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1.  The national context 

 
Medicines have a vital role to play – they prevent life threatening disease, manage long-term 

conditions, improve quality of life and reduce mortality.  But there are many issues that prevent 

or reduce their effectiveness.  These include patients reporting insufficient or complex supporting 

information, poor adherence, medicines wastage, the complications of using many medicines 

concurrently (polypharmacy) and patchy uptake of newer innovative medicines.   

 

We also need to tackle the challenges of budget constraints facing the NHS and growing 

demand that comes from an ageing population.  We need to find new, innovative ways to deliver 

services, extract more value for money and to improve patient outcomes, quality and value from 

all medicines use. 

 

As part of their commitment to tackling this challenge, the pharmaceutical industry has agreed to 

underwrite the growth in branded medicines through direct payments to the Department of 

Health.  Under the five year voluntary ‘Pharmaceutical Price Regulation Scheme’ (PPRS) the 

industry is expecting to pay approximately £800 million to the NHS in 2015/16. This has been 

centrally factored into NHS England’s overall Mandate budget from the Department of Health 

and is part of the funding growth provided. 

 

The PPRS agreement presents the NHS with a unique opportunity to ensure patients are getting 

the right medicines at the right time, less constrained by cost. It gives the NHS the flexibility to 

act based on the full long-term value of medicines rather than using short-term cost containment 

measures. 

 

When the PPRS was agreed in 2014, the Secretary of State for Health asked that the ABPI 

(Association of the British Pharmaceutical Industry) and NHS England build on the opportunity of 

the PPRS agreement and work together, “to agree and carry through a solution for accelerating 

uptake of clinically and cost effective medicines.” 

 

As a result, NHS England and ABPI are developing a joint programme of work, guided by the 

principles of ‘medicines optimisation - as set out by the Royal Pharmaceutical Society in 2013 in 

their report ‘Medicines Optimisation: Helping patients to make the most of medicines’.   This 

approach looks beyond the cost of medicines to the value they deliver and recognises medicines 

as an investment in patient outcomes.   

 

The PPRS/Medicines Optimisation programme goals are to: 

 

 help patients to improve their outcomes, including better monitoring and metrics 

 ensure patients have access to an evidence-based choice of medicine, particularly the newer 

innovative medicines 

 improve adherence and help patients to take their medicines correctly 

 avoid patients taking unnecessary medicines 

 reduce wastage of medicines, and 

 improve medicines safety. 
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As part of this programme, the ABPI and NHS England, in collaboration with the 15 regional 

AHSNs (Academic Health and Science Networks) held a series of 14 ‘Roadshows’ around 

England from March to May 2015.  

2.  The regional context and event 

 
The Yorkshire & Humber roadshow event, hosted by the area’s AHSN, took place in Leeds on 

12 May 2015.  It brought together over 75 stakeholders to discuss how to drive medicines 

optimisation locally and how to gain maximum benefit from the Pharmaceutical Price Regulation 

Scheme (PPRS).  Tony Jamieson, Clinical Lead for Medicines at the Yorkshire & Humber AHSN, 

chaired the event and attendees included those working in the NHS and industry as well as 

patient representatives.  At the outset, the Chair explained the role of the AHSN and the purpose 

of the day, and stressed: 

 

“We’re here to talk about medicines optimisation and how it can make a difference to all of our 

organisations, and critically, to patients…we have excellence in Yorkshire & Humber to build on”. 

 

The event aimed to stimulate learning, discussion, sharing of practice and to prompt local action 

on medicines optimisation in Yorkshire & Humber.  To do this, it combined presentations, case 

studies and interactive workshops covering both national and local issues and often the interface 

between them.  The themes of innovation, effectiveness, better outcomes and a patient centred 

perspective ran through all of the proceedings. 

