patient experience: living with diabetes? 

 

Sian Clark, AT Innovation and Operational Manager, Mansfield and Ashfield CCG 

discussed how empowering the patient with simple interventions could help with medicines 

optimisation. She detailed in Nottinghamshire how when prescribed a new medicine, 

patients don’t take it as intended and around 45 percent become unintentionally non-

adherent. To rectify the situation, in 2012, the East Midlands CCG (PCT as it was then) 

assessed assistive technologies in conjunction with patients and clinicians and decided that 

a telehealth system called Florecence15 or Flo for short might be a possible solution. This 

contacts patients by landline or mobile phone via text to provide reminders to take specific 

actions in relation to their health. 

 

Clark stated: “We originally looked at rolling this out to 600 patients but as of April 2015, it 

has been so popular we now have 2,000 users. It is used by patients and interacts with them 

to remind them at specific times to, for example, use their inhaler or take their medicine from 

their blister packs and not to forget the one in the fridge.”   

Clark added; “We have one gentleman with Parkinson’s disease who wasn’t always 

remembering to take his medicines at the right time because he has to take them four times 

a day. The Flo call reminds him to do this. He told us that the calls have made a huge 

difference as he does take his medicines more regularly and is now able to sleep at night, 

something which he hadn’t been able to do for five years.” 

Data from use of the Flo system is being evaluated to provide evidence of improvement in 

patient care outcomes and the results of this analysis will be made available later in 2015.  

A young diabetic patient champion who has used Flo since 2013 to get text reminders gave 

his story of how much this simple medicines optimisation intervention has changed his life. 

He stated: I was diagnosed with diabetes at 16 and I felt my life had been taken away from 

me and over the next six years I was admitted to hospital around 190 times because I was 

not controlling my diabetes. Since I have been getting Flo texts to remind me to do things it 

has given me confidence to start again and using Flo I have had less than 15 hospital visits. 

Having an incurable illness is a massive pain but with Flo it is like having a second nagging 

mum in my pocket all the time and my reward for using it has been not having to go to 

hospital constantly and I’d really like to thank the people who designed it.” 
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8.3 Patient experience: living with bi-polar? 

 

Another theme for medicines optimisation explored was better communication with patients 

on high-risk medicines. A patient champion who had suffered mental health issues gave a 

powerful account of his treatment since 1994 when he was diagnosed with clinical 

depression and detailed what can happen if a medicines optimisation approach is not used. 

He stated; “Nobody explained about the medicines I was taking or told me that I had a care 

plan that I had the right to see. I effectively lost seven years of my life because I was taking 

the wrong medicine and not encouraged to ask questions. When someone is diagnosed they 

need to be given the ammunition to manage their condition for themselves. It needs to be 

explained that with medicine for treating mental health you should not be on these for the 

rest of your life because the side-effects begin to outweigh the benefits.” 

 

8.4 The East Midlands patient safety collaborative? 

Dr Cheryl Crocker, Patient Safety Lead, East Midlands, AHSN described the work the 

East Midlands Patient Safety Collaborative16, supported by the East Midlands AHSN is doing 

to deliver a system-wide, locally owned and safety led improvement programme of which the 

use of medicines plays a part.  

Crocker stated: “HCPs are affected by the harm inflicted on patients. In these high pressure 

organisations we have to support them to report incidence as this will help improve safety.” 

Crocker added: “East Midlands AHSN has set its priorities to focus on improving patient 

safety in care homes; with deteriorating patients such as those suffering sepsis in the 

hospital and community settings; on suicide prevention in the primary care sector and on 

transfer of patients between primary and secondary care.” 

Owen Bennett, Regional Lead (Midlands and East) Sign up to Safety Campaign, 

Nottingham University Hospitals, NHS Trust detailed another strand of improving patient 

safety, by discussing the sign up to safety campaign17, which aims to reduce avoidable harm 

in the NHS by 50 percent in the next three years.  

According to Bennett, medicines safety is a priority for the sign up to safety campaign in the 

East Midlands.  He stated: “We are looking at strategies for reducing side-effects of opioids; 

improving prescribing accuracy, reducing ADRs and improving accuracy of medicines 

reconciliations.” 

Bennett concluded: “116 organisations have submitted safety improvement plans to sign up 

to safety and social media is being used to share information.” He encouraged delegates to 

use the sign up to safety website, #signuptosafety or to follow @signuptosafety to make 

safety a priority in their organisations.  

