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HEALTH AND SPORT COMMITTEE 

THE SUPPLY AND DEMAND FOR MEDICINES 

SUBMISSION FROM Community Pharmacy Scotland 

Key Messages  

 Community pharmacy workforce can be utilised further to focus on supporting 

patients get the best out of their medicines and reduce waste. 

 Medicine supply is a complex, international marketplace and care must be taken 

as not to lose the advantages of our cost-effective system. 

 IT and digital solutions should be explored to improve outcomes for patients 

supporting prescribers make the right choices and support the best care at point of 

supply. 

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

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

Areas covered: Prescribing, Consumption, Dispensing 

The community pharmacy network supplies the vast majority of medicines within primary 

care. Most of the supplies in primary care are initiated through prescribers who are mainly 

Healthcare practitioners within GP practices however dentists, optometrists, pharmacists 

and others are a growing group of professionals with independent prescribing rights who 

work as part of the wider multidisciplinary team. When the prescription arrives at the 

community pharmacy, they have a statutory obligation to supply the medicine, if available, 

in a timely manner. At every part of the patient journey the relevant healthcare practitioner 

has a responsibility to work with the patient to ensure they understand and are getting the 

best from their treatments and medicines. When the treatment is supplied at the endpoint of 

the community pharmacy, pharmacists, who are the experts in medicines and their use, will 

make sure the medicine is appropriate, safe and is supplied accurately. The pharmacy 

network currently delivers this within the communities they service very accurately and 

efficiently over 100 million times a year. 

However, there are ways this can be improved. Medicines management (for the purposes 

of this response we will use the term medicines management to avoid the wider term 

Pharmaceutical Care which is commonly used in Scotland) supports better and more cost-

effective prescribing in primary care, as well as helping patients to manage medications 

better. Good medicines management can help to reduce the likelihood of medication errors 

and hence patient harm. In recent years in Scotland the pharmacy profession has been 

recognised as having a fundamental role to play in this space through both the GMS 

contract and the pharmaceutical services arrangements for the pharmacy network. In the 

GMS contract one of the areas identified is ‘pharmacotherapy’. Money has been found to 

support the recruitment of pharmacists and pharmacy technicians to support this element of 

the GMS contract as Health Boards employ these people to support GP workload and 

ensure cost-effective prescribing. This has led to the unintended consequence of creating 
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recent workforce issues as pharmacists and technicians have left community and 

secondary care to take up these new roles. It is with this in mind that we would like to see 

new models tested which deliver the aspirations of pharmacotherapy and indeed much of 

our own Medicines Care and Review service. These are to support patients to get the best 

from their medicines, reduce adverse events and do so cost effectively. Community 

pharmacy is well placed to support and build on the existing services to deliver these 

aspirations. In Scotland we already have a patient service focussed element to our 

pharmacy contract, although we are still recognised for the volume of prescriptions we 

supply, our remuneration model is more aligned to recognise the clinical input of the 

pharmacist. This is a good base to build on and medicine management in the context of 

long-term conditions is a logical next step.  

Community pharmacy premises are now generally far more accessible, and patient 

focussed than in the past with professional spaces for consultations and engagement with 

patients. Do these pharmacists and technicians have to be exclusively based in GP 

practices to make the most of their skills? We would suggest not. 

A few things that could be considered in any new model: 

1) Medication reviews could easily be conducted in a community pharmacy setting as well 

as a GP practice setting. This would support the joint patient aims of pharmacotherapy 

within the GP context and much of the Medicines Care and Review. 

2) Use of IT and decision-making support tools to support best practice could be utilised in 

community pharmacy  

3) Improved systems to support safe transfer of information on patient medication at 

admission and discharge could also support patient outcomes. Community pharmacy would 

seem an obvious place to support for efficient supply of discharge medications reducing an 

element of delayed discharges in the process. 

4) Providing clinicians within the MDT primary care team with benchmarked information on 

prescribing and supply performance could also be looked at to support practice. 

This type of service, if contractualised, correctly could improve patient outcomes with 

medicines (thereby reducing the overall burden to the NHS in areas such as inappropriate 

hospital admissions) and reduce waste. 

The Prescribing in General Practice identified five areas as areas where waste, estimated 

to be between £12m to £18m according to the report, was caused according to Health 

Boards surveyed: 

1) Repeat Prescribing within GP practices: The new roles for pharmacists and technicians 

should help with this and indeed as has already been suggested by ourselves, new models 

to support this could be tested within community pharmacy. It should also be noted that 

engagement by GP practices with the Medicine Care and Review (formerly CMS) NHS 

approved repeat prescribing system would also reduce GP workload and required 
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production of prescriptions and support community pharmacy workload planning. To date 

engagement in this area has been patchy. 