 

3.  Executive summary – key messages, issues and actions 

 

3.1 What’s working well 

 

 Widespread recognition of the value of medicines optimisation 

 

 A shared desire to enhance patient engagement and outcomes, and projects and 

initiatives that are making improvements in this respect 

 

 Centres of health economics expertise, and understanding of how Tariff Models and 

other mechanisms can be applied to support medicines optimisation 

 

 Innovative local research and action based on specific areas such as prescription 

validation within hospital discharge procedures, and the role of improved GP-patient 

contact time and communication in reducing polypharmacy 

 

 Good practice in individual CCG areas and across Yorkshire & Humber - as identified 

using the Medicines Optimisation Dashboard 

 

3.2 Areas for development or change 

As well as extending the examples of local good practice already highlighted, these included 

tackling issues around: 
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 The need for stronger patient engagement and communication 

 

 Reducing silo working 

 

 Lack of interoperability of information systems and technology 

 

 The need to create time and capacity to support medicines optimisation, collaborative 

research and a patient centred approach 

 

 Instances of inappropriate variation in performance 

 

3.3 Development and actions for the future 

The event focused on catalysing action within individual organisations, as well as some specific 

areas for collaboration, rather than on developing or shaping priorities for a Local Action Plan for 

medicines optimisation.  Key action areas that emerged included: 

 

 Taking forward patient focused solutions and engagement, including designing this 

dimension into services and addressing issues such as better communicat ion and 

synchronisation of repeat prescriptions 

 

 Making better use of community pharmacy assets and expertise, including through a 

‘pathways after prescription’ model  

 

 Establishing a Medicines Optimisation Translational Research Community  

 

 Supporting wider knowledge sharing and collaboration across professions, partners 

and sectors, including roll out of local examples of good practice 

 

 Utilising the Medicines Optimisation Dashboard to identify good practice and support 

performance improvement 

 
The Roadshow – presentations, workshops and discussions 
 

4.  National perspective on Medicines Optimisation 

4.1 The NHS perspective – Sir Bruce Keogh and Dr Bruce Warner 

 
The event started with a video presentation by Sir Bruce Keogh, National Medical Director of 

the NHS.  This set out the context for the day in light of the national vision and, as he put it:  

 

“[We have] the opportunity to turn our health care system into unequivocally the best one in the 

world…the aim of today is think about how we can more effectively use our medicines to make a 

massive contribution to the safety, effectiveness and economy of the care we offer to patients.” 

 

http://www.rpharms.com/support-pdfs/3649---rps---hospital-toolkit-brochure-web.pdf
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Sir Bruce went on to set out the NHS context of challenges and opportunities and made clear 

how the UK must build on its R&D excellence and become the ‘go to place’ for new drugs, 

treatments and devices.  He stressed the value of AHSNs as bodies that are based on natural 

geographies and bring together all the right players and emphasised their key role in making 

sure that new medicines and treatments reach patients much faster. 

 

Dr Bruce Warner, Deputy Chief Pharmaceutical Officer of NHS England, introduced the 

issues and opportunities around medicine optimisation and the principles of the PPRS 

agreement.  He made clear the value of medicines in preventing life-threatening diseases and 

improving the quality of life for people with long-term conditions.  Reflecting this, medicines are 

the most commonly used therapeutic intervention in the NHS; it spends £14.4 billion each year 

on them1 - 15 percent of its annual budget.  However, 30 – 50 percent of medicines are not 

taken as intended2 and in the primary care setting, this has contributed to an estimated £300 

million per year spent on medicine wastage, with around a half of this being avoidable.  Dr 

Warner summed up the challenge: 

 

“It is more important than ever that we make the best use of medicines and get the best 

outcomes and value.” 

 

Currently, there is inadequate review and monitoring of medicines outcomes and wide variation 

in medicine use across England.  Additionally, and partly because Medicines Use Reviews 3 are 

often not performed regularly enough, polypharmacy (patients on five or more medicines4) has 

become common, especially in older patients.  In England, these issues contribute to 5 - 8 

percent of hospital admissions being due to preventable adverse drug reactions.5, 6 

 

To help improve patient outcomes, quality and value from medicine use, innovative new ways to 

deliver services to patients are needed.  Developed in collaboration with patients, the NHS and 

the pharmaceutical industry, the Royal Pharmaceutical Society published guidance on 

medicines optimisation in 20137, focused on seven principles and a patient centred approach as 

set out in figure 1. 

