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NHS Grampian
Comments on Modernising NHS Cammunity Pharmacy in Scotland

13 May, 2004

A new pharmacy contract that is based on guality of pharmaceutical care and not only on the
numbers of prescripticns dispensed is to be welcomed. Developments in community
pharmacy can only go forward as long as there is appropriate and adequate remuneration.
Any new contract however, must be easy to administer and have sufficient flexibility within
the remuneration structure for new developments 1o be funded. It wouid be valuable if the
new pharmacy contract could have been taken forward in paraliel with the new GP contract
to build on the opportunities for sharing of data, disease registers and the use of joint
technologies. The censultation document alsc does not really address the issues arising
from shared electronic prescribing and this may be an impertant omission.

Section 2: Intreduction of new community pharmacy coniract

It would be helpful to define what will be meant by the term pharmaceutical care within
the core service of the proposed new contract. Will this involve patient medication review
and the maintenance of complete and full records? The expectation is that the contract
will include provision for "pharmaceutical care for certain specified conditions” — what
does this mean? The incentives could be related to “certain specified conditicns” but
pharmaceutical care should be available for any patient if there is a need. The Right
Medicine: A Strategy for Pharmaceutical Care in Scotland is a plan for action for
deveiopment of pharmaceutical services put unfortunately this is not fully taken irto
account within the consultation decument.  Modernising Community NHS Community
Pharmacy in Scetland lacks clarity and direction and needs to be much more focusad on
service and manpower development.

A clear definition is required of how legislation can “modearnise pharmaceutical services
and improve patient care” ang how “incentives will be provided to improve and deliver
gqualty care health services”. The new GP contract is based on high guality of care
indicators. Wil the incentives in the community pharmacy contract be linked tc those in
the GP contract?

It would also be helpful to state what diagnostic tests will be expected to be provided if
this is to be part of the core contract and how this testing and associated care will be
integrated inic existing services es.g. is it envisaged that diagnostic testing will be
undertaken opportunistically oy pharmacy or on referral from a GP or a mixture of both?
There couid well be significant implications such as harmonisation of patient care
records, training, development of facilities in pharmacies to undertake such testing. If
Hezlth Boards are to be expected to support these developments focally there will be
significant resource implications.

Registration of patients with pharmacies has the potential te offer significant benefits 2.9,
continuity of pharmaceutical care, but also potentially raises some concerns with regard
to provision of advice. One of the key factors for community pharmacy is their easy
accessibility and the fact that people can walk in off the street and get advice e.g. on
OTC medicines, minor ailments health improvement. We live in mobile society and within
iarger towns and cilies pecple may choose te get advice from a number of different
pharmacies if they happen to be passing and yet may get their prescriptions dispensead
at the pharmacy clesest to their GP surgery. If pharmacies were only contracted to
pravide services o patients registered with the pharmacy a valuable resource could



potentially be lost. The answer may lie in a mixed economy approach whereby
pharmacists offer crne level of service to their registered patients and another to non-
registered.

« Wil the contract set out a specific set of clinical protocols or S0OFs ar will it be up to
individua! contractors to do so and if the latter is the case who will assess the quality.
What will the role of the Health Boards be in this? Will this be a possible rale for the
RPSGB inspector.

« In order for the monitoring role of Health Boards to be delivered efficiently it will be
necessary to clarify and define many of the elements of 2.10 e g.: good human resource
management monitoring. It will need to fink in with current NMS standards. Bringing such
human rescurce standards info community pharmacy is likely to have resource
implications e.g training and monitoring for both contractors and Health Boards. It would
be helpful if more specific examples of monitoring requirements were provided in order to
be able to guantify the workload. Central support in some elemenis of monitoring may be
required

s Wil the Health Boards have any power to censor a confractor if they are deemed fo ba
not performing well in one area? Clear definitions of non-compliance will also be
required.

» The inclusion of a public health element to the contract is welcamed. The current lack of
detail around this element makes meaningful comment difficult. Howaver, it is haped that
this element will inciude the flexbility required to allow both activity in national priority
areas as well as lacal nitiatives reflecting local health improvement needs and priorities.
One possible mode! is that used for the model schemas with a tiered approach with
perhape the first tier being core based around naticnal priority areas with further tiers
reflecting increasing specialisation and activity. In order to maximise the benefit of
community pharmacy's contribution to the public health agenda it wilt be.vital that any
aciivity is proactive rather than the current passive activities relating to leaflet display and
raactive activities such as advice giving. Clarity is required over what the public health
aspect of the core contract will be, hiow will it be provided, monitored and checked?

