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Collaborative Quality Improvement 

in General Practice Clusters 
This paper is the fifth in a series that relates to are-
as of quality and safety on which general practice 
clusters could usefully focus improvement activity. 
Each paper summarises research, guidelines and 
other evidence about areas of care which can be 
improved, and improvement methods and interven-

tions.  

 

Partnership working with pharmacists  
General practice is experiencing the twin challenges of 
high workload due to increased patient need and a cri-
sis in recruitment and retention. One solution is to work 
more in partnership with other health care profession-
als. Nurses are already well embedded in teams but 
pharmacists less so. Pharmacists are often said to be 
the experts in medicines and given the importance of 
polypharmacy and improved prescribing safety, phar-
macists are a natural additional to the established  doc-
tor nurse partnership. This paper suggests areas for 
closer working with both community pharmacists and 
practice pharmacists, based on policy documents, sys-
tematic reviews of the evidence and examples of ser-
vice developments.  

 

The problem 
There are currently several challenges facing the GP 
workforce in Scotland. An external factor is the well 
documented steadily increasing workload due to the 
changing population demographic, with people living 
longer and many previously untreatable diseases now 
being managed long term in primary care. A related 
internal factor is the trend towards early retirement, part 
time working, and failure to fill training slots. One solu-
tion to the current workforce shortages is changing the 
skill mix within primary care teams and working more 
closely with other health care professionals. Historically 
doctors have worked closely with nursing colleagues 
but less so with other professional groups such as 
pharmacists.   

Prescribing is a core role of GPs. It is the most com-
mon patient-level intervention in the NHS, and the sec-
ond highest area of spending after staffing. However 
prescribing may often be sub-optimal

1-3
 leading to ther-

apeutic failure, medicine wastage, and adverse 
events

4
. All of these come at a cost and are more likely 

in an elderly population on polypharmacy regimes
5
 and 

patients with multi morbidity
6
. The quality of prescribing 

in nursing homes is of particular relevance in this con-
text and both media reports and academic papers pro-
vide evidence of areas for improvement

7
. 

Furthermore, from the patient perspective, adherence 
to medicines has been identified as a key issue by the 
World Health Organization

9
 and most recently by the 

UK Academy of Medical Sciences
10

. Estimates of ad-
herence vary widely but are often reported to be as low 
as 50%

11
. This is an additional reason for therapeutic 

failure, and increased costs associated with patient 
hospitalisations or avoidable escalation in other costs 
of care

9
. It may also result in unused medicines, the 

cost of which are estimated at about £30 million per 

year in the UK. 

Approximately a quarter of the undergraduate pharma-
cy course is based on pharmacology and therapeutics, 
more than in other health care related courses.  Re-
flecting this, as long ago as 1986, the Nuffield Commit-
tee of Inquiry into the profession highlighted that phar-
macists could play a "unique and vital role" in health 
care and recommended that pharmacists and general 
medical practitioners should collaborate to improve the 
effectiveness and efficiency of prescribing. Since then 
the profession has steadily moved away from an in-
creasingly redundant compounding role and an in-
creasingly automated supply role, to one in which their 
clinical knowledge of medicines has become their rai-
son d'être. However whilst in hospitals this clinical 
pharmacy role has been established for many years, 
pharmacists have yet to be fully integrated into the 
health care team in primary care. Furthermore pharma-
cists with two years post qualification experience can 
now be accredited as non-medical prescribers author-
ised to prescribe any drug within the BNF within their 
areas of competence.   

 

Can GP Pharmacy partnerships improve out-
comes?  
Reports of pharmacists working closely with medical 
colleagues in their primary care setting started emerg-
ing in the mid 1990s. One of the earliest was the Down-
field project in Dundee when a GP employed two clini-
cal pharmacists from the local hospital to run clinics, for 
example, for patients on anticoagulants 

11
, or peptic 

ulcer disease, with reported improvements in patient 
outcomes. Since then many initiatives and studies have 
been undertaken demonstrating that pharmacists work-
ing in either community pharmacy or based in general  
practice can improve outcomes as the following exam-
ples based on the challenges noted above show.  

A recent systematic review
12

 suggested that organisa-
tional interventions involving pharmacists conducting 
medication reviews would reduce potentially inappropri-
ate prescribing (PIP) in community-dwelling older 
adults. Given the link between PIP and adverse health 
outcomes,

4
 this should improve patient health and re-

duce the costs of adverse events. The PINCER 
study

13
, completed in England, showed that a pharma-

cist-led, information technology-based intervention is 
an effective method for reducing a range of medication 
errors in general practice, when patients on known high 
risk prescribing regimens are targeted. Similarly a clus-
ter randomised trial for patients with established heart 
disease in Scotland showed that a pharmacist led inter-
vention resulted in improved prescribing of statins and 
a greater percentage of patients achieving their target 
cholesterol levels.

14. 