 
Figure 1:  A Patient Centred Approach to Medicines Optimisation 
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NHS England and the ABPI are developing a joint programme of work for medicines optimisation, 

which takes forward this approach and looks beyond the cost of medicines to the value they 

deliver.  Dr Warner explained that medicines optimisation recognises medicines as an 

investment in patient outcomes and chimes with a new attitude to patients: 

 

“All this needs to be focused on the needs and wants of patients – their [intended] outcomes 

may be different from the ones we are working on.” 

 

National Institute for Health and Care Excellence (NICE) Medicines Optimisation guidelines 

published in March 2015,8 also set out what needs to be done by all health and social care 

practitioners and organisations to put in place the person-centred systems and processes that 

are needed.  Dr Warner concluded by introducing the PPRS agreement, which he explained, 

presents a unique opportunity to ensure that patients are getting the right medicines at the right 

time, less constrained by cost. 

 

4.2 Partnership with industry – Alison Clough 

Alison Clough, Executive Director Commercial UK at ABPI, explained the PPRS for 2014-

2018 and how it aligns with and enables medicines optimisation.  Recognising the financial 

challenges facing the NHS and that the UK is a ‘low and slow’ user of newer, more innovative 

medicines, the ABPI negotiated a five year agreement with the Government, on behalf of the 

NHS. Under the PPRS agreement industry has committed to underwrite growth in the branded 

medicines bill and refunds to the NHS spend in excess of the agreement.  Repayments for 

2015/16 are expected to be £800m and estimated to be a total of £4 billion over the duration of 

the five-year scheme.  The scheme is a one off opportunity, reflecting the climate of austerity, 

with benefits for all the key stakeholders.  It enables: 

 

 Patients and clinicians to use branded medicines, based on clinical factors not cost; 

 

 NHS commissioners to remove barriers to clinicians choosing which medicines to use; 

 

 Industry to have stability, whilst also supporting innovative companies and accepting a level 

of risk driven by austerity issues; and  

 

 The Government and the taxpayer to have a predictable branded medicines bill. 

 

At the request of the Secretary of State, the ABPI and NHS England are working together to 

accelerate the uptake of clinically and cost effective medicines and hence maximise the benefits 

of the PPRS.  The joint PPRS/Medicines Optimisation programme is a core component of the 

work and involves working in partnership with national and local stakeholders to raise awareness 

and understanding of the PPRS; communicate the importance of medicines optimisation to 

healthcare professionals; share best practice examples; and to understand and overcome any 

barriers that exist.  The pharmaceutical industry sees medicines optimisation as looking beyond 

the cost of medicines in isolation to the value they deliver as an investment in patient outcomes.  

In Alison Clough’s words: 
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“The industry wants to ensure that UK patients benefit from innovation…this programme is about 

working together locally to drive the agenda forward and ensure the best and appropriate use of 

medicines to drive better patient outcomes.” 

 

The joint PPRS/Medicines Optimisation work programme is led by a joint steering group and 

includes raising awareness and understanding of the PPRS, strategic communication plans, a 

medicines optimisation patient panel, and further developing the Medicines Optimisation 

dashboard.  The key outcome of the roadshow is to have a local medicines optimisation action 

plan in place for each AHSN. 

 

4.3 The regional response – discussion and issues around medicines optimisation  

The speakers participated in a Q&A panel discussion following the presentations, with key 

issues raised and responses to them covered below: 

 

 The scope and detail of the PPRS – there was discussion and clarification of some specific 

exclusions from PPRS calculations, such as VAT, stockpiles and distribution – the costs 

covered are the net costs to companies.  The panel thought that it was helpful for CCGs to 

be aware of the scheme’s principles so that it impacts on processes and mindsets, but also 

that they don’t need to be aware of all of the details.  Visibility of the scheme and how money 

comes back to CCGs through baseline budgets is the key thing. 

 

 Medicines promotions – a delegate asked how company promotions that offer discounts/ 

rebates when new medicines are prescribed would interact with the PPRS?  The answer was 

that they were not directly linked – the company would bear the additional cost of the 

discount, although there would be some impact on net contribution paid through PPRS 

because of the lower price of the promotional sales. 