8.5 Non-medical prescribing? 

 

Suzanne Smith and Andrew Hardy, both Senior Clinical Pharmacists at Chesterfield Royal 

Hospital NHS Trust described another route to medicines optimisation by utilising non-

medical prescribers to perform a range of different medicines reconciliations in hospital. 
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Smith stated: “According to the World Health Organization up to 67 percent of patients’ 

prescription medication histories have one or more errors, and up to 46 percent of 

medication errors occur when prescriptions are written at patient admission or discharge18. 

Therefore, it’s imperative that medicines reconciliation should be completed within 24 hours 

of admission to hospital.” 

Smith detailed that non-medical prescribers such as pharmacists and nurses can have more 

time to be with patients so could be used to prevent duplication, facilitate better patient 

involvement and compliance, as well as identify and reduce prescribing errors. 

Smith presented a case study from Chesterfield Hospital to show that pharmacists and nurse 

prescribers are performing medicines reconciliations with high-risk patients that are frail, 

taking anti-coagulants or medicines to treat cancer and in pre-theatre admission assessment 

clinics to formulate appropriate post-operative medicines.  

Hardy discussed how non-medical prescribers were being utilised at Chesterfield to perform 

medicines reconciliation in emergency care and the benefits this provided patients. He 

stated: ”On the emergency unit it is often difficult to find a doctor and this is where a non-

medical prescriber is useful. We operate an everyday, round the clock service and can look 

at a patient’s medicines there and then, which means medicines are reconciled within 24 

hours at Chesterfield.”  

According to Hardy, this new way of working has meant fewer errors in oncology prescribing 

and reduced polypharmacy on the acute frailty unit. However, having enough non-medical 

prescribers has required a release of staff to undertake the appropriate training and a 

change in the traditional pharmacy model. 

Hardy concluded: “Although having non-medical prescribers available to do what a doctor 

would have traditionally done is a significant investment, it has had good safety benefits at 

Chesterfield. Additionally, since we often accompany doctors on ward rounds it is helping 

them to understand more about how to perform accurate medicines reconciliations.” 

9. Tools and training for medicines optimisation  

9.1 PINCER 

 

Dr Sarah Rogers, Senior Research Fellow, Division of Primary Care, University of 

Nottingham discussed the development and roll out of PINCER (pharmacist-led information 

technology intervention for medication errors). Rogers described how a trial involving 

patients on high-risk medicines at 72 general practices showed that after six months, the 

PINCER intervention was more effective at reducing common errors with 50 percent fewer 

prescribing errors than using a simple feedback strategy19. She then detailed how PINCER 

is available via a university spin-out company, Primis20, has been downloaded to 2,000 

practices in 200 CCGs and is now recommended by NICE in its medicines optimisation 

clinical guidelines9. 

 

Rogers stated: “We have funding from the Health Foundation to help implement PINCER 

across the East Midlands in at least another 150 general practices by the end of 2016. To do 

this we’re employing six pharmacists who will work with practice staff using specific software 
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to identify patients at risk of common prescribing and drug monitoring errors. Then with 

practice staff they’ll form a plan of how to work with these patients to manage their 

medicines, reduce medicine errors and improve their safety.” 

 

9.2 OptiMed and partnering with industry  
 

Graeme Hall, Deputy Chief Pharmacist, University Hospitals of Leicester, NHS Trust 

presented details on how OptiMed ID Unit Dose Laboratory, an automated medication 

dispensing system produced by Italian firm, Ingegneria Biomedica Santa Lucia is being 

trialled across four ward areas within the renal specialty at the Leicester General Hospital. 

 

Hall stated: “In most hospitals there are approximately 7,000 medicines-related activities on 

a typical day and around 40 percent of a nurses’ day is spent either administering medicines 

or on some medicines-related activity. Unfortunately, in English hospitals it is estimated that 

administration error rates in adult patients is around 5.6 percent21. These errors include 

giving a patient the wrong dose or frequency, the wrong medicine and omitting or delaying 

the medicine. One reason for this is that nurses who most commonly give medicines have to 

check a number of things and places to find the medicines.” 

 

According to Hall if you automate dispensing, it will save time, as well as reduce 

administration errors and is the rationale behind trialling OptiMed. This system uses 

individualised doses and links electronic prescribing to unit dose packing robots and logistics 

software. There is bar code recognition of medicines on the medicines packaging, each 

individual patient medicine drawer in the drug trolley and patient hospital wrist band, all of 

which nurses scan to ensure traceability and accountability for each dose given.  