Although pharmacist prescribing was introduced in 
Scotland in 2008, numbers in the community are only 
building slowly. NES now provide training in core clini-
cal skills, common clinical conditions, communication  
skills, advanced clinical skills in diabetes,  
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musculoskeletal and other specialist areas for all quali-
fied pharmacist prescribers. Most early research fo-
cussed on the process aspects of the pharmacist pre-
scribing role and patient satisfaction but evidence is 
emerging suggesting clinical benefit, for example in 
chronic pain

 15
.  

In nursing homes, involving a pharmacist in medication 
review has been shown to reduce falls

16
, and reduce 

PIP
17

. These outcomes can be attributed to pharma-
cists making recommendations for change to the re-
sponsible clinician which are accepted in the vast ma-
jority of cases and also include de-prescribing.

19
 How-

ever it is suggested that if the pharmacists working in 
the care home has prescribing rights, and has the 
agreement of the GP to implement the suggested 
changes, there may be even greater benefits.      

Finally when considering adherence, there is also a 
role for the pharmacist. Adherence is complex and 
multifactorial and as Cochrane reviews

19
 continue to  

show there is no single simple solution; only a minority 
of identified studies improved both adherence and clin-
ical outcomes. Pharmacists were however identified as 
one provider who can support improved adherence 
with some evidence of benefit. Two studies of pharma-
cy-led adherence interventions conducted in England 
and published since the latest Cochrane review con-
firm this potential. One evaluated the English New 
Medicines Service.

21,22
 The primary outcome of adher-

ence was improved in the group receiving the pharma-
cist intervention, although there was no change in pa-
tient quality of life, or in their beliefs about medicines.  
The second study

22 
 was especially interesting as it   

delivered the English Medication Use Review service
23

  
from a mail order pharmacy and used a centralised 
telephone follow for patients already established on a 
long term medicine (either a lipid lowering medicine or 
an anti-diabetic medicine).   

 

Implementation in real-life NHS practice 
Pharmacists working in the primary care/community 
setting can be based in community pharmacies or gen-
eral practices. Wherever they work, they all have the 
same basic qualification and set of competences. 
Many pharmacists have portfolio careers and will 
spend part of the week in a traditional community phar-
macy and part working in a general practice. In 2013 
the Scottish Government’s prescription for Excel-
lence

24
 described pharmaceutical care as a key com-

ponent of safe and effective healthcare, involving phar-
macists working in partnership with patients and other 
health and social care professionals to obtain optimal 
outcomes. This was highlighted as important for pa-
tients with complex health issues including multimor-
bidities and those in care homes. “All pharmacists 
providing NHS pharmaceutical care should be NHS 
accredited clinical pharmacist independent prescribers 
working in collaborative partnerships with medical 
practitioners who will continue to have overall respon-
sibility for diagnosis. An essential role of the clinical 
pharmacist working within the team will be to initially 
assess the patient for potential issues to help inform 
the choice of medication. In addition they will be re-
sponsible for the continual monitoring of the effects 
and side effects of the medicines and making adjust-

ments to dose and therapeutic agent within agreed 
parameters”.  

Community pharmacies like general practices are inde-
pendent NHS contractors and they derive most of their 
income (on average over 90%) from their NHS con-
tract. The current contract comprises five core ser-
vices

25
: 

 

Acute medication service  

Dispensing, including ETP (electronic transmission of pre-
scriptions) and clinical review of the prescription and patient 
advice. 

 

Chronic medication service 

Provision of pharmaceutical care as part of a shared agree-
ment between the patient, pharmacist and GP, for patients 
with long term conditions to improve patient understanding 
and optimising the clinical benefits from their therapy. 

 

A public health service 

Interventions to promote healthy lifestyles, comprising ad-
vice, health promotion campaign materials, smoking cessa-
tion services and sexual health services/supply of emergency 
hormonal contraception. 

 

Minor ailment service  

Registration of patients and provision of advice and treat-
ment for minor ailments on the NHS. 

 

Gluten-Free Food (GFF) Service  

 

Pharmacists may also provide other services under 
local arrangements, such as services to drug misusers, 
palliative care services, or the national PGD for supply 
of emergency medicines, and prescribing clinics. With-
in the above contracted service the chronic medication 
service offers a clear opportunity for supporting adher-
ence and reviewing medication, but implementation 
has been slow and pharmacists and GPs need to work 
closely together to make the service successful.  

The acute medication service also has potential for 
closer working as one practice in England has recently 
shown

26
 with three monthly meetings organised by the 

GP with local pharmacists to discuss practical issues 
associated with prescription queries, and evolving into 
shared clinical meetings with positive outcomes for 
patient satisfaction, effectiveness of care and educa-
tion. The RCGP and RPS issued a joint state-
ment

27
supporting closer working between GPs and 

community pharmacists but highlighted some im-
portant building blocks for change. These include im-
proved inter professional IT links, safeguards for con-
sent and confidentiality, shared standards (for example 
in areas such as screening and diagnosis and pharma-
cy-led treatments and advice), joint education and 
training at undergraduate and postgraduate level, 
which could facilitate greater trust and understanding 
of the professions’ respective and complementary 
roles, skills and expertise, standard setting and clinical 
guidance on the  
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provision of over-the-counter medicines, making oppor-
tunities for joint working to improve medicines utilisa-
tion, cost-effectiveness and minimise waste. 