» Audits shouid b2 carried out by community pharmacy as part of the requirements to
receive the professional fee We are not aware that this is monitored at present. There
will need to be built into the contract a mechanism for appraisal and revalidation in 1o
ensure CPD and clinical goverrance. This may he a role for the Society inspector.

e The guestion at the end relates to powers needed. We realise these are in process but it
should be remembered that independent prescribing for pharmacists will be on the
agenda for 2003. Shared access and recording to shared patient racords will be required
to avoid situations whereby pharmacy and medical based records are separated.

Section 3: Planning a Provision of Pharmaceutical Care Services

» The proposal is broadly welcomed — it begins to unlock pharmacy from the issues that
arise from the OFT report i.e. makes it a core service needed within the NHS which is
previded on a planned basis rather than viability. The definttion of need and methodclogy
to undertake needs assessment for community pharmacy services should be led and
developed through the SSiPPH group with associated stakeholders

= The proposal Lo improve the planning process for community pharmacy services in order
to deliver services based around the needs of the local community rather than service



organisation being based on the local market econcmy is 1o be welcomead as it reflects
the importance of pharmaceutical care in the madern NHS.

The Statutory requirement for NHS Boards to provide/secure the provision of
pharmaceuticzal care service is an onerous one, and one which wilk require resource in
order to identfy need and develop plans tc services within an area. The planning
element is welcomead as an opporiunity toc develop services to meet focal nesds and
have a planned infrastructure of community pharmacies, Fublic health will be central 1o
the assessment of this need and the development of plans. The development f
implementation of the plan will require resource '

There is a complex task in deciding if there is over-provision in one area and under
provision in another, as most pharmacies will work to their current capacity. If 2 or 3
pharmacies are sited within a few hundred yards of each other what criteria should be
used to determine which pharmacies should cnly be given a holding contract, or asked 1o
move to another arsa deemed to be under-provided, and which should be given a
permanent contract”? How long can a contractor have a holding contraci?

If a contractor with a holding contract is asked to move to another area and they do not
wish to do so would the Board have the authority to discontinue the nolding contract?

Will the Board have the power to force / dictate contractors to take on additional services
e.g.: neadle exchange if a need is determined?

What within the contract will be determined as under-provision and how will this be
measured, as this may be a source of contention between contractor and Health Board?
The “more ohjective assessment for determining whether PCS are to be located or how
they are to be delivered” needs to be defined. Will this be defined as pharmacies per
head of resident peopulation per square kilometre and how will this take intc account
mahite popuiations e.g. patients who visit the pharmacy to or from work ar in their lunch
hour?

Will the contract make provision for additional resources in order for Health Boards to
provide assistance and incentive arrangsments in order o secure services in under
provided areas or will this additional cost be expected to be borne by Health Boards out
of their existing allecations? If the iatter is the case then it is likely that there will be
differant priorities in place for PCS provision across the various Health Board areas
depending on financial pressure.

Currently community pharmaciss openfsurvive in areas where they are commercially
viable, it may be likely that Health Boards would be required to give considerable
financiai support fo pharmacies to open In remote rural areas where PCS were
“considered necessary” in order to ensure a service could be provided. The nzed of
patients has to be balanced with cost effective use of resource when considering
providing PCS. it would not be cost effective to provide PCS in every small rural village.

Where a PCS cannot be supplied by a community pharmacy the Board is required to
secure services either by provision itself or from another contractor in their own area. It is
difficult to see how this differs from the current system in that if there is nc pharmacy in
one village then the patient goes to one where there is. The only difference may be that
the patient may reguire to be registered with that pharmacy and this may timit the choice
and opticns for that patient. What is the role of the dispensing dector in this situation?
The issue here may be one of accessibility i.e. if you have to travel too far then localised
provision will be necessary. Wil there be provision both in the regulations and the



RPSGB guidance for satellite pharmacies to run local clinics in the same way that GPs
do?

it is not clear with these new arrangements whether care and access for patients in
remote rural areas will change greatly. Consideration could ke given to the use of mobils
pharmacies i.e.; in vans or buses. These would have to be registered as a community
pharmacy premise.

