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Coventry 

Local Pharmaceutical Committee

Minutes of the Public Meeting
	Date: Thursday 3rd March 2011
	Chair: Paul Insley

	Time: 11.00am
	Venue: Oak Tree Conference Centre
Binley Business Park, Harry Weston Rd, Coventry CV3 2UN


	Present:

Gam Amar (GA)
Sandeep Dhami (SD)

Adel Ghulam (AG)

Baljit Heer (BH)

Ashwin Hindocha- Vice Chair (AH)

Pradeep Duggal – Treasurer (PD)

Paul Insley – Chair (PI)

Ranjit Mann (RM)

In attendance: 

Mr G McCague (GMC) & Mrs J Lacey (JL), GMC Healthcare Ltd


Guests:

Laurence Tressler (NHS Coventry)

Nick Hunter
	Apologies:

Rosie Devi
Hanrikan Bansal


	
	
	Action

	P1.0
	Welcome and Introductions 
	

	P2.0
	Apologies and Announcements

Apologies: Rosie Devi, Hanrikan Bansal 
Announcement: None
	

	P3.0
	Minutes of the Last Meeting (13th January 2011).
No amendments.

Proposed: Gam Amar       Seconded: Ranjit Mann
	

	P4.0
	Matters Arising from Last Public Meeting 
Open Day in Pharmacies – To go forward.
(GA asked LT about 6 pharmacies being decommissioned from the Health Life Check service.  LT advised that a letter was issued to contractors with a list of those decommissioned on it.  GMC to forward a copy of this letter to committee).

NRT Fees – LT advised he has received email and nothing seems to have changed regarding fees.  GMC advised he has written to Dr Rashmi Shukla.  A reply has been received to say that things still at discussion stage.  GMC to email a copy of the email received to committee. GA asked if there are any other providers.  LT said not involved with this, but suggested inviting Charles Feruzi, Natalie Hinsley and Sian Eggleton to next LPC meeting.
	GMC
GMC

	P5.0
	NHS Coventry Update/CPOG Report – Laurence Tressler
PharmPerform – This has been launched 
Pharmacy First Interventions – Launched and starting off well. A PR campaign to launch this is being developed. Posters and leaflets to be issued.

PNA – Document has gone through the Board and is now on the website as an official reference point.  LT encouraged all to read.
Repeat Prescriptions Guidelines - Gone out to GP’s, pharmacies, LMC, etc. Calls from contractors are positive.
NHS-net – LT advised that a few more contractors now on board. Lloyds branches have been set up in one go. Approximately 26 contractors now set up.  LT suggested agreeing on a date to use NHS net and switch off other email addresses.  BH advised that Boots (total of 16 branches in Coventry) have decided not to join NHS-net.  PI advised that Tesco have also decided not to join.  NH advised that the CCA’s concern was corporate signature and disclosure. NH also advised that Wales are now up and running on NHS-net.

Healthy Life Check – A meeting to be set up with Peter Barker and Kerri Woods.

Sexual Health – There is now a new PGD arising because an under age patient was supplied.  PGD to be put on LPC website and forward to committee for comments.  LT advised that he and GMC were not involved in the write-up, but there are a few errors noted that are being dealt with.
Pharmacy Development Group - The next PDG has been set up for 29th March, but no issues to cover as yet. LT advised that there were 120 people at the last PDG, compared to less than 20 at last LPF.  LT suggested that thought be given to how PDG’s might continue to be organised and funded after PCT reforms. Key stakeholders need to be involved, i.e. local council and GP Consortia.
Care Homes – LT wishes to explore the possibility of a MAR chart service for Care Homes. LT advised that Boots already use MAR charts.  Funding will possibly be available and could initially be set up as a pilot.  RM flagged that one his Homes already uses this method.  It is especially useful as some medicines do not fit into the cells of a compliance aid.
May also be applicable for domiciliary situations.
MUR Post Payment Verification Audit – The results from the initial sample of pharmacies visited raised a diverse range of issues. For example:  

· Good practice to problems identified
· Some actually requiring further investigation

· Some inappropriate MUR’s conducted outside the consultation room

· Some forms were not written up until much later after the consultation

LT will put together a report to send out to all contractors and the LPC.  He will also put together guidance on MUR’s and ask the LPC for comments, before sending out to contractors.
	All
LT
GMC/LT

LT

	P6.
	Phlebotomy Update
Not covered – On Public agenda in error.
	

