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Key Messages  

 IT systems need to be smarter, interoperable across healthcare settings 

and designed to enhance patient safety whilst encouraging cost effective 

interventions and decisions . 

 Time to care must be built into community pharmacy and GP pharmacotherapy 

contractual models to allow pharmacists ample opportunity to make meaningful 

clinical and cost effectiveness interventions. This would include deprescribing. 

 Workforce and skill mix.  Pharmacy technicians are key to freeing up time to care. 

Their presence enables pharmacists to delegate technical dispensary tasks. They 

should have a more formalised career framework to encourage recruitment and 

retention and have a key role to play in making efficiencies across all sectors. 

Taken together the issues and challenges around these three key messages impact on 

each of the questions the committee is asking. Transformational change in these areas is 

vital to achieving long term cost savings and efficiencies. Prescribing must be both clinically 

correct and cost efficient from initiation of treatment and then regularly reviewed. The 

principles of Realistic Medicine1and “What matters to you” should be the norm with joint 

decision making between the patient and prescribers. More emphasis will require to be 

placed on disease prevention and quality of life with treatment.  

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

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

Collaborative working between pharmacists and prescribers from all the health professions 

is essential to control prescribing costs. Prescribers are advised and encouraged to 

prescribe the most clinically and cost effective treatments available and to adhere to local  

formularies and Scottish Medicines Consortium decisions. In primary care pharmacists use 

ISD databases to monitor and influence GP prescribing using many incentives and 

governance tools, including formularies, budget monitoring and identifying prescribing 

outliers. However, the cost of prescribing ultimately lies with prescribers, although the 

budget is held by the health and social care partnership. Unless they are prescribers 

themselves pharmacists do not have direct control over prescribing costs.  

Secondary care does not have the same level of interrogation to monitor prescribing 

choices. The electronic prescribing system for hospitals which is in process of being rolled 

out across Scotland (HEPMA) would support more formulary prescribing as a default 

position, whilst increasing patient safety by moving away from handwritten prescriptions.  

When secondary care initiates prescribing the ongoing costs fall to primary care . 
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Secondary care systems should be interrogated for compliance to ensure all prescribers 

are held to the same standards. 

Capacity  

Increasing workload in community pharmacy as prescription items increase and staffing 

levels fall contribute to variation in practice. The correct drivers need to be put in place to 

ensure patients get all the information they require to keep them safe and avoid 

unnecessary harm. Health Improvement Scotland have estimated that every year there are 

61,000 unplanned admissions to hospital which are due to medicines related issues.2 

Workload pressure is also being felt acutely by pharmacists working in GP practices where 

there is not always time to make cost effective changes to patients’ medication while 

delivering other aspects of the GP practice pharmacotherapy service. Ensuring GP practice 

pharmacists have adequate patient facing consultation time for full medication reviews 

would be an efficient way of ensuring prescribing is correct at source. 

More pharmacists and pharmacy technicians are required across all healthcare settings as  

capacity and medicines safety becomes an ever increasing  challenge. The focus on 

pharmacotherapy in the GMS contract has had significant unintended consequences for the  

pharmacy workforce overall with a large movement of pharmacists and pharmacy 

technicians from community and hospital sectors into GP practice. 

Pharmacy technicians require a more formalised and supported career framework in order 

to assist retention of staff in the community sector where they could routinely manage 

dispensary systems processes, allowing pharmacists to safely delegate dispensing tasks 

and free up time for them to provide clinical care. 

Correct skill mix and expertise  

Community pharmacists have potential to deliver more clinical services which could be 

synergistic and complimentary to GP services, thus spreading the workload more 

appropriately to the skill mix available. There are many therapeutic areas where clinical 

effectiveness could be improved and more could be done e.g. to avoid preventable deaths 

and hospital admissions from asthma where it is estimated that three quarters of the 1143 

deaths in Scotland each year could be prevented4 . 