 

 Generic drugs – what balance should GPs strike between prescribing generic drugs (which 

are sometimes cheaper) and branded medicines (because of the benefits of the PPRS)?  

The Panel saw a place for both and that the key thing is to ensure that “cost isn’t the 

constraining factor for individual patients when a branded medicine is best for them”. 

 

 GP and Community Pharmacy contracts – these need to become better aligned, with the first 

step being to get them renegotiated side by side to make it easier to plan and achieve 

shared outcomes. 

 

5.  The patient’s perspective 

Two presentations from patient representatives were incorporated into the day, articulating key 

issues and practicalities from their perspective. 

 

5.1 Graham Prestwich 

Graham started by making clear what medicines optimisation means to patients: 

 

“Keep quality of care at the front of your minds, that is all that actually counts to us.” 
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Dr Alistair Brewis had made clear to Graham the importance of a good conversation with the 

patient, resulting in a clear personal plan that a patient can rely on.  However, information is not 

the whole story and care is only high quality if it is clinically effective, provides a good experience 

and is safe.  That quality is likely to come at a price, but ultimately poor quality care is likely to be 

even more costly.  Likewise, the fundamental importance of involving patients in designing care 

was made clear: 

 

““When you write a prescription it becomes part of a patient’s health and wellbeing project, 

and the patient is the project manager”. 

 

A fresh approach is needed where patients are involved at population, community and individual 

level and all the aspects of progress are robustly measured.  The opportunity is to: 

 

 Understand what matters to patients by involving them 

 Design quality into services by involving people who will use those services 

 Help people to become competent project managers of their health and wellbeing 

 Support and encourage continual quality improvement 

 

Progress is being made, and Graham pointed to examples of work he had been involved in.  

These included work by the Leeds Area Prescribing Committee to develop a Patient led 

Medicines Communication Charter; as well as work with other health partners to show how 

clinical leadership can help to get the patient voice heard and to ensure that NHS understanding 

of quality is framed around the patient experience and safety.   

 

5.2 Carol Stevens 

Carol’s perspective as a patient has been shaped by her own experience of multiple conditions, 

and through caring for her four children and their various medical needs as well as her father 

and close friends.  All this has meant that she has had frequent interaction with the healthcare 

system and become seen as an expert on how the system works within the local community - 

and somebody whom many people turn to for advice. 

 

The issues and problems other speakers had noted had been all too real in Carol’s experience.  

Those include the limitations of a ten-minute consultation with a GP; medicine guidance notes, 

which are either not read or not obvious enough; interactions between medicines whereby some 

can treat one problem but cause another; and complex repeat prescription procedures. 

 

However, incidences of good care have also made a big difference to Carol and her family – 

notably when one consultant took responsibility for reviewing all of her father’s treatments and 

spent 40 minutes going through their pros and cons and deciding what to do together.  Good 

interactions with community pharmacists had also been very helpful.  Carol concluded with six 

things that could make a difference to patients: 

 

 making time for a meaningful conversation on conditions and the options for treating them; 

 clear guidance on how to use and get the best from medicines; 

 making synchronisation of repeat prescriptions the norm; 

 making annual medical reviews count – these can lead to deprescribing or lower doses; 

 supporting patients without patronising them; and 
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 better communicating the rich medical understanding in the NHS to patients. 

 

This last point connected to her summing up of the need for a new approach: 

 

“Help us to understand [medicines and options] so that we can have a meaningful conversation.  

Patients are not the enemy!  We can work together and it will make your jobs easier.” 

 

6.  Medicines Optimisation Dashboard and Data 

Two presentations covered the national Medicines Optimisation Dashboard and access to local 

data.   

 

6.1 The national Medicines Optimisation Dashboard 

Jonathon Fox, Medicines Optimisation Programme Lead at NHS England, gave an update 

presentation on the Medicines Optimisation Dashboard project and observed that: 

 

“It’s really important that we can measure and monitor medicines optimisation and use data to 

transform outcomes for patients.” 