	P7.0
	Presentation – Impact of NHS Restructuring on Future Pharmacy Services – Nick Hunter
Presented a very informative presentation on ‘Restructuring the NHS’. Main points noted were:
· NHS Commissioning Board will be responsible for Pharmacy Contract

· Monitoring of the contracts at individual contractor level not clear
· There will be a shadow consortia from 2011/12 and shadow consortia commissioning from 2012/13.

· The NHS Commissioning Board will be based in Leeds, deliberately remote from Whitehall

· Noted that Coventry NHS & Warks NHS will be ‘clustering’ to support the local consortia, but will still retain two separate boards

· Local Health & Well Being Board will be small, focussed and be responsible for the JSNA, which should be considered as a ‘process’ rather than a document. Also for the PNA.
· All HBW’s will have members with equal status

· Pharmacy needs to get involved with local councillors

· GP’s in these organisations are having to get used to thinking as a commissioners rather than providers

· Suggest liaison with city council and councillors

· Invite DPH to attend LPC to outline how Public Health is gong to move forward in Coventry

· A question was emailed asking if LPC had recommendations for how contractors might organise themselves to bid for services
(NH to email GMC a copy of the presentation)

LT advised to have communication with the two GP Consortiums as soon as possible.
	NH

GMC

	
	Misc.

LT had to leave the meeting but handed out copies of: 

· Discussion Document on Eprise (as appended) – LT advised that looking to re-launch this

     
[image: image1.emf]Eprise - Discussion  Document


· Pharmacy IG Toolkit Requirements  (as appended) from Frances Dixon
     
[image: image2.emf]Pharmacy IG Toolkit  Requirements


	

	P8.0
	Any Other Business

None.
	

	
	Date/Time of Next Meeting

Thursday 3rd May 2011 at 11.00am (10.40am coffee).
NB: New Venue - Coventry Rugby Club, Butts Park Arena, The Butts, Coventry CV1 3GE.
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DISCUSSION DOCUMENT March 2011 


Eprise: The Community Pharmacy Prescription Intervention Service 


Proposals for revision of service 2011 


This discussion document is intended to encourage dialogue from interested 
parties of how the Eprise service should be updated and re-designed to promote 
safety, cost-effectiveness and quality to support current repeat prescribing. 
Please respond to L J Tressler (laurence.tressler@coventrypct.nhs.uk) with your 
own views and ideas. 


Background 


Eprise was developed and launched by Coventry East PCG in 2003(?) prior to the 
formation of the PCT, as one of the first prescription intervention services to be 
provided by community pharmacies. The service involves community pharmacists 
responding to prescribing inefficiencies and/or prescribing issues on repeat 
prescriptions and reporting these back to the prescriber. Copies of the forms are sent to 
the PCT for monitoring (omitting any patient identifiable information) and these are 
processed for payment. 


All pharmacies in Coventry are currently invited to become accredited to provide this 
service although uptake and activity is patchy. 


Proposal 


A web based community pharmacy service management system has been recently 
introduced by Coventry PCT in partnership with Coventry LPC with the long term aim of 
transferring all of the paper based enhanced services to the electronic system. There 
are considerable advantages to such a system, including reduced paperwork, 
increased efficiency and accuracy, and simplified processing. One other major benefit 
that applies particularly to Eprise is the flexibility of a web based system that can allow 
monthly revisions (if necessary). This will permit the system to be refined to encompass 
for example a recently highlighted safety issue, cost differential, or amendment to 
preferred prescribing list. 


