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General News

Seasonal Flu Vaccination Service in
Community Pharmacies 2009-2010
— Results of Patient Satisfaction Survey

NHS Barnet has operated a Local
Enhanced Service (LES) for the delivery
of seasonal flu vaccinations by trained
community pharmacists within the
community pharmacy setting for the last
four years. The target groups for the LES
for the last two years, included selected
‘at risk’ patients rather than only patients
65 years or over and those with asthma.
All patients vaccinated through this
service during 2009-10 were requested to
complete a patient satisfaction survey to
determine the quality and value of the
service. The survey also allowed NHS
Barnet to map how patients became
aware of the pharmacy flu vaccination
scheme, and to seek suggestions on ideas
for further services that could be
developed within community pharmacies.

The main results include:

From the vaccination service

® 764 vaccinations were carried out in 14
pharmacies (average 55 vaccinations)

® 431 people (56.4%) vaccinated
responded to the questionnaire and of

these 58% were female and 42% male.

® Nearly three quarters of the respondents
were 65 years of age or over which
corresponds to the percentage of
patients accessing pharmacies for their
annual seasonal flu vaccination who
were 65 years or over (also 75%).

o Of the patients who were under 65, 80%
of the respondents were accounted for
by those with diabetes and respiratory
disease.

® The service was rated ‘excellent’by 92%
of respondents with the remainder
rating the service ‘good!

® The main reasons why patients accessed
the service from pharmacies rather than
from their GP surgery, was for
convenience and ease of obtaining an
appointment

® There was a small increase of ‘at risk’
patients, i.e. those under 65, from last
year, who had their flu jabs in the
pharmacy as they were unaware of their
entitlement beforehand.

® The most successful method of
promotion was by the direct

involvement of the individual
pharmacies in highlighting the service
(61%). In-pharmacy posters and banners
(placed in selected pharmacies only)
accounted for a further 20% of patients.
There were also some referrals from

GP surgeries.

Other feedback

® The results indicate that the public are
accepting these new clinical roles, and
that they would like to see more
services developed.

® The most popular requested service
was a pneumococcal vaccination
service, closely followed by a minor
ailments service. Other suggestions
included blood pressure monitoring,
diabetes monitoring, a phlebotomy
service, other injections e.g. tetanus
and clinical medication reviews.

The information will be used by
NHS Barnet when considering the
development of community
pharmacy services.

PSNC launches Community Pharmacy Charter Campaign

The Pharmacy White Paper set
out a vision for community
pharmacies to play a greater role
in the NHS. While progress has
been made towards the
realisation of the White Paper
objectives, we can continue to
add to the momentum through
grassroots campaigning in the
run-up to the General Election.
Our aim is not only to continue
to raise awareness of the key
commitments in the Pharmacy
White Paper and to campaign for
progress in their realisation, but
also to reiterate the capability

and willingness of pharmacists
and their teams to take on a
greater role in NHS primary care.
To this end, PSNC has drafted a
‘Community Pharmacy Charter)
which can be used by LPCs as a
tool to engage with their elected
MPs and Prospective
Parliamentary Candidates (PPCs)
who may be elected at the next
General Election. PSNC has also
prepared an accompanying
guide with suggestions as to
how LPCs can use the Charter to
engage with local radio and local
newspapers to promote

community pharmacy in their
local communities.

The success of this campaign is
dependent on LPCs and
contractors! We need as many
grassroots contractors as
possible to get involved so that
MPs and PPCs across the country
are made aware of the work of
community pharmacists and the
value we can add to the NHS as
we take on more NHS services. If
you are willing to be involved in
this campaign, please contact
your LPC to find out how you
can help.

For any pharmacist involved in Community Pharmacy,
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understanding aspects of the Pharmacy Contract will be relevant CPD.

Why not make a record in your RPSGB CPD Plan & Record file or on-line at www.uptodate.org.uk




As the local representative body the
Local Pharmaceutical Committee is
funded by contractors to represent and
support them. With the development
locally of Pharmaceutical Needs
Assessments which will form the basis of
determining contract applications, and
the devolvement of the global sum to
PCTs, LPCs have an important and busy
time ahead working hard on behalf of
their contractors.