2) Over-ordering by patients: Systems have been created to identify overordering within GP 

practices and could be utilised to a better degree, as could pharmacy systems if the patient 

presents at the same pharmacy all the time. Patient conversations can then take place to 

understand the reason behind this and support the best way forward. 

3) Prescribing in care homes: Community pharmacy could work in this space to improve 

outcomes for patients and reduce waste through improved arrangements. The recent 

guidance from the pharmacy professional body would be a good starting point. 

4) Effect of abolition of prescription charges: We do not believe the evidence is there to 

support this statement, the amount of prescriptions that were exempt was the majority 

anyway. In general, it is also recognised that prescription charges are a barrier to the health 

benefits medicines can provide. It is also welcome from a community pharmacy point of 

view as we no longer must contend with the role of ‘tax collector’ with presenting patients 

and the pharmacy teams can now focus on patient care. 

5) Patients prescribed multiple drugs: This fits with the medicine management answer 

earlier, however while this is a reality it should be noted that it is often appropriate for 

patients to be on multiple medicines. It is the patients where it is inappropriate that should 

be targeted through medicine reviews and a person-centred conversation can then take 

place. 

Access to relevant patient records can improve the quality and safety of many supplies 

within community pharmacy. In general, most patients will receive their regular medicine 

supplies from the same pharmacy ensuring that these patients are known to the pharmacy 

team and often this supports decision making for the pharmacist involved. There will always 

be occasions where information would support timely and safe decision making whether it 

be out of hours, routine daily practice or in other circumstance where a patient will present 

out with their normal pharmacy. In these circumstances the pharmacy input could be 

enhanced further to optimise the supply information given to patients. 

We believe that these suggestions and type of approach fit with policy objectives set out in 

the 20:20 Vision (of care closer to home), the National Clinical Strategy, Realistic Medicine 

and the pharmacy policy, Achieving Excellence in Pharmaceutical Care. 

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

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

Areas covered: Procurement 

There are several mechanisms which control the money that is spent on medicines in 

Scotland. 
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For Branded medicines supply, across the system, this is largely controlled by two 

mechanisms. The Voluntary Pricing and Access Scheme (VPAS) and for those 

manufacturers who don’t join they are then put through the Statutory Pricing Scheme.  

Whilst responsibility for the arrangements to determine access to new medicines is 

devolved to the Scottish Government, responsibility for the arrangements for pricing of 

medicines through these schemes is reserved to the UK Government.  

Pharmaceutical companies have an agreement to cap spending growth on branded 

medicines at 2 per cent, with anything over this paid back to the NHS. In Scotland, the 

Scottish Government has ring-fenced this money for spending on new medicines, with an 

aim to help bridge the cost of innovation. In the last five years, according to ABPI Scotland 

their members (i.e. the branded manufacturers of products) have delivered £258 million 

back to health boards across the country. 

For the community pharmacy network branded products in primary care, which represent 

around 67% of the just over £1billion spend, are supplied with no benefit to the pharmacy in 

the procurement process. With more care being delivered in the community, pharmacy will 

be supplying more of higher cost branded products in the future. This has the potential to 

be the biggest area for growth as medicines are moved from secondary to primary care for 

supply. A recent example of high cost medicine supply going through community pharmacy 

is that of Hepatitis C medicines. Their supply has led to improved outcomes for patients 

through community pharmacy input, however the impact on primary care and pharmacy 

finance is considerable and not without risk. These packs come at a supply cost of five 

figures a month when the pharmacy reimbursement model not being suited to dealing with 

medicines of this nature. 

Generic medicines, which represent 84.3%1 of the items supplied in NHS Scotland through 

18/19 (but represent only 33% of the cost), cost is largely controlled through a similar form 

of regulation but through the Drug Tariff. The Drug Tariff is specifically designed to 

encourage generic competition rather than control prices of generic products directly. Most 

of the community pharmacy networks funding comes from a Global Sum for services like 

other independent contractor models such as GPs. However currently an element of 

pharmacy funding is supported through incentivisation of the network to buy generic 

medicines as cheaply as possible. Part 7 of the Scottish Drug Tariff contains the list of 

medicinal products and preparations commonly prescribed. The method of determination of 

prices is according to a general protocol established by the Scottish Ministers after 

consultation with Community Pharmacy Scotland. Part 7 is updated on a monthly basis. 

The protocol allows the pharmacy network to achieve an agreed level of margin, which is 

used to support the funding of the network and therefore its viability. Beyond this agreed 

level the benefits of effective purchasing by the network are shared with the NHS. 