 

The prototype Medicines Optimisation Dashboard10 was launched in June 2014 and brought 

together data from NHS England and wider stakeholders for the first time, including for all 211 

CCGs in England.  It is primarily aimed at CCGs and Trusts, but AHSNs are part of its wider 

audience.  It enables access to 30 different metrics such as medicine safety, prescribing 

comparators, Medicine Use Reviews, and uptake of NICE approved new medicines.  Dashboard 

data will be refreshed every six months and the addition of new metrics will be reviewed annually. 

 

By showing variation across England, the Dashboard allows CCGs to benchmark where they are 

in relation to others.  This can help to inform and improve the use of medicines and guide 

AHSNs as to where resources are required for specific local medicines optimisation programmes. 

As Jonathan Fox explained: 

 

“You can see significant variation between CCGs and across an AHSN area – the question is 

what’s the impact of this variation?  It’s worth finding out what others are doing and whether 

there is good practice that can be shared.” 

 

Initial evaluation results (by Keele University) show that the majority of CCGs feel that the 

Dashboard is useful.  The final evaluation will inform future work, and themes already identified 

for development include polypharmacy, mental health, diabetes, stroke prevention, chronic 

obstructive pulmonary disease, cancer, heart failure and hypertension. The next iteration, to be 

launched by the end of May, will look different, include 45 indicators, and allow easier 

comparison of clusters of localities. 

 

6.2 The Dashboard and local data  

Tony Jamieson highlighted how easy he had found it to use the Dashboard to explore how local 

CCG areas fare on different indicators, look at variation between them and find examples of 

“what we are good at”.  These included good performance by the Vale of York on Medicines Use 
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Reviews, by Harrogate & Rural on diabetes measures, and by Yorkshire & Humber overall in 

areas including access to summary care records.  In short, his experience was that: 

 

“It takes no time at all to find places that are good…we have excellence at our fingertips that we 

can share and learn from.” 

 

6.3 Dashboard and data – discussion 

Points that followed the two presentations included: 

 

 Can data be broken down to practice level?  The answer was not yet, although the benefits 

of doing so were recognised, and software solutions that may allow that would be explored.  

Signposting to specific data sets that are available at practice level may also be possible. 

 

 Timelines and trends – it was noted that these are important for data analysis, but not 

obvious, and that data time lags can be an issue as people argue that ‘things are different 

now’.  Timing annual data reviews for autumn, when most data sets are released, should 

help to minimise time lags.  More frequent updates would depend on securing extra capacity.   

 

7.  Workshop 1:  Case Studies – enablers, barriers and solutions 

The session considered two good practice case studies.  Split into groups, delegates considered 

how these demonstrated medicines optimisation principles and what enablers, barriers and 

solutions would influence potential adoption of similar practice locally.  The two case studies 

were: 

 

 The CHAMOIS Project (Care Homes and Medicines Optimisation Implementation Service) – 

based in West Leeds, this project applies medicines optimisation principles by providing a 

specialist pharmacy medication review service that optimises medicine use for care home 

residents.  It has reviewed the medication of 460 patients in 5 months, and been praised by 

GPs, nurses and care home staff and led to improved patient outcomes.  

 

 COPD Medicines Optimisation Review Service (MORS) – a project led by Leeds South and 

East CCG focused on treatment of Chronic Obstructive Pulmonary Disease (COPD), a major 

cause of emergency hospital admissions and premature mortality.  The project involved 

identifying appropriate patients and reviewing their medicine use through a pharmacist led 

medicines optimisation service.  Recommendations included stopping or changing medicines 

or doses and results included cost savings, reduced admissions and excellent user feedback.  

 

Each group focused on one case study and the most common enablers, barriers and solutions 

around roll out that they identified are shown in Figure 2 and Table 1.  
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Figure 2 – Barriers and Enablers to Good Practice Roll Out 

 
 

 

 
 
 
 
Table 1 – Potential Solutions 
 

Solution 
No. of times 

identified 

Patient focused solutions - e.g. educating patients or better 
communication 

4 

Better training – e.g. joint training, pharmacists in GP practices, generic 
skills 

3 

An accessible resource of expertise and skills 2 

Protected or scaled up resources that can be dedicated to addressing the 
issue 

2 

Opportunities for sharing knowledge and practice 2 

Better use of community pharmacists – and contracts that facilitate this 2 

Work with patients in own homes and/or with carers and families 2 

Better use of technology – e.g. Apps solutions that allow patient led data 
sharing 