At the end of February PSNC delivered
policy update seminars led by the PSNC
Executive team to brief LPCs on key issues
and actions that LPCs need to take to
protect the interests of the contractors
they serve. In addition to PNAs and
devolving the global sum the day also
provided briefings on IT, information
governance, the new arrangements for
appliances and the current NHS policies
and drivers affecting pharmacy.

PSNC briefings for LPCs on action
needed to support contractors

All LPCs were strongly encouraged to
attend the events which were held in
Leeds (pictured) and London. One of the
main messages was for LPCs to keep their
contractors informed of local
developments and the work the LPC is
doing on their behalf so contractors can
be reassured that action is being taken
locally on the major issues that will affect
their future.

Contractors can expect their LPC to
keep them informed through LPC
websites which can be accessed from the
PSNC website www.psnc.org.uk,
newsletters or contractor meetings.

PNAs

PSNC is providing further and more
intense support for LPCs on PNAs through
workshops this month so LPCs can work
effectively and knowledgably with the
PCTs to develop a PNA that will gain the
support of contractors.

A vital first step is to get right the
regulatory framework for PNAs and the
recent consultation gave interested
parties the chance to express views on
draft proposals. PSNC responded to this
important consultation which closed at
the end of February and also strongly
encouraged LPCs to do so on behalf of
the contractors they represent and who
will be significantly affect by the
legislation. One particular concern we

Contractors — how you can influence

funding negotiations

flagged was the lack of an appeal
mechanism to challenge a PNA
determined by a PCT. To find out about
the representations made locally on your
behalf check with your LPC; the

PSNC response can be found

at www.psnc.org.uk.

PSNC’s Head of Finance Mike Dent, presenting
LPC action for devolved global sum

Further support for LPCs
Following the recent elections a new
term for LPCs begins at the beginning
of April. LPCs need to make sure that
LPC members have the skills and
competencies to carry out their role on
behalf of contractors. PSNC's LPC Support
programme is providing training for new
LPC members on NHS regulations,
governance, LPC constitution and other
skills required to carry out their role.
There is also training for LPC Chairs and
workshops for LPC Treasurers on
managing LPC’s finances. Later in the
year LPC members will have training
on negotiation skills to support local
discussions with commissioners;
media skills so that LPCs can use the
local media to promote community
pharmacy and pharmacy services; there
will be additional training for LPC chairs
on performance management and
appraisal of LPC Chief Officers/Secretaries.
LPC members can find details of the
courses in the LPC members area of the
PSNC website.
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New fee structure for dispensing applicances

As of April 1st, there will be several changes to the structure for dispensing appliances. The table below shows all the fees
associated with these changes and what they cover. For more information on the appliances affected see the PSNC website
(www.psnc.org.uk/appliances).

Dispensing

Additional
Dispensing Service

Dispensing of
appliances measured
and fitted

Expensive
prescription fee

Stoma Customisation

Appliance Use Reviews

90p
- £3.40 for all qualifying items*

- £9.30 for each intermittent
self-catheter

£2.60 per item

2% of the net ingredient
cost over £100

£4.32 for all qualifying
IXC items**

- £28 per AUR conducted on
pharmacy premises

- £54 per AUR conducted at
patients home

- Where several patients have
AUR'’s conducted in the same
external location, £54 will be
paid for the first AUR and £28
for all subsequent reviews
within a 24 hr period

As now

Home delivery must be offered on all qualifying items* but the fees
will be paid regardless of whether the patient accepts this or not.

A reasonable supply of wipes and bags must be supplied

Contractor must endorse the prescription ‘measured and fitted’
(applies to an extended range of products including belts and girdles)

As now

This fee is an average cost and will be paid per qualifying item** dispensed
regardless of whether customisation was required.

NB — Only one fee will be paid per item regardless of how many are prescribed
(for example the same fee will be paid if there is 10X’ brand flange to be
customised on a script or 30 X" brand flanges).

1 AUR can be conducted for every 35 qualifying items* dispensed in a year.
This number is based on the total number of items dispensed and not the
number dispensed for an individual payment.