What is also net clear from this consultation papér is whether a Health Board woulid be
required to determine the need for individual services provided from a community
pharmacy in assessing need and issuing of contracts. If for example additional 'observed
methadone treatment schemes’ where methadone s consumed on premises or needle
exchange services were reguired in an individual area but a confractor was not currently
providing these could that contractor be asked to provide them and would the Health
Beard have any power to make this a requirement for a full pharmacy contract in that
area?

The document states that this will be “ comprehensive way of ensuring convenient
access’ but there is no definition of convenient.

There will be big issues surrounding the resource to change, assessment of need and
the development of plans will be complex.

. Pharmaceutical Lists

The maintenance of a pharmaceutical list of both principals and non-principals is a
welcomed clinical governance initiative

Thera will be additional workload on the part of Family Health Service in order to
maintain those list and in particular ensuring that they are up to date with pharmacist
details particularly addresses. While il is reasonably easy to maintain a list of pharmacies
and their addresses doing the same for non-principals, lecums and pharmacists on
training wili not be as zasy. It must be a legal responsibility for an individual pharmacist
or trainge 1o ensure that the Board area in which they work holds their current, correct
details, There must also be a reguirement on the individual to netify the Board area if
they move away, otherwise Boards will have cutdated lists of pharmacists who no longer
live or work in their area.lt should be recognised that extension of the list to individual
pharmacists may weil reduce flexibility in the werkforce as local initiatives require locally
definad training reguirements in the delivery of rion core services. Care will be nesded 1o
ensure that all pharmacisis in an area are encouraged to undertake such fraining to
underpin such services. Such encouragement should be through both professicnal and
coniractual means (e g. making a requirement of participating pharmacies that registered
staff will be in attendance for specified time periods / opening hours).

Section 5: Person Authorised to Provide Pharmaceutical Services

A morg liberal interpretation of the term supervision is 1o be welcomed if this enablas
mare flaxible use of pharmacy staff to enable enhanced service to be delivered through
pharmacy.

The machantcs of dispensing can easily be provided by a trained pharmacy technician or
by use of robotics_ It is important however that patient safety s not compromisgd and
there should be requiremeants within the legislation to ensure that competent trained



technicians and robust systems of work are in place to ensure continued safe patient
care.

it is assumed, but it cannot be guaranteed, that changes to the act will allow pharmacists
to use their time for direct patient care activities.

What is not clear from the document is whether the “liberal inlerpretation of supervision”
allows pharmacists to leave the premises and for prescriptions to be dispensed and
supplied in their absence. :

“

Section 6: Cross Boundary and Distant Provision of Pharmaceutical Services

The aim of any legislative changes weuld appear to be to allow innovative ways of
providing pharmaceutical services in the future yet the operational systems described
appear to be restrictive in their depiction and it s unclear in how they will work in
practice. The additional requirement for Boards to register distant dispensing
arrangements will also incur additional work.

Sections 610 and §.11 with regard to businesses only wishing to provide distant
dispensing services and no “provision of care” is not clear. What constitutes “provision of
care”.

Restricting distant dispensing services only when a prescription is presented at or
through a pharmacy contractor providing a full pharmaceutical care service though the
national contract will affect many Boards who have arrangements for provision of
services such as total enterai nutrition where a prescribed product (i.e. the feed) is
delivered directly to the patient’s home along with all the tubing (not prescribable).
Boards will have to renegotiate contracts in these cases and this may incur additional
costs.

It is not clear frem the document where the powers will lie with regard' to testing of
services i.e.; Health Board or naticnal.

Section 7: Funding of Pharmaceutical Services

Again given the limited information about which tems of service may be subject to
inclusion in Health Board allocations it is difficult to provide informed comment. In
general as there will not be prevision for Health Boards to vary the remuneration terms it
would be difficult to justify allocation of funding to Boards for services where there was
no scope for planning or adiusting in order to remain within budget. It would be
impossible for a Health Board to able to put a cap on the number of prescriptions
dispensed in order to remain within budget. This would also prevent the introduction of
initiative systems ta reduce medicing waste e.g. reducing from two monthly to meonthly
prescriptions or weekiy dispensing. The effect of new serial dispensing initiatives would
need to be considered.

Only when Health Boards are given additicnal funding to commission new enhanced
services rather than te pay for services already in existence (that cannat be withdrawn)
should funding be given as part of the unified budget. 11 is important within that unified
budget that the pharmaceutical services allocation is clearly defined and ring fenced to
avoid reallocaticn of this funding to other services.