We believe that this system largely benefits the NHS, industry and ultimately patients 

through value for money. Flexibility of supply due to incentives and freedom of pricing 

means UK market is relatively robust e.g. fixed prices, fixed suppliers in certain countries 
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react slower than the flexible arrangements in UK. Specific examples may not be working 

but we feel the market is working as a whole and is a well-functioning market. Maintaining 

the delicate balance of the Drug Tariff supports existing competition and the positive impact 

of this competition on NHS pricing. Squeezing tariff prices too far could lead to generic 

manufacturers exiting the UK marketplace. The Tariff can occasionally be subverted at a 

local level through the practice of ‘branded generic’ prescribing. This is instigated by Health 

Boards looking for short term savings through certain companies offering cheaper ‘brands’ 

that the generic tariff price. This practice is fraught with challenges for patients, pharmacy 

and issues around sustainability of supply. 

Alongside this, the government retains the right to intervene when competition does not 

function effectively. The Competition and Markets Authority, the market regulator, is 

responsible for investigating failures of competition. For example, in 2016 it fined Pfizer and 

Flynn Pharma for hiking the price of phenytoin (an anti‑epilepsy product) and in another 

case it fined three companies for a deal that delayed the entry into the market of generic 

versions of an antidepressant in the same year. 

The Health Service Medical Supplies (Costs) Act 2017 has also strengthened the UK 

government’s hand in relation to generics as it has given it new powers to intervene in 

pricing (even for products manufactured by VPAS members), which had not been possible 

previously. CPS is unaware of how extensively the powers of this legislation has been used 

to date amid other political priorities. 

It should also be added for context that a globalised procurement process focussed on 

reducing costs has led to the manufacture of many drugs outside Europe, mainly China and 

India. This can lead to the conclusion that a UK or Scottish nationalised manufacturing plant 

would solve the problems. Moving aside the issue of community pharmacy funding black 

hole this would create (currently £90m), there is also the issue of the reduction in 

competition. Again this may not seem an issue when you can produce your own medicines 

and supply your own population however the raw materials and active pharmaceutical 

ingredients (API) will be largely imported for almost all medicines and with a single 

customer (i.e. the NHS) the cost of these products could conceivably increase considerably. 

Centralised tendering and other centralised mechanisms are generally bad in primary care 

(although tendering is routinely used in secondary care). Our competitive system has led to 

a vibrant multi-source market, minimising the scope for shortages and delivering the lowest 

market prices in Europe. 

The Oxera report published in June of 2019 highlights several useful statistics around 

generic medicines their findings to three questions are useful to provide context. 

1) How do generic prices compare to the prices of the branded products pre-entry into the Drug Tariff? 

Overall generic prices move to around 10-20% of pre-entry level after 4 to five years. Generic prescribing 

therefore saves money. 

2) Do the prices of generics increase and, if so, do existing market mechanisms limit or reverse such 

increases? 
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Over 12 months there is a ~75% reduction from a price spike for most medicines that do spike (a spike would 

occur in instances of shortage for a variety of reasons). This is an indication that, in general, the market self 

corrects. 

3) How do generic prices in Scotland (and the UK) compare with other countries? 

Generic medicines tend to be 3 to 4.5 times more expensive in other countries (150 highest priced products). 

Parallel trade is another area which supports lower pricing in the UK. Parallel trade (also 

known as parallel imports) refers to importing units of medicines (in practice usually 

patented products) from other countries at lower prices than are available in the UK. 

Products can be imported thanks to the legal position that once a manufacturer places a 

product on the market in the European Union, purchasers can sell that product on without 

the consent of the patent holder. The development of the European single market has 

facilitated the trade. The UK’s decision to leave the European Union will therefore have 

implications for parallel trade, although the details will depend on the nature of the final 

deal. 

Community pharmacies source products independently and therefore try to benefit from the 

lower prices of products in other European countries stemming in part from varying 

approaches to price regulation. The exchange rate is also an important factor in parallel 

trade: when the pound falls in value, products priced in euros become more expensive. 

Parallel imports can cause problems for stakeholders in the UK. Manufacturers are 

resistant because they cut into their sales. Parallel imports are not included in the VPAS’s 

financial envelope and can impede accurate measurement of total spending on medicines. 

Over the last ten years the total number of items increased by 15.8%1 however last year for 

the first time the NET ingredient cost (what the NHS pays) for medicines decreased by 

1.3%1. Could this be a sign that an impact is being made which will control the medicine 

spend? 

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

Areas covered: Procurement, Dispensing 

In many ways the system is very efficient currently. In terms of procurement in primary care 

the ‘just in time’ supply chain delivers to most pharmacies on an, at least, daily basis. In 

recent years this supply chain has come under greater scrutiny due to Brexit. 