To claim payment, the number of AURs undertaken must be declared on
the FP34C form.

*Qualifying items for home delivery are
items in Part 1XB and 1XC of the Drug
Tariff and the following products in Part
1XA of the Tariff: catheter, laryngectomy
and tracheostomy, catheter accessories,
catheter maintenance solutions, anal
irrigation system, vacuum pumps and

constrictor rings for erectile dysfunction,
and wound drainage pouches. These
items will be marked in the Drug Tariff.

**Qualifying Part IXC items for stoma
customisation are one-piece closed bags
(under “colostomy bags” chapter heading
of current Drug Tariff), drainable bags

(under “illeostomy bags” chapter heading)
and bags with tap (under “urostomy bags”
chapter heading), items under “two piece
ostomy system”and “flanges” chapter
headings, as well as Skin Protectors and
Stoma Caps. These items will be marked
in the Drug Tariff.

ENHANCED SERVICES

The most popular services searched for during the month
of February on the PSNC Services Database were:

- COPD
« MUR Plus

« Alcohol screening and intervention

- Stop Smoking

Want to find information on a particular service?
On the services database page of the PSNC website, click on the
search button to find details of local services across the country.

Enhanced services are negotiated locally and commissioned mainly
by PCTs. PSNC has collated details of over 300 Enhanced Services on
the Community Pharmacy Services database which is available

on the PSNC website at: www.psnc.org.uk/database

LATEST ADDITIONS

STOP SMOKING - VARENICLINE PGD
In City and Hackney Teaching PCT, pharmacists already

accredited to provide Level 2 Stop Smoking Advice can
receive specific training to allow them, once assessed

as competent, to provide Varenicline to dependent
smokers where NRT has been tried and failed, or to people
specifically referred to the service to receive Varenicline

under a PGD. A referral scheme to NHS Stop Smoking
Services or to GPs is in place for those smokers who are
considered eligible for Varenicline but fall within the PGD
exclusion criteria. The PGD, which is for smokers aged 18
or over and covers a 12 week treatment period has
recently been updated and runs until 2011.




To: Community Pharmacists
and Pharmacy Staff

Dear colleague

THE GP PRACTICE: A GUIDE FOR COMMUNITY PHARMACISTS AND
PHARMACY STAFF

nt, which has been jointly developed by
Negotiating Committee (PSNC) and the
ument is part of our joint work on

Please find over the page the above docume
NHS Employers, the Pharmaceutical Services
General Practitioners Committee (GPC).This doc

improving professional relationships to benefit patients.
This guide is designed to increase awareness of the work of the GP practice and to

encourage joint working. You may also find it beneficial in educating pre-registration
graduates about general practice. We have also developed a guide to community
pharmacy for GPs.

Both guides can be accessed via the NHS Employers website at
www.nhsemployers.org. Following our joint letter last year, we would also encourage
you to meet your local general practice colleagues to discuss ways in which you may
be able to work together to enhance patient care. We highly commend this guide
and hope your organisation will find it useful. If you have any comments about the

guide please email pharmacy@nhsemployers.org.

Yours sincerely
Sue Sharpe Felicity Cox Laurence Buckman
Chief Executive Lead Negotiator Chairman
PSNC NHS Employers GPC

‘h:I-E Employers BMA®




March 2010 Community Pharmacy News

www.psnc.org.uk

The GP practice

— a guide for community pharmacists

and pharmacy staff

March 2010

1. About this guide

This guide aims to support
General Practitioners (GPs) and
community pharmacists in
developing more effective
working relationships and in turn,
improve primary care services for
patients. It covers key areas such
as funding arrangements for
practices, the impact of the
Quality and Outcomes Framework
(QOF), prescribing budgets and
policies, and the range of clinical
and administrative functions that
practices currently provide.

The document has been
developed jointly by NHS
Employers, the British Medical
Association’s General
Practitioners Committee (GPC)
and the Pharmaceutical Services
Negotiating Committee (PSNC).
A similar guide has been
produced for GPs to give them an
insight into the working life of a
community pharmacist,
pharmacy services and an
overview of the community
pharmacy contractual
framework.