 

Hall concluded: “This centralised medicines administration approach is being used in 20 

hospitals in Italy.  To ensure the validity of this strategy in England, the cost, time saving and 

patient safety benefits of using OptiMed are going to be evaluated independently by 

Loughborough University. We hope that the data from the trial will provide the evidence to 

show this is a future model to improve medicines safety and reduce wastage in NHS Trusts.” 

 

9.3 Innovation (EPIFFany)  

 

Dr Rakesh Patel, NIHR Academic Clinical Lecturer in Medical Education, University 

Hospitals of Leicester, NHS Trust detailed an education intervention called EPIFFany 

(Effective Prescribing Insight for the Future) designed to improve the prescribing skills of 

junior doctors22.  

 

Patel stated: “According to the General Medical Council’s EQUIP study23, junior doctors are 

twice as likely to make a prescribing error compared to other HCPs and we wanted to see if 

we could change that by giving them better support with a range of different training tools.” 

 

Patel detailed how over four months junior doctors at Leicester General Hospital were 

provided with a simulated ‘ward round’, face-to-face teaching in a ‘feedback clinic’ with 

pharmacists and clinicians, clinical decision support via mobile phone and tablet, as well as 
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eLearning modules to practice complex problem-solving and decision-making involving 

medication.  

 

Patel concluded: “After the EPIFFany training, there was a 50 percent reduction in 

prescribing errors seen with the junior doctors and the error severity was also reduced. 

Additionally, their competence gain was the equivalent to that gained from 12 months 

experience. One senior consultant also commented that these junior doctors were able to 

engage with patients to have conversations that had a beginning, middle and end.” 

 

10. Future planning, actions and next steps 

10.1 Identifying barriers 

 

This roadshow identified several barriers to implementing medicines optimisation 

programmes locally, these included: a lack of support for patients taking high risk medicines; 

too much variation across the region with training for medical prescribers and the way 

community pharmacists perform MURs and insufficient resources such as funding and time, 

which for example, makes analysing the primary care data to identify high-risk patients 

problematic. Another barrier noted was a lack of confidence in the data in the Medicines 

Optimisation Dashboard, which means that some stakeholders are unwilling to use it to 

guide their medicines optimisation programmes. 

 

Additional barriers to medicines optimisation were expressed with some delegates stating 

that GPs and finance directors are not being engaged in the process and others explaining 

that pharmaceutical company representatives are not being supportive with the development 

of medicines optimisation projects that involve using one branded medicine in place of 

another.  

 

10.2 Overcoming barriers 

 

To overcome the lack of support for patients on high-risk medicines it was proposed that 

there should be programmes put in place that enable patients to take their medication 

correctly and to become experts in their own healthcare. To address the variation in care 

across the East Midlands, projects that allow better training of non-medical prescribers and 

junior medical prescribers to perform medicines reconciliations correctly need to be 

resourced. Additionally, delegates suggested that the accuracy and access to the summary 

care record needs improvement and a process should be assessed to standardise the MUR 

in community pharmacies. 

 

To overcome time pressures, it was suggested that pharmacists and other non-medical 

prescribers could be utilised to perform medicines reconciliations and MURs on patients on 

admission to hospital and before hospital discharge.  

 

10.3 Enablers 

 

Stakeholders at the roadshow identified key enablers of medicines optimisation locally as 

integrated care for patients taking high-risk medicines; being able to utilise the resources of 

pharmacists and non-medical prescribers to perform more medicines reconciliations and a 
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well-trained workforce of HCPs that can perform standardised medicines reconciliation and 

MURs, as well as use the analysis tools such as GRASP-AF in primary care. Additionally, an 

accurate Medicines Optimisation Dashboard and automated medicines dispensing were also 

cited as enablers of medicines optimisation locally.  

 

10.4 Priority actions including a regional plan 

 

A number of actions were discussed at the roadshow for medicines optimisation locally and 

a list of six priorities was formulated for attendees at the roadshow, which included:  

 

 Patient centrality 

 Workforce development 

 Standardisation and integration 

 Professional issues 

 Safety  

 Measurement and metrics 

 

The top three priorities voted for by delegates were to develop programmes to support: 

patient centrality by allowing patients on high-risk medicines to manage and become experts 

in their own care; workforce development focusing on training pharmacists and other non-

medical prescribers to develop their prescribing, medicines reconciliation and MUR skills; 

and standardisation and integration to ensure the Medicines Optimisation Dashboard utilises 

data from other NHS dashboards, improve access to the summary care record and 

standardise the MUR in community pharmacies.  