2 

Develop evidence/case for (and work with) wider partners – e.g. local 2 
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authorities 

Work better together across professions and sectors (including industry) 2 

Innovation – e.g. through masters students, partners, national 
connections 

2 

 

8.  Identifying a goal in your organisation 

 
Delegates were asked to rate their own organisation’s opportunity to improve on a scale of 1 

(minimal) to 5 (maximum) against six dimensions of medicines optimisation.  This was intended 

to consolidate thinking and to help to shape what actions to take forward after the event.  

Although this was primarily an exercise for individuals or organisations, delegates could share 

ideas with others on their tables.  The results were not discussed during proceedings; however, 

delegates were encouraged to submit their self-assessment scores at the end of the event.  

Figure 4 shows the average scores based on feedback from 30 delegates. It illustrates middling 

– but significant - room for improvement on four criteria, with less scope for change on evidence 

based choices and the greatest potential for change around improved patient experience. 

 
Figure 4 
 

 
 

9.  Regional perspectives and presentations 

9.1 Medicines Optimisation & health economics – Dr Matthew Taylor 

 
Dr Matthew Taylor, Director, York Health Economics Consortium (YHEC), explored 

incentives and barriers to medicines optimisation and examples of progress.  At the outset, three 

key economic barriers were identified: 

 

 Medicines may be cost-effective but not affordable 

 Short-term costs may prevent long-term savings 

 Imbalance between who gains/loses financially (e.g. costs for providers and commissioners) 
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Dr Taylor worked through a hypothetical example comparing two drugs where one option (‘drug 

B’) would present best overall value to the NHS, but the division of costs between agencies 

meant that the alternative (drug A) appeared a better option from a provider perspective.  ‘Tariff 

models’ could help to solve this issue by fixing a deal whereby costs and savings are shared so 

that all parties gain - but these rely on striking a “just right” zone where providers and 

commissioners both make savings.  This zone could be wide in some circumstances, but narrow 

or even non-existent in others.   

 

Many interventions to optimise medicines use have been evaluated and examples of these were 

summarised.  These included a patient decision aid (a booklet, sometimes complemented by a 

discussion) which had resulted in net savings and some quality of life improvements; and 

integrated working across various health and social care practitioners in Sweden which reduced 

incidence of complications and brought about a cost saving in 98% of instances. 

 

9.2 Pharmacist validation of discharge prescriptions 

 
Sarah Upton, Clinical Pharmacist & Researcher, Calderdale and Huddersfield NHS 

Foundation Trust and University of Huddersfield, presented research on unplanned 

readmissions into hospital within 30 days of discharge.  This is a key measure to investigate 

because it can indicate substandard care and involves significant costs.  The research combined 

development of the evidence base through retrospective analysis of routinely collected data and 

use of statistical analysis to inform development of a new tool to apply practically.   

 

The discharge process was seen as central to relevant problems and solutions.  The research 

found that the vast majority of patients (98%) were prescribed medicine at discharge, with most 

of these involving changes (85%) or new medicines (77%).  This presented significant room for 

“generally preventable” human error, which could be exacerbated by poor communication: 

 

“Some prescriptions were in Latin abbreviations that patients would not understand, but which 

were meant to guide them”. 

 

The introduction of one stop dispensing had made the pharmacist validation process more 

difficult, with cultural change and process changes required to improve this.  The research 

developed a new tool that switched the focus from the need for supply to quality checking.  The 

result has been a doubling of the proportion of discharge prescriptions that are validated and 

achieved within existing resources as part of a patient centred approach.   