Together, these guides will
support the two professional
groups as well as provide an
insight for NHS commissioners,
as new ways of integrated
working in primary care start
to take shape.

2.1 Education and training

Full professional registration with
General Medical Council (GMC)

Undergraduate degree course
Five years covering competencies
required for general medicine and
surgery.

Postgraduate training programme:
Two years of hospital placements.
Satisfactory period of training required
under a provisional professional
registration with the General Medical
Council (GMQ).

2.2 Extending skills

A small number of GPs have taken
additional qualifications to become GPs
with Special Interests (GPwSI). This
initiative is part of a wider drive to
redesign NHS care around the treatment
of long term conditions in the
community. Further details on the special
interest frameworks can be found on the
Primary Care Commissioning website.

programme to gain membership of the
Royal College of General Practitioners

General practice training
programme:
Competency and assignment based
(MRCGP).

\

All GPs have an annual appraisal as a
formal commitment to develop their
knowledge skills and competencies

Continuing professional
development (CPD)
relevant to their field of expertise.

to collect evidence to support
their professional revalidation

Revalidation and recertification
From 1 April 2009 all GPs will start
and recertification.
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2.3 The work of a GP

The modern GP looks after a range of
chronic conditions that were previously
cared for in hospital clinics such as
hypertension, diabetes, Chronic
Obstructive Pulmonary Disease (COPD)
and asthma. GPs must have a broad
knowledge covering all medical and
surgical specialties, dealing with
undifferentiated illness, often at an early



stage. To cope with this increasing
complexity, larger practices will have a
lead GP for certain conditions although all
the GPs continue to deal with the full
range of ilinesses.

Preventative medicine is much more
prominent and GPs are now resourced to
case-find and treat many chronic
conditions at an early stage before
complications have arisen.

3. Key national bodies

There are several national organisations

that have key roles in general practice:

» The General Medical Council (GMC)
registers doctors to practice medicine in
the UK. Its core guidance Good Medical
Practice (2006) sets out the principles
and values of good practice.

« The Royal College of General
Practitioners (RCGP) has many leadership
functions. In particular it devises and
updates the GP training programme and
develops new qualifications and methods
of assessment.

« The British Medical Association (BMA)
is both a professional body and the
main doctors' trade union.

» The General Practitioners Committee
(GPCQ) of the BMA which negotiates
terms and conditions of service for all
GPs contracted to deliver services under
the General Medical Services contract,
both BMA members and non-members.

4. NHS contracts for
primary medical
services

4.1 Contractual routes
There are four contractual routes that a
Primary Care Trust (PCT) in England can
use to provide primary medical services
for its population:

For more details on the contractual
routes, see NHS Primary Care
Commissioning

4.2 The GMS contract
There are three different types of services
in the GMS contract.

4.1 CONTRACTUAL ROUTES

Contract

Details

General Medical Services
(GMS) contract.

This is a nationally agreed contract between a PCT and a
practice. A new GMS contract (see 4.2) was introduced
in April 2004. Currently, about 60 per cent of practices
are on GMS contracts.

Personal Medical Services
(PMS) contract.

This is locally agreed between the PCT and the practice,
together with its funding arrangements. In England,
approximately 40 per cent of practices are on PMS
contracts.

The GMS contract has a strong influence on the content
and scope of this contract

Alternative Provider Medical
Services (APMS) contracts.

This allows the PCT to contract with‘any person’under
local commissioning arrangements.

PCT managed practices.

These are directly managed by the provider arm of the
PCT and all staff (including GPs) are employees of the
PCT.

Type of services

4.2 GMS CONTRACT

What they cover

Essential services — must be
provided by all contractors.

They include the management of patients who are ill or
who believe themselves to be ill with acute, chronic or
terminal conditions .

Additional services — normally
provided by all contractors but
practices can surrender a
percentage of income to opt
out of providing.

They include cervical screening, contraceptive services,
childhood vaccinations and immunisations, child health
surveillance, maternity services and minor surgery.

Enhanced services —
commissioned by the PCT.