 

Professional issues such as involvement and communication of the medicines optimisation 

programme with GPs and finance directors was mentioned as a lesser priority and it was 

mooted that there should be programmes directed at this group in the future.  

 

An action plan supporting the top three priorities was put in place at the roadshow and is 

being developed by East Midlands AHSN. 

 

Rachel Munton summarised: “At the East Midlands AHSN, we open doors to practice that is 

proven and today we have seen that medicines optimisation can take many forms. It is not 

an exotic interest of the few but of the many and with your help we now have a mandate to 

support programmes which promote patient centrality, develop workforce skills especially 

with pharmacists and non-medical prescribers, as well as strategies to standardise systems 

and processes to improve medicines optimisation for all our patients.”  
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Report compiled by Dr Sue Pearson, Director, International Science Writer. 
Web: www.internationalsciencewriter.com Twitter: @isciencewriter 
 
For further information and discussion about the report, please contact: 
 
Aileen Thompson, Director of Communications, ABPI. 
Email: AThompson@abpi.org.uk  
 
Helen Haggart, Public Affairs Consultant, ABPI.   
Email: HHaggart@abpi.org.uk  

 
Disclaimer 
The series of Pharmaceutical Price Regulation Scheme (PPRS) / Medicines Optimisation 
Roadshows was organised and jointly funded by NHS England, the Association of the British 
Pharmaceutical Industry (ABPI) and the 15 Academic Health Sciences Networks (AHSNs) 
as part of the joint ABPI and NHS England PPRS / Medicines Optimisation programme.  
 
This report records the key themes that were discussed at the roadshow and any positions 
or views expressed are those of attendees and East Midlands AHSN, and may not represent 
the positions or views of NHS England or the ABPI. 
 
The NHS Commissioning Board (NHS CB) was established on 1 October 2012 as an 
executive non-departmental public body. Since 1 April 2013, the NHS Commissioning Board 
has used the name NHS England for operational purposes.  
 
The ABPI represents innovative research-based biopharmaceutical companies, large, 
medium and small, leading an exciting new era of biosciences in the UK.  
The ABPI is recognised by government as the industry body negotiating on behalf of the 
branded pharmaceutical industry for statutory consultation requirements including the PPRS: 
the pricing scheme for branded medicines in the UK. 
 
About the Pharmaceutical Price Regulation Scheme (PPRS) / Medicines Optimisation 
Programme 
The PPRS/ Medicines Optimisation Programme was developed in response to the Secretary 
of State’s challenge to NHS England and the ABPI to accelerate uptake of clinically and cost 
effective branded medicines which maximises the benefits of the 2014 PPRS Agreement, 
including creating real clinical pull for patient access to these medicines.  
 
The programme was set out in a paper to the Ministerial Industry Strategy Group (MISG) 
and endorsed at the MISG meeting on 9th July 2014.  
 
The primary aim of the Programme is to improve patient outcomes, quality of care and value 
through improving the delivery of high quality patient care and taking full advantage of the 
2014 PPRS agreement. 
 
The Medicines Optimisation Programme is overseen by a steering group, jointly chaired by 
NHS England and ABPI. Membership of the group comprises representatives from the Royal 
Pharmaceutical Society, AHSNs, CCGs, Academy of Medical Royal Colleges, Royal College 
of Nursing, British Generic Manufacturers Association and National Voices. 
 

mailto:AThompson@abpi.org.uk
mailto:HHaggart@abpi.org.uk
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Appendix 
 
1Health Survey for England - 2013  
http://www.hscic.gov.uk/catalogue/PUB16076 
 
2Medication Adherence: WHO Cares? 
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3068890/ 
 
3Patient adherence to medicines 
http://www.acmedsci.ac.uk/policy/policy-projects/patient-adherence-to-medicines/  
 
4Medicines Use Review 
http://www.rpharms.com/health-campaigns/medicines-use-review.asp 
 
5Polypharmacy and medicines optimisation 
http://www.kingsfund.org.uk/publications/polypharmacy-and-medicines-
optimisation?gclid=CK3-msOpm8QCFXGWtAodfQgArw 
 