 

9.3 The benefits of community pharmacy – supporting people to manage their long-term 

conditions 

 
Robbie Turner, Chief Executive Officer, Community Pharmacy West Yorkshire, extolled the 

virtues of community pharmacy as an asset for medicines optimisation, with 570 community 

pharmacies in West Yorkshire, over 90 of which are open for 100+ hours per week.  Additionally, 

community pharmacies are more concentrated in more deprived areas (where health care is 

often most needed but least available) and have a valuable skills mix and community base.  The 

challenge is how to best use this asset? 
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Examples of complex prescribing pathways diagrams were presented to illustrate potential 

problems, such as excessive focus on cost alone; too much emphasis on the guidance itself and 

not on how it is implemented; and gaps in patient contact in annual models.  Meanwhile, from a 

patient perspective, they may be living their life with a condition or illness for thousands of hours 

but have just a few hours of health care over that period – as illustrated by the ‘worm diagram’ 

below. 

 

 
 
In an approach focused on ‘pathways after prescription’, community pharmacy could be part of a 

solution that provides a continuing care pathway, “looking at what happens to patients after we 

have given them a drug”, and helping them with medicines between episodic consultations. 

 

9.4 Polypharmacy project 

 
Eric Power, Head of Medicines Management, NHS Greater Huddersfield CCG and NHS 

North Kirklees CCG, reported on interim results from a project aimed at reducing polypharmacy 

in a group of high-risk patients aged over 75 or on the palliative care register, where “things have 

got really complex”.  The project enabled improvements in the time GPs had with patients and 

the communication between them, with support for GPs where needed, and promotion of good 

practice and helpful tools such as STOPP/START and NNT (numbers needed to treat) analysis.  

In broad terms this meant: 

 

“A move from a ‘cold’ approach to a more personalised approach to medicine.” 

 

The project involved approximately 1,950 patient reviews and these elicited very positive results.  

Over 80% of patients found the review useful, 90% would recommend one to their friends and 

family, and a third of patients said they had made a positive difference to their lives.  GPs 

thought that the reviews identified a lot of important points, which would otherwise be missed, 

and provided valuable time that enhanced patient care.  There have also been cost savings of 

£112,000 and notable reductions in harm - with more than 240 START alerts and 2,400 STOPP 

alerts resolved, the bulk of which involved high or extreme risk of harm. 

 

10.  Workshop 2:  Collaborative regional action 

10.1 Medicines optimisation translational research community 
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Damien Child, Chief Pharmacist, Sheffield Teaching Hospital, introduced the session with a 

presentation on moving from a ‘last century approach’ to research to 21st century practice.  In his 

experience, undertaking a research degree had meant starting back in a new job on the bottom 

rung of the ladder.  Even though costs may be funded now, there is mostly no protected time for 

research and much working within boundaries, with the patient experience at the interface 

between primary and secondary care a key concern: 

 

“Everybody’s working within their own silo – patients are still falling through the gaps when we 

transfer from one to another.” 

 

The value of collaboration and future aspirations were illustrated by the example of the 

King’s Health Partners in South London.  Whilst research output had been unchanged by its 

adoption of a collaborative approach, the quality of that research had improved measurably – 

leading to around 50 high-impact publications per year.  The model was self-sufficient and 

generated its own income.   

 

Building on a joint PhD Programme involving universities in Bradford and Leeds and 

Sheffield Teaching Hospital, the aim in Yorkshire & Humber is to establish a community of 

‘research active’ individuals and organisations to foster and co-ordinate translational 

research in the field of medicines optimisation and drive service improvement and innovation.  

Desired outcomes include demonstrating (cost) effectiveness, enhancing patient outcomes, 

collaborative grant applications, establishing a Yorkshire & Humber Centre for Medicines 

Optimisation Translational Research (MOTR), increasing the engagement of clinicians, 

academics and patients in MOTR, and providing an infrastructure that translates research 

into practice. 

 

10.2 Group discussions  

 
Delegates considered two questions that would help to inform the development of a translational 

research community.  Responses to both of these are set out below. 

 

1. What new knowledge would advance the goals of medicines optimisation? 

 

 Gathering consumer data (e.g. on lifestyles) and marrying it up with clinical data 

 More use of qualitative research methods 

 A virtual network of existing projects in the region to show what is already known 

 Don’t need new expertise and knowledge – need to network and share better 

 Translating shared knowledge into an ‘off the shelf business case’ that can be readily used 

 The right mix of skills, knowledge and behaviours 

 Patient experience and outcome data (including safety)  

 Evidence on the decommissioning of drugs to support decision-making 

 Gathering evidence to show that medicine optimisation works 

 

2. What do we need that will increase the opportunity and capability to engage in 

translational research? 