They include:
- Directed Enhanced Services (DESs) which must be
commissioned by the PCT.

- Local Enhanced Services (LESs) which are locally
developed services designed to meet local health
needs.

4.3. Funding for GMS practices
Major funding streams

There are several major funding streams
for GMS practices — see table on page 8.

Practices are not directly funded for
Information Technology (IT) because
PCTs are responsible for the procurement
and operational costs of practices' IT

systems.

Table 4.3a (on page 9) gives the
approximate percentage of practice
income that is attributable to the different

income streams.

4.4 QOF in more detail

Current clinical areas

The following clinical areas are currently

included in QOF:

« secondary prevention of Coronary Heart
Disease (CHD)

« cardiovascular disease — primary
prevention

« heart failure

« stroke and Transient Ischaemic
Attack (TIA)

« hypertension

« diabetes mellitus




4.3 FUNDING FOR GMS PRACTICES

Funding Streams

Details

The global sum funds a practice
for delivering essential and
additional services to its
registered list of patients.

The bulk of these payments are determined by an allocation formula which funds practices based
on practice workload and circumstances (including patient demographics such as age and gender).

Minimum Practice Income
Guarantee (MPIG) is a financial
protection scheme which many
practices currently receive
additional income from.

This was introduced when the contract payment structure changed in 2004. The future of the MPIG
scheme is currently under review.

The Quality and Outcomes
Framework (QOF) is a
voluntary scheme that rewards
practices to deliver a high quality
of care to their patients.

The QOF measures practice achievement against evidence based clinical indicators and
organisational and patient experience indicators. Each indicator has a minimum level for
achievement and although voluntary, most practices participate. Practices score points according
to their levels of achievement and payments are calculated on the points the practices achieve.
Currently, practices can achieve a maximum of 1,000 QOF points, although payments will vary with
the size of the practice and the prevalence of medical conditions for that practice’s population,

to reflect the workload involved.

For the year 2008-2009 practices with an average number of patients (5,891 in England) were
awarded £124.60 per QOF point. For more details see the section on QOF below.

Enhanced services payments
resource practices to provide
special services.

These services are not covered within the essential services of the contract. Many current enhanced
services were previously provided by the secondary care sector.

Seniority payments reward a
GP's experience.

A GP's seniority payment is based on their years of reckonable service'to the NHS (this is calculated
from the date that a doctor first becomes registered with the General Medical Council or equivalent
authority in another European Economic Area member state).

Payments for premises provide
resources for premises.

Most GP practices own their premises and make these available to the NHS for patient care. GPs
borrow the capital to build the premises and there are schemes that compensate the practice for
this. Payments to practices are reckoned on the amount of rent the practice would pay if renting the
premises and this is agreed with the District Valuer.

Dispensing payments only apply
to those practices that provide
dispensing services.

There are currently over 1,300 dispensing practices which serve around four million NHS patients.

Private services

Practices may provide private services for the administration of medications eg travel vaccinations,
life insurance medical reports and certificates and letters outside normal NHS services.

 Chronic Obstructive Pulmonary
Disease (COPD)

« epilepsy

« hypothyroid

* cancer

« palliative care

» mental health

e asthma

» dementia

 depression

« Chronic Kidney Disease (CKD)

« atrial fibrillation

* obesity

« learning disabilities

» smoking.

QOF has seen evidence based
indicators achieved by almost every GP
practice in the UK to a very high level. The

are the most well known in primary
care and are used in general practice.
Snomed-CT coding is an international

QOF has delivered benefits to patients
through the improved monitoring and
treatment of acute and chronic health
problems. The coordinated and
comprehensive care patterns supported
by the QOF have also helped to reduce
inequalities across the UK.

Use of READ and Snomed-CT codes
in QOF

There are two clinical coding systems;
READ and Snomed-CT. READ codes

coding standard and is expected

to replace or subsume the READ
coding system in general practice in
the future.

The codes cover a wide range of
topics in different categories such as
signs and symptoms, treatments and
therapies, investigations, occupations,
diagnoses and drugs and appliances.
This enables the recording of episodes
of care as part of a full electronic
patient record.



