The community pharmacy network work very efficiently behind the scenes to seamlessly 

supply over 100 million items annually. This with a backdrop of increasing barriers to easy 

ordering. Over the last 15 years the wholesaler and supply chain has become more 

complex for pharmacies, leaving pharmacy teams spending more time ordering and 

sourcing stock that ever before. This changed through the introduction of Direct to 

Pharmacy schemes which started in 2007 meaning pharmacies must order specific stock 

from specific wholesalers often with restrictions or quotas on the amount of stock that can 

be ordered. Alongside this, discounts to pharmacies have significantly reduced to almost 
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zero through these schemes. This financially impacts pharmacy but is of no direct cost to 

the NHS. In this model, pharma companies retain ownership of their products further 

through the supply chain. They use traditional wholesalers to hold their stock on a 

consignment or agency basis rather than transferring title of the goods. This provides them 

with greater control and benefits, however for community pharmacy teams this can add to 

the workload to ensure they order the right stock, for the patient in a timely manner. For 

pharmacy teams this is an area, if improved, could help practice daily. 

Talking for primary care it is difficult to envisage how a supply chain could become more 

efficient and crucially person centred, at its’ endpoint, than the 1257 strong community 

pharmacy network in terms of procurement. The freedom of pricing and low regulatory 

barriers in UK are critical factors in arriving at this outcome. 

Intervention may be warranted in specific cases however governments should consider 

proportionality and unintended consequences in light of the current market. Added layers of 

regulation and further complexity could impact the current situation of low generic pricing for 

example which ultimately benefit patient and taxpayer. 

Digital solutions may provide improvements for patients and pharmacies in the longer term. 

We are working in several areas with regards to digital and are partnering with the Digital 

Health Institute (DHI) to look at innovative models of care in this area. 

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

effectiveness? 

Areas covered: Procurement, Dispensing, Consumption, Prescribing 

Policymakers have a range of policy options to influence how medicines are used and thus 

overall medicines expenditure and value for money. There are three identified areas of 

policy options: pricing, availability on the NHS, and influencing prescribing behaviour and 

pharmacy processes. 

Pricing: this has been discussed earlier and certainly in primary care this rests with VPAS 

and the Statutory Pricing Scheme for branded products and for generic products this is 

covered by the Drug Tariff arrangements. 

Secondary care medicine cost is increasing due to the nature of new, complex medicines. 

An example of this is shown through biologics. An increasing number of new medicinal 

products are biological rather than chemical, meaning that they are derived from living 

entities. As with generic medicines, the NHS should be encouraging prescribers to use 

biosimilars. But while biosimilars are expected to help contain costs to some extent, it is 

likely that they will not generate the level of savings that generic medicines do. Evidence so 

far has shown price erosion of between 10 and 35 per cent for biosimilars2 substantially 

less than for many generics. 

There are other factors that support control in medicines budgets that need to be 

considered as part of measuring costs. 
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First, products’ list prices in secondary care (which are set by manufacturers and 

sometimes known as ex-factory prices) do not always reflect the prices that the NHS net 

price because confidential discounts are agreed, including via patient access schemes. 

Consequently, spending measured by list prices could overstate the total cost of medicines 

in secondary care. The example we mentioned earlier around Hep C treatments is a good 

example of this. 

Second, we are not sure if the figures for spending on NHS medicines do not include the 

cost of medicines dispensed by companies providing care to patients in their own home. 

While NHS providers reimburse these home care providers for their services, it is not 

known what component of this spending is attributable to medicines. So, there is some 

medicines expenditure, which it may not be possible to quantify, that does not show up in 

the national figures. It remains to be seen whether there could be any savings made in this 

area. 

Third, the spending figures do not factor in rebate income that the NHS receives from the 

pharmaceutical industry as part of the VPAS. 

Availability on the NHS: New medicines, parallel trade, generics and branded medicine 

prices have all been extensively covered earlier in the response. 

Influencing prescribing behaviour and pharmacy processes: Pharmacy is a cost-effective 

prescribing profession. Much of this was borne out in the research around the Minor 

Ailment Service3. Promotion of generic prescribing is now commonplace and should 

continue to be improved if possible. One way to do this could be allow generic substitution 

by pharmacists if clinically appropriate however this would require legislative change at a 

UK level. This isn’t always the case for certain patients where brands must be prescribed 

for their condition. We have also mentioned earlier how waste could potentially be reduced 

across the interfaces e.g. GP/pharmacy. Overuse of medicines can also be tackled, indeed 

in certain areas such as antimicrobial prescribing this is encouraged due to increasing 

concerns around antibiotic resistance. Much of this area is covered in response to question 

1. 

 

 

 

  

 

 