An increasing number of pharmacists are employed 
within general practices, either as NHS salaried staff 
working as part of Health Board teams or directly em-
ployed by the practice. Historically brought into practic-
es to conduct paper based medication reviews, audits 
and make global changes e.g., generic substitutions, 
they increasingly run their own clinics and prescribe, 
and are well placed to implement the services de-
scribed earlier. A recent joint statement from the RCGP 
and Royal Pharmaceutical  Society

28,29
 called for more 

pharmacists to work in GP surgeries to resolve day-to-
day medicine issues, particularly for patients with long 
term conditions and those who are taking a number of 
different medications. They would also liaise with hos-
pitals, community pharmacists and care homes to en-
sure seamless care for patients.  

In May 2016
30

 the Scottish Government published a 
supporting information pack for the use of the Primary 
Care Fund. The pack underpinned proposals from 
2015 in which the Cabinet Secretary for Health, Well-
being and Sport announced £16.2 million from the Pri-
mary Care Fund over the next three years to recruit up 
to 140 whole time equivalent additional pharmacists to 
work directly with GP practices. “These pharmacists 
will be independent prescribers and already have or 
will undertake, advanced clinical skills training to sup-
port the care of patients with long term conditions and 

so free up GP time to spend with other patients.”  

So the infrastructure is in place to take forward the 
pharmacist–GP partnership for the better care of pa-
tients. Table 1 suggests some key areas for future col-
laboration. While many of these will not be totally new 
and many GPs will already be delivering them to some 
extent, their universal delivery is yet to be achieved 
and is a key area for collaborative quality improvement 
in general practice clusters. Finally, research regularly 
shows that for such partnerships and shared roles to 
be maximally effective and mutually acceptable, trust 
and longer term professional relationships are key. 

 

Implication for collaborative quality improve-
ment in general practice clusters 
Improving prescribing in partnership with pharmacists 
would be a suitable topic for implementation by general 
practice clusters. There are already several quality pre-
scribing indicators that could be applied to either 
PRISMS data, PIS data or used at individual practice 
level. For example the STOPP START criteria

31
 are 

now widely accepted for use in the elderly and, recent-
ly, equivalent criteria have been developed for children.  
For topic specific initiatives, such as improving antibi-
otic prescribing, routinely available data can be used to 
look at overall prescribing rates, ratios of 4C antibiotics 
to all antibiotic prescriptions, seasonal trends and peer 
comparisons. For adherence, crude estimates can be 
obtained by applying the medication possession ratio  

Problem/area for improvement Pharmacy partnering solution 

Improving patient adherence Work with community pharmacy to direct patients to the Chronic Medica-
tion Service 

Reducing prescribing errors with potential for 

significant harm 

Identify areas of high risk prescribing, and pharmacist to review patient 
medical records  and identify and discuss patients at risk, including audit of 
required monitoring 

Identifying potential areas of deprescribing 
eg. long term use of PPIs 

Pharmacist to identify patients from medical records and invite them in for a 
pharmacist consultation 

Reducing appointments for minor illness Direct patients to community pharmacy minor ailment service 

Improving prescribing in nursing homes Pharmacist to undertake clinical medication review of all nursing home pa-
tients and review need for all medication 

Reduce hospitalisations due to NSAID associ-
ated GI bleeds 

Pharmacist to review records and check all patients on gastro protective 
treatment 

Improve seamless care on discharge from 
hospital 

Community pharmacy to receive discharge medication letter 

Improving management of UTIs Implement a PGD for appropriate antibiotic prescription by community 
pharmacists following strict protocol. 

Reducing use of relief medication in asthma Pharmacist led clinic to review inhaler techniques and prescribe as needed 

Reduce workload associated with methadone 
prescribing 

Pharmacist prescriber to adjust methadone dose on basis of regular daily 
contact with patient when daily dispensing 

Table1: Examples of areas for partnership working with pharmacists (all based on successful delivery 

elsewhere; many other examples)  
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to either prescribing or dispensing data. For nursing 
home initiatives measures of falls or hospital admis-
sions can be used.  

This short paper has summarised the current climate  
supporting greater partnership between GP and phar-
macy, given some examples of evidence based areas 
for implementation to improve the safety and effective-
ness of prescribed medicine. However pharmacists, as 
has been peripherally alluded to, also play an im-
portant role in self-care and public health and these are 
also areas that clusters could consider for their quality 
improvement plans.  
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