 

 Primary care involvement 
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 Need to be multidisciplinary 

 Time and money 

 Better directing researchers towards the most important things to research 

 Reputation of researchers 

 Working with partners/multi-agency approach (including the pharmaceutical industry) 

 Skills and capacity – including project management, health economics, marketing 

 Senior support/backers 

 

At the end of the session, delegates were invited to fill in an expression of interest form to 

get involved in a new Medicines Optimisation Translational Research Community for 

Yorkshire & Humber.  

 

11.  Round-up of the day and next steps 

The Chair thanked all those involved in the event and set out key opportunities ahead.  

Whilst there is a need to embrace the complexity of medicines optimisation, he saw that 

much of it boiled down to quality conversations with patients, which is achievable. 

 

The region is not intending to develop a specific Medicines Optimisation Programme or 

Action Plan.  Instead the Chair stressed that the focus would be on individual organisations 

taking action forward, and collaborative initiatives such as building a translational research 

community.  In line with this approach, the Chair urged the delegates to think about what they 

might change when they return to the office after the event: 

 

“What you kick off tomorrow is the real challenge.” 

 

He concluded by stressing the importance of sharing findings and collaboration and invited 

delegates to contact the AHSN if there is something ‘”we can do better by working together”.  
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12. Annex – Report details, further information and references 

This report was written by Les Newby (Les Newby Associates), an independent consultant and 
writer on health and social issues, local economic development and the environment. 
Email: les@lesnewby.com 
 

 

For further information and discussion about the report, please contact: 
Aileen Thompson, Executive Director of Communications, ABPI. 
Email: AThompson@abpi.org.uk  
 
Helen Haggart, Public Affairs Consultant, ABPI.   
Email: HHaggart@abpi.org.uk 

 

12.1 Disclaimer 

The series of Pharmaceutical Price Regulation Scheme (PPRS) / Medicines Optimisation 
Roadshows was organised and jointly funded by NHS England, the Association of the British 
Pharmaceutical Industry (ABPI) and the 15 Academic Health Sciences Networks (AHSNs) as 
part of the joint ABPI and NHS England PPRS / Medicines Optimisation programme.  
 
This report records the key themes that were discussed at the roadshow and any positions or 
views expressed are those of attendees and Yorkshire and Humber AHSN, and may not 
represent the positions or views of NHS England or the ABPI. 
 
The NHS Commissioning Board (NHS CB) was established on 1 October 2012 as an executive 
non-departmental public body. Since 1 April 2013, the NHS Commissioning Board has used the 
name NHS England for operational purposes.  
 
The ABPI represents innovative research-based biopharmaceutical companies, large, medium 
and small, leading an exciting new era of biosciences in the UK.  
The ABPI is recognised by government as the industry body negotiating on behalf of the 
branded pharmaceutical industry for statutory consultation requirements including the PPRS: the 
pricing scheme for branded medicines in the UK. 
 
About the Pharmaceutical Price Regulation Scheme (PPRS) / Medicines Optimisation 
Programme 
The PPRS/ Medicines Optimisation Programme was developed in response to the Secretary of 
State’s challenge to NHS England and the ABPI to accelerate uptake of clinically and cost 
effective branded medicines which maximises the benefits of the 2014 PPRS Agreement, 
including creating real clinical pull for patient access to these medicines.  
 
The programme was set out in a paper to the Ministerial Industry Strategy Group (MISG) and 
endorsed at the MISG meeting on 9th July 2014.  
 
The primary aim of the Programme is to improve patient outcomes, quality of care and value 
through improving the delivery of high quality patient care and taking full advantage of the 2014 
PPRS agreement. 
 
The Medicines Optimisation Programme is overseen by a steering group, jointly chaired by NHS 
England and ABPI. Membership of the group comprises representatives from the Royal 
Pharmaceutical Society, AHSNs, CCGs, Academy of Medical Royal Colleges, Royal College of 
Nursing, British Generic Manufacturers Association and National Voices. 

 

mailto:AThompson@abpi.org.uk
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