The current focus on the need to address the QIPP agenda and the impact of the 
Health and-Seeiel Geue -8ill...on general practice including the transfer of responsibility in...-.. 
terms of the prescribing budget from PCT to GPCC will make such a revision of the 
prescription intervention scheme even more timely. 



mailto:laurence.tressler@coventrypct.nhs.uk
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The exclusion lists will also be removed as they require regular updating. 


A new set of interventions are proposed: 
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The following interventions that form part of the existing Eprise service will be 
continued 


AS: Asynchronous Quantities. This highlights an item where the quantity prescribed 
is not quantity synchronised with the rest of the medication on a prescription e.g. three 


• items each for a supply of 28 days with a fourth item for 56 days. 


DO: Dose optimisation. This intervention highlights where a change of product 
strength or formulation would be more cost effective (e.g. 1 x 20mg instead of 2 x 
10mg). It is proposed that a statement should be added that DO interventions will . 
only be accepted if a saving in excess of £20pa is achieved. 
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ID: Inappropriate dose. This intervention is designed to highlight inappropriate doses 
where there is, in the pharmacist's professional opinion, a potential issue of patient 
safety. It could be used to raise awareness of an overdose, sub-therapeutic dose or 
inappropriately timed dose. 
e.g. dosing of methotrexate other than weekly or where 10mg tablets are prescribed 


. instead of 4 x 2.5mg 


~------------.----.--------


CD: Controlled Drug. It is not uncommon when a mistake is made when a CD 
prescription is written by a prescriber for the same mistake to be replicated when the 
prescription is repeated. This intervention is designed to feedback directly to a 
prescriber issues such as missing details e.g. dose, quantities, information required in 
words and figures, handwriting etc. A note should then be made in the patient record to 
help prevent the error being repeated which could result in unnecessary delays for 
patients. 


Where a GP has made an error when writing a prescription for a controlled drug the pharmacist must 
ensure that they strictly adhere to the regulations when dealing with such errors in the pharmacy. An Eprise 
intervention does not in any way alter the process that needs to be adopted such as getting the prescription 
rewritten or altered and signed prior to dispensing. The intervention is designed solely to prevent repetition 
of such errors. 


RD Feedback - Community pharmacists are funded from within the contract global 
sum to provide the repeat dispensing service. This service involves the pharmacist 
taking some responsibility for repeat prescribing and is designed to enable pharmacies 
to highlight issues of poor compliance, screen for possible side effects and identify 
when changes to prescription have been made. This intervention would reward 
pharmacists for feeding back relevant information that is gathered during the 
discussion that is contractually required to be completed prior to an RD instalment 
being supplied. 


Each individual intervention would have a specific 'drop-down' menu on the web page 
to make the recording and claim process relatively simple. The service profile could 
easily be updated allowing flexibility if interventions needed to be added, removed or 
amended. 


The aims of the revised service will be to support GP practices to: 


• 	 promote, support and encourage efficient, good quality cost-effective repeat 
prescribing 


• 	 identify issues relating to patient safety 


• 	 reduce drug wastage 


• 	 encourage inter-professional co-operation between GPs and pharmacists 


• 	 highlight issues of compliance and hoarding allowing GPs to respond to both 
poor compliance and over-use by patient 
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All pharmacies in Coventry are currently invited to become accredited to provide this 
service and this open access will continue after the revision. In fact it is proposed that 
all contractors will be actively encouraged to engage with this service and LPC support 
sought to promote this. Such widespread support will ensure that all GP practices can 
benefit from pharmacists interventions made as part of this service. 


Practice Responsibility 


Many practices do not process Eprise forms at the moment (some claim not to even 
receive any) and some systems in practices regarding responsibility for managing 
Eprise interventions need tightening. 


The success of this service will rely heavily on active engagement by GP practices 
when details of EPRISE interventions are forwarded by pharmacies. 


It is suggested that in future (at least initially) that all forms should be sent to the 
practice addressed either to the Prescribing Support PharmacistlTechnician or the 
PMC (Practice Medicines Co-ordinator). 


It is suggested that the fee should be increased to £4. 


At this consultation stage, a number of other ideas have been suggested that warrant further discussion: 


1. 	 Community pharmacists could su pply blood glucose meters, instruct on use and monitor usage 
and quantities of blood glucose strips with reference to PCT guidelines. 