Focusing on enhancing and using the clinical skills of pharmacists working in community 

pharmacy and developing a more formalised career structure for the pharmacy technicians 

working alongside them would enable pharmacists on the front line deliver more effective 

and consistent interventions. This would ensure that patients are using medicines properly 

and any issues needing review by the patients GP practice are identified and acted upon. 

Early intervention to resolve prescribing issues can prevent more costly interventions, 

further treatment or unplanned hospital admissions later on. These activities must be 

supported by read and write access to patient records for community pharmacists.  
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Does the NHS in Scotland achieve the most value from the money spent on 

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

Historically Scotland has shown that, where medicines are concerned, the NHS does 

achieve extremely high levels of value for money.5 Poor prescribing causes waste. 

Education of prescribers, high levels of generic prescribing,6 national therapeutic indicators, 

and the effect of SMC decisions on prescribers’ attitudes to new and expensive medicines 

have all contributed to influencing prescribing costs.   

However, this approach is still insufficient when faced with the rising demand for services. 

Transformational change in our approach to pharmaceutical care is required. When 

reviewing medication pharmacists take a holistic approach will address many of the issues 

which impact on clinical and cost effectiveness. In addition to improving formulary choices 

and generic prescribing, they can address inappropriate polypharmacy, medicines not 

being taken properly, or at all. They can address clinical cost effectiveness with an 

evidence based approach to treatment, improving  outcomes for long term conditions and 

preventing further complications.  

It is estimated that about half of all the medicines waste generated in the NHS could be 

prevented by people having better adherence to and understanding of their medicines7.  

Pharmaceutical care can provide this. i.e. pharmacists making valuable clinical 

interventions and ensuring patients understand and properly use their medicines. This is 

not suitably embedded and formalised into community pharmacy contractual agreements to 

ensure that all patients receive the support they require encourage adherence and 

agreement to the medication regimen through joint decision making.   

In what ways can the system be made more efficient?  

Please see answers to all questions above which all contribute to efficiencies.  

It is crucial that the workforce is available to provide the appropriate expertise. The right 

balance of pharmacist and pharmacy technicians within the new pharmacotherapy service 

in GP practice, is required to divide clinical and technical tasks appropriately. Some of the 

tasks in the “level 1” pharmacotherapy service can be, and should be, performed by a 

pharmacy technician and/or addressed in community pharmacy but capacity and workforce 

constraints can be challenging. Some level 1 tasks could actually be performed by 

administrative workers. 

Where possible drugs should be included in the Scottish Drug Tariff to minimise fluctuations 

in price and provide continuity of supply. The current systems used in Scotland to monitor 

generics shortages and set adjusted tariff prices have provided additional supply and price 

stability compared with other parts of the UK. 

Sharing of information with read and write access to one patient health record is essential 

to having more efficient working across all the healthcare settings and to keep patients  

safe as they transfer across settings. Patient safety issues are critically important to 
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minimise unplanned hospital admissions which impact on both morbidity and costs within 

the NHS. 

Prescribing and dispensing pathways need to change to focus on digital enablement and 

automation to create safe and efficient repeat prescribing systems to manage the ever 

increasing workload.   

Operationally there are some areas where efficiencies could be made. 
 
 

 Follow up care for new medicines should be formalised and resourced using 
community pharmacies to ensure there is no further prescribing of medicines not 
being used, or causing unwanted side-effects, leading to waste.  

 Patients should always be assessed by a health professional using a recognised 
assessment tool before monitored dosage systems are used. These are highly 
resource intensive within community pharmacy using up very valuable pharmacist 
and pharmacy technician time which could be redirected to clinical care. 

 Immediate discharge letters must be promptly and electronically shared with 
community pharmacies to stop unwanted dispensing of previously prescribed 
medicines  and the continuation of medicines which have been modified or stopped 
during a hospital admission. This has serious patient safety implications as well as 
contributing to waste as unused medicines returned to pharmacies require to be 
disposed of and cannot be reused to fill other prescriptions.  