Boards cannot be expected to assume full financial responsibility for budgets for services
for which they have nct been party to the negotiation of remunegration ferms unless those



services are fully funded within the allocation— this is the case already for other centrally
agreed services though. Allocation by weighted capitation may not be appropriate fo
pharmaceutical services and would potentially undermine the idea of a national
pharmacy service potentially leading to postcode differences in service availability.

Section 8: Partial Regulatory Impact Assessment

The document states that the consequences of administering the revised arrangements
will add litfle to the existing commitment. This is unlikely tc be the cass given the
assessment of services required and monitoring of the new contract arrangements that
have to be put in place. Much of the resource of the Right Medicine strategy is tied up in
service developments, which will not be available to offset administrative costs stemming
from the new contract. As money to implement the Right Medicine had to founrd from
within an individual Healtn Board's allocaticn some boards have not funded, er not fully
funded it, or have not made commitments to long term funding and so will not have this
resource to call upon. it is difficult to see how the consultation document can suggest
that there will be littie existing resource requirements for Boards to implement the new
contract and then ge on lo suggest methods for funding that implementaticr. YWe can
clearly see from the resource reguired to implement the new GMS contract that new
developments are never time and resource neutral.

The phrase "Expenditure by Boards on providing incentives for service change would be
an additional call on their resources” would suggest that no new money will be available
to take forward service enhancement. It is unlikely that so much over-provision will exist
that pharmacies will clese as there will be 2 lower level of need and that the resource
saved could be pleughad back inte providing incentives. There is more likely to be under-
provision. With the introduction of new and enhanced core services such as diagnostic
testing and minor aliments services pharmacists’ time will be at a premium and need and
service uptake may well increase.

Until such time as a true picture of pharmaceutical need both within and out-of-hours is
determined in an individual Health Board area it is impossitle to pradict the financial
effect of a new contract locally. However as a key elemeant of the proposed community
pharmacy service needs assessment will be the action plan for developiment emanating
from the assessment and the prioritised implementation of that plan the leval of resource
available to deliver such plans will need to be made available. If this doesn't occur such
changes wiill be subject to local prioritisation against the needs across other services
leading to differential rates of change across NHSIS.

Allocation by weighted capitation is likely to restrict pharmacy developmants in some
Health Board areas. An example of this would be in funding the provision of services for
drug misuse e.g: needle exchange and consume on premises methadone whers 3
weighted capitation partly hased on age would not reflect need. Currently these services
require considerable financial input but which varies across Health Boards. it is also trus
that no weighted capitaticn system is aceurate enough to be able to predict need and
expenditure 100%. A system of accountabiitty for expenditure may be more approgriate.

The document includes both Board and business costs in assuming a spend of £1.29
milfion for total NHS costs (section 8.20) and this funding would therefore not all be
accessible for Boards to utilise in redesign of service provision as half of the estimated
expenditure is currentiy incurred by the pharmacy businesses themselves. Presumably
(although breakdown of cost is not given), seme of the cost to Board will be to support
Area Pharmaceutical Committees whe currently consider the requests to provision of
prarmacy and it would not appear to be the intention to change the advisory structure to
NHS boards, As these committee wolld still be expected 1o provide advice to the Board



on other matters these costs would not be able to be re-ulilised. As reappraisal of
existing expenditure that Boards can re-deploy in support of the new confract
arrangements is required.

» The proposal to introduce a funding system that * may not match current payment
patterns for community pharmacy’ is a crisis waiting io happen where the existing
payments are greater than the allocation. The expeciation is that Boards will manage the
change accordingly but Boards are given no scope within the new contract in order o be
able 1o do this. Boards are expected to pay the nationally negotiated rates and have little
powsr to restrict services should they even wish to consider this The potential for a
funding gap is likely to undgermine developments taking place under the impelentation of
the Right Medicine. Community pharmacy services cannot be taken forward on this
basis.

Conclusion

It is difficult to provide informed comment on this consultation paper as much of the detail of
the contract is not available and this is essential in order to determine the full implications.
What it does highlight is the increased respensipility and workload requirements of Health
Boards. The davolvement of budgets to Health Board level by means of a weighted
capitation method may aciually impeds the development of community pharmacy initiatives.
The document raises concerns about the true level of the financial impact of the new
contract for Health Boards and these must be considered and re-evaluated. The assumption
that costs to Boards will either be cost neutral or only marginally increased would not appear
to be valid, The NHS in Scotiand is likely to have a significant shortfall in its budget by the
end of this financial year and unless there is increase in resource allocation,
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