6Adverse drug reactions as cause of admission to hospital: prospective analysis of 18 820 
patients 
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC443443/ 
 
7Adverse Drug Reactions in Hospital In-Patients: A Prospective Analysis of 3695 Patient-
Episodes 
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2635959/ 
 

8Medicines Optimisation: Helping patients to make the most of medicines 
http://www.rpharms.com/promoting-pharmacy-pdfs/helping-patients-make-the-most-of-their-
medicines.pdf 
 

9FIVE YEAR FORWARD VIEW  
http://www.england.nhs.uk/wp-content/uploads/2014/10/5yfv-web.pdf 
 
10Medicines optimisation: the safe and effective use of medicines to enable the best possible 
outcomes 
http://www.nice.org.uk/guidance/ng5 
 
11Pharmaceutical Price Regulation Scheme 2014 
https://www.gov.uk/government/publications/pharmaceutical-price-regulation-scheme-2014 
 

12Medicines Optimisation Supporting information for the prototype dashboard 
http://www.england.nhs.uk/wp-content/uploads/2014/06/mo-dash-supp-info.pdf 
 
13The NHS Outcomes Framework 2014/15 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/256456/NHS_outcomes.pdf. 

 

14NHS Safety Thermometer 
http://www.safetythermometer.nhs.uk/index.php?option=com_users&view=login 
 
15“Florence” the Simple Tele-health service 
http://www.nottinghamnortheastccg.nhs.uk/nhs/florence-the-simple-tele-health-service/ 
 
16Patient Safety Collaborative 
http://emahsn.org.uk/programmes-and-projects/east-midlands-patient-safety-collaborative/ 

http://www.hscic.gov.uk/catalogue/PUB16076
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3068890/
http://www.acmedsci.ac.uk/policy/policy-projects/patient-adherence-to-medicines/
http://www.rpharms.com/health-campaigns/medicines-use-review.asp
http://www.kingsfund.org.uk/publications/polypharmacy-and-medicines-optimisation?gclid=CK3-msOpm8QCFXGWtAodfQgArw
http://www.kingsfund.org.uk/publications/polypharmacy-and-medicines-optimisation?gclid=CK3-msOpm8QCFXGWtAodfQgArw
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC443443/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2635959/
http://www.rpharms.com/promoting-pharmacy-pdfs/helping-patients-make-the-most-of-their-medicines.pdf
http://www.rpharms.com/promoting-pharmacy-pdfs/helping-patients-make-the-most-of-their-medicines.pdf
http://www.england.nhs.uk/wp-content/uploads/2014/10/5yfv-web.pdf
http://www.nice.org.uk/guidance/ng5
https://www.gov.uk/government/publications/pharmaceutical-price-regulation-scheme-2014
http://www.england.nhs.uk/wp-content/uploads/2014/06/mo-dash-supp-info.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/256456/NHS_outcomes.pdf
http://www.safetythermometer.nhs.uk/index.php?option=com_users&view=login
http://www.nottinghamnortheastccg.nhs.uk/nhs/florence-the-simple-tele-health-service/
http://emahsn.org.uk/programmes-and-projects/east-midlands-patient-safety-collaborative/
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17Sign up to safety 
http://www.england.nhs.uk/signuptosafety/ 
 
18Assuring Medication Accuracy at Transitions in Care 
http://www.who.int/patientsafety/solutions/patientsafety/PS-Solution6.pdf 
 
19A pharmacist-led information technology intervention for medication errors (PINCER): a 
multicentre, cluster randomised, controlled trial and cost-effectiveness analysis 
http://www.thelancet.com/pdfs/journals/lancet/PIIS0140-6736(11)61817-5.pdf 

20Primis making clinical data work  
www.nottingham.ac.uk/primis/joinus  
 
21Studies report administration error rates in adult patients in 5.6% of inpatient 
administrations in English hospitals 
http://qualitysafety.bmj.com/content/22/4/278.full.pdf 
 
22Prescribing Insight for the Future (ePIFFany)  
http://heeminnovation.co.uk/projects/prescribing-project/ 
 
23An in depth investigation into causes of prescribing errors by foundation trainees in relation 
to their medical education. EQUIP study. 
http://www.gmc-
uk.org/FINAL_Report_prevalence_and_causes_of_prescribing_errors.pdf_28935150.pdf 
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