 Safe and efficient repeat prescribing systems can enhance patient care and 
streamline workloads in both pharmacies and GP practices. Serial electronic  
prescribing systems as part of the Medicines Care and Review Service are an 
enabler. We have published professional guidance on managing repeat prescribing 
to minimise waste and provide the correct level of pharmaceutical care. A key area 
of professional responsibility to ensure patient safety is the absolute requirement to  
confirm with the patient that they still require all their medicines before re-ordering.  
Some pharmacies already operate with a considerable amount of serial prescribing 
and the evaluation from these could provide learning on how much efficiency and 
saving can be achieved.  

 Working in a more integrated way across healthcare settings would eliminate 
duplication of resources. Compatible IT systems and a unified accessible electronic  
patient record would speed up communication and reduce errors when patients 
transfer across settings and reduce waste.  

 Care homes should have more dedicated time from pharmacists and pharmacy 
technicians as outlined in our recent report. This supports improvements in ordering 
systems with subsequent reductions in waste as well as more cost effective 
evidence based prescribing and addressing inappropriate polypharmacy.  

 Consideration should be given to exploring how changes in regulations and/or 
legislation to allow bulk prescribing in care homes could create efficiencies in time, 
resource and waste management. This is used in other parts of the UK in care 
homes for commonly used “when required” items to reduce waste and speed up 
access to treatments and has potential to improve palliative and end of life care .  

 
 

 

https://www.rpharms.com/resources/toolkits/repeat-medication-management
https://www.rpharms.com/Portals/0/RPS%20document%20library/Open%20access/Policy/RPS%20Care%20Homes%20policy%202019.pdf
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How can the medicines budget be controlled while maintaining clinical and cost 

effectiveness? 

The medicines budget is continually pressurised by many different elements of 21st century 

living. The answers above around the governance of prescribing in primary care all 

contribute to controlling the medicines budget. Some elements of cost are out with health 

professionals control. 

. 

 People are living longer with more long term conditions which are now more 

successfully treated than previously and medicines play a key role in this. 

 Prices of branded medicines are set at a UK level. Generic prescribing provides 

excellent value for money but these medicines are more susceptible to fluctuations in 

pricing due to the supply and demand nature of that market.  

 Global manufacturing practice has changed over past few decades and medicines 

shortages are now an everyday occurrence which can result in more expensive 

prescribing at short notice to give continuity of care. Shortages in commonly used 

generic medicines can increase their acquisition costs hugely. 

 Personalised medicines are increasing with new therapies being developed at ever 

increasing costs.  

Longer Term Challenges, Opportunities and Issues  

In order to help offset the increasing costs of new therapies such as Biologics* it will be 

even more important to ensure that prescribing is right first time and continues to be 

appropriate all along the patient journey. 

There will need to be much more emphasis placed on prevention of long term diseases 

which are now treatable but at increasing costs to the NHS. 

The developing area of pharmacogenomics could mean that fewer people will be treated for 

some conditions in future as only those identified as suitable for successful treatment will be 

eligible.  

The public has become accustomed to comprehensive treatment of all disease, cost-free at 

the point of need. There will need to be clear messaging that prevention, self-management 

and taking responsibility for one’s own health will be necessary if the NHS is going to be 

able to continue to deliver that level of service in future.  

The pharmacy workforce will need to be more digitally capable. Digital leadership within the 

pharmacy profession requires to be developed and fostered to ensure that digital 

transformation is undertaken and lead by individuals knowledgeable in the frontline 

processes which will benefit from such transformation.  

There is a requirement to expand the number of pharmacists in data scientist and clinical 

informatics roles which uniquely combine IT and pharmaceutical expertise. These 

individuals will lead on system delivery to facilitate the IT required to enable the efficiencies 

outlined above.  
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*A biologic is made by living organisms or contain components of living organisms (as opposed to being produced by a chemical 

synthesis process) Biologics are larger and have more complex structures and include a wide range of products including vaccines, blood 

and blood components, allergenics, somatic cells, genes, gene therapy medicines, tissues and proteins. 
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