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HEALTH AND SPORT COMMITTEE 

THE SUPPLY AND DEMAND FOR MEDICINES 

SUBMISSION FROM ROYAL COLLEGE OF PHYSICIANS OF EDINBURGH 

The Royal College of Physicians of Edinburgh is an independent clinical standard setting 

body and professional membership organisation, which aims to improve and maintain the 

quality of patient care. Founded in 1681, we support and educate doctors in the hospital 

sector throughout Scotland and the world with over 13,000 Fellows and Members in over 90 

countries, covering 54 medical specialties and interests. The College is pleased to submit a 

response to this call for views on the supply and demand for medicines.  

 

1. Does the system ensure patients receive the most clinically and cost-effective 

treatments and, if not, how can this be improved?  

Drug & Therapeutics Committees (DTCs): In general, the current systems work well, but 

there is room for improvement. The current structure of local Drug & Therapeutics 

Committees (DTCs) in primary and secondary care, linked into Area DTCs (also feeding 

membership for the Scottish Medicines Consortium and UK-wide prescribing initiatives), is 

a longstanding and valuable resource. These organisations generate local formularies, but 

also do much more, including providing local education and ownership for prescribing 

decisions, improving prescribing quality and recognising local priorities and differences in 

case mix.  

 

There has been some discussion about the benefits of having a national formulary, 

however College Fellows have mixed views on this proposal and there are concerns that 

this might undermine the educational role of local DTCs, and local ownership of decision 

making. Indeed, the function of local Formularies should be strengthened, to avoid 

unwarranted use of medicines by individual clinicians (usually working in isolation), whether 

in primary or secondary care, that are not consistent with Formulary advice or national 

Guidelines. Collaboration between DTCs should be actively encouraged.  

Crucially, there is a need for explicit recognition that it is not possible for the system to 

provide everything that is available and there will always be a need to make hard choices. 

Elected representatives are often lobbied regarding particular medicines and treatments 

and it is important that decisions are evidence based and sustainable.  

2. Does the NHS in Scotland achieve the most value from the money spent on 

medicines and, if not, how can this be improved?  

3. In what ways can the system be made more efficient?  

 

There remain important limitations to best prescribing practice caused by lack of joined up 

systems between different parts of secondary care, and between secondary care and 

primary care. Simplification of the complex governance structures should also be a priority 
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(where possible) – Fellows feel there is often duplication of effort and unnecessary 

bureaucracy. 

Misunderstandings about what medicines a patient is taking can have serious 

consequences for patient safety. It is vital that there is improvement in reporting, reviewing 

and disseminating messages around medicines incidents and safety. In addition, in many 

cases, the availability of electronic prescription support systems across the NHS will help 

eliminate errors and misunderstandings. As discussed later in this response, the concepts 

of polypharmacy, inappropriate prescribing, deprescribing and adherence support should 

have a greater role within undergraduate training (usually the focus of teaching in clinical 

pharmacology and therapeutics). 

Polypharmacy: There are valuable opportunities for addressing polypharmacy (patients on 

10 or more medicines, but even relevant in those on 5 or more medicines) which are not 

always taken, an issue recognised by geriatricians and clinical pharmacologists. This most 

commonly affects the frail elderly, but increasingly affects many of the healthy ageing 

population where the balance of risk and benefit of prescribed medicines, and the potential 

for drug interactions, can make deprescribing a valuable option for better healthcare and 

save money.  

Inappropriate prescribing: The idea of inappropriate prescribing is widely recognised in the 

case of antibiotic prescribing for viral illness. Inappropriate prescribing may be highlighted 

by decision support systems for other types of inappropriate prescribing, for instance where 

the drug might be contraindicated (beta-blockers in people with asthma) or where there 

might be a drug interaction to consider. 

Deprescribing: It is widely recognised that use of opiate analgesics has got out of hand. 

Often these are started for an acute cause of pain – such as an orthopaedic procedure, but 

no plan is made to tail off treatment as the likelihood of pain recedes and by the time the 

prescription might be stopped the patient is physically dependent on the treatment. With 

expensive new drugs for rare conditions it is also important to define parameters of 

effectiveness and, if these are not met, to stop the medicine. 

Adherence:  Poor adherence with treatment is common, and adherence is particularly poor 

for chronic conditions without symptoms, such as hypertension, such that as few as 50% of 

people with high blood pressure are still taking their treatment after 12 months. This 

represents a very significant cost to the NHS, both in relation to wasted medicines, if the 

prescription is encashed, and hospital care if the patient fails to take preventative treatment 

and has a stroke or heart attack as a result. In infectious diseases, poor adherence can 

result in the emergence of drug-resistant microorganisms. Here the key thing is to explain 

the importance of the medicine to the individual’s personal health, discuss side effects and 

ask about difficulties with taking the medicine. Apart from linking medication taking to 

activities of daily living, and the use of dosette boxes, the emergence of technology to offer 

help and reminders to take treatment by text message offers new ways to improve 



  REF NO.  HS/S5/19/MED/7 

 

adherence. 

 

4. How can the medicines budget be controlled while maintaining clinical and cost 

effectiveness? 

It is disappointing that the clinical and cost effectiveness of new medicines is excluded from 

this consultation. The pressure on cost of prescribing of new drugs of questionable cost 

effectiveness impacts on the drugs budget, and can adversely apply pressure on the use of 

existing drugs of very good cost effectiveness, and on other treatments which provide better 

cost effectiveness. In a financially constrained NHS we should be striving to use medicines 

that provide the best clinical and cost effectiveness. 

 