2. 	 Pharmacists are now better trained and prepared to take on a more clinical role. A further new 
intervention could be considered: 


CI: clinical intervention 



Views are welcome as to which interventions should be included. 



• 	 Diabetic patient not on a statin? 
• 	 Folic acid not co-prescribed with methotrexate? 
• 	 Inhaled corticosteroid not co-prescribed to a patient receiving regular beta2 agonist Rxs. 


It must be clearly understood that these clinical interventions would be ADVISORY only and the 
decision on action in relation to these interventions would rest solely with the GP. 


Laurence Tressler 
Deputy Head of Medicines Management 







Dear Contractor 


Re: 	MUR post payment verification audit. 


The PCT recently visited a cross section of nine contractors to trial a contract monitoring 
process to verify claims made for delivery of MUR services in Coventry. Following these 
visits I have now received the reports and action plans for the individual coryl ctors. 


Overall the results of this audit are generally very disappointing and d.e not he . 
the value of the MUR service. In some cases there is grave cause for c . 


</:t <4'~ 


Some pharmacies were able to demonstrate some outstanding"~~~mple
and these are listed below: ,'Ii,;., ~'::~JJ>" 


• 	 Professional consultation areas that give a p~.Q{esio appearance to 
the pharmacy. ~}t:",~ 


• 	 Good documentation of MUR forms that .~~~ ~'VJ{,as di cussed with patients and 
action plans that are understandable ia~ ra)b,oth health care professionals 
and patients. ;,r" < ;(~z::~~, 


• 	 Ordered systems and procedure~nabl~?"~:rapid auditing of MUR forms and 
documentation stored in a fashi2Q;~j?/' es of the form remain attached. 
Patient signatures for consent(' "/,;• 
Documentation to send tee. (3P th .,';. all wed the pharmacist to indicate patients • 
who had received an M th,jut that also indicated patients with adherence 
issues, or similar, byt~;that. th between the patient and pharmacist. The 
form could also b the'~~~~/ request copies of such MURs. 


,;:/ 


I would like to congr pharmacies that have received action plans noting these 
points above. 


ify however that poor practice far outweighed good practice during 
the bad practices that were uncovered are listed below. 


ms that meet the requirements of the regulations but are un­
profess ,irty and cluttered. 


UR fotms stored inadequately, to the point that separate sheets of the forms have 
, ,,~detached and separated 


• 	 SOPs that do not match the regulations, are out of date, not available or need 
reviewing. 


• 	 Inappropriate intervention MURs, e.g. how to apply Canesten HC. 
• 	 MURs conducted outside of the conSUltation room during trading hours 
• 	 MURs carried out for the benefit of children or carers where the patient is not 


competent and able to give informed consent. Several were carried out on babies. 
• 	 MURs conducted but written up at a later date - how is the patient given an action 


plan in a timely fashion? In addition, in some cases, the dates on the resultant MUR 
forms do not reflect the date the MUR took place, resulting in an inaccurate record. 


• 	 MUR forms listing all the medication a patient has ever had from the pharmacy, not 
just the current medicine. It was hard to tell what was what. 
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• 	 Pharmacies not informing the GP that MURs have taken place. If there are no 
recommendations for the GP, the pharmacist must notify the GP that an MUR has 
taken place within 1 month of the MUR consultation. 


• 	 Contractors conducting 20+ MURs in one day - or if this is not the case the record is 
not accurate. 


• 	 Intervention MURs that indicated on the action plan that there were no issues - what 
was the intervention for then? 


• 	 Using the wrong MUR form - using version 1 instead of version 2. 
• 	 MURs taking place in the Pharmacy. MURs can only take place in the pharmacy if the 


premises are closed to other members of the public and staff cannot overhear the 
conversation. 


Furthermore there were a few examples of poor practice uncovered of 
pharmacies that gave rise to urgent cause for concern. These include: 


• 	 MUR forms that are inadequately completed, i.e., not even the 

of medicines,forms that are just scribbled on, and action lans t 

to anyone apart from the person who wrote them. .' 



