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1. Introduction

The Community Pharmacy Call to Action (March 2014) which followed on from the NHS England “NHS belongs to the people – A call to Action” (July 2013), saw pharmacy contractors responding by voicing their desire to utilise their clinical skills further and to collaborate more as part of the primary care infrastructure in the NHS.

There has long been local recognition of the important role community pharmacies play in delivering primary health services in Sheffield such as support in minor ailments, drug misuse, smoking cessation.  Nationally and locally, pharmacies are performing a greater role in supporting the urgent care agenda and relieving pressure from general practice. 

In response to this developing agenda, primary care funds were identified to explore greater collaboration between Sheffield GP surgeries and their local community pharmacies.  Both parties share care for many of the same patients, many of whom are seen on a routine basis within the pharmacy, having less contact with surgery staff.  The community pharmacist is ideally placed to enhance patient interventions and care when they have a greater knowledge of the patient’s health record and understanding of the care plan adopted with the patient by the general practice team.  

Aims and objectives of the pilot

The aim of the pilot was to facilitate a greater level of engagement between general practice and community pharmacy for the benefit of both professional groups and patients.  
The objectives of the pilot were to:
· Demonstrate the value of increased clinical engagement between general practice clinicians and the community pharmacist

· Support general practice prescribing with the provision of expertise from the community pharmacist

· Raise awareness with general practices of the clinical contribution the community pharmacist can offer

· Improve patient outcomes such as:

· increased patient safety
· continuity of care
· management of patients with long term conditions

· Redefine and improve the potential of the patient-pharmacist relationship.

· Support the best management and use of NHS resources such as reduction of waste

During the evaluation, the following two additional objectives were put forward:

· Enable better use of community pharmacy skills to improve the efficiency of general practice prescribing systems

· Give community pharmacists better exposure to general practice held clinical records

2. Methodology

Expressions of interest were sought from all Sheffield general practices.  All surgeries expressing an interest were contacted by the project lead to expand on the pilot objectives.  Following this, surgeries confirmed or declined their ongoing interest.  The firm applications were collated and assessed against key criteria including a significant proportion of the prescriptions flowing between the surgery and one community pharmacy.  A range of locations city-wide and business arrangements were selected (independent and multiple pharmacies).

Project initiation meetings took place at each of the four project sites, involving the surgery lead clinician, practice manager, pharmacist, medicines management pharmacist, senior responsible officer and project lead.  The background and remit of the project were outlined.  Discussions took place regarding proposed areas of work and working arrangements.  All parties agreed to formulate definite plans and start dates and to inform the project lead when these were finalised.

The funding model supported four pilot sites in the first instance, with a further three sites being identified to carry out a discreet piece of work.  

The pilot was deliberately flexibly specified in order to maximise opportunity for the stakeholders in experimenting with working arrangements bespoke to the local situation.  It was recognised that each surgery/pharmacy setting was unique, with a specific patient cohort and priorities pertinent to that setting alone.  The pilot ran between December 2014 and April 2015.
Evaluation
In order to evaluate the pilot, participants were asked to compile data sets where possible according to the tasks performed (reported on separately).  A multi-disciplinary focus group was held, followed up with some individual interviews, including practice managers and members of the Medicines Management Team (NHS Sheffield CCG staff working in general practice).

3. Findings

Findings were grouped around the following themes:

· Model of joint working

· Access to patient medical records

· Work performed

· Training

· Relationships

· Outcomes of joint working

· Future development

Model of joint working

Participants described the model of joint working they implemented within their personal settings.  Each model evolved according to the employment arrangements, facilities and IT infrastructure, surgery priorities and the level of existing working relationship prior to the pilot.  
Variations included:

· One clear day per week where the pharmacist was surgery based;
· A daily visit for a couple of hours, followed up by tasks in the pharmacy;
· An occasional surgery session with the GP and then independent working to perform a specific piece of work;
· Domiciliary patient visits on a weekly basis.
The degree of engagement between the pharmacist and surgery lead clinician also varied.  For some there was a considerable clinical induction process.  Others had routine debrief sessions.  Pharmacists spent time observing other clinical practitioners and also surgery reception staff.  Practice managers were involved in managing orientation, work remit and volume and general oversight of the integration with the practice team.  In one instance, the medicines management team member was involved in demonstrating to the community pharmacist, the IT clinical system and medication review process from the pharmacist perspective.
Access to patient medical records

A major theme that emerged concerned the access to patient medical records by the pharmacist.  Issues arose around confidentiality, information governance and access to surgery clinical systems such as SystmOne.  
Pharmacists signed up to surgery confidentiality agreements and were considered ‘part of the practice team’.  This allowed them to access patient medical records for the purposes of their work for the surgery.  Full sight of the patient medical record by the pharmacist enabled a more in depth intervention informed by knowledge of condition(s), recent test results and medicines being prescribed.  Access to the clinical record also enabled more efficient communication, with GPs and pharmacists being able to communicate via the system using the ‘task’ facility.

Within the pharmacy setting, a number of pharmacists were already able to access the medicines section of the Patient Summary Care Record (SCR).  However, access to the full patient medical record was cited as a distinct advantage with one pharmacist using the surgery lap top to access SystmOne when in the pharmacy, allowing continuity of care between the two sites.  This made access to the SCR redundant.  
“We found that because we have N3 we can connect to the computer software as long as it’s authorised into the surgery system … that allows us to do surgery work for them, whilst in the pharmacy … COPD reviews, asthma reviews, med reviews and also sort out acute prescriptions.”  (Pharmacist)

It was noted that robust good practice regarding patient confidentiality and information governance were prerequisites of routine community pharmacy practice.  With patient consent outside of the surgery setting, pharmacists could enhance patient care with the knowledge gleaned from the medical record.  This allowed the surgery work performed by the community pharmacist to continue outside of the physical surgery boundary.
Access to hospital results via the ICE system was also mentioned as useful to those that had been able to gain this.  This was currently only available via the surgery setting and could not be achieved remotely.
Work performed

The type of work performed by the pharmacists during the pilot is outlined below:
· Medicines data analysis

· Case finding and work on disease registers
· Triage – medicines related queries

· Minor ailments

· Actions arising from hospital To Take Out (TTO) paperwork 
· Support around medication content of care plans

· Medication reviews

· Improvements and training around surgery prescribing systems

· Long term condition reviews (asthma, COPD)

· Blood pressure checks

· Ordering blood tests

· Prescribing advice and issue of prescriptions
· Ad hoc medicines related queries from patients

· Cost effective medication changes

These functions were performed in a range of settings – predominantly the GP surgery, but also in patient homes and in pharmacy.  

GPs facilitated the work by developing a model for a type of hybrid medication review, devising task specific protocols, providing debrief and patient review sessions, observation and feedback to the pharmacist.
Training

The participating pharmacists performed roles and tasks within the GP surgery based upon their range of competencies, skills and knowledge and in conjunction with clinical oversight from the lead GP/surgery clinician.  Consequently, as described above, a range of work was undertaken.  Pharmacists noted that they found they were using skills that they had not used for some time in the community pharmacy setting.
The key elements of training required were practical use of the surgery IT clinical system, an induction into the clinical systems and approach to patient care adopted by each surgery and shadowing various clinicians, especially in their triage of patients.

One pharmacist said that with further training, they would be able to perform more detailed patient medication assessments, especially when they had full access to the patient medical record.
Another pharmacist commented that as a result of working in the surgery, they felt more clinically enriched and that the increase in their clinical knowledge had changed the way they thought when they were back in their pharmacy.
It appeared that the range of knowledge and skills varied amongst the community pharmacists.  Some frustration was expressed regarding limitations of their skill range, including inability to carry out patient physical examinations.  One observation from a medicines management team member was that one surgery appeared to have had higher expectations of what the pharmacist might be able to contribute and that there had been a miss-match in this respect.

One pharmacist was a qualified prescriber.  This skill allowed the pharmacist to make a greater contribution to the work of the surgery and to substitute prescribing tasks, where appropriate, for the surgery GPs.

Relationships

A theme running through the discussion concerned the variety of relationships exposed during the pilot.  These related to those between clinicians, patients and clinicians and between other members of surgery and pharmacy staff.

“The atmosphere in the practice is definitely different and that’s because of a continued presence and an understanding that you can do stuff and an understanding that you do it very well, in a very professional way and that’s great for the profile of the practice”.  (GP)

“It’s enhanced my working relationship with the doctor.  They’ve come to understand better the way that I think … It’s also enhanced my perception of the patient experience” (Pharmacist)

“Generally the level of trust has improved a lot.”  (Pharmacist)

“As the receptionists got more aware of what he (the pharmacist) could do, the majority of the queries went through to (the pharmacist).  They got a lot more confidence and he was getting a lot more questions and they were communicating with him a lot more.  (Practice Manager)

These comments illustrate the level to which building relationships and trust, along with knowledge of differing roles, was critical in enabling the work agenda to be performed.  A greater understanding of their colleagues’ perspectives was a further outcome of the pilot.

A practice manager commented that a benefit of working with their local community pharmacist was that the pharmacist had come to understand the idiosyncrasies of the prescribers at the surgery which facilitated dispensing and patient care.
Patients

Participants reported on various aspects of the work that impacted on patients.  These included patients’ perception of the pharmacist role, issues regarding patient engagement and reported patient experiences following the pharmacist intervention.

Participants noted that where patients had had direct contact with the pharmacist, they had all been willing to interact with the pharmacist.  Although, it is possible some patients did not distinguish who they were relating to:

“I introduced myself as a pharmacist (consulted with the patient, gave advice and at the end of the conversation) they said, ‘Thank you very much doctor’.”   (Pharmacist)
The different role of pharmacist to that of a GP appeared to lend itself to patients who lacked confidence in discussing certain matters with their GP:
“In some ways they’re more open to you maybe than they would be to a doctor as far as medicines are concerned.  They don’t feel they have to hide what they’re taking or not taking.”  (Pharmacist)

“He was just reassured (about his medicine taking).  He was scared of getting it wrong and ending up back in hospital.”  (Pharmacist)
These examples illustrate that perhaps the pharmacist was perceived in a unique way.  Pharmacists commented that they offered the time for the patient to go into greater detail regarding their medicine taking and its impact on their health. 

Specific systems were noted as creating barriers to patients engaging with the pharmacist in this setting.  One surgery actively encouraged patients to telephone the surgery in order for them to be signposted to the most appropriate part of the primary care system.  It was suggested that this was too late and that a message to patients encouraging them to contact their community pharmacist first for specific things would be helpful.
Outcomes of joint working

A variety of outcomes were reported as a result of the joint working pilot.  These related to aspects of substitution and time efficiency; improved quality of patient care around use of medicines; bridging gaps in the system; cost savings and waste reduction.  

Participants concluded that the process of engagement between the two parties required an investment of time and that the learning process, especially around use of the practice clinical system felt slow.  Challenges also included the length of time taken in debriefing after certain types of patient intervention, especially when including the time travelling for a domiciliary visit.  Greater time efficiencies might be achieved with certain IT solutions:

“We definitely identified that if you had direct access to SystmOne, to our patients in your pharmacy, it would have been more time efficient for you.  It would have bee more time efficient for us and potentially you were working the same amount of time and achieved more.”  (GP)

However, once pharmacists were established in routine work, certain tasks emerged as providing a significant impact on releasing the GP such as implementing actions arising from TTOs.  Some success was reported within triage systems and the pharmacist being able to manage issues relating to medicines, removing the GP’s role and relieving some administration by other team members in the call handling.  One pharmacist reported they were actively seeking to find tasks where they were not duplicating and saving the time of another member of the surgery team.
The quality of medicines support appeared to have been enhanced, with one GP citing the pharmacist as having implemented far more detailed medication reviews than the surgery had previously carried out.  Reported patient stories demonstrated a range of assistance they had received in resolving medication queries and problems with their medication taking.  The softer information suggests that patients gained from the pharmacist providing a different aspect of access and support to discussions around their medicine taking.  This included the targeted domiciliary visits, supporting a particularly vulnerable group of patients at high risk of hospital admission.
The community pharmacist was uniquely positioned to identify certain things such as patients about to be prescribed further medication, but who were not actually collecting from the pharmacy the medicines already prescribed to them; alternatives for high cost drugs.  Bridging the gap between the prescriber and dispenser appeared to produce positive results for patients and the local health economy.

(Note: Data collection and outcome evidence from the range of interventions is recorded  separately.)
Future development

A variety of ideas emerged regarding the development of this pilot collaboration.  The multi-disciplinary aspects were discussed. 
“… we can have a meaningful debate between the pharmacist who dispenses it all, the prescriber who is prescribing all that stuff and the patient who’s not taking any of it.  That would save lots of money.  And equally may encourage us to think about treatment options and are they taking the right ones.”  (GP)
It was suggested the next step would be to involve the pharmacist in discussions concerning an individual’s care, with the rest of the surgery multi-disciplinary team.  This could be further developed to deliver specific functions such as the development of a care plan with the patient.
The practicalities of the community pharmacist leaving the pharmacy to work in the surgery were discussed.  It was noted that the community pharmacist had other responsibilities in running the pharmacy business and therefore a simple replacement of locum cover did not substitute adequately for the pharmacist’s absence, particularly if that was to be on a regular basis.

The model of engaging with community pharmacy was also mentioned.  The pilot had sought to minimise barriers, such as competition between pharmacies, by engaging surgery and pharmacy sites with a high coterminosity of patients:
“Bearing in mind we’ve got three pharmacies on our patch, we could try to engage with all of them rather than just one of them because if we did have a stronger link with one pharmacy, then that would potentially cause tensions with other pharmacists on the patch.”(GP)
It was suggested that the model could be developed to allow engagement by a GP surgery with a number of its local pharmacies.
A further idea emerged regarding the empowerment of the pharmacist.

“The more you allow can be done, the more potentially that can be done” (Head of Medicines Management)

4. Discussion and Conclusion
This pilot has demonstrated the gains to be made from greater collaborative working between the community pharmacist and GP surgeries.  Positive outcomes have been achieved via the pharmacist practising their unique skill set, substituting tasks that GPs have been performing.  Safer use of medicines has been reported both in prescribing and patient use.  Patient care has been enhanced with greater continuity of care and support of patients with long term conditions.  Cost savings in prescribing have been made, with some waste reduced.  The time of GP surgery staff, particularly that of GPs, has been released.

The expansion of the pharmacist’s clinical knowledge by working within ‘primary care’ counteracts the de-professionalisation of community pharmacy in its concentration on the supply of medicines function.  Reinvigorating the practice of the pharmacist’s clinical skills maximises the role of this skilled health professional in the service of patient care, also increasing satisfaction for the pharmacist.
Critical enablers are the clinical oversight from the GP surgery and induction of the pharmacist to their clinical practices; adequate flexibility around robust information governance and confidentiality issues; multi-disciplinary team support arrangements within the pharmacy; and the full enablement of IT solutions.  It is not possible to simply ‘transplant’ the community pharmacist within their local surgery.  Adequate time and commitment from all parties is required in establishing a trusted working relationship.  It appears that this investment, with potentially more than one local community pharmacy, produces benefits both for patients and the primary care clinicians working together to support them.
In addition, it is clear the pilot has raised the profile of community pharmacy as a part of the primary care team, and demonstrated that closer working arrangements between these two clinical groups enhance patient care.
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