• 	 Intervention MURs that deal with only one of a patientsPfne 
• 	 Excessive numbers of MURs apparently comple,l d clai 



pharmacy had apparently undertaken 29 MUR~<(t 'On "'~. 



• 	 The Pharmac did not have records of MURs co' leted ,'" 


',¥~"""\;, "-i"" 


One of the monitoring officers added the foil g.conckAsion in a general report: > 


, ~X;~t;;;/ 


My real concern is that most MURs ga I~tfon that a conversation had taken 
place between a patient and a ph Elfne cases, there was a substantial 
number of forms that were so disg ely completed, should a GP request 
a copy he would not any information from the form. 


I would ask those pharma d action plans to complete these as soon 
as possible. 


Many contractors clair:~a·· e of the regulations as the reason for poor standards. The 
PCT,PSNC,RPS / provided considerable guidance, advice and information 
to contractors nd f excuse cannot be justified. Contractors have a professional 
obligation to.~;;'eii1§~ ~ they fully understand the framework in which they operate, or 
undertake ffident ni~and development to address any shortfalls . .c. 


•~~4~,
The rCT pla . .. canother tier of ten pharmacies in the next few weeks and to repeat this 
pro s on an ~o g basis. I would strongly urge all contractors to study the contents of 


r, to r~appraise themselves of the MUR service specification and to reflect on the 
~bjth the MUR service is delivered in their own pharmacy. 


The PCT is required to carry out post payment verification. Where standards of service are 
found to be below that detailed in the service specification, the PCT will support contractors 
who will be expected to urgently remedy this. However, where there is evidence that claims 
for payment have been made for services where evidence that these services have been 
provided is lacking, the PCT has a duty to refer such cases to counter fraud. 


Yours etc 
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- - - - --- -- ----- - ---- - - - ---- - - --- - - -- - - -


R~~ . Key PHARMACY IG TOOLKIT REQUIREMENTS 


Information Governance Management 
----- ----	 ~ ~ 


8-114 	~ Responsibility for Information Governance has been assigned to an appropriate 

~ member, or members, of staff 



8-115 ~	 There is an information governance policy that addresses the overall 
requirements of information governance 


8-116 fJf All contracts (staff, contractor and third party) contain clauses that clearly 
identify informat'ion governance responsibilities 


8-117 ~	All staff members are provided with appropriate training on information 
governance requirements 


Confidentiality and Data Protection Assurance 


8-209 ~	All person identifiable data processed outside of the UK complies with the Data 
Protection Act 1998 and Department of Health guidelines 


8-212 ©f Consent is appropriately. sought before 'personal informa~ion is used. in ~ays 
- that do not dIrectly contribute to the delivery of care servIces and objectIons to 


the disclosure of confidential personal information are appropriately respected 


8-213 ©f There is a publicly available and easy to understand patient information leaflet 
~ that informs patients how their information is used, who may have access to 


that information, and their own rights to see and obtain copies of their records 


8-214 ~	There is a confidentiality code of conduct that provides staff with clear guidance 
on the disclosure of personal information 


Information Security Assurance 


8-304 ~	 Monitoring and enforcement processes are in place to ensure NHS national 
application Smartcard users comply with the terms and conditions of use 


8-316 'tJf There is an information asset register that includes all key information , 
software, hardware and services 


8-317 ftJf Unauthorised access to the premises, equipment, records and other assets is 
prevented 


8-318 ~	The use of mobile computing systems is controlled, monitored and audited to 
ensure their correct operation and to prevent unauthorised access 


8-319 ~	 There are documented plans and procedures to support business continuity in 
the event of power failures, system failures, natural disasters and other 
disruptions 


8-320 fJf There are documented incident management and reporting procedures 


8-321 ~	 There are appropriate procedures in place to manage access to computer­
based information systems 


8-322 ©f All transfers of hardcopy and digital personal and sensitive information have 
been identified, mapped and risk assessed; technical and organisational 
measures adequately secure these transfers